
Singleton, ≥24 weeks EGA with EFW <10th percentile or Isolated AC < 10th 
percentile. 

No further testing, 
delivery for OB 

indications
Delivery at 38⁰  – 

39⁶   weeks

* FAQ 2

S/D >95th Percentile

Consider twice weekly testing if >25⁶  
weeks

Or when patient is willing to 
intervene

BPP weekly w/UA Doppler's
NST weekly

Daily “count to 10” kick counts

Fetal growth every 3 weeks

Delivery at >37⁰  weeks

Absent End Diastolic Flow

Hospitalize when patient and 
team willing to intervene

• No identified fetal anomalies
• Confirm dating: review records, measure cerebellum, humerus length
• Evaluate placenta for cord insertion, abruption evidence, thickness
• Individualized approach to evaluate for genetic abnormalities including karyotype,

microarray, infection, cell free DNA
• Evaluate fluid volume
• Assess for smoking history and readiness to quit
• Check blood pressure, targeted history

Umbilical Artery (UA)Doppler 
• near  abdominal wall insertion

• measure S/D x3 if diastolic flow present

Weekly NST or BPP
Daily “count to 10” kick counts

Fetal growth every 3 weeks

Normal UA <95th percentile
For S/D

Normal Growth 

every * FAQ 1
Remains IUGR

Normal 
Testing

Abnormal 
Testing

* FAQ 3

Based on EGA, 
comorbidities, 

delivery

Delivery

Abnormal UA Doppler Reversed End Diastolic Flow

Monitor continuously until steroid 
complete and magnesium sulfate 

if appropriate

Individualize Testing

Delivery at 320  weeks

Consider twice weekly testing if >25⁶  
weeks

Or when patient is willing to intervene
BPP weekly w/UA Doppler's

NST weekly
Daily “count to 10” kick counts

Fetal growth every 3 weeks

Delivery at 34⁰  to 
37⁶  weeks

Normal Testing

Abnormal Testing or 
comorbidities

If < 34⁰ weeks, 
anticipated delivery 

in next week, 
consider 

neuroprotective 
magnesium sulfate 

prior to delivery



FAQ 1: Consider repeat EFW in 3 weeks if either EFW or AC are ≤ 5th percentile.
FAQ 2: Consider delivery with IUGR and normal UA Doppler, normal testing if there are significant 
maternal co-morbidities.
FAQ 3:Evaluate abnormal testing as usual: if NR-NMST consider BPP and if BPP ≤6/8, consider NST.

Revision: 2/29/2016 NC

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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