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and not meant to be prescriptive. ACOG accepts no

liability for the content or for the consequences of any
actions taken on the basis of the information provided.
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TYPESOFHYPERTENSION

Chronic Hypertension

(@)

{ .t grDBRKN ¢n
o Prepregnancy ok20 weeks

Gestational Hypertension

o { .t mr5m™Mmrtn x ¢n
o > 20 weeks
0 Absence of proteinuria or systemic signs/symptoms

Preeclampsig Eclampsia

o {.t m\r5mmrtn x ¢n

o Proteinuria with or without signs/symptoms

o Presentation of signs/symptoms/lab abnormalities but no proteinuria
*Proteinuria not required for diagnosis eclampsia seizure in setting of preeclampsia

Chronic Hypertensio&
SuperimposedPreeclampsia

Preeclampsia with severe

featu FeS(ACOG Executive Summary o
Hypertension in Pregnancy, October 2013

o SystolidBP of 160 mm Hg or higher, or diastolic BP of 110 mm HG or higher on 2 occ
at least 4 hours apart while the patient is on bed rest (unless antihypertensive therapy is

initiated before this time)
o Thrombocytopenia (platelet count less than 100,000/microliter)

o Impaired liver function as indicated by abnormally elevated blood concentrations of liver
enzymes (to twice normal concentration), severe persistent right upper quadrant or

epigastric pain unresponsive to medication and not accounted for by alternative
diagnoses, or both

o0 Progressive renal insufficiency (serum creatinine concentration greater than 1dlLorg/
a doubling of the serum creatinine concentration in the absence of other renal disease)

o0 Pulmonary edema
o New-onset cerebral or visual disturbances




DEFINITIONS -

SEVERHYPERTENSION
A{eadz2t A0 0ft22R WiNBsaadz2NE x mMcn YY | 3
ASBAIFaA02t A0 of 22RgLINB&aadz2NE x mmn YY

HYPERTENSI2EERGENCY

A Persistent, severe hypertension that can ocantepartum intrapartum, orpostpartum

A Defined as:
- Twoa SOSNB .t @I f dzS &60dnigutegapartk mmn 0 GOF 1 Sy
- Severevalues do not need to be consecutive
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WHENTO TREAT

SEVERBHYPERTENSION

{ . t1eOwpr5 . t X MMA

, 0 Repeat BP every 5 min for fdin
o Notify physicianafter one severe BP value is obtained

HYPERTENSI¥YMERGENCY

Persistent, severe hypertension that can occur antepartum, intraparturppstpartum
Twoda SUSNE .t @I t dzS a&60dmigutagapark mmn o Ul 1Sy wmMp
Severe values do not need to be consecutive

o If severe BP elevations persist for 15 min or more, begin treatment
ASAPPreferably within 60 min of the second elevated value

o If two severe BPs are obtain@dthin 15 min, treatment may be
initiated if clinically indicated ACOG

2 AVERCAN CONCRESS
of QESTETROANS
CONOCET
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FIRSTLINETHERAPIES

A Intravenous labetalol
A Intravenous hydralazine

A Oral nifedipine

Magnesium sulfate not recommended as antihypertensiagent

A Shouldbe used for: seizure prophylaxis and controlling seizureslaimpsia

A IVbolus of 46 grams in 100 ml over 20 minutes, followed by IV infusiondfjiams per hourContinue for 24
hourspostpartum

A Ifno IV access, 10 grams of 50% solution IM (5 g in fmattbck)

A Contraindicationspulmonary edema, renal failure, myasthenia gravis

Anticonvulsantgfor recurrent seizures or when magnesium i9:C/I

A Lorazepam2-4 mg IV x 1, may repeat x 1 after-19min

A Diazepam5-10 mg IV every-40 min to max dose 3®g

A Phenytoin 1520 mg/kg IV x 1, may repeat 10 mg/kg IV after 20 min if no response. Avoid with hypotension,
may cause cardiac arrhythmias.

