
Pregnant women with chronic hypertension are at 
high risk of adverse outcomes, many of which are 
potentially preventable. GPs play a crucial role in 
ensuring women with chronic hypertension are 
appropriately managed before, during and after 
pregnancy to minimise complications to mother 
and baby.

Chronic maternal hypertension affects about 0.6 to 3% 
of pregnancies in Australia, although this is likely an 
underestimate.1,2 Globally, the incidence of chronic 
hypertension in pregnant women is rising, with increas-

ing maternal age at delivery and obesity rates likely contributing 
factors. Chronic maternal hypertension is a risk factor for sig-
nificant maternal and perinatal morbidity, including preterm 
birth, pre-eclampsia, caesarean section, low birthweight and 
perinatal death. The incidence of superimposed pre-eclampsia 
in particular is 25.9% compared with significantly lower rates 
(3 to 5%) in normotensive women.3
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    KEY POINTS

• Common risk factors for chronic hypertension in young 
women include obesity, family history, kidney disease  
and a past history of hypertension in pregnancy or  
pre-eclampsia.  

• Chronic hypertension affects around 0.6 to 3% of 
pregnancies in Australia; a quarter of these women will 
experience superimposed pre-eclampsia. 

• Chronic maternal hypertension is defined as either a 
previous documented history of or treatment for 
hypertension outside pregnancy or, alternatively, a blood 
pressure of 140/90 mmHg or higher on at least two 
occasions before 20 weeks’ gestation.

• Screening for secondary causes of hypertension is 
indicated in women of childbearing age with chronic 
hypertension. In pregnancy, screening can usually be 
deferred until postpartum. 

• Blood pressure targets in pregnancy are now similar to 
those in the general population, and home blood pressure 
monitoring can be a valuable tool to enhance control and 
improve patient engagement.

• Methyldopa and labetalol continue to be the cornerstones 
of safe and effective blood pressure management in 
pregnancy.
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For some women, the diagnosis of 
chronic hypertension is made preconcep-
tion. This allows for timely pre-pregnancy 
counselling and planning to improve 
antenatal care and optimise outcomes. 
However, many women are initially iden-
tified as hypertensive in the first half of 
pregnancy (before 20 weeks’ gestation), 
highlighting the importance of blood 
pressure screening in early pregnancy 
consultations. Essential hypertension 
remains the most common cause of hyper-
tension in younger women. By definition, 
essential hypertension requires investiga-
tion and exclusion of secondary causes 
that may be done preconception but, in 
most cases, can be safely delayed until 
postpartum. Secondary causes are dispro-
portionately represented in women of 
childbearing age and are estimated to 
account for more than 15% of cases.4 

Most preconception, first-trimester and 
postpartum healthcare interactions in 
women with chronic hypertension who 
are pregnant or planning pregnancy are 
with their GP. Thus, GPs play a crucial 
role in longitudinal care and ensuring that 
opportunities for improving pregnancy 
outcomes and long-term health in young 
mothers are not missed. This review high-
lights important issues and provides guid-
ance for GPs on optimal management of 
this important group of patients.   

Chronic maternal hypertension 
and adverse pregnancy outcomes
Pregnancies affected by chronic maternal 
hypertension have increased rates of 
maternal and fetal morbidity. Although 
much of the morbidity such as preterm 
birth is attributable to high rates of super-
imposed pre-eclampsia, other adverse 
outcomes, such as placental abruption or 
low birthweight, appear to be inde-
pendently linked to chronic maternal 
hypertension.5 Chronic hypertension 
often also coexists with other common 
comorbid conditions or lifestyle risk fac-
tors in the pregnant population including 
diabetes, obesity, kidney disease and 
smoking. These additional factors may 

further increase risk of pregnancy com-
plications. Importantly, many of these 
factors are potentially modifiable, and so 
pregnancy-related complications can be 
minimised with good preconception man-
agement of chronic disease, together with 
optimisation of lifestyle factors. 

There is now emerging evidence that 
good blood pressure control in women 
with chronic hypertension, either precon-
ception or in the first trimester, is associ-
ated with improved pregnancy outcomes 
such as higher birthweight and lower risk 
of pre-eclampsia.6 Good quality rando-
mised trials show that low-dose aspirin 
therapy initiated at the end of the first 
trimester, and calcium supplementation 
in those with a low-calcium diet, lower 
pre-eclampsia risk and are regarded as the 
standard of care.7 

Causes of chronic hypertension 
in young women
A number of chronic health conditions, 
including obesity, lifestyle factors and 
secondary causes of hypertension such as 
endocrine disorders and renal disease, 
contribute to hypertension among women 
of childbearing age. Importantly, many 
of these conditions are potentially modi-
fiable to improve blood pressure control 
before, during or after pregnancy.

As discussed, screening for secondary 
causes of hypertension can occur precon-
ception or be safely be delayed until post-
partum in most cases. Important clinical 
indicators requiring investigation for 
 secondary causes during pregnancy 
include:
• difficult-to-control blood pressure

requiring multiple antihypertensive
agents in the first half of pregnancy

• new-onset moderate to severe
hypertension (150/100 to above
160/110 mmHg), or persistent severe
hypertension (above 160/110 mmHg)
if concurrent pre-eclampsia has been
excluded

• evidence of new or worsening renal
dysfunction or other end-organ
involvement.

