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Who 1s this talk for?

* Qutpatient nurses
— They are primary educators of our patients

* Physicians
— So they understand what the nurses are being told
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Chronic Hypertension in Pregnancy

Chrenic hypertension is present in 09-1 5% of pregnant women (1) and may result in ségnificant maternal, fetal. and
neonatal morbidity and mortality. The rate of maternal chronic hyperension increased by 67% from 2000 to 2009,
with the largest increase (S7%) among African American women. This increase is largely secondary 10 the obesity
epidemic and increasing matemal age (1, 2). The trend is expected 10 continue.

The purpse of this document is 1o clanify the criteria used to do
the effects of ehronie hypenension
idence formanagement options. The purpose of these revised best practice recommendations is to provide

during pregnancy, 1o review
available

ine and diagnose chronic hypertension before or
o pregnancy and vice versa, and o appraise the

a rational approach 1o chronic hypertension in pregnancy based on new research data and relevant pathophysioiogic

and pharmacologic considerations.

Background

Chronic Hypertension

Definition and Diagnosis of

Chronic Hypertension

Chrenic Iyperinsion in pregnancy is defined s hyper
tension disgnosed or present before pregnancy or before
20 weeks of gestaion. Hypertznsion that i diagnosed for
the st e dusing pregnancy sad thit does nol rsolve
in the typical postparam period also s classiied as
chroic hypertension (3). Tradiicnall. the criteria for
hyperension n presnan

toic blood pressue of 140 mm H or mor, a diastoic
blood pressure of 90 mm Hg or mre. o both. I genera,
i i recommended that 4 diagnosis of hypertcnsion 1c-
it at Teast two determinatins at eas 4 hours gprt,
athough on oczasion. especially when faced with scvere
hyperension, the agnosis can be conmed within

(AHA) have changed the eritesia for diagnosing hyperten-
sion in aduks (4). These rcommendations include classi-
fying blood pressure into four categories: 1) nommal
(systalc blood pressure s than 120 mm Hy and diastolic
lo0d prossure less than 50 mm He, 2) elevated (sysiolic
biood pressure of 120-129 mm Hg and diastolic blood
pressure less than 80 mm Hg) 3 stage | hypenension
(systalic blood pressure of 1301-139 s Hy or disstolic
biood pressure of 8089 mm Figk and 4) stage 2 hyper
tension (systolic blood pressure of 140 mm Hy or more or
diastolic Dlood pressure of 90 mm Hg o mom). These
changes were made o assist in clinical and public health
decision making nd reflect data 10 suggest modifiable
long-term cardiovaseular risk even in the clevated and
stage | hypertension rangss (5). Tportantly, the recors.
mendations now suggest beginning treatment in nompreg-
U aduls with ridk factors for cument or futur
cardiovascular discase in patients with stage 1 hyperten-
sion (systolic blood pressure of 130-139 mm Hg or dia
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INTERIM UPDATE: The content of this Practice Bullatin has besn updstad ss highlightsd (or ramaved ss necsssary) to
incluce limitac, focused edHorisl corscians 1 PSGelet counts, dignostis crtaia for preeciampsa ©ox 2), and pre.
‘edlampsis with severe features (Box 3).

Gestational Hypertension and
Preeclampsia

Hypertensive disorders of pregnancy constitute one of the leading causes of matemal and perinatal mortality
worldwide. It has been estimated that preeclampsia complicates 2-8% of pregnancies globally (1). In Latin
America and the Caribbean. hypertensive disorders are responsible for almost 26% of maternal deaths,
whereas in Africa and Asia they consribute 10 9% of deaths. Although maternal moriality is much lower in
high-income countries than in developing countries, 16% of maternal deaths can be attributed to hypertensive
disorders (1, 2). In the United States, the rate of preeclampsia increased by 25% between 1987 and 2004 (3).
ving birth in 1980, those giving birth in 2003 were at 6.7-fold increased
risk of severe preeciampsia (4). This complication is cosly: one study reported that in 2012 in the United States,
the estimated cost of preeclampsia within the first 12 months of delivery was 32.18 biilion ($1.03 biflion for
women and S1IS billion for infants), which was disproportionately borne by premature births (3). This
Practice Bulletin will provide guidelines for the diagnosis and management of gestational hypertension and
preeclampsia.

