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» Hypertensive disorder of pregnancy(HDP):
was considered to be present if hypertension
existed during pregnancy and up to 12 weeks
after delivery

» Hypertension is the most common medical
problem encountered during pregnancy,
complicating up to 10% of pregnancies
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Severe hypertension in pregnancy

» Severe hypertension in pregnancy is defined as a
sustained systolic blood pressure of 160 mmHg or
over or diastolic blood pressure of 110 mmHg or over

» The most common cause of sever hypertension in
pregnancy is pre-eclampsia, which presents after 20
weeks’ gestation

» Severe hypertension before 20 weeks’ gestation is
usually due to chronic hypertension, and requires
assessment for target organ damage and exclusion of

secondary causes of hypertension. ‘ ‘ ‘
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Table 1. Secondary causes of hypertension in pregnancy

Awtiology

Coarchation

Chronic kidney disease

Hyperldosteronism f
Conn’s syndrome

Cushing's syndrme

Phasochromocylormof
paraganglicoma

Hyperparathyroidism

Clinical assessment im
pregnancy

Upper imb hypertensson
Rodio-/brochiofermonal delay
Sysbodic rmurmur from associobed
bicuspid aortic valwe

Tumer's syndrome phenotype
Syrmpbonms: oedemna, ahnlgio,
rash, hair loss, visible hoematuria,
recurment UTL and family histony
Renal bruit

Urine dip

Cuantification of proteinuria
Senum craeatinine

Eidney ultrasound for monphobogy
and syrmmeetny

Hypokaloermia
Treatment resistonce

Phenotype: thin skin, bruising,
strioe, fat distribution, proximal
waakness, elevated plosmo
glucosefearly diognosis of GDMM

Heodaoche, sweating, tachyoardia,

anxiety
Episodic hypertension

Mousealhyperemesis, constipation,

howw miood, podyuria
Serum calcium and PTH

Diagnosis and management in pregnoancy

EchofMRI

=2+ bilood or protein on unine dip warmanis Turther ossessmeant

UACR =8 mgémmod and uPCR =30 mg/mmaol are abnommal in pregnancy
Creatinime =77 pmol/L is abnonmal in

Imaging of renal vasculature wswally deloyed until postpartum, provided
safie blood pressune control can be achieved

ACE and ARB contraindicated due to fetotoxicity

Gestaticnal inoreasas in renin and aldosterone prevent ooounote
interpretation

Formal diognosis usually deloyed until postpartum, provided safe blood
pressure control can be achiewved

Spironolactone contraindicated due to anti-androgenic fetal effects
Lirmited dota on the use of amilorde and eplerenone in pregnancy

Phenotype overlaps with normmal pregnancy
Gestational increase (N cortisol prevents acourate interpretation

Formal diognosis usually deloyed until postpartum, provided safe blood
pressure control can be achiewved

Livine and plasma metanephinne concentrations unalfected by pregnancy.
Mon-comtrast MRT

MIBG controindicated due to plocental transfer; matemal benefit of alpha-
bilockode oubweaighs risk: lnbebalol hos insuificent alpho-bioceode in isoloaton
Significamt matermal (pancreatitis, kidney injury, nephrolithiasis, pre-
ochompsia) and fetal (miscarmage, introuterine death) risks wanmont early
diagnaosis and support definitive surgical treatment in pregnancy

Clinical Medicine 2021 Vol 21, No 5: e451-6



Hypertension in pregnancy
BP systolic 2140 mmHg and/or

diastolic 290 mmHg
| | I | |
White-coat Transient Gestational Chronic
I hypertension hypertension hypertension hypertension
| | | | |
Hypertension with Elevated clinicBP  Hypertension Sustained Hypertension

endothelial disease:  but normal BP normalises on  BP =140/90 mmHg prior to 20 weeks'
proteinuria, AKl, (<135/85 mmHg) subsequent with no features gestation and

transaminitis, CN5S at home testing without of pre-eclampsia persisting
disease, treatment post-partum
thrombocytopenia
or uteroplacental

Risk of pre-eclampsia
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Table 4. Pregnancy outcomes and risk in severe hypertension compared with pre-eclampsia in the absence of

severe hypertension

Gestational Preeclampsia without Severe gestational Odds ratio (95% CI) for outcome
hypertension, severe features, BP hypertension, BP in severe hypertension adjusted
%59 <160/110 mmHg, %>  =160/110 mmHg, %¥*° for pre-eclampsia’