Secondary causes of hypertension 
Chronic kidney disease
Kidney disease is the most common cause 
of secondary hypertension in young 
women.8 Common renal conditions in this 
population include reflux nephropathy and 
other congenital abnormalities, glomer-
ulonephritis and autosomal dominant 
polycystic kidney disease. Clinical indica-
tors include an elevated serum creatinine  
level or reduced estimated glomerular 
 filtration rate, proteinuria, albuminuria or 
haematuria on urine microscopy, and 
abnormal renal imaging. Importantly, the 
combination of renal disease with chronic 
hypertension  compounds the risk of 
adverse pregnancy  outcomes such as 
 preterm birth and pre-eclampsia.  

Renal artery stenosis 
Renal artery stenosis  is relatively uncom-
mon and usually due to fibromuscular 
dysplasia. Screening investigations could 
include a Doppler kidney ultrasound exam-
ination. Diagnostic tests such as angio-
graphy, CT renal angiography or MRI can 
usually be deferred until postpartum. 

Obstructive sleep apnoea
Obstructive sleep apnoea (OSA) is increas-
ingly recognised as an important additional 
risk factor for pre-eclampsia and can occur 
with or without obesity being present. A 
history of snoring or disrupted night-time 
breathing is suggestive of OSA. Referral for 
sleep studies and continuous positive 
 airway pressure therapy is advisable, 
urgently if OSA is diagnosed antenatally.

Endocrine disorders 
Possible endocrine causes of hypertension  
include hypo- or hyperthyroidism, hyper-
aldosteronism, Cushing’s syndrome and 
phaeochromocytoma. Thyroid function 
tests can easily be preformed during preg-
nancy; however, measurement of serum 
aldosterone and renin levels should be 
delayed until postpartum because of phys-
iological hormonal changes in pregnancy.

Phaeochromocytoma is rare. Nonethe-
less, it is a potentially lethal condition for both 
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mother and fetus during pregnancy, 
 especially if it is not considered, diagnosed 
and appropriately managed. Clinical 
 features include severe, resistant or very 
labile hypertension associated with tachy-
cardia. Plasma-free metanephrine and 
24-hour urinary catecholamine levels can 
be  helpful. If clinically suspected, early 
expert consultation is advised. 

Other systemic diseases associated 
with hypertension 
Pre-existing chronic conditions such as  
type 1 and type  2 diabetes mellitus, or auto-
immune conditions such as rheumatoid 
arthritis or systemic lupus erythematosus 
(SLE) may also be associated with chronic 
hypertension. Aetiology of hypertension in 
these conditions may be due to renal involve-
ment or other mechanisms such as pharma-
cotherapy (e.g. prednisolone).

Other important causes of 
hypertension 
Obesity
Obesity is a common and potentially mod-
ifiable cause of hypertension in young 
women. Currently, 37% of Australian women 
aged 25 to 44 years have obesity, and the risk 
of hypertension is two- to six-fold higher in 
women who are overweight or obese com-
pared with those of normal body weight.9-11 
Lifestyle modification to lower body mass 
or limit gestational weight gain have been 
shown to improve blood pressure control 
and lower the risk of pregnancy-related 
complications, including pre-eclampsia.12

White coat hypertension
‘White coat’ hypertension is defined as a 
blood pressure above 140/90 mmHg in 
healthcare settings, but a normal blood pres-
sure when measured elsewhere, such as at 
home. Diagnosis requires either a 24-hour 
ambulatory blood pressure test or home 
blood pressure monitoring. Although not 
technically a cause of chronic hypertension, 
white coat hypertension is often encountered 
in clinical practice among younger women 
and is highly relevant to pregnancy. White 
coat hypertension either before or during 

pregnancy is a known risk factor for devel-
oping pre-eclampsia or sustained gestational 
hypertension, and affected women should 
receive closer monitoring accordingly.13 

Medications and other drugs
Some medications, such as antidepressants, 
prednisolone and tacrolimus, can contribute 
to hypertension. Additionally, over-the-
counter supplements, including nicotine 
replacement, Ginseng, liquorice and St John’s 
wort, and illicit drugs such as amphetamines 
and cocaine can also increase blood 
pressure.14

Preconception counselling and 
pregnancy planning 
Management of women with chronic hyper-
tension who are planning pregnancy begins 
preconception. Blood pressure management 
should be optimised using pregnancy-safe 
antihypertensives, aiming for an office blood 
pressure below 140/90 mmHg or an average 
home blood pressure below 135/85 mmHg 
(Table 1). Preconception counselling should 
involve a discussion about pregnancy risks, 
planning blood pressure monitoring and 
management in early pregnancy, and 
 discussion about using aspirin and other 
therapies to reduce the risk of pre-eclampsia. 
Investigation for secondary causes of hyper-
tension may also occur at this time. 