A Keppra 500 mg IV or orally, may repeat in 12 hours. Dose adjustment needed if renal impairme%coc

2 AVESCAN CONCRESS

*There may be adverse effects and additional contraindications. Clinical judgement should prevail = _swesrnass
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Labetalol Algorithm

Trigger: If severe elevations (SBP 2180 or DBP = 110} persist™ for 15 min or more OR If two severe elevations are obtained within 15 min and t is clinically indicated

Labetalol 20 mg! IV over 2 minutes

-

If SEP = 160 or DBP > 110, administer
labetalol 80 mg IV over 2 minutes;
If BP below threshold, continue to
monitor BP closely

_)

-

Repeat BPin
10 minutes

m

Repeat BP in
10 minutes

If SBP = 160 or DBP > 110 at 20 minutes,

obtain emergency consultation from specialist in MFM, internal

medicine, anesthesiology, or critical care

0

- Every 10 minutes for 1 hour
- Then every 15 minutes for 1 hour
- Then every 30 minutes for 1 hour
- Then every hour for 4 hours

._)

Institute
additional BF
monitoring per
specific order

= Motify provider after one severe BP value is obtained

Institute fetal surveillance if viable

« Hold IV labetalol for maternal pulse under 60
s fMaximum cumulative IV-administered dose of labetalol should not

exceed 220 mg in 24 hours

= There may be adverse effects and contraindications. Clinical judgement

should prevail.

_)

REVISED JuLy 2007

EXAMPLE

If SBP = 160 or DBP > 110, administer Repeat BP in
labetalol 40 mg IV over 2 minutes; _) 10 minutes
If BP below threshold, continue to
monitor BP closely

i, o L .
If SBP = 160 or DBP > 110, administer Repeat BP in
hydralazine® 10 mg IV over 2 min- _) 20 minutes
utes; If below threshold, continue to
monitor BP closely

i, o L .
Give additional antihypertensive Once BP
medication per specific order as + thresholds
recommended by specialist are achieved,

repeat BP:

* Twio severe readings more than 15 minutes and less than 60 minutes apart

t Avoid parenteral labetalol with active* asthma, heart disease, or
congestive heart failure; use with caution with history of asthma.
May cause neonatal bradycardia.

#"Active asthma” is defined as:
(&) symptoms at least once a week, or
(®) use of an inhaler, corticosteroids for asthma during the

pregn_anc'_.l. or . . o ACOC
() amy history of intubation or hospitalization for asthma. R

TSR

¥ Hydralazine may increase risk of maternal hypotension.



Hydralazine Algorithm

REVISED JuLy 2017

EXAMPLE

Trigger: If severe elevations (58P 2160 or DBP = 110) persist™ for 15 min or more OR If two severe elevations are obtained within 15 min and t is clinically indicated

Administer hydralazine! 5 mg or Repeat BP in

10 mg IV over 2 minutes _) 20 minutes

If SBP = 160 or DEP z 110, Repeat BP in

administer labetalol 20 mg* IV 10 minutes

over 2 minutes; If BP below thresh- ->

old, continue to monitor BP closely

Give additional antihypertensive Once BP

medication per specific order as + thresholds

recommended by specialist are achieved,
repeat BP:

« Motify provider after one severe BP value is obtained
« Institute fetal surveillamce if viable
« Hold IV labetalol for maternal pulse under 60

s fMaximum cumulative IV-administered dose of hydralazine should not
exceed 25 mg in 24 hours

s There may be adverse effects and contraindications.
Clinical judgement should prevail.