Matemal outcomes

Elevated liver enzymes 1.1 3.2 63 247 (1.12-543)

Placental abruption 0313 0.5-3.2 3.0-4.2

DIC 01 05 31

Induction of lobour 238 415 50

Coesarean delivery 291 309 281

Neonatal outcomes

Delivery <37 weeks' 178 258 542 259 (1.83-368)

gestation

Delivery <34 weeks’ 1 19 32 3.07 (1.97-4.80)

gestation

Small for gestational age 6569 L5892 10.2-2028 1.75(1.19-258)

Birthweight <<2,500 g i 11.1 258

Intensive care unit 12.5-18.2 202213 20.8-29

admission

Respiratory distress L8-55 3248 6.5-125

Perinatal death 0.1-1.7 0.5 0.1-3.1

BF — blood pressune; CT — confidence interval, DIC — disseminated introsasoubor coaguikation.

Clinical Medicine 2021 Vol 21, No 5: e451-6



Classification of pre-eclampsia

Based on gestational age at clinical presaentation
Society rfor the Study of Hypertension n Pregrancy

ofeflinitior
= Preterm (<37 weeks of gestation)
= Term (=27 weeks of gestation)
= Postpartum (diagnosed after delivery)

Based on symptoms
Sympioim sewverity™
= Saevere: blood pressure >160/110 mmHg and at least one other
conditicon. including hasmolysis, elevated liver engzymes amnd
loww platelet count (HELLP) syndrome or fetal growth restriction
<tenth percentile
= Mild: blood pressure >140/90 mmHa. and at least one other
conditicon. including proteinuaria (urine protein o creatimine ratio
=30 mgymmel, albumin to creatinine ratio =8 mg/mmol) or 24-h
urine collection =0.2 g/day

Eclampsia
= Severe complication of pre-eclampsia characterized by new
onset multifocal, focal or tonic—clonic seizure activity or
unexplained coma during pregnancy or postpartum

HEL L P syndraome
= Severe complication of pre-eclampsia characterized by
haemolysis, elevated liver enzymes and low platelet count
(lactate dehydrogenase =600 1L/ aspartate aminoltransferase
= 70U/ platelet count 150,000 cells/pl)y™=

Also commonly useaed

Early onsaet (<34 weeks of gestation) and late onsat (=349 weaeeks
of gestation)

Nature Reviews Disease Primers | (2023) 9:8



Box 1 | Risk factors for pre-eclampsia®"?**

Positive risk factors

* Family history of pre-eclampsia
* Nulliparity

* Multiple pregnancy

*» Advanced maternal age

* In vitro fertilization

* Maternal comorbidities, including diabetes mellitus,
chronic hypertension, obesity, chronic kidney disease,
history of acute kidney injury or systemic lupus
erythematosus

* Previous placental abruption or intrauterine fetal
growth restriction

* Trisomy 13

* Molar pregnancies
MNegative risk factors
* Maternal smoking

* Prolonged sexual cohabitation

Nature Reviews Nephrology volume 15, pages 275-289 (2019



https://www.nature.com/nrneph

Table 1| Risk assessment checklists from ISSHP?, ACOG™ and NICE®™

Risk lactor level ISSHP ACOG NICE

High-risk factors Pravious pre-eclampsia Pravious pre-eclampsia Pravious pre-aclampsia
Chronic renal disease Chronic renal disease Chronic renal disease
Chronic hypertension Chronic hypertension Chronic hypertension
Diabetes mellitus Diabetes mellitus Diabetes mellitus
SLE or APS SLE or APS SLE of APS
Body mass index =30kg/m? — -
Assisted reproductive therapy - -
- Multiple pregnancy -

Moderate-risk lactors First pregnancy First pregnancy First pregnancy
Age =40 years Age =40 years Age =35 years
Multifetal pregnancy - -
Prior placental abruption - -
Prior stillbirth - -
Prior fatal growth restriction - -
= Body mass index =35 kg/m’ Body mass index =30kg/m’

Inter-pregnancy interval =10 years

Inter-pregnancy interval =10 years

Family history of pre-eclampsia

Family history of pre-eclampsia

Black ethnicity

Low sociceconomic status

ACOG, amencan College of Obstetricians and Gynecologists; APS, antiphospholipid syndrome; IS5HP, Intermaticnal Sockety for the Study of Hypertension in Pregnancy; NICE, Mational