Women whose blood pressure is con-
trolled with nonpregnancy-safe anti-
hypertensives (such as ACE inhibitors or 
diuretics) or who need them specifically for 
additional indications (such as proteinuria 
or cardiac issues) can often be given an indi-
vidualised plan to continue these medica-
tions until conception. These medications 
are best stopped by six weeks of pregnancy 
(i.e. four weeks after conception or two weeks 
after a missed period) to avoid harmful fetal 
exposure. A regular menstrual cycle is highly 
advantageous in these circumstances. 

Pregnant women with chronic hyper-
tension have a number of risk factors for 
a poorer prognosis. These include:
• a history of longstanding  

(e.g. more than five years) or 
difficult-to-control hypertension 

requiring multiple antihypertensive 
medications 

• secondary hypertension
• a history of pre-eclampsia, 

particularly preterm pre-eclampsia 
• pre-existing chronic kidney disease.

Women with one or more poor prog-
nostic factors may benefit from preconcep-
tion counselling and optimisation, or early 
pregnancy assessment by either an obstetric 
medicine physician or maternal fetal med-
icine specialist. Women with underlying 
renal disease should consult a nephrologist 
to discuss the additional potential for 
 permanent deterioration in renal function 
during or after pregnancy.  

Management of chronic 
hypertension diagnosed in early 
pregnancy
Chronic hypertension is identified in some 
women for the first time in pregnancy. 
 Criteria for a diagnosis are an elevated 
blood pressure of 140/90 mmHg or above 
on at least two separate occasions before 
20 weeks’ gestation. Often, clinical indica-
tors are present to suggest undiagnosed 
chronic hypertension. These include 
 previous ‘borderline’ or oestrogen-sensitive 
hypertension, a history of remote anti-
hypertensive use, chronic kidney disease, 
a history of gestational hypertension or 
pre-eclampsia and having a low birthweight 
baby. For women with clinical indicators 
or risk factors for hypertension, it is usually 
appropriate to start antihypertensive med-
ication and pre- eclampsia prophylaxis 
(low-dose aspirin) when hypertension is 
detected. For women  without risk factors, 
promptly excluding white coat hyperten-
sion by either 24-hour ambulatory blood 
pressure assessment or home blood pres-
sure monitoring before initiating therapy 
is suggested. 

In addition to considering antihyper-
tensive therapy, a detailed history, exami-
nation and baseline investigations are 
 recommended. Determining any factors 
on history or examination to suggest 
 secondary hypertension is important and 
frequently fruitful. Even for women without 
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features of secondary hypertension, it is 
advisable to obtain a number of simple 
baseline investigations to help guide 
 management for the remainder of their 
pregnancy (Table 2).  

Antenatal care and 
antihypertensive therapy
Care pathways
Women with chronic hypertension should 
be flagged as a ‘higher risk’ pregnancy. 
Depending on local service availability and 
expertise, these women may benefit from 
both multidisciplinary care and care by 
clinicians experienced in managing hyper-
tension in pregnancy.  

Pre-eclampsia prophylaxis 
Women with chronic hypertension are at 
high risk of pre-eclampsia, and both local 
and international guidelines recommend 
prophylaxis unless contraindications are 
present. Both low-dose aspirin and oral 
 calcium supplementation for women with 
a low dietary intake of calcium are 
 considered safe and effective. Aspirin 100 
to 150 mg orally at night and calcium 
1500 mg daily are recommended to be com-
menced, ideally before 14 weeks’ gestation; 
however, starting before 20 weeks’ gestation 
also likely has benefit. Aspirin is typically 
stopped at around 36 weeks’ gestation as 
it is most beneficial in preventing preterm 

pre-eclampsia and has a limited role 
beyond this gestation.   

Blood pressure management 
Blood pressure measurement can be diffi-
cult in all three trimesters for different 
 reasons, and it is important to understand 
the normal pattern of blood pressure 
changes throughout pregnancy. In the first 
trimester, blood pressure often  rapidly 
falls to below pre- pregnancy levels due to 
pregnancy- related hormones, such as 
relaxin and progesterone, and an associated 
reduction in peripheral vascular resistance. 
This often means women need to 
 dis continue or reduce their regular 

TABLE 1. ANTIHYPERTENSIVE MEDICATIONS USED DURING PREGNANCY AND BREASTFEEDING

Medication Dosing and administration Practice points 

Methyldopa 125 mg twice daily to 750 mg three times 
daily orally 

• Contraindicated in patients with a history of depression, although 
could be used with caution

• Avoid postpartum because of association with higher risk of 
postpartum depression 

• Slow onset of action over 48 hours 
• Infrequently associated with daytime somnolence, which often 

improves with time and resolves if discontinued 

Labetalol 100 mg twice daily to 400 mg three times 
daily orally

For acute blood pressure reduction in 
hospital settings: 20 mg intravenous bolus 
every 10 minutes* 

• Use with caution in patients with asthma as may cause 
bronchospasm due to beta-blocker effects

• Highly effective orally or intravenously