Moreover, in comparisons with women

Definitions and Diagnostic Criteria for
Background Hypertensive Disorders of Pregnancy
Preeclampsia (With and Without
Severe Features)

Risk Factors
A variety of risk factors have been associated with
increased probability of presclampsia (Box 1) (6

1) Nonetheless, it is important to remember that  Preclumpsia s a disorder of preguancy associaed with

most cases of preeclampsia occur in healthy nullipa-  new-onset hypertension, which occurs most ofen after 20
ot wouen with 10 gbvious sk fuctces, Akioigh  wess of gion a3 froqueny e drm Akborsh
the precise role of g n I by new-onsel hypert

4 shorter interval (even minutes) to facilitte timely  stolic blood pressure of $0-59 mm Hg) (6). Thus, obstetic
therapy care providers may see & increase in patiens clas sified as
Recent recommendions from the American College  hypeftensive based on these ACC/AHA defintions. For

Letions on the riek ncl incidence of pree ampeis 5
unclear, emerging data suggest the tendency lo
develop preeclumpsia may have some genetic co
ponent (13-16).

and other signs or symptoms of precclampsia may present
in some women in the absence of proteinuria (17). Reli-
ance on maternal symplorms may be oceasionally probiern.
aic in clinical practie. Right upper quadant or epigastric

of Cartiology (ACC) and the American Heant Associztion
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these patients, it i reasonable 1o continue (0 mursge the
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Society for Maternal-Fetal Medicine Statement: Antihypertensive therapy for mild chronic

hypertension in pregnancy: The CHAP Trial

Society for Maternal-Fetal Medicine (SMFM); Publications Committee
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The American Cole
H ommwm,maemmmu

ACOG COMMITTEE OPINION

Number 767 Foplacas Comnitteo Opini Numdor 632, Soptomis 2017)

Commitiee on Obstetric Practice
This Commisee Opinin was devdcped by the America Colge of ¢ Commitee an
vith onoite s brs Vaser V. 1 Sed, MD, and A . Borders MDL M5, MPHL

INTERIM UPDATE: This Commitiss Opinion is updstod as highiightad to align with the American College of
Qbstetricians and Gynecologists’ guidance on gestational hy pertension, preeciampsia, and chranic hype tension in
prognancy.

Emergent Therapy for Acute-Onset, Severe
Hypertension During Pregnancy and the Postpartum
Period

ABSTRAGT: Acute onset, severe systolic hypertension; severe diastolic hypertension; or both can occur
during the prenatd, intrapartum, or postpartum periods. Pragnant women or women in the postpartum period
with acuteonset, severe systolic hypertension; severs diastolic hypertension; o both require urgent
antihypertensive therapy. Introducing standardized, evidence-based ciinical guidelines for the management
of patients with prosciampsia and eclampsia has besn demonstrated to rBAUCS the incidence of adverse
maternal outcomes. Individuals and institutions should have mechanisms in place to initiate the prompt
administration of medication when a patient prosents with a hypertensive emergency. Troatment with first
line agents should be expeditious and occur as soon as possible within 30-60 minutes of confirmed severs
hypertension to reduce the risk of maternal stroke. Intavencus labetalol and hydralazing have long been
considersd firstdine medications for the management of acute-onset, Severe hypertension in pregnant
women and women in the postpartum pericd. Although reladvely less information currently exists for the
use of calcium channal blockers for this clinical indication, the avallable evidencs Suggests that immediats
release oral nifedipine also may be considered as a first-ine therapy, particularly when intravenous access is
not avalable. In the rare circumstance that intravenous bolus labetalol, hydralazine, or immediate release oral
nifedipine fails 10 relieve acuteonset, severe hyperiension and is given in successive appropriate doses,
‘emergent consultation with an anesthesiologist, maternal-fetal medicine subspecialist, or critcal care sub
speclist to discuss secondine intervention is recommended.