Institute for Health and Care Excellence; SLE, systemic lupus erythamalosus,

Nature Reviews Disease Primers | (2023) 9:8



Organs affected by pre-eclampsia

Brain
= Eclampsia = Cortical blindness o
= Haemorrhagic = Arterial ischaemic stroke
stroke = Cerebral venous
=« Seizures sinus thrombosis

= Visual disturbance = Severe headache

L ;
Vasculatura
= Reduced blood flow (for example, heart, kidney)
= Systemic endothelial dysfunction
= Coagulopathy .
= Thrombocytopenia e,
Lung i'

= N

= Pulmonary cedaema

Liver
s HELLP syndrome
= Severe liver dysfunction

Kidney

= Endothelial injury

s Glomerular endotheliosis
= Proteinuria

= Renal failure

Placanta

= Placental syncytial stress
= Angiogenic imbalance

= Placental abruption

Deacidua
= Inadequate spiral arery
remodelling

Fetus
= Fetal distress
= Growth restriction

Nature Reviews Disease Primers | (2023) 9:8



Genetic factors Pre-existing risk factors Immunological factors

(FLT1 SNPs and (chronic hypertension, diabetes (dNK cells and T, cell
trisomy 13) and antiphospholipid antibodies) imbalance)
L > Shallow placentation N J
Stage | l
(first and Reduced placental perfusion Intrauterine
second (ER and oxidative stress) growth restriction

trimesters)

|

T Circulating sFLT1 and sENG
Stage Il d Circulating PIGF and VEGF
(third ® Other factors (e.g. obesity,
trimester) pro-inflammatory factors
and AT1 autoantibodies)

“—— Systemic vascular dysfunction, capillary leak and vasospasm

— ~

= Coagulation
abnormalities (HELLFP)
* Cerebral oedema (eclampsia)

* Proteinuria * Angiotensin l|

* Glomerular

sensitivity
endotheliosis

* Hypertension



https://www.nature.com/nrneph

VEGF and PIGF signalling Inhibition of VEGF and PIGF signalling

} |

Vascular homeostasis

.

Healthy pregnancy

Endothelial cell dysfunction

Pre-eclampsia



https://www.nature.com/nrneph

Syncytiotrophoblast stress is driven
by dysfunctlonal placental perfusion

,/'/ vI
Ischaemic
and hypoxic
placenta
: V‘FJ
i/
L)
.‘; ’/
{ ‘v ‘{.‘v
Reduced |1‘ f

blood flow it

Placental compression
Ly Reduced
placental
— 121V [0 R 2
Poor spiral andjor
artery hypoxia
remodelling
Shallow
EVT
invasion
Syncytiotrophoblast
Poor spiral senescence (premature
placental ageing)

artery remodelling

Syncytiotrophoblast stress

Syncytiotrophoblast —<—

Cell membrane

Endoplasmic

Mitochondrial
dysfunction

Oxidative
stress

Apoptosis

reticulum stress

Nature Reviews Disease Primers | (2023) 9:8

Stressed

syncytiotrophoblast

releases into maternal

circulation

¢ Cell-free DNA

* Reactive oxygen
species

» Syncytial knot

+ Pro-inflammatory
cytokines (IL1B, IL-19)

+ Anti-angiogenic
factors (sFLT1, SENG)

» Extracellular vesicles



Schematic diagram of the two-stage theory of preeclampsia
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Hypertension Research (2022) 45:1298-1309



Novel biomarkers

Potential sources of biomarkers for preeclampsia
>P | G F’ S F LT1 Placental Endothelial Organ
disease dysfunction involvement
>SENG - ,,
>sFLT1:PIGF .
>Fetal RNA, >

Bioma r-l;tzrs measurable in the circulation or urine
3 - _,
»Placental RNA | s § Wy i gl

RNA species DNA Metabolites Proteins




Result

(lassification

[nterpretation

PIGF <12 pg/ml

PIGF >12 pe/ml
and < 100 pg/ml

PIGF 2100 o/l

Test positive - highly
abnormal

Test positive - abnormal

Test negative - normal

Suggestive of severe placental dysfunction and at increased risk for
preterm delivery

Suggestive of placental dysfunction and at increased risk for preterm
Gelivery

Suggestive of no placental dysfunction and unlikely to progress to
Gelivery within 14 days of the test




| { 2 Clinical Diagnosis of Preeclampsia
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Alfredo Leanos-Miranda. Hypertension. Usefulness of the sFlt-1/PIGF

(Soluble fms-Like Tyrosine Kinase-1/Placental Growth Factor) Ratio in

Diagnosis or Misdiagnosis in Women With Clinical Diagnosis of

Preeclampsia, Volume: 76, Issue: 3, Pages: 892-900, DOI:

(10.1161/HYPERTENSIONAHA.120.15552) © 2020 American Heart Association, Inc.



