
What we Know? 
What we need to know? 
What is the role of cardiologist? 
We must be an effective member of  

Cardio-obstetric Team. 
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 Commonest medical disorders diagnosed by 
obstetrician 

 Spectrum of severity ranges mild to severe  

 There is controversy and lack of clarity about 
mild to moderate HDP 
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 Most common medical complications, affecting 5–10% of 
pregnancies worldwide.  

 Leading cause of maternal death globally Complicate about 2-
10%of pregnancies 

    Estimated 50.000-60.000 preeclampsia related deaths 
    worldwide 
 Major cause of maternal, fetal, and neonatal morbidity and 

mortality.  
 Incidence 7X higher in developing countries than  in developed 
     countries 
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  Hypertensive disorders of pregnancy : 

  Chronic hypertension: (1%–2% of pregnancies) onset before 

     pregnancy or 20 weeks(+/- complicated with  superimposed 

     preeclampsia) 

  Gestational hypertension: (5%–6% of pregnancies) onset from 20 
weeks 

  Preeclampsia: (2%–4% of pregnancies) onset from 20 weeks 
diagnosed when: maternal systemic end-organ dysfunction (most 
commonly proteinuria) and/or evidence of fetoplacental 
dysfunction (eg, fetal growth restriction).  
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 Sitting position (or the left lateral recumbent 
during labour) 

 Appropriately-sized arm cuff at heart level and 
using Korotkoff V for diastolic BP (DBP). 

  Mercury sphygmomanometers : 

gold standard for BP measurement in pregnancy  
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Automatic devices tend to under-record the 
true BP and are unreliable in severe pre-
eclampsia.  

 Therefore, only devices validated according 
to recognized protocols should be used in 
pregnancy 
 

Dr Toufan , professor of cardiology , Echocardiologist ,FASE 



ABPM superior to routine BP measurement for the 
prediction of pregnancy outcome. 

  Devices used for ABPM are technically more accurate 
than those used for office or home BP measurement.  

ABPM avoids unnecessary treatment of white-coat 

hypertension, useful in the management of high-risk 
pregnant women with hypertension and those with diabetic 
or hypertensive nephropathy 
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 Is Highly REC because: 

 Is Convenient,Help to Diagnose White coat HTN 

 (vs. clinic BP) values are more closely associated with 
adverse outcomes 

 Promotes both antihypertensive medication compliance and 
BP control 

 Pregnancy during the coronavirus disease 2019 (COVID-19), 
given the widespread implementation of this method of 
self-monitoring, used to achieve social distancing. 



Dr Toufan , professor of cardiology , Echocardiologist ,FASE 



 According to Working Group ,Blood pressure >140/90 mm of Hg 

- >30 mm of Hg or more in SBP. 

- >15 mm of Hg or more in DBP. 

 Systolic BP>=140 mmHg and/or DBP >=90 
mmHg   

  Mildly elevated (140–159/ 90–109 mmHg) 
 Severely elevated(>=160/110 mmHg)   
 Based only on office (or in-hospital) 
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 Severe hypertension : systolic BP ≥160 mmHg or a diastolic BP 
≥110 mmHg, based on the average of at least two measurements, 
taken within 15 minutes at most, using the same arm.  

 White-coat hypertension is defined as an office BP ≥140/90 , but a 
normal out-of-office BP, most commonly defined as most as 
<135/85mmHg 

 Masked hypertension is defined as a normal office BP, but one 
that is elevated out-of-office(>=135/85) 

 Transient hypertension is typically seen in the office setting, and 
resolves with repeated BP measurement. 
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 women with preeclampsia have a 71% increased risk of 

CVD mortality 

  2.5-fold increased risk of coronary artery disease 
 

  4-fold increased risk of Heart failure compared with 

normal cohorts 



H 
•Abnormal Cytotrophoblast Invasion 

•Decreased Uterine Placental Blood Flow  

T 
•Placental Ischemia 

•Placental release cytokine factors 
 

N 
•Endothelial Dysfunction 

•ET↑   TBX↑  PGI2↓   NO↓   AGT II sensitivity↑ 

•Renal Pressure Natriuresis ↓ 
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Pregnancy: 

 Previous preeclampsia 

 Multiple 
gestation(twins/triplets) 

Placental abnormalities: 

 HyperPlacentosis 

 Placental Ischemia/Family 
history 

Family History 

 FH of preeclampsia 

 African American race 
 

Maternal causes: 

 Obesity 

 Primiparity 

 Mother age<20 />40 

 Past H/O HTN,RD,DM 

 Adolescent pregnancy 

 Chronic HTN 

 New Paternity 

 Thrombophilia 

 Having a donated kidney 
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Pre-existing hypertension 

Gestational hypertension 

Pre-eclampsia 

Pre-existing hypertension plus superimposed 
gestational hypertension with proteinuria 

Antenatally unclassifiable hypertension 
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  Precedes pregnancy or develops 

before 20 weeks of gestation.  

 It usually persists for more than 42 days 
post-partum and may be associated 
with proteinuria. 
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Develops after 20 weeks of gestation 
and usually resolves within 42 days 
post-partum. 
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 GH with significant proteinuria (>0.3 g/24 h or ACR >_30 mg/mmol).  

  Occurs more frequently during the first pregnancy 

 

 Often associated with foetal growth restriction due to placental 
insufficiency and is a common cause of prematurity. 