Recommendations and Conclusions sons scvere distolic ny,,(n,n,iun o both require
The American College of Obstetricians and Gynecolo- urgent antihypertensive thera
gits makes the following recommendations and  + Closematernal and feual m«-mwnns by a physic

oo and g a8 arc adioed dusin ot restment of
T aiing sndadicd, idencbud el el svere hperknsion
guiddines fo the management of patnts wi pre-  + Afe intial stabilization, the tcam should monitor
clampeia wnd. edempia bas been demonsistod % blowd pressare cloacly and losBtute malnicoance
e the incidence of alvrse maternal outcomes. therapy as needed.
+ Preguant women or women in the potparm + Intravenous (1V) libetsld and ydriarine have
period with scute-onset, sever sysolic byperten loog becn cmskdered frst-lne medications for the
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Why use this?

* ACOG/SMFM publications, gold standard
* 2013 Task force summary and recommendations

* Ask if you want a copy — 100 pages

— Executive summary 10 pages
* Cookbook

* Updates
- ACOG Practice Bulletins
- ACOG Committee Opinion
— SMFM statement April 2022 CHAP Trial

N
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Recommendations

* Quality of evidence
— Low, Moderate, High

* Strength of recommendations
— Qualified, Strong
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How to Properly take a Blood
Pressure?

* “the optimal measurement of BP is made with patient
comfortably seated, legs uncrossed, and the back and arm
supported, so that the middle of the cuff on the upper arm
is at the level of the right atrium (midpoint of the sternum).
The patient should be instructed to relax and not talk
during the measurement procedure; ideally, 5 minutes
should elapse before the first reading is taken. If elevated
on initial assessment, the BP measurement should be
repeated after several minutes to attempt to eliminate
spuriously elevated BP determinations.”

N
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Basics BP

* "It is worth noting that measurement of the BP taken in the
upper arm with the woman in the left lateral position will
falsely lower BP readings because the blood pressure cuff
will be above the heart when these readings are made.
THIS APPROCH IS DISCOURAGED”

* Right size cuff
— small cuff will give high BP

* BP >140/90 abnormal
— This is hard for generalist

* SBP > 160 or DBP > 110 needs treatment or repeated in 15

N
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Classifications of Hypertensive
Disorders

* Chronic Hypertension
* Gestational Hypertension
* Preeclampsia — Eclampsia

* Chronic Hypertension with Superimposed Preeclampsia

Center for Maternal Fetal Care Bryan\, Health



White Coat Hypertension

* If patient has 3 documented BP’s at home/work that are
normal AND you checked their cuff against the office cuff
and it was close

* | will still follow very closely but will cautiously not treat
unless home BP goes up

* Scan home BP’s in chart, for documentation

* Still do extra ultrasounds, etc

N
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HTN

 SBP

— 140 or greater: mild
— 160 or greater: severe

 DBP

— 9o or greater: mild
— 110 or greater: severe

* 4 hours apart unless, severe to aid in giving BP meds, 15-20
min

Center for Maternal Fetal Care Bryan\, Health



Chronic Hypertension

* Elevated BP prior to pregnancy

e Before 20 weeks

Center for Maternal Fetal Care Bryan\, Health



Chronic Hypertension

Baseline CBC, CMP, protein 24 vs pr/cr ratio

Look for secondary and refer
— Resistant HTN, K+ < 3, cr >1.1, strong family hx kidney disease

* Home BP monitor
— If suspected “white coat HTN” before meds started

* No diet, salt, exercise restrictions

N
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SMFM/ACOG New
Recommendations

* Prior recommendations based on previous studies/meta
analysis’ failing to show benefit of treating mild
hypertension and possible increased risk of IUGR

— Many included preeclampsia and Gestational Hypertension in
studies

— Although did show prolongation of pregnancy
— Europe has treated Mild Chronic Hypertension for a long time

* New recommendation based on new study

— Treatment for Mild Chronic Hypertension During Pregnancy NEJM
May 12, 2022

— Chronic Hypertension and Pregnancy (CHAP) Consortium

N
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CHAP study

e 2408 women with CHTN, < 23 weeks, < 160/100
* Open label, multicenter, randomized
 Either treat BP to < 140/90 or standard care < 160/105

* Treatment could be labetalol, nifedipine x| (amlodipine or
methyldopa also acceptable)

