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•Every 1-2 days for up to two weeks
after transfer to community care until off
treatment and not hypertensive 

Consider reducing antihypertensives
if BP falls below 140/90 mmHg, and
reduce treatment if it is < 130/80 mmHg. 

Women should always be asked
about epigastric pain and headaches
when their BP is being measured.
Transfer to community care should only
happen when there are no symptoms of
pre-eclampsia, BP is  ≤ 150/100 mmHg,
and blood test results are stable or
improving. 

Every woman should have a care plan
which includes details about:
•Who will provide follow-up care
•Frequency of BP monitoring
•Thresholds for reducing or stopping
treatment
• Indications for referral for review
•Self-monitoring for symptoms 

GP or specialist review should take
place two weeks after transfer to
community care, and again at 6-8 weeks
after birth (see box 3, above right).

Women who have had pre-eclampsia
should have a urinary dipstick test at
their 6-8 week check, and if they still
have proteinuria, should be seen by 
their GP or specialist at three months
postpartum to assess kidney function. 
If proteinuria is still present or kidney
function is abnormal at three months
consider referring for a specialist kidney
assessment. 

ADVICE ON LONG-TERM
PROGNOSIS AND FOLLOW-UP
Women with a hypertensive disorder in
pregnancy should be advised that the
overall risk of recurrence in future
pregnancies is approximately one in five.
Consider referral for pre-pregnancy

counselling for women who have had
hypertensive disorders in pregnancy
and delivery before 34 weeks, to discuss
possible risks in future pregnancies and
strategies to reduce risk. 

Women should be advised to aim for
or maintain a healthy BMI prior to
another pregnancy (18.5-24.9 kg/m2).

Women should also be made aware
of the increased risk of hypertension
and cardiovascular disease in later life
following a hypertensive disorder in
pregnancy (see table 2, below).
Whether pre-eclampsia and gestational
hypertension result as manifestations of
already pre-existing cardiovascular risk
or whether they contribute to the
pathogenesis of cardiovascular disease

Box 3

Six week postnatal visit checklist for
women who have had hypertensive
disorders in pregnancy

•Check blood pressure 
•Check dipstick urinalysis for
proteinuria
•Consider weight check if raised BMI
•Review antihypertensive medication
and dose titration
•Discuss feeding method 
(explain that it is alright to breastfeed
while using antihypertensives
identified in table 1, p22)
•Discuss mood and mental health
•Discuss contraception
•Discuss risk of recurrence in future
pregnancies
•Discuss future cardiovascular risk
and how to reduce risk

consider a combination of a calcium
channel blocker (such as nifedipine or
amlodipine) and enalapril. If not
tolerated or ineffective, third line would
be the addition of atenolol or labetalol
(or swapping one of the agents already
being used for atenolol or labetalol). 

Women should be advised that the
need to take antihypertensive
medications should not prevent them
from breastfeeding. Although
antihypertensive medications can pass
into breast milk, they do so in very small
amounts and would therefore be
unlikely to have any clinical effect on the
baby. As most medications are not
tested in pregnant and breastfeeding
women there will be disclaimers on the
manufacturers’ information leaflets, but
no specific safety concerns have been
raised. However, women should be
advised to monitor their babies for
lethargy, pallor, cold peripheries and
poor feeding. It is preferable to avoid
diuretics and ARBs in women who are
breastfeeding as they may have an
effect on breast milk production. 

Following pre-eclampsia in pregnancy
Women with pre-eclampsia who did not
take antihypertensives before birth
should have their BP measured:
•At least four times per day while an
inpatient
•At least once on days 3 to 5
•On alternate days until normal 
(if abnormal on days 3 to 5) 

If BP in these women is > 150/100 mmHg,
they should be started on antihypertensive
treatment. 

In women who had pre-eclampsia
and did take antihypertensives, BP
should be measured:
•Four times a day while inpatients

Table 2

Approximate increases in future cardiovascular risk in women who have had a hypertensive disorder in pregnancy
compared with those who have not3

Risk of future 
cardiovascular disease*

Hypertension

Major adverse 
cardiovascular event

Cardiovascular mortality

Stroke

*Risks are overall estimates summarised from risk ratios, odds ratios and hazard ratios

Any hypertension in
pregnancy

2-4 times

2 times 

2 times

1.5 times

Chronic
hypertension

N/A

1.7 times

No data

1.8 times

Gestational
hypertension

2-4 times

1.5-3 times

No data

May be increased

Pre-eclampsia

2-5 times

1.5-3 times

2 times

2-3 times