->

If SBP = 160 or DBP = 110, Repeat BF in
administer hydralazine 10 mg IV 9 20 minutes
over 2 minutes

i ™

If SBP = 160 or DEP = 10,

administer labetalol 40 mg IV over 2 minutes, and
obtain emergency consultation from specialist in MFM,
internal medicine, anesthesiology, or critical care

- Every 10 minutes for 1 hour Institute ad-

- Then every 15 minutes for 1 hour '+ ditional BEP

- Then every 30 minutes for 1 hour maonitoring per
- Then every hour for 4 hours specific order

* Two severe readings more than 15 minutes and less than &0 minutes apart

t Avoid parenteral labetalol with active* asthma, heart disease, or
congestive heart failure; use with caution with history of asthma.
May cause neonatal bradycardia.

t"active asthma” is defined as:
(&) symptoms at least once a week, or
(®) use of an inhaler, corticosteroids for asthma during the

pregnancy, or
{©yany history of intubation or hospitalization for asthma.

¥ Hydralazine may increase risk of maternal hypotension. v



REVISED JuLy 2017
Oral Nifedipine Algorithm EXAMPLE

Trigger: If severe elevations (SEP 160 or DBP = 110) persist™ for 15 min or more OR If two severe elevations are obtained within 15 min and t is clinically indicated

-

Oral nifedipine® 10 mg Repeat BP in If SBP » 160 or DEP = 110, Repeat BP in
_) 20 minutes _) administer oral nifedipine 20 mg; é 20 minutes
If below threshold, continue to

monitor BP closely

Give additional If SBP = 160 or DEP = 10, Give additional antihypertensive
round of oral _) administer IV labetalolt 40 mg; If below threshold, continue to 9 medication per specific order as
nifedipine 20 mg manitor BP closely. Obtain emergency consultation from specialist recommended by specialist

in MFM, intermal medicine, anesthesiology, or critical care.

Once BP - Every 10 minutes for 1 hour Institute additional BP monitoring
thresholds - Then every 15 minutes for 1 hour per specific order
are achieved, _) - Then every 30 minutes for 1 hour _)
repeat BP: - Then every hour for 4 hours
o, - L%
= Motify provider after one severe BP value is obtained * Two severe readings more than 15 minutes and less than 80 minutes apart
= Institute fetal surveillance if viable ¥ poral nifedipine has been associated with an increase in maternal heart rate
* Capsules should be administered orally and not punctured or otherwise and may overshoot hypotension.
administered sublingually t Avoid parenteral labetalol with active* asthma, heart disease, or
= There may be adverse effects and contraindications. Clinical judgement congestive heart failure; use with caution with history of asthma.
should prevail. May cause neonatal bradycardia.

+"Active asthma” is defined as:
(&) symptoms at least once a week, or
(& use of an inhaler, corticosteroids for asthma during the ACOGC
pregnancy, or et e
(€1 any history of intubation or hospitalization for asthma. B



ADDITIONALTHERAPRECOMMENDATIONS

11

IFNO IV ACCESAVAILABLE
A Initiate algorithm for oral nifedipine, or

A Oral labetalol, 200 mgwS LIS & Ay on YAY AT {.t NBYFAY& % wmc

SECOND LINE THERARSent fails to respond to first line tx):
Recommendemergency consult with:

A Maternal Fetal Medicine

A Internal Medicine

A Anesthesiology

A Critical Care

A EmergencWMedicine

May also consider:
V Labetalol or nicardipine via infusion pump
V Sodium nitroprusside for extreme emergenciéssefor shortest amount of time due to ACOG

2 AVESCAN CONCRESS
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MONITORINGBLOODPRESSURE 12

MATERNAL FETAL

A Once BP is controllg@160/110), measure A Fetal monitoring surveillance as

V
Vv
V
V

Every 10 minutes for 1 hour appropriate for gestational age
Every 15 minutes for next hour

Every 30 minutes for next hour

Every hour for 4 hours

A Obtain baseline labs:

V

< <K<K <KL KL<

CBC

Platelets

LDH

Liver Function Tests

Electrolytes

BUN creatinine

Urine protein ACOG

2 AVESTAN CONCRESS
of QESTETROANS
5 0 1Y
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EXAMPLE

Hypertensive Emergency Checklist

HYPERTENSIVE EMERGENCY:

* Twa severe BP valugs (21601100 taken 15-60 minwles
aparl. Values do not need bo be consecutive.