* Primary outcome composite preeclampsia with severe
features (up to 2 wks pp), med indicated preterm birth < 35
weeks, abruption, iufd, neonatal death

 Safety outcome SGA (<10% for sex)

* Secondary outcomes Serious maternal CV outcoms and
Sever neonatal morbidity N
Center for Maternal Fetal Care Bryan > Health



CHAP study (cont)

* Treatment group better primary outcome better
— 30.2% vs 37.0% aRR 0.82; 95%cCl, (0.74-0.92), number to treat 14.7

* Treatment group had lower frequency of preeclampsia with
severe features
— 23.3% vs. 29.2%, aRR 0.80; 95% Cl, (0.70-0.92)

* Treatment group had lower risk Medically indicated preterm
delivery < 35 weeks
— 12.2%vs. 16.7%, aRR 0.73; 95% Cl, (0.60- 0.89)

» Safety measure — SGA — no difference
— aRR 1.04; 95% Cl, (0.82-1.31)

Center for Maternal Fetal Care Bryan§ Health



CHAP study (cont)

 Treatment group significant reduced incidence of severe
hypertension
— 36.12% vs 44.3%, RR 0.82; 95% Cl, (0.74-0.90)

* Treatment group significant reduced incidence preeclampsia
with or with out severe features
— 24.4% vs. 31.2%, RR 0.79; 95% Cl, (0.69-0.89)
* Treatment group significant reduced incidence preterm birth
< 37 weeks
— 27.5% vs 31.4%, RR 0.87; 95% Cl, 0.77-0.99
* Treatment group significant reduced incidence low birth
weight neonates
— 19.2% vs 23.2%, RR 0.83; 95% Cl, (0.71-0.97) \
Center for Maternal Fetal Care Bryan > Health



CHAP study (cont)

* SMFM Recommends treatment with antihypertensive
therapy for mild chronic hypertension in pregnancy to a goal
of BP <140/90

* Patients with treated chronic hypertension should continue
established antihypertensive therapy during pregnay or
change to a regimen compatible with pregnany to achieve
this treatment goal

— le no ACE-l or ARB's

N
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Gestational Hypertension

e New HTN after 20 weeks

* Normalize Postpartum
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Preeclampsia-Eclampsia

o After 20 weeks
* New onset HTN + Proteinuria
* OrHTN +

— Plt < 100k

— Elevated LFTs (2 times normal or > 72 AST/ALT)
— New renal disease Cr >1.1 or doubling baseline
— Pulmonary edema

— CNS/visual disturbances

Center for Maternal Fetal Care Bryan\, Health



Proteinuria

* 300mg in 24 hr specimen
* 0.3 protein/creatinine ratio

* +2 on random dipstick (not recommended)
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Eclampsia

* Seizure not related to epilepsy

» Often preceded by HA/hyper-reflexia

— But not always

Center for Maternal Fetal Care Bryan\, Health



Severe Features of Preeclampsia
(Any)

e SBP > 160 0r DBP >110-

— 4 hrs apart on bedrest (unless meds started)

Platelets < 100K

Elevated LFTs 2x normal

Severe RUQ or epigastric pain
— not relieved by meds/no other etiology

* Progressive renal diagnosis

— Cr>1.1 or doubling
* Pulmonary edema

* New onset CNS or visual disturbances

Center for Maternal Fetal Care Bryan\, Health



Risk Factors

Primiparity

Prior preeclampsia

* CHTN and/or Chronic Renal Disease
e Thrombophilia

* Multiple Gestation

* IVF

* Family History Preeclampsia

* Obesity

« SLE

 AMA> 40

Center for Maternal Fetal Care Bryan\, Health



Prevention — Low dose ASA
ACOG/SMFM 2018

81mg (some people use 150mq)
Start 12-28 weeks(preferably before 16)
Any one

* Prior hx preeclampsia

—  esp. <34 wks, severe, more than one pregnancy, poor outcome

Multiple Gestation

CHTN
DM type l and I

Renal disease

Autoimmune disease SLE, APA

Center for Maternal Fetal Care Bryan\, Health



Prevention — Low dose ASA
ACOG/SMFM 2018

If 2 or more

* Nulliparity

* Obesity (BMI > 30)