First trimester Second trimester Third trimester
|
| | | | | |
Screen at 11-13 weeks of gestation Screen at 19-24 weeks of > Screen at 35-37 weeks of
All pregnant women ~—> gestation Low gestation
Low Women identified as being at low | risk ‘ All women still pregnant
risk  riskat 1113 weeks Re-screen at 32 weeks of ik
gestation risk
. Women identified as high risk at
19-24 weeks of gestation but
‘ not delivered
+ Maternal characteristics® » Maternal characteristics® {
+ Mean arterial blood pressure + Mean arterial blood pressure + Maternal characteristics’ » Maternal characteristics’
= + Mean arterial blood pressure + Mean arterial blood pressure

Plus, if available: Plus, if available: -
+ Uterine artery pulsatility index + Uterine artery pulsatility index Plus, if available: Plus, if available:
+ Circulating PGF » Circulating PGF + Circulating PGF and sFLT1 + Circulating PGF and sFLT1

High risk of ‘ High risk of High risk of

pre-eclampsia at _ pre-eclampsiaat [ Still pre-eclampsia at

<37 weeks of gestation <32 weeks of pregnant <36 weeks of High Low
Aspirin daily gestation gestation risk risk
Start before 16 weeks of ‘ . ‘
gestation, cease at 36 weeks of Increase monitoring at 24-31 Increase monitoring at 32-35 Increase Expectant
gestation (+6 days) weeks of gestation (+6 days) weeks of gestation monitoring management



Clinical Risk Factors and Aspirin-Use Recommendations
for Preeclampsia Prophylaxis

Risk Level  Risk Factor Aspirin Recommendation
Low * Prior uncomplicated full-term delivery Do not recommend
Moderate * Obesity (body mass index >30 kg/m’) If the mother has two or more
* Sociodemographic traits (low socioeconomic status, moderate risk factors, consider low-
African American race) dose aspirin

* 235 years of age

* Family history of preeclampsia

* Factors concerning personal medical history (previous
adverse pregnancy result, >10-year pregnancy interval,
low birth weight or small for gestational age)

High * Multifetal gestation If the mother has one or more
* Chronic hypertension high-risk factors, recommend low-
* Type 1 or 2 diabetes dose aspirin

* History of preeclampsia, in particular when followed by
an adverse consequence

* Autoimmune disease (antiphospholipid syndrome,
systemic lupus erythematosus)

Obstet Gynecol. 2020;135(6):e237-e260.



Drugs for Treating Gestational or
Chronic Hypertension in Pregnancy

Drug

First-Line Treatment

Methyldopa 0.5 g to 3 g orally per day in 2 divided doses

Second-Line Treatment

Labetalol 200 mg to 1,200 mg orally per day in 2 to 3 divided doses

= Possible fetal growth restriction

= Neonatal hypoglycemia with higher doses has been reported

= Other beta-blocker oral agents associated with nonclinically significant
neonatal bradycardia

= Possible decrease in uteroplacental blood flow

= May impair fetal response to hypoxic stress

= Effective control of maternal blood pressure, decreased incidence of severe
hypertension, and decreased rate of preterrmm hospital admission

Nifedipine 20 mg to 120 mg orally per day (slow-release formulation)
= Possible inhibition of Iabor and may work synergistically with magnesium
sulfate to lovver blood pressure

Hydralazine 50 mg to 300 mg orally per day in 2 to 4 divided doses
= Long experience with few reported adverse events
= May cause neonatal thrombocytopenia

Hydrochlorothiazide 12.5 mg to 25 mg orally per day

= Minimizes impaired glucose tolerance and hypokalemia

= Triamterene and amiloride are not teratogenic based on small numbers of
case reports

= Spironoclactone is not recommended because of its antiandrogenic effects
during fetal development

Contraindicated

Angiotensin-converting enzyme inhibitors
Angiotensin-receptor blockers

Obstet Gynecol. 2020;135(6):e237-e260



Eplerenone as a treatment for resistant hypertension in pregnancy

|essica Gehlert % & and Adam Morton %' View all authors and affiliations

Volume 14, Issue 1 | https://doi.org/10.1177/1753495X19825967

» Increasing obesity is likely to result in a greater
incidence of OSA and possibly resistant
hypertension in pregnancy. Where
hypertension is unresponsive to
antihypertensive agents customarily used in
pregnancy remote from term, eplerenone and
amiloride may be useful, particularly in the
setting of moderate—severe OSA.



