
Pediatric Hypertensive Emergency/Urgency
(ED, Inpatient)

INCLUSION CRITERIA
Age: 1-18 years old

o Age 1-13 years: BP > 95th percentile +     
12 mmHg (see BP tables on the following 
page)1 or >140/90 mmHg with symptoms. 
**

o Age >13 years: >30mmHg above 95th 
percentile or >180/120 mmHg

o Consider Nephrology consult for patients 
with chronic hypertension

EXCLUSION CRITERIA
NICU patients or any patient with suspicion of 

pheochromocytoma (episodic headache, 
sweating, tachycardia, HTN) 

START
Provider Assessment

*Ensure cuff size is appropriate for 
patient’s extremity

*Ensure patient is calm when BP is 

checked
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** Additional Information **
1 Patients should have height measured 

to determine BP percentile
2 Labetalol contraindicated  in patients 

with asthma, severe bradycardia, 
greater than 1st degree heart block.  
Also contraindicated in suspected 
pheochromocytoma

3 Esmolol contraindicated in patients 
with asthma and heart failure

Symptomatic?
 Headache
 Visual changes
 Altered mental status
 Seizure
 Chest pain CT head if hypertensive 

encephalopathy 
present:
 Electrolytes
 BUN/Cr
 LFTs
 Urinalysis
 EKG
 Echocardiogram
 CXR
 Renal ultrasound

 Establish IV access
 PICU evaluation
 IV Bolus: 

hydralazine (first 
line) or labetalol2  **  

 Followed by 
continuous infusion:  
nicardipine (first 
line), esmolol2 **

Evaluate for end-organ 
damage: 
 Electrolytes
 BUN/Creatinine
 LFTs
 Urinalysis
 EKG
 Echocardiogram
 CXR
 Nephrology consult

No Yes

Present

Fluid overload?
(pulmonary edema, positive fluid 

balance, increased weight)

Absent

No response to two 
doses of IV anti-
hypertensives?

Refer to PICU  for 
evaluation

Close MD monitoring.
Recheck BP in 2hours, if 
continuing to improve, 
may return to q4h BP 

checks

First line: isradipine PO 

Alternatives: clonidine 
PO, minoxidil PO, 
hydralazine PO

Re-check blood pressure 
in 30 min.
Improved?

Repeat oral dose x1
If still no response: 

Hydralazine IV
Labetalol IV 

Evaluate for causes: 
 Urine catecholamines
 Urine tox screen
 Plasma metanephrines
 Plasma renin and aldosterone
 Cortisol level
 Renal ultrasound with Doppler
 Serum lipid profile
 Serum C3 compliment
 Calcium, phosphorus, uric acid

Dialysis

Anuric at baseline?

Furosemide IV/PO

Yes

NoYes

No

END

Goal Blood Pressure:
 <95th percentile for age/sex/height IF NO end-organ damage
 <90th percentile IF end-organ damage present
 Decrease BP...
o 25% in first 8-12 hrs
o another 25% in next 8-12 hrs
o final 50% in the next 24 hrs

Yes No
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Appendix A

BP Levels for Boys by Age and Height Percentile 
From the American Academy of Pediatrics

Clinical Practice Guideline for Screening and Management of High Blood Pressure in Children and Adolescents (Flynn, et al.)
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Appendix C
BP Levels for Girls by Age and Height Percentile 

From the American Academy of Pediatrics
Clinical Practice Guideline for Screening and Management of High Blood Pressure in Children and Adolescents (Flynn, et al.)
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Medical Disclaimer:
The clinical pathways are based upon current, available evidence.   The clinical pathways should not be used as medical advice.  They should be 
used as a guide in managing patients.  In addition to the clinical pathway, medical management is to be individualized, and may depend 
on medical resources available to the medical practitioners, the physician’s clinical judgment and any special circumstances pertaining to the 
patient and/or family. They are not intended to establish a standard of care.  Although the pathways are developed after careful deliberation, they 
cannot be guaranteed to be completely accurate or without omissions.  UCLA is not responsible for any unexpected or adverse patient events or 
outcomes in connection with the application of the clinical pathways to patient management.  Readers are encouraged to confirm the information 

contained within the clinical pathways with other references, sources and expert opinion prior to instituting a health care decision for patient care.
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