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HDP: Definition & Classification

Hypertension in Pregnancy: BP ≥140/90 mmHg (stage 1) or ≥160/110 mmHg (stage 2). 

Affects 10-15% of pregnancies; major cause of maternal morbidity/mortality.

• Chronic Hypertension: BP elevated before pregnancy or before 20 weeks

• Gestational Hypertension: BP elevation after 20 weeks without proteinuria

• Preeclampsia: Hypertension + proteinuria (≥0.3g/24hr) after 20 weeks

• Eclampsia: Preeclampsia + seizures; medical emergency



NPRURisk Factors & Clinical Signs

Risk Factors: Nulliparity, BMI >30, diabetes, chronic HT, age >35, family 

history, SLE, antiphospholipid syndrome

Warning Signs: Headache, visual changes, epigastric pain, decreased urine 

output, hyperreflexia, facial edema, severe HT. HELLP syndrome: hemolysis, 

elevated liver enzymes, low platelets.
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Screening : for prevent PIH 
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Assessment Monitoring Interventions

BP Monitoring:Each visit; 2-3 times weekly 

if stage 1; weekly if stage 2

Baseline BP, trends, hypertensive 

emergencies (≥160/110)

Teach home BP monitoring; log readings; 

rest positions (left lateral)

Proteinuria:Dipstick; 24-hr urine collection 

if elevated

Quantify protein levels; assess for 

progression

Educate on preeclampsia symptoms; 

frequent lab testing

Fetal Assessment:NST, ultrasound 

(growth, fluid)

FHR baseline, variability, reactivity; fetal 

growth trajectory

Schedule regular fetal monitoring; educate 

on kick counts

Medication Compliance:Antihypertensives 

(methyldopa, labetalol, nifedipine)

BP control, medication side effects, 

adherence

Teach importance; monitor for hypotension; 

educate on safe drugs

Lab Tests:Baseline CBC, liver/kidney 

function, UA

Kidney function (Cr, BUN), liver enzymes, 

platelets

Monitor for HELLP, eclampsia risk; arrange 

specialist consultation
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Nursing Care During ANC (Antenatal)
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Assessment Monitoring Interventions

Continuous BP Monitor:Every 15 min 

(stage 1), every 5 min (stage 2)

Trends, hypertensive crisis (≥180/120); 

respond rapidly

Monitor closely; have antihypertensive 

agents ready; alert physician

Seizure Precautions:Environment safety, 

MgSO4 protocol if preeclampsia

Reflexes (hyperreflexia indicates eclampsia 

risk), clonus

Dim lighting, quiet environment; keep 

suction/airway ready; seizure pads

IV Access & Meds:IV line; MgSO4 

infusion (seizure prevention)

MgSO4 levels (therapeutic 4-7 mEq/L); 

toxicity signs (absent reflexes)

Administer MgSO4 as ordered; monitor 

I&O; have calcium gluconate available

Fetal Heart Monitoring:Continuous 

electronic monitoring

FHR baseline, variability, decelerations; 

intrauterine growth restriction

Position left lateral; maintain IV fluids; 

prepare for expedited delivery if needed

Pain Management:Epidural preferred 

(reduces catecholamines)

Maternal comfort, labor progress, response 

to medications

Facilitate epidural; avoid NSAIDs; monitor 

vital signs post-epidural
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Nursing Care During Labor & Delivery (L&R)
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Lab : PIH 



NPRU

Analysis  laboratory 

Follow Mg level  if  drip MgSO4
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Record sheet : High Alert Drug 
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Run EKG in case : Overt DM & CHT (Chronic Hypertension)  



Assessment Monitoring Interventions

Continued BP Monitoring:Every 4 hours first 

24h; daily until discharge

BP trends, persistent elevation, postpartum 

preeclampsia risk (up to 6 weeks PP)

Monitor closely; continue antihypertensives 

as ordered; report ≥160/110

Seizure Precautions:Continue if 

preeclampsia/eclampsia diagnosed

Reflexes, clonus, mental status; watch for 

eclamptic seizures (first 48h)

Maintain safe environment; MgSO4 

continuation as ordered; seizure precautions

Fluid Balance:Monitor I&O; assess for 

pulmonary edema, oliguria

Urine output (>400 mL/shift); signs of fluid 

overload (crackles, dyspnea)

Maintain accurate I&O; assess breath 

sounds; elevate head; fluid restriction if 

needed

Postpartum Hemorrhage Risk:Monitor 

bleeding, fundal tone, lochia

Lochia amount/color, uterine atony, blood 

loss (especially if antihypertensives used)