Antihypertensive drugs to avoid in
pregnancy

Antihypertensive class

Advice

Potential adverse effects

Recommendation

ACE inhibitors

Contraindicated

Teratogenic in the second and third
trimester resulting in fetal anuria,
oligohydramnios, hypocalvaria,
intrauterine growth restriction and
patent ductus arteriosus, death

Stop drug ideally before
conception or at diagnosis of

pregnancy

Angiotensin receptor blockers

Contraindicated

Teratogenic in the second and third
trimesters, fetal anuria,
oligohydramnios, hypocalvaria,
intrauterine growth restriction,
patent ductus arteriosus, death

Stop drug ideally before
conception or at diagnosis of

pregnancy

Diuretics Avoid Maternal hypovolaemia, fetal Use an alternative
hypoglycaemia, thrombocytopenia, antihypertensive
hyponatraemia and hypokalaemia

Beta blockers (other than Avoid Fetal bradycardia, intrauterine Use an alternative

labetalol) growth restriction (atenolol) antihypertensive

Calcium channel antagonists Avoid Maternal hypotension and fetal Use an alternative

(other than nifedipine and
diltiazem)

Aust Prescr. 2021 Oct; 44(5): 148-152

hypoxia

antihypertensive


https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8542489/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8542489/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8542489/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8542489/

Antihypertensive drugs that can be
safely used in pregnancy

Antihypertensive Class/action Dose Adverse effects
drug*
Labetalol Beta blocker 100 mg twice a day - 400 | Bradycardia, bronchospasm, headache

mg three times a day

Nifedipine controlled

Calcium channel

30 mg daily - 60 mg twice

Headache (first-dose effect), flushing,

release antagonist a day tachycardia, peripheral oedema

Methyldopa Central action 250 mg twice a day - 750 | Depression, dry mouth, sedation,
mg three times a day rarely haemolysis and hepatitis

Hydralazine Vasodilator 25 mg three times a day - | Flushing, headache, lupus-like
50 mg three timesaday | syndrome

Prazosin Alpha blocker 0.5 mg twice a day - 5 mg | Orthostatic hypotension

three times a day

* Although oxprenolol is safe, it is no longer available in Australia.

Aust Prescr. 2021 Oct; 44(5): 148-152



https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8542489/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8542489/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8542489/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8542489/

Urgent treatment of severe
hypertension™ in pregnancy

Drug Dose | Route Onsetof | Adverse effects
action
Hydralazine | 5-10 | Intravenous bolus repeated after 20 minifblood | 20min | Flushing, headache, nausea,
mg pressure remains >160/110 mmHg hypotension, tachycardia
Labetalo] | 20-80 | Intravenous bolus over 2 min, repeat after 10 minif | 5min Bradycardia, hypotension, fetal
mg blood pressure remains >160/110mmHg bradycardia
Labetalo] |200mg | Oral 30-45min | Bradycardia, bronchospasm,
headache
Nifedipinet | 10mg | Oral 30-45min | Headache, flushing

* Severe hypertension is 160/110 mmHg or above.

Aust Prescr. 2021 Oct; 44(5): 148-152



https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8542489/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8542489/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8542489/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8542489/

TABLE 2

Agents Prescribed for Chronic Hypertension

in Pregnancy'®'3

Agent Dosage FDA pregnancy
risk category
Methyldopa 0.5-3.0g/d, B
2 divided doses

Labetalol 200 - 1,200 mag/d, C
2 to 3 divided doses

Nifedipine 30 - 120 mg/d, C

slow-release preparation

Hydralazine 50 - 300 mg/d, C
2 to 4 divided doses

Hydrochlorothiazide 2 mg/d C

B-Blockers Differs among choices C

Sources: Lindheimer et al. J Clin Hypertens (Greenwich). 2009'%; Visintin et al. BMJ. 2010.7%




Treatment algorithm for pregnancies

Hypertension
pre-pregnancy

o Treat with
antihypertensives:
labetalol, nifedipine
and/or methyldopa

+ Avoid ACE inhibitors,

ARBs and atenololin
women trying to
become pregnant

o Arrange for FMF
competing-risks
model first-trimester
screening

Hypertension early pregnancy
(<20 weeks of gestation)

o Treat with
antihypertensives:
labetalol, nifedipine
and/or methyldopa

» Low threshold
(BP >140/90 mmHg)
for treatment

+ Perform FMF
competing-isks model
first-trimester screening

o Start aspirin if no FMF
screening available

Pre-eclampsiaidentified
(<37 weeks of gestation)

