
SBP?160 or 
DBP?110

Ensure accurate measurement
Appropriately sized cuff

Seated with both feet on ground
Arm at level of the heart

Repeat BP 
in 15 minutes

Existing HTN 
diagnosis (chronic or 
pregnancy related)?

Send to L&D for BP 
monitoring and labs. 

Prepare patient for possble 
delivery if ? 37 weeks

Iniital BP likely errant 
value. Continue 

routine care

Individualize management, 
MFM consult as needed

Assess symptoms:
Severe headache
Vision changes

Right upper quadrant 
or epigastric pain

Notify provider 
immediately 

(interrupt if busy)

See referenced ACOG Practice Bulletins for additional guidance

Provider concerned 
for severe features?Absent

SBP ?160 or DBP ?110

SBP 140-159 
or DBP 90-109

No

Yes

Present

No

SBP <140 and 
DBP<90

Outpatient Severe Hypertension 
Evaluation and Management 

?20 weeks' gestation

If still in clinic 20 min 
after nifedipine, 
recheck BP. If 
SBP?160 or DBP?110, 
administer second 
dose of nifedipine 
10mg IR.

Hospital evaluation 
for preeclampsia 

with severe 
features

* If patient declines ambulance,  document 
recommendation and encourage immediate transfer by 
personal vehicle 

Prepare patient for admission, 
possible delivery if ?34 wks
Send to Labor and Delivery 

for further evaluation

No

Send to L&D

Yes

Yes

Hospital-based clinic?

Recommend transfer to 
L&D via ambulance*

Notify provider immediately
Give 10 mg IR Procardia
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SBP?160 or 
DBP?110

Ensure accurate measurement
Appropriately sized cuff

Seated with both feet on ground
Arm at level of the heart

Repeat BP 
in 15 minutes

Existing HTN 
diagnosis (chronic or 
pregnancy related)?

 Evaluate for preeclampsia; 
individualized decision re 
inpatient vs outpatient. 

MFM consult as needed.

Iniital BP likely errant 
value. Continue 

routine care

Continue outpatient 
management

Initiate/increase oral 
antihypertensives if SBP?150 

or DBP?100  

Assess symptoms:
Severe headache
Vision changes

Right upper quadrant 
or epigastric pain

Notify provider 
immediately 

(interrupt if busy)

See referenced ACOG Practice Bulletins for additional guidance

Provider concerned 
for severe features?Absent

SBP ?160 or DBP ?110

SBP 140-159 
or DBP 90-109

No

Yes

Present

No

SBP <140 and 
DBP<90

Outpatient Severe Hypertension 
Evaluation and Management 

?4 weeks Postpartum

If still in clinic 20 min 
after nifedipine, 
recheck BP. If 
SBP?160 or DBP?110, 
administer second 
dose of nifedipine 
10mg IR.

Hospital evaluation 
for preeclampsia 

with severe 
features

* If patient declines ambulance,  document 
recommendation and encourage immediate transfer by 
personal vehicle 

Prepare patient for possible 
admission. Send to Labor and 
Delivery for further evaluation

No

Send to L&D

Yes

Yes

Hospital-based clinic?

Recommend transfer to 
L&D via ambulance*

Notify provider immediately
Give 10 mg IR Procardia
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These algorithms are designed to assist the primary care provider in the clinical management of a variety of problems that occur during 
pregnancy. They should not be interpreted as a standard of care, but instead represent guidelines for management. Variation in practices 
should take into account such factors as characteristics of the individual patient, health resources, and regional experience with diagnostic 
and therapeutic modalities. 

The algorithms remain the intellectual property of the University of North Carolina at Chapel Hill School of Medicine. They cannot be 
reproduced in whole or in part without the expressed written permission of the school. 
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