* + Family Hx (mom or sister)

* Poor socioeconomic status (African American, low income)
- AMA

* Personal risk factors: low birthweight/SGA, previous adverse outcome,
more than 10 year pregnancy interval

Center for Maternal Fetal Care Bryan\, Health



Prevention — nothing else
recommended

* No screening —ie: labs, uterine artery Doppler
* No other vitamins/supplemantation
* No salt restriction

 No bedrest

Center for Maternal Fetal Care Bryan\, Health



Initial Evaluation Gestational
Hypertension/Preeclampsia

* Labs
— CBC, CMP, 24 hr urine or pr/cr ratio,

e US
— EFW, AFI, NST or BPP

Center for Maternal Fetal Care Bryan\, Health



Conditions Precluding Expectant
Management -Maternal

* Uncontrollable Severe range HTN
* Persistent Headaches refractory to Rx

* Epigastric/RUQ pain refractory to Rx

Visual/alter mental status
Stroke/Ml
HELLP

* New or worsening renal function, Cr > 1.1 or 2x base line
* Pulmonary Edema
* Eclampsia

e Abruption
P Center for Maternal Fetal Care Bryan\, Health



Conditions Precluding Expectant
Management -Fetal

* Abnormal Fetal Testing
* Fetal Death

* Fetus with out expectation for fetal survival at time of Dx
(lethal anomaly, extreme prematurity)

e Persistent Reversed End-Diastolic Flow in the Umbilical
Artery

Center for Maternal Fetal Care Bryan\, Health



Indications for Delivery

e 37 weeks
* Abruption

* 34 wks with Severe features

— Labor, srom
— Oligo (AFl < 5cm, MVP < 2cm)
— BPP 6/10

Center for Maternal Fetal Care Bryan\, Health



Continued Evaluation

Daily kick counts
* US growth every 3 weeks, AFI/MVP weekly

NST (BPP) weekly for GH, Twice weekly PE

For GH need additional BP check weekly (2 total, can be
home BP monitor)

* Inpatient or outpatient

* Call for HA, vision changes, epigastric pain, decreased FM,
SBP> 160, DBP > 110

* Repeat labs weekly (once PE Dx no need to repeat urine)

N
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BP meds

 For women with mild GH/PE ie BP < 160/110
« BP MEDS NOT RECOMMENDED!!

— This is different then chronic hypertension

— To be discussed later

N
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Delivery mild

* Not before 37 weeks without severe features/reassuring
testing

* Delivery is recommended at 37 weeks for mild

Center for Maternal Fetal Care Bryan\, Health



Bedrest

* For GH and PE without severe features "it is suggested that
strict bedrest not be prescribed”

Center for Maternal Fetal Care Bryan\, Health



32 MAMNAGEMENT OF PREECLAMPSIA AND HELLP SYNDROME

Maternal and Fetal Findings

‘L—I

* 37 0/7 weeks or more of gestation

or
* 340/7 weeks or more of gestation with:
— Labor or rupture of membranes @
— Abnormal maternal-fetal test results * Delivery
— Ultrasonographic estimate of fatal > . Prostaglandins if needed for induction

weight less than fifth percentile
- Suspected abruptio placentae

)|

* Less than 37 0/7 weeks of gestation
* Inpatient or outpatient management
Matemal evaluation: twice weekly

Fetal evaluation

—  With preeclampsia: twice weekly
nonstress test

— With gestational hypertension:
weekly nonstress test

b

* 37 0/7 weeks or more of gestation @
* Worsening maternal or fetal condition*
* Labor or premature rupture of membranes

FIGURE 5-1. Man t of mild gestational hyper ion or preeclampsia without severe features. <=

Management Mild

Center for Maternal Fetal Care Bryan\, Health



Magnesium Sulfate

* Not recommended SBP <160, DBP < 110, no other features
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BP meds for Severe HTN

SBP > 160, DBP > 110 is recommended

Labetalol, calcium channel blockers, Hydralazine

This is realistically inpatient only

* Hypertensive protocol**
— Hypertensive bundle

— Our nurses can give first dose of nifedipine while contacting MD
— NPQIC

Labetalol 200mg orally BID

— for early not planning to delivery
— this is probably for MFM

N
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Hypertensive protocols —
Nifedipine** don’t need IV

Box 1. Sample Order Set for Severe Intrapartum or Postpartum Hypertension Initial First-line
Management With Immediate-Release Oral Nifedipine*’

« Notify physician if systolic blood pressure (BP) is greater than or equal to 160 mm Hg or if diastolic BP is greater than or
equal to 110 mm Hg.