= May treat within 15 minwtes if cinically indicated

[ call for Assistance

[ Designate:
() Team leader
() Checklist readerfrecarder
(71 Primary RN

[ Emswre side rails up

[ Ensure medications appropriate given
patient history

[ administer seizure prophylaxis (magnesium
sulfate first line zgent, unless contraindicated)

[ antihypertensive therapy within 1 hour
for persistent severa range BP

[ Place Iv; Draw preeclamipsia labs

[ Antenatal corticosteroids
(if <34 weeks of gestation)

[ Re-address VTE prophylaxis reguirement
[ Place indwelling urinary catheter

[ Brain imaging if unremitting headache or
neurological symptoms

[ pebrief patient, family, and obstetric team

T hrtive mthime” is defined as:
(&) symploms a1 least ance 3 wesk, of
() use af an inhaler, corticosteroids Tor asthma during
the pregnancy, ar

() &ny history of inlubation of hospitalization far asthma.

REWISED JuLy 2007

MAGMESIUM SULFATE

Contrsindicatiens: Myasthenia gravis; sveid with pulmenary

edema, use caution with renal failure

IV acoess:

[ Load 4-6 grams 10% magnesium sullate in 100 mL
selution aver 0 min

[ Label magnesium sulfate; Connect b labeled infusion pumg

[ magnesium sulfate maintenance 1-F grams howr

Mo IV access:

[ 10 grams af 50% sodution IM (5 g in each buttock)

ANTIHYPERTENSIVE MEDICATIONS

Fod SBP 2 160 o DEP = TH0
[Sae SMI mhgarithms for camplele manggement when recessary
o move By another agent after 2 doses}

[0 Labetalol finitisl doss: 20mg); Aveid parenteral labet-
aled with active asthma, heart disease, or congestive
heart fallure; wse with caution with history of asthma

[ Hydralazine (510 mg IV* over 2 mink May increase
risk of maternal hypotension

[[] oral Mifedipine (10 mg eapsules); Capsules should be
adrinisiened orally, not punciisred af otherwie sdmin-
istered sublingually

* Maxinun curuhalive N-admdaistered doged Should nod ex-
geed 220 my habetalal or 25 mg hydralazine in 24 hours
Mote: If first fire agents unsoceessful, amengency cansall with
specialist (MPM, datermal medicine, OF anesthesichagy, critical
cove) is recommended

ANTICONVULSANT MEDICATIONS

Far re¢urrent séibures of wihen magnesium sullfate contraindicated

[ Lorazepam {Ativan): 2-4 mg IV x 1, may repeal once
after W0-15 min

[ Diazepam (Walium): 5-10 mg IV g 5-30 min ta maimum
dose 30 mg

ACOG
Safe Motherhood Initiative
[F—=1"]

EXAMPLE
Call for assistance 13

Designate team leader, checklist reader
primary RN

Ensure side rails are up

Administer seizure prophylaxis

Antihypertensive therapy within 1 hr for
persistent severe range BP

Place IV; Draw PEC labs

Antenatal corticosteroids is <34 wks
gestation

Readdress VTE prophylaxis requiremer

Place indwelling urinary catheter

Brain imaging if unremitting headache o
neurological symptoms

Debrief patient, familyOBteam



EXAMPLE

Eclampsia Checklist

[ call for Assistance

[] Designate
() Team leader
() Checklist reader/recorder
(O Primary RN

[} Ensure side rails up

[] Protect airway and improve axygenation:
() Mmaternal pulse oximetry
() Supplemental oxygen (100% non-rebreather)
[] Lateral decubitis position
[} Bag-mask ventilation available
] suction available

[ Continuous fetal monitoring
[] Place IV; Draw preeclampsia labs

) Ensure medications appropriate given
patient history

] Administer magnesium sulfate

[] Administer antihypertensive therapy if
appropriate

[] Develop delivery plan, if appropriate
[] Debrief patient, family, and obstetric team

T Active xsthma™ is defined as:
@ symptoms at keast once 3 week, o
(® use of an inhaler, corticostercids for asthma during

the pregnancy, or
(© any history of intubation or hospitalization for asthma.