+ Treat with antihypertensives:
labetalol, nifedipine andjor
methyldopa

» Can use dual or triple therapy

» Use IV [abetalol and/or hydralazine
for acute hypertensive crisis

» Start MgSO, if BP >150/95 mmHg

+ Give corticosteroids if considering
delivery 24-34 (+6 days) weeks of

gestation

» Give MgSO, before delivery at
<31(+6 days) weeks of gestation

presenting with hypertension

Pre-eclampsia identified

(237 weeks of gestation)

o Treat with
antihypertensives:
labetalol, nifedipine
and/or methyldopa

» Consider induction once
reached >37 weeks of
gestation

» Push for delivery at

38-39 weeks of gestation,

if possible; better
short-term and long-term
infant outcomes

Nature Reviews Disease Primers | (2023) 9:8

Postpartum
care

» Change and/or wean
antihypertensives
(for example, to an
ACE inhibitor valid for
use with breastfeeding)

» Supportive care for
renal, hepatic and/or
haematological
dysfunction

* Low threshold
for treatment
(BP >85 mmHg)



naturereviews disease primers

Primer

Management of planned
delivery in pre-eclamptic
pregnancies

Pre-eclampsia

Nature Reviews Disease Primers
(2023) 9:8

Triggers for delivery
« Haemolysis, elevated liver enzymes and low platelet count
(HELLP) syndrome or significant biochemical derangements
« Eclampsia
« Inability to control blood pressure despite maximum dose of
antihypertensive medication
« Abnormal fetal wellbeing parameters and/or fetal distress

Managing delivery
« Induction of labour or caesarean delivery
« Avolding maternal morbidity

= Avoiding fetal morbidity

Postpartum management and follow-up
« Acule management of hypertension

Short-term follow-up: continued regular monitoring of blood
pressure postpartum and treatment with antihypertensive
medications to prevent postpartum eclamplic fit. Management of
any other acute sequelae of pre-eclampsia such as the developmer
of pulmonary oedema or deranged renal/hepatic function

Long-term follow-up and inter-pregnancy advice: ensure blood
pressure returns to normal pre-pregnancy levels by -6 weeks
postpartum. Prescribe appropriate antihypertensive medications
if there is residual chronic hypertension. Identify other risk factors
for maternal cardiovascular disease and encourage risk mitigation



Treatment of HDP Prevention of Future CVD
BP Threshold BP Target HDP Category Targeted | Recommendations for Healthcare Providers
ACC/AHA*™ | No recommendation No recommendation Preeclampsia, GH Take detailed history of pregnancy complications
Implement smoking cessation, DASH-like diet,
reqular physical activity, weight management
ACOG? Preeclampsia: SBP 105-160 mm Hg Recurrent Assess BP, lipids, fasting blood glucose, BMI yearly
SBP >160 or and DBP 80-120 mm Hg preeclampsia Lifestyle modifications (healthy weight maintenance,
DBP =110 mm Hg exercise, smoking cessation)
Chronic HTN:
SBP =160 mm Hg or
DBP =105 mm Hg
ESC™ GH, preexisting HTN, or | No recommendation Preeclampsia, GH Lifestyle modifications, regular BP control, and control
organ damage: of metabolic factors
SBP >140 or
DBP >90 mm Hg
Otherwise:
SBP >150 and
DBP =95 mm Hg
NICE™ SBP =150 mm Hg or SBP <150 mm Hg Preeclampsia, GH Inform women of the increased CVD risk associated
DBP =100 mm Hg and DBP 80-100 mm Hg with these conditions

If preeclampsia: Keep BMI between 18.5 and 24.9
before next pregnancy
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REVIEW (5] Open Access @ @ [Clir'lical Cardiclogy hnmepage]

The impact of antihypertensive treatment of mild to moderate
hypertension during pregnancy on maternal and neonatal

outcomes: An updated meta-analysis of randomized controlled
trials

Armin Attar MD, PhD, Alireza Hosseinpour MD 256 Mana Moghadami MDD

28 March 2023 https://fdoi.org/10.1002/clc.24013

»The results of this meta-analysis are in
favor of the beneficial impact of
pharmacological treatment of mild
hypertension on both maternal and
neonatal outcomes and without
significant adverse events for the fetus






