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other concerns for the wellbeing of the
woman or baby.5

For BP control, NICE currently
recommends treatment if BP remains 
≥ 140/90 mmHg with labetalol first line;
nifedipine second line if labetalol is not
suitable; methyldopa as a third option
depending on the side effect profile and
the woman’s preference.5

The Giant PANDA trial is currently
underway to compare nifedipine 
with labetalol for the treatment of
hypertension in pregnancy.14

Delivery of the baby is the only ‘cure’
for confirmed pre-eclampsia, and is
recommended if there are serious
maternal or fetal concerns, or by 
37 weeks’ gestation if mother and baby
seem well (or when the diagnosis is
made, if later).3,5

Prior to 34 weeks’ gestation,
expectant management is recommended
because of the increased risk of the
consequences of prematurity including
respiratory distress syndrome and
necrotising enterocolitis.15

In the absence of definite fetal or
maternal indications for delivery, there is
some debate regarding the timing of
birth between 34 and 37 weeks’
gestation. The PHOENIX trial16
demonstrated a significant reduction in
adverse maternal outcomes with
increased chance of vaginal birth
without long-term neonatal morbidity
(albeit with a small increased risk of
neonatal unit admission) for women
randomised to delivery at diagnosis
compared with expectant management.
The authors conclude that this should
be discussed with the woman to
determine the optimum timing of birth.

POSTNATAL CARE AND
FOLLOW-UP
Women with pre-eclampsia may have a
prolonged postnatal inpatient stay and
will only be discharged once BP is 
< 150/100 mmHg, blood results are
stable or improving, and they have no
symptoms of pre-eclampsia. 

Women who did not require antenatal
antihypertensive treatment should be
offered treatment if their BP is
persistently ≥ 150/100 mmHg. 

If women are not breastfeeding,
treatment of BP should follow the
recommendations in the NICE guidance
on hypertension in adults.17 In women
who are breastfeeding, enalapril,
amlodipine, or atenolol are used as once
daily medications. 

Women with pre-eclampsia will
usually be prescribed low molecular
weight heparin for prevention of venous
thromboembolism and be offered

reliable contraception to start in the
immediate postnatal period.18 On
discharge, a written care plan should be
provided including the following details:5
• Provision of follow-up care, including
medical review and repeat blood tests
• Frequency of BP monitoring
• Thresholds for reducing or stopping
treatment (usually 130/80 mmHg)
• Indications for referral to primary care
for BP review
• Self-monitoring for symptoms

Women who are taking
antihypertensive medication should
have their BP measured every 1-2 days
for two weeks until it has normalised.
Women should see their GP two weeks
postnatally to review BP and assess the
need for ongoing antihypertensive
treatment. This is also a good
opportunity to discuss postnatal
contraception if this has not been
initiated prior to hospital discharge.  

Women should have their BP, urinary
protein and blood results (if previously
abnormal) reviewed by their GP or
hospital specialist at 6-8 weeks after
birth.6 Women with persistently
abnormal renal function or laboratory
proven proteinuria at 3 months
postnatal should be referred for an
assessment for chronic kidney disease.5

Pre-eclampsia can occasionally
present de novo in the first two postnatal
weeks and may be atypical.19 Women
with severe hypertension or red flags
presenting should be referred for urgent
obstetric review in hospital (within 
4 hours).

LONG-TERM COMPLICATIONS
Women should be informed of their risk
for pre-eclampsia recurrence and 
their lifetime cardiovascular risks at
medical follow-up. Overall, women with 
pre-eclampsia have a risk of recurrence
of 16%, however, the risk is 33% in those
who deliver before 34 weeks’ gestation
and 23% for those who deliver between
34 and 37 weeks.5

Approximately 2% of women with
pre-eclampsia will go on to develop
chronic hypertension.5 They are twice as
likely to die from a cardiovascular cause
and have a 2- to 3-fold increased risk of 
a major cardiovascular event such as
myocardial infarction or stroke.5
Pregnancy is therefore an excellent
opportunity to counsel and support
women to manage their modifiable
cardiovascular risk factors, and to initiate
appropriate ongoing monitoring.  

Pre-eclampsia also increases risk in
the offspring: in utero exposure to
hypertension increases the risk of
hypertension in adulthood by 2.5 times.20 
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Pre-eclampsia is an important cause of maternal 
morbidity and mortality. It is a multisystem disorder of
pregnancy characterised by new onset hypertension after
20 weeks’ gestation, usually accompanied by proteinuria.
Women with either one high risk factor or two or more
moderate risk factors for the development of pre-eclampsia
should take 75-150 mg of aspirin daily from 12 weeks’
gestation until delivery.

Women with chronic hypertension who are planning 
a pregnancy should be investigated for secondary causes
of hypertension prior to conception. As there is a potential
risk of teratogenesis, women taking ACEi, ARB or diuretics
should stop these medications within 2 days of confirmation
of pregnancy. They should be offered a suitable alternative
such as labetalol, nifedipine or methyldopa.

If a urine dipstick is positive for protein, the amount should
be quantified: a protein: creatinine ratio ≥30 mg/mmol is
abnormal. There should be a high index of suspicion for
pre-eclampsia if there is biochemical disturbance
consistent with the diagnosis or evidence of fetal growth
restriction when plotted on a customised growth chart.

Women with severe hypertension ( ≥ 160/110 mm Hg),
new onset hypertension with ≥ 1+ proteinuria or any red
flag symptoms should be referred for urgent obstetric
review (within 4 hours). Women presenting with new
isolated non severe hypertension or ≥ 1+ proteinuria should
be referred for obstetric review, ideally within 24 hours.
Placental growth factor testing reduces the time to
diagnosis of pre-eclampsia and the incidence of adverse
maternal outcomes; NICE recommends using this as 
a one-off test between 20 and 35 weeks’ gestation.

NICE recommends admitting women at high risk of
adverse events, those with severe hypertension or where
there are other concerns for the wellbeing of the woman
or baby. However, many units routinely admit all patients
with pre-eclampsia because of concerns about rapid
deterioration, specifically placental abruption, eclampsia
and intracranial haemorrhage. NICE recommends
antihypertensive therapy if blood pressure  remains
≥ 140/90 mmHg, with labetalol first line. Delivery is
recommended if there are serious maternal or fetal
concerns, or by 37 weeks’ gestation.

On discharge from hospital, women who are taking
antihypertensive medication should have their blood
pressuremeasured every 1-2 days for 2 weeks until it has
normalised. Women should see their GP 2 weeks
postnatally to assess the need for ongoing antihypertensive
treatment. Blood pressure, urinary protein and blood results
(if previously abnormal) should be reviewed by their GP or
hospital specialist at 6-8 weeks after birth.