REVISED JuLy 2017
ACQG
| =ell |
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MAGNESIUM SULFATE

Contraindications: Myasthenia gravis; 2void with pulmonary

edema, use caution with renal failure

IV access:

[[] Load 4-6 grams 10% magnesium sulfate in 100 mL
solution over 20 min

[[] Label magnesium sulfate; Connect to labeled infusion pumg

[[] Magnesium sulfate mai 1-2 grams/hour

No 1V access:
[] 10 grams of 50% solution IM (S g in each buttock)

ANTIHYPERTENSIVE MEDICATIONS

For SBP > 160 or DBP > 110
(See SMI algorithms for comph ag when y

[ Labetalol (initial dose: 20mg); Avoid parenteral labet-
alol with active asthma, heart disease, or congestive
heart failure; use with caution with history of asthma

[ Hydralazine (5-10 mg IV* over 2 min); May increase
risk of maternal hypotension

[] Oral Nifedipine (10 mg capsules), Capsules should be
administered orally, not punctured or otherwise admin-
istered sublingually

* Maximum curnulative IV-administered doses should not

exceed 220 mg labetaiol or 25 myg hydralazine in 24 hows

Note: If persistent seizures, consider anticonvulsant medica-

tions and additional workup

ANTICONVULSANT MEDICATIONS

For recusrent seizures or when magnesium sulfate contraindicated

[7] Lorazepam (Ativan): 2-4 mg IV x 1, may repeat once
after 10-15 min

[ Diazepam (Valium): 5-10 mg IV g 5-10 min to maximum
dose 30 mg

FOR PERSISTENT SEIZURES

[ nNewomuscular block and intubate
] Obeain radiographic imaging

[0 1cu admission

[ Consider anticonvudsant medicaticns

EXAMPLE
14

Call for assistance

Designate team leader, checklist
reader, primary RN

Ensure side rails are up

Protect airway + improve oxygenation
Continuous fetal monitoring

Place 1V; Draw PEC labs

Administer antihypertensive therapy if
appropriate

Develop delivery plan

Debrief patient, family, OB team

T AVERCAN CONGRESS
of CESTETROANS
sy CYNECOLOCETS




COMPLICATION& ESCALATIORROCESS s

MATERNA[.pregnant or postpartum) H=ETAL
A CNSseizure, unremitting headache, visual disturbance) A Abnormalfetal tracing
A Pulmonary edema or cyanosis A IUGR

A Epigastric or right upper quadrant pain
A Impaired liver function

A Thrombocytopenia

A Hemolysis

A Coagulopathy

A Oliguria*<30 ml/hr for 2 consecutiveours

- Prompt evaluation anccommunication:If undelivered, plan for delivery

ACOG

2 AVESCAN CONCRESS
of QESTETROANS
1 GYNECOLOCETS
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MONITORINGCCHANGEOFSTATUS 16

Once patient is stabilized, consider

SEIZURE PROPHYLAXIS
0 Magnesium sulfatéif not already initiated

TIMING & ROUTE OF DELIVERY

o Eclampsia® Deliveryafter stabilization

o0 HELLP/Severe preeclampsia/
Chronichypertension + superimposed
preeclampsiad Vaginal deliveryif attainable in
reasonable amount dime

0= ®ekksA Deliver
MATERNAL BP

o Continue control with oral agents
o Target range of 14250/90-100

Safe Motherhood Initiative

IF PRETERM (<34 WREXPECTANT MGMT PLANNED
o Antenatal corticosteroids
0 Subsequent pharmacotherapy

0 HELLKGestational age of fetal viability to 33 6/7 wks)
V Delay delivery for 248 hours if maternal and fetal
condition remains stable