  Only cure is delivery 

  As proteinuria may be a late manifestation of preeclampsia, it should be 
suspected when de novo hypertension is accompanied by headache, visual 
disturbances, abdominal pain, or abnormal laboratory tests, specifically 
low platelets and/or abnormal liver function. 
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 Hypertensive disease during a previous 
pregnancy 

 Chronic kidney disease  

  Autoimmune disease such as systemic lupus 
erythematosus or antiphospholipid syndrome   

 Type 1 or type 2 diabetes   

 Chronic hypertension. 
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  More than one of the following risk factors:  

  First pregnancy  

  Age 40 years or older  

  Pregnancy interval of more than 10 years  

  BMI of >_35 kg/m2 at first visit  

  Family history of pre-eclampsia  

  Multiple pregnancy. 
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When BP is first recorded after 20 weeks of 
gestation and hypertension is diagnosed; 
re-assessment is necessary after 42 days 
post-partum 
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 Full Blood count  

 Serum Cr/Uric Acid 

 LFT 

 Dipstick>=1+ / ACR(<30mg/mmol)/24hr urine 
protein(>0.2gr/day→ close monitoring) 

 Obstetric scans(may be considered) 

 Umbilical artery Doppler (may be considered) 
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 Be part of Cardio-obstetric team 

 Preconception planning, all medications should be 
reviewed to ensure safety during pregnancy 

 Cardiovascular consequence of GH 

(Dissection : Coronary/Aorta ,PPCMP ,CAD) 

 Screening for CV complication caused by pre-existing HTN  

 Post partum monitoring/Future CV risk/Contraception 
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  Non-pharmacological management(minimal effect): 
 

Regular exercise during pregnancy may improve vascular 
function and prevent preeclampsia. 

 

Advised to avoid a weight gain of more than 6.8 kg(mostly in 
obese women) 

 

Diet 
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 Pharmacologic treatment of Mild-Moderate HTN: 
 European Guidelines: initiation of drug treatment in all women  

 -BP 150/95 mmHg and / >140/90 mmHg in women with:  

-GH(with or without proteinuria)   

-Pre-existing hypertension with the superimposition of gestational 

  hypertension   

-Hypertension with subclinical organ damage or symptoms at any 

 time during pregnancy. 
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Drug 
 

Starting dose Maximum dose 

Methyldopa  

 

250 mg TDS/QID 4 g / day 

Labetalol  

 

100 mg BD 2400 mg/ day 

Nifedipine 

 

10 mg BD 120 mg / day 

Thiazide diuretic 

 

12.5 mg BD 50 mg/day 
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Pharmacological management(severe HTN): 
SBP >_170 mmHg or DBP >_110 mmHg in a pregnant woman an 
emergency, and hospitalization is indicated 

 IV  labetalol, oral methyldopa, or nifedipine  

 IV hydralazine is no longer the drug of choice as its use is associated 
with more perinatal adverse effects than other drugs(still commonly 
used) 

IV Urapidil(centrally acting antihypertensive that blocks 
peripheral α1-adrenoceptors) with cautious  
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 Oral ; Initial dose; 100mg twice daily then titrate 

                                      up to 400 twice daily 

 

 IV; 50 mg stat(1 minute then repeat every 5min) 

 Infusion ; start with 20mg/hr then titrate 

                      160mg/hr 

 Pregnancy category :C 
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 5-10 mg IV/IM initially, Then 5-10 mg q20-

30min PRN, OR 0.5-10 mg/hr IV infusion 
  No longer the drug of choice  

     However, is still commonly used when other treatment regimens   

      have failed to achieve adequate BP control.  

 Pregnancy category :C 
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 Pharmacological management(severe HTN): 

 Sodium nitroprusside:      only as the drug of last choice  

                             risk of fetal cyanide poisoning. 

                                Category : C 

 Nitroglycerin :Drug of choice when pre-eclampsia with  

                                            pulmonary oedema 

     given as an IV infusion of 5 µg/min, and gradually increased every 

     3–5 min to a maximum dose of 100 µg /min. 

                                   Category :B2/C 

 If IV access has not been stablished Immediate release Nifedipine 
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Magnesium Sulphate 

 4 gm (20 ml of 20% solu.) I.V. within 3-5 mins. 

 5 gm (10 ml of 50% solu.) deep I.M. in each buttock with 1 
ml of 1% of xylocaine 

If recurrent fits after 30 min of loading dose- repeat 2 gm 20% 
(4 ml drug with 6 ml NS) slow in 5 min 
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 100–150 mg of aspirin daily from week 12 to weeks 36 

 

 Calcium supplementation (1.5–2 g/day, orally) is recommended 
for the prevention of pre-eclampsia in women with low dietary 
intake of calcium(600mg/day)  

 

 Vitamins C and E do not decrease pre-eclampsia risk; on the 
contrary, they are more frequently associated with a low birth 
weight 
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Maternal risks:  Placental abruption, stroke, multiple 

organ failure, and disseminated intravascular coagulation 

 

  Fetal risks include: High-risk of intrauterine growth 

retardation (25% of cases of preeclampsia), pre-maturity 
(27% of cases of pre-eclampsia), and intrauterine death (4% 
of cases of pre-eclampsia). 
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 Post Partum BP(↑first week)/150/90 persistent HTN  
 

 Hypertension & Lactation(same drug concentration of 
Propranolol and Nifedipine in Breast milk like maternal 
plasma) 
 

 Risk of Recurrency of HTN in subsequent pregnancy(The 
earlier the onset of hypertension in the first pregnancy, the higher 
the risk of recurrence in a subsequent pregnancy.  
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  Gestational hypertension or pre-eclampsia: 

 ↑ risk of HTN, stroke, and IHD in later adult life. 

 

  Lifestyle modifications  

 

 Annual visits to a primary care physician to check BP 
and metabolic factors are recommended. 

 Fertility treatment 
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