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When using antihypertensives in
pregnancy, the target BP should be
135/85 mmHg. This lower target level
was shown in the CHIPS trial to be
associated with less progression to
severe hypertension, with no increase in
adverse outcomes for neonates.5

Aspirin
Aspirin has been shown to reduce the
risk of pre-eclampsia.6 Women at high
risk for pre-eclampsia should be 
advised to take 75-150 mg per day from 
12 weeks’ gestation until the birth of the
baby (see box 2, below). It remains
unclear which dose is better, in terms of
effectiveness and safety.

Although use of aspirin in women at
high risk of pre-eclampsia is now
common practice, it is not a licensed
indication for use. Community
pharmacies cannot legally sell aspirin for
this indication and therefore it needs to
be prescribed. This can be started in
primary care. 

Lifestyle 
Women with chronic hypertension or at
risk of hypertensive disorders in
pregnancy should be given the same
advice on exercise, rest and work as any
pregnant woman.

Monitoring
Women with chronic hypertension in
pregnancy will need more frequent
antenatal appointments than women
with uncomplicated pregnancies. They
may need weekly appointments if BP is
poorly controlled, or 2-4 weekly
appointments if BP is well controlled. 

Box 1

Hypertensive disorders in pregnancy: definitions

Hypertension
Hypertension is defined as a systolic blood pressure (SBP) ≥ 140 mmHg, or
diastolic blood pressure (DBP) ≥ 90 mmHg. Severe hypertension is defined as
SBP ≥ 160 mmHg or DBP ≥ 110 mmHg. Hypertension in pregnancy can be divided
into chronic and gestational hypertension. Both of these are associated with
increased risk of pre-eclampsia and HELLP syndrome. 

Chronic hypertension 
Chronic hypertension refers to hypertension that is present either at the antenatal
booking visit or develops in the first 20 weeks. It includes women who have had
hypertension (primary or secondary) diagnosed before pregnancy and are
taking medication for this. 

Gestational hypertension
Gestational hypertension refers to hypertension that develops after 20 weeks’
gestation. 

Pre-eclampsia
Pre-eclampsia is defined as new onset of hypertension after 20 weeks’ gestation
and the coexistence of either proteinuria, maternal organ dysfunction (renal, liver,
neurological or haematological complications), or uteroplacental dysfunction
(e.g. fetal growth restriction).  

HELLP syndrome
HELLP syndrome is a triad of haemolysis, elevated liver enzymes and low platelet
count; 10-20% of cases of pre-eclampsia are estimated to progress to HELLP
syndrome.4

Table 1

Antihypertensive drugs used in pregnancy and postnatally3

First line

Second line

Third line

Contraindicated

Avoid

Box 2

Use of aspirin to prevent pre-eclampsia

Women are considered to be at high
risk if they have any of the following: 
•A hypertensive disorder in a previous
pregnancy
•Chronic kidney disease
•Autoimmune disease
•Diabetes (type 1 or 2)
•Chronic hypertension 

They should also be considered high
risk if they have more than one of the
following moderate risk factors: 
•First pregnancy
•Age ≥ 40
•Pregnancy interval ≥ 10 years
•BMI ≥ 35 kg/m2 at first visit
•Multifetal pregnancy
•Family history of pre-eclampsia
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Pregnancy

Labetalol

Nifedipine

Methyldopa

ACE inhibitors
ARBs
Diuretics
Spironolactone

Postnatal

Enalapril OR nifedipine if black
African/Caribbean ethnic origin
(amlodipine if used previously) 

Enalapril + nifedipine/amlodipine

Add atenolol/labetalol in addition to, 
or instead of, the second agent added

Diuretics and ARBs if breastfeeding

systolic blood pressure (SBP) < 110 mmHg
or sustained diastolic blood pressure
(DBP) < 70 mmHg, or if the woman has
symptomatic hypotension.

Women who have chronic
hypertension (see box 1, below) and are
not already on treatment should be
offered antihypertensive treatment if

they have a sustained SBP ≥ 140 mmHg
or DBP ≥90 mmHg (see table 1, below).

Labetalol should be considered first
line to treat hypertension in pregnant
women. If labetalol is not suitable,
nifedipine should be considered.
Methyldopa may be used if neither
labetalol nor nifedipine are suitable. 