V Contraindications to delay in delivery for fetal benefit

of corticosteroids:
A Uncontrolled hypertension
A Eclampsia
A Pulmonary edema
A Suspected abruption placenta
A Disseminated intravascular coagulation,
A Nonreassuring fetal status

A Intrauterine fetal demise
ACOG

2 AVERCAN CONCRESS
of QESTETROANS
ol CYNECOLOCETS



GUIDELINEGORDOCUMENTATION EXAMPLE

17
ONADMISSION ASSESSMENT & PLAN
V Complete history V Indicate diagnosis of preeclampsia
o If no dx, indicate steps taken to exclude
V Complete physical exam + preeclampsia preeclampsia
symptoms: _ _ _
o Unremitting headaches V' Antihypertensives taker(if any)
o Visual changes o0 Specific medications
o Epigastric pain o Dose, route, frequency
o Fetal activity o Current fetal status
o Vaginal bleeding

V Magnesium sulfatgif initiated for seizure

V Baseline BPs throughout pregnancy prophylaxis)
o Dose, route, duration of therapy

V Meds/drugs throughout pregnancyillicit & _
OTC) V Delivery assessment

o Ifindicated, note: timing, method, route
o If not indicated, describe circumstances to

V Current vital signsinc. O2 saturation _
warrant delivery

V Current and past fetal assessment: : .
o FHR monitoring results V Antenatal corticosteroids if < 34 weeks of

o Est. fetal weight gestation
o BPP, as appropriate

NOTEContinueongoing documentatioevery30 min
until patient stabilized ak SBA.60 or DBR10




POSTPARTUNMURVEILLANCE .

Necessaryo prevent additionalmorbidity as preeclampsia/eclampstan develop postpartum

INPATIENT OUTPATIENT
A MeasureBP every 4 hours after delivery A For pts with preeclampsia, visiting
until stable nurseevaluation recommended:
A Do not use NSAIDs for women with V Within 35 days
elevated BP V Againin 7-10 days after delivery
A Do not discharge patient until BP is well (earlier if persistent symptoms)

controlled for at least 24hours

ANTIHYPERTENSIVE THERAPY

AwSO2YYSYRSR F2NJ LISNBAAOGSY G LI2adLI NI dzy
occasions at least 4 hours apart

A Persistent SBP160 or DBE 110 should be treated within 1 hour

Safe Motherhood Initiative



EMERGENCY DEPARTMENT

EXAMPLE

Postpartum Preeclampsia Checklist

IF PATIENT ¢« 6 WEEKS POSTPARTUM WITH:

= BPF = 160/110 or
= BPF = 140/90 with unremitting headache, visual
disturbances, epigastric pain
[ call for Assistamoe
[] Designate:
() Team leader
() Checklist reader/frecorder
) Primary RN
[] Enswre side rails up
[ call obstetric consult; Document call

[ Place Iv; Draw preeclampsia labs

) ceC () Chemistry Panel
O Pt () uUric Acid
) PIT {Z) Hepatic Function

() Fibrinagen () Type and Screen
[ Ensure medications appropriate given
patient history
[] Aadminister seizure prophylaxis
[] administer antiypertensive therapy
() Contact MFM or Critical Care for refractory
blsod pressure
[ consider indwelling urinary catheter
() Maintain strict 180 -
patient at risk for pulmonary edema
[ Brain imaging if unremitting headache or neuro-
logical symptoms

1 =Active sthme” is defined as:
() symploms st least once & wesk, o
() use of &n inhaler, carticostersids for asthma dusing

the pregnancy, of
() any history of inlubation or hospitalization for asthma.

