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Topics 

 Systemic hypertension, diagnosis and definition

 Definition and staging of cHTN

 Facts related to HTN in pregnancy

 Superimposed preeclampsia

 Treatment(indication and option)

 Postpartom treatment





Technical considerations:





Definition and staging  of chronic hypertension during 

pregnancy 



Baseline evaluation for all type hypertension in Pregnancy

 Serum creatinine, BUN

 K

 CBC(platelet count)

 LFT

 Spot urine protein/creatinine ratio or dipstick test

(Electrocardiogram or echocardiogram as appropriate)



Screening for secondary hypertension



Staging of HTN during pregnancy:

 Mild HTN:    140-149/90-99

 Moderate HTN:    150-159/100-109

 Severe HTN:    ≥160/110



Chronic HTN prevalence and complications 

 Lesser prevalent form of hypertension during pregnancy(0.5-35%),

 (most prevalent is gestational HTN)

 Increased risk of HTN,CVD and stroke at long term

 10 % have proteinuria at baseline during pregnancy



Decision for treatment of mild-moderate hypertension:



Treatment cut off at chronic hypertension during 

pregnancy

ACOG/Texas heart 

institute 2019 

ESC 2018 UPTODATE 2021

General population ≥160/105 ≥150/95 ≥150/95-99

symptoms (headache, 

chest discomfort, visual 

disturbense ), younger 

woman with normal 

baseline or sign of end 

organ damage (renal 

impairment)

≥140/90 ≥140/90 ≥140/90



Physiologic hemodynamic changes during pregnancy



Continuing or discontinuing therapy at non-severe 

HTN???? 

 There are minimal data (controversy) to guide regarding continuing or 

discontinuing therapy  (at BP≤ 160 mm Hg/ 110 mm Hg ) 

 Physiologic decrease of BP around10% at 7 weeks(even more at 

midpregnancy) with marked decrease in diastolic BP(more than 20 mmhg)

 requiring close monitoring , appropriate surveillance to ensure the patient 

does not develop blood pressures that do require treatment

 Selecting appropriate drugs



Common oral antihypertensive agents in Pregnancy



Contraindicated drugs:

 Hydrochlorothiazide may be used as third line.

 ACEI(captopril, enalapril , lisinopril), ARB(losartan, valsartan, telmisartan, candesartan), 

MRAs(spironolactone, eplerenon) are contraindicated during pregnancy.(during 

breastfeeding , ACEI may be used cautiously?)

 Atenolol must be avoided

 Propranolol, metoral and labetalol are preferred in breastfeeding women.

 Methyldopa should be avoided at postpartum (depression probability)



Target of therapy(ACOG):

 SBP >120-160 mmhg

 DBP >80-110 mmhg

 Prevention from over treatment(risk of  placental hypo-perfusion)



Target blood pressure?

Recommended by Target

ACOG 120-160/80-110

mmhg

UPTODATE 120-150/80-100 

mmhg



Additional treatment

 +Low dose ASA (100-150mg) at moderate or high risk of preeclampsia from weeks 

12 up to 36-37(ESC)



Treatment of severe hypertension (≥160/110)

 Confirming persistent severe HTN (15 minutes or more), 
antihypertensive agents should be administered within 30–60 minutes

 Hospitalization is recommended(ESC)

 Monitoring of viable foetuses

 Diastolic BP < 80 mm Hg may cause fetal heart rate abnormalities 
(uteroplacental hypoperfusion).

 epidural anesthesia decrease BP about15%, 



Treatment of severe hypertension …

 IV Nitro-glycerine at pulmonary edema



Severe hypertension treatment(≥160/110)



Superimposed preeclampsia:

 20-25% develop superimposed preeclampsia

 Sudden increase in BP

 Proteinuria after 20 weeks

 Evidence of end organ damage(pulmonary edema, increased Cr,LFT,platelet, or RUQ 

pain)

 Uterine Doppler velocimetry could predict!!



Postpartum period;

 After an initial decline immediately after delivery, blood pressure tends to rise. 

(A rapid decrease in BP postpartum indicate substantial blood loss)

 Severe hypertension or superimposed preeclampsia also may develop for the first 

time in the postpartum period;



Take home message

 Home blood pressure and ABPM is helpful at suspicious white coat hypertension

 therapy is recommended for persistent chronic hypertension whe( ACOG recommendation  
≥160/105 mmhg or ESC/UPTODATE 150/95 mmhgn)

 labetalol or nifedipine are reasonable options and are recommended above all other 
antihypertensive drugs(and methyldopa as alternative)

 Screening for superimposed preeclampsia at sudden increased BP, or symptoms of 
preeclampsia

 Target BP (ACOG recommendation  120-160/80-105 mmhg or ESC/UPTODATE 120-
150/80-95 mmhgn)