Massage fundus; manage oxytocin; monitor 

vital signs; prepare for intervention

Medication Management:Continue, adjust, 

or discontinue antihypertensives

BP response to medications; breastfeeding 

compatibility; side effects

Educate on medication continuation; BP 

monitoring at home; warning signs

Follow-up Planning:Arrange postpartum BP 

monitoring, home visits

Compliance with follow-up; long-term HTN 

management; lifestyle modifications

Provide written instructions; schedule 2-

week postpartum visit; encourage support

NPRU

Nursing Care During Postpartum Period (PP)
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Primary Nursing Diagnosis - Mother

• Risk for Increased Intracranial Pressure/Seizures related to severe hypertension and eclampsia risk

• Risk for Decreased Placental Perfusion related to vasospasm and reduced uteroplacental blood flow

• Risk for Pulmonary Edema related to severe hypertension and fluid shifts

• Deficient Knowledge related to hypertension management and warning signs

• Anxiety/Fear related to potential complications (eclampsia, fetal loss, maternal death)

• Ineffective Tissue Perfusion related to hypertension and placental compromise
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Primary Nursing Diagnosis - Newborn

• Risk for Ineffective Breathing Pattern related to prematurity and respiratory distress from maternal 

preeclampsia

• Risk for Hypoglycemia related to intrauterine growth restriction and hypoxia

• Risk for Hypoxia/Hypoxic-Ischemic Encephalopathy related to decreased placental perfusion and 

perinatal asphyxia

• Risk for Delayed Growth & Development related to IUGR from maternal hypertension

• Ineffective Thermoregulation related to prematurity and decreased metabolic reserve

• Risk for Infection related to prematurity and possible need for invasive procedures



Phase Key Assessments
Core 

Interventions
Outcomes

ANC 

(Antenatal)

BP each visit; proteinuria testing; NST; 

labs (CBC, LFTs, UA)

Monitor BP trends; 

antihypertensive meds; fetal 

monitoring; education

Controlled HT; early 

preeclampsia detection; 

maternal/fetal safety

L&R (Labor)
Continuous BP; reflexes; MgSO4 levels; 

fetal monitoring; seizure precautions

IV access; MgSO4 infusion; 

seizure precautions; continuous 

fetal monitoring; pain 

management; expedited delivery 

if needed

Seizure prevention; fetal 

safety; safe delivery; 

maternal/neonatal 

stabilization

PP 

(Postpartum)

Continued BP monitoring; I&O; lochia; 

fluid status; seizure risk; medication 

response

BP monitoring (first 24h q4h); 

MgSO4 continuation; fluid 

management; hemorrhage 

prevention; medication 

adjustment; home follow-up plan

Normalization of BP; seizure 

prevention; maternal 

recovery; safe discharge; 

long-term HT management
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Comprehensive Summary - HDP Nursing Care
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Prevention & Patient Education

• Lifestyle Modifications: Rest (30 min, 2x daily); DASH diet (low sodium); weight management; 
avoid stress; limit caffeine

• Medication Compliance: Safe antihypertensives (methyldopa, labetalol, nifedipine, 
hydralazine); never stop abruptly

• Warning Signs Requiring Immediate Care: Severe headache, visual changes, epigastric 
pain, decreased urine, seizures, severe BP elevation

• Home Monitoring: Home BP device; log readings; recognize patterns; contact provider if 
≥160/110

• Follow-up Care: Postpartum BP checks; ongoing HT management; future pregnancy 
counseling; awareness of recurrence risk (20-25%)

• Newborn Education: Signs of prematurity complications; feeding support; NICU care if 
needed; long-term developmental monitoring
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Maternal Complications & Red Flags

• Eclampsia: Seizures from severe HTN; medical emergency requiring immediate intervention, ICU care

• HELLP Syndrome: Hemolysis, elevated liver enzymes, low platelets; risk of liver rupture, DIC, maternal death

• Pulmonary Edema: From severe HTN; presents as dyspnea, crackles; life-threatening; requires ICU

• Placental Abruption: From hypertensive crisis; massive hemorrhage; emergency delivery needed

• Acute Kidney Injury: From hypertensive nephropathy; oliguria, elevated creatinine; requires dialysis

• Postpartum Preeclampsia: Can occur up to 6 weeks after delivery; requires continued monitoring and 

MgSO4
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Maternal Complications & Red Flags
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Thank You!

Questions & Discussion