« Institute fetal surveillance if undelivered and fetus is viable.
« If severe BP elevations persist for 15 minutes or more, administer inmediate-release nifedipine capsulest (10 mg orally).
« Repeat BP measurement in 20 minutes and record results.

« If either BP threshold is still exceeded, administer inmediate-release nifedipine capsules (20 mg orally). If BP is below
threshold, continue to monitor BP closely.

« Repeat BP measurement in 20 minutes and record results.

« |If either BP threshold is still exceeded, administer inmediate-release nifedipine capsules (20 mg orally). If BP is below
threshold, continue to monitor BP closely.

« Repeat BP measurement in 20 minutes and record results.

« If either BP threshold is still exceeded, administer labetalol (20 mg intravenously for more than 2 minutes) and obtain
emergency consultation from maternal —fetal medicine, internal medicine, anesthesia, or critical care subspecialists.

« Give additional antihypertensive medication per specific order.

« Once the aforementioned BP thresholds are achieved, repeat BP measurement every 10 minutes for 1 hour, then every
15 minutes for 1 hour, then every 30 minutes for 1 hour, and then every hour for 4 hours.

« Institute additional BP timing per specific order.

Center for Maternal Fetal Care Bryan\, Health



Hypertensive Protocols - Labetalol

Box 3. Sample Order Set for Severe
Intrapartum or Postpartum Hypertension,
Initial First-line Management With
Labetalol*

Motify physician if systolic blood pressure (BF) mea-
surement is greater than or equal to 160 mm Hg or if
diastolic BP measurement is greater than or equal to
110 mm Hg.

Institute fetal surveillance if undelivered and fetus is
viable.

If severe BP elevations persist for 15 minutes or more,
administer labetalol (20 mg intravenously [IV] for more
than 2 minutes).

Repeat BF measurement in 10 minutes and record
results.

If either BP threshold is still exceeded, administer
labetalol (40 mg IV for more than 2 minutes). if BP is
below threshold, continue to monitor BP closely.

Repeat BP measurement in 10 minutes and record
results.

If ether BP threshold is still exceeded, administer
labetalol (80 mg IV for more than 2 minutes). If BP is
below threshold, continue to monitor BP closely.

Center for Maternal Fetal Care Bryan\, Health

Repeat BF measurement in 10 minutes and record
results.

If either BP threshold is still exceeded, administer
hydralazine (10 mg IV for more than 2 minutes). if BF is
below threshold, continue to monitor BF closely.

Repeat BP measurement in 20 minutes and record
results.

If either BP threshold is still exceeded, obtain emer-
gency consultation from maternalfetal medicine,
internal medicine, anesthesia, or critical care
subspecialists.

Give additional antihypertensive medication per spe-
cific order.

Once the aforementioned BP thresholds are achieved,
repeat BP measurement every 10 minutes for 1 hour,
then every 15 minutes for 1 hour, then every 30 mi-
nutes for 1 hour, and then every hour for 4 hours.

Institute additional BP n'minlg per specific order.



Hypertensive Protocols -

Hydralazine

Box 2. Sample Order Set for Severe
Intrapartum or Postpartum Hypertension
Initial First Line Management with
Hydralazine*

Motify physician if systolic blood pressure (BP) is
greater than or equal to 160 mm Hg or if diastolic BP is
greater than or equal 1o 110 mm Hg.

Institute fetal surveillance if undelivered and fetus is
viable.

If severe BP elevations persist for 15 minutes or more,
administer hydralazine (5 mg or 10 mg infravenously
[IV] for more than 2 minutes).

Repeat BP measurement in 20 minutes and record
results.

lf either BP threshold is still exceeded, administer
hydralazine (10 mg IV for more than 2 minutes). If BP is
below threshold, continue to monitor BP closely.