REVISED ULy 2017

Safe Motherhood Initiative e
=

Safe Motherhood Initiative

MAGMNESIUM SULFATE

Cantrsindications: Myasthenia gravis; svoid with pulmanary

edema, use caution with renal failure

IV acoess:

[ Load 4-& grams 10% magnesium sulfate in 100 mL
solution over 20 min

[ Label magnesium sullfate; Connect te labeled infusion pumg

[ magresium silfate msintenance 1-2 gramsf howr

Mo IV access:

[ 10 grams af S0% sehution 14 (5 g in each buttock)

ANTIHYPERTENSIVE MEDICATIONS

Fod SBP = 160 or DBEP = 10

[See SMI digorithims for camplete mandgement when receisary

[0 Mo b dnather agent after 2 doses )

[ Labetabol {initial dase: 20mg); Avoid parenteral labet-
alod with active asthma, heart disease, or congestive
heart failure; use with caution with history of asthma

[ Hydralazine (5-10 mg Iv® over 2 min); May increass
risk of maternal hypotension

[ oral Nifedipine (10 mg capsules); Capsules shauld be
administered orally, not punctred or otherwise sdmin-
istered sblingually

* Meaimum cumulalive Iv-administered deses showld nod ex-
ceed 220 g abetalal er 25 mg hydralazine in 24 hours

Mode: [f first lire dgents ursuedeisfial, emergency covisull with
specialist (MFA, intermal medicing, 08 anesthesiclogy, critical
citve] is reconmended

ANTICONVULSANT MEDICATIONS

Far regument seitures of wien magnedium sullate contrindicabed

[ Lorazepam {Ativan): 2-4 mg IV & 1, may repeal once
alter 10-15 min

[ Diazepam (Valium): 5-10 mg IV g 510 min

EXAMPLE

19
Call for assistance

Designate team leader, checklist
reader, primary RN

Ensure side rails up

Call OB consult; Document call
Place IV; Draw PEC labs
Administer seizure prophylaxis
Administer antihypertensivéherapy

Consider indwelling urinamgatheter.
Maintainstrict 1&0O

Brain imaging if unremitting
headache or neurological symptoms

FAVESOAN CONCRESS
of CESTETROANS
sz GYRECOLOCETS




DISCHARGELANNING 20

All patients receive information on preeclampsia:

V Signs and symptoms

V Importance of reporting information to health care provider as soon as possible
V Culturallycompetent, patientfriendly language

All new nursing and physician staff receive information on hypertension in
pregnancy and postpartum

FOR PATIENTATHPREECLAMPSIA
V BP monitoring recommended 72 hours after delivery
V Outpatient surveillance (visiting nurse evaluatioejommended:

o Within 35 days

o Again in 710 days after delivery (earlier if persistent symptoms)

ACOG

2 AVESCAN CONCRESS
of QESTETROANS
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POSIDISCHARGEVALUATION
ELEVATEBPATHOME OFFICETRIAGE

21

Postpartum triggers:
A{.t x McHO®ZN 5.t x
A{ .t s pnbn 2 NJ-B9 with ukrerditting headaches, visual disturbances, or epigastric/RUQ pain

v

A Emergency Department treatme(®B/MICUconsultas needed)
A AntiHTN therapy suggestedpiérsistentSBP>150 or DBP>1000n atleast two occasions at least 4 hours apart

A PersistentSBP>160 or DB 110should be treated within 1 hour

\ 2
Signs and symptoms of eclampsia, abnormal
Good response to antiHTN treatment and neurological evaluation, congestive heart failure, renal
asymptomatic failure, coagulopathy, poor response to
antihypertensive treatment
4 v
Admit for further observation and Recommend emergency consultation for further
management & & evaluation(MFM, internal medicine, OB
(L&D, ICU, unit with telemetyy anesthesiology, critical care)




CONCLUSION

ASystol i ordBRs* ol 6warragtP > 110
V Prompt evaluation atbedside
V Treatmentto decrease maternal morbidity and mortality

A Riskreduction andsuccessful clinical outcomes require avoidance/managemen

of severe systolic and diastolic hypertension in women with:
V Preeclampsia
V Eclampsia
V Chronichypertension + superimposeqateeclampsia

A Increasing evidence indicates that standardization of care improves patient
outcomes

ACOG

2 AVESTAN CONCRESS
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