Repeat BF measurement in 20 minutes and record
results.

Center for Maternal Fetal Care Bryan\, Health

lf either BP threshold is still exceeded, administer
labetalol (20 mg IV for more than 2 minutes). If BP is
below threshold, continue to monitor BP closely.

Repeat BF measurement in 10 minutes and record
results.

lf either BP threshold is still exceeded, administer
labetalol (40 mg IV for more than 2 minutes) and obtain
emergency consultation from matemnal-fetal medicine,
internal medicine, anesthesia, or crtical care
subspecialists.

Give additional anthypertensive medication per spe-
cific order.

Once the aforementioned BP thresholds are achieved,
repeat BF measurement every 10 minutes for 1 hour,
then every 15 minutes for 1 hour, then every 30 mi-
nutes for 1 hour, and then every hour for 4 hours.

Institute additional BP timing per specific order.



Delvery once matemnal
condition Is stable

‘Corticosterolds for fetal
maturation

Delery after 48 hours

Delivery ——

= Observe in labor and delivery for first 24-48 hours

* Corticosteroids, magnesium sulfate prophylaxis, and
antihypertansive medications

* Uhtrzsonography, monitoring of fetal heart rmte, symptoms,
and laboratory tests

Contraindications to continued expectant management

= Eclampsia = MNomviable fetus
= Pulmonary edema « Abnormal fetal test results
= D d Intravascular = Abruptic placentae
coagulation * Intrapartum fetal demise
* Uncontrollable severs
hypertension

!

Are there sonal 7

Greater than or equal to 33 5/7 weeks of gestation
Persistent symptoms

= HELLP or partial HELLP syndrome

Fetal growth restriction {less than fifth pen:\emllei

Severe oligohydramnios

* Reversed end-diastolic flow {umbilical artery Doppler studies)
Labor or premature nupture of membranes

= Significant renal dysfunction

Expectant management

= Facliitles with adequate matemal and necnatal Intensive
Care resources

= Fetal viability-33 &/7 weeks of gestation

Inpatient only and stop magneslum sulfate

Daily maternal-fetal tests

Vital signs, symptoms, and blood tests

Oral antihypertensive drugs

!

= Achlevement of 34 V7 weeks of gestation

= Mew-onset contraindications to expectant management
= Abnormal matemal-fetal test resulis
Labor or premature nupture of membranes

FIGURE 5-2. Management of severe preeclampsia at less than 34 weeks of gestation. &
Abbroviatiorn: HELLP, hemalysiz, shkvatad liver anzymas, and low platalst count.

Management with Severe Features

Note inpatient only!!!
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Chronic Hypertension with
Superimposed Preeclampsia

* CHTNAND
* New onset proteinuria after 20 weeks

* Sudden severe exacerbation of HTN
— Escalating doses

Sudden other issues/“Severe Features”
— Elevated LFTs (2x normal or > 72)
— Low Plts < 100K
— RUQ pain, Severe HA
— Pulmonary Edema
— Renal Disease (double cror > 1.1)

* Preeclampsia with or without Severe Features N
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Management CHTN with
superimposed preeclampsia

* Similar to Preeclampsia

Center for Maternal Fetal Care Bryan\, Health



Post partum Hypertension

* All patients should have a post partum BP check with in 1
week

* Goal for BP post partum < 150/100(even in hospital)

* Meds Labetalol (starting dose 20omg BID, titrate up to
toomg TID or higher), Nifedipine XL [personally | start at
6omg daily or 6omg BID(max dose)]

N
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Summary

* Important disease

* Help the doctor, don’t let someone leave with severe BP,
remember baby ASA

Take BP the correct way

Repeat BP if Diagnosis not known or if changing category

— BP in severe range repeat/notify MD/DO/CNM if still severe or send
to hospital, if BP in mild range and no history of Hypertension
repeat if still elevated notify MD/DO/CNM, Preeclampsia or
Gestational Hypertension don’t need to repeat if mild range

* Take patient phone call seriously
— Send to clinic within 24 hours, send to L&D, send to MFM

N
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Questions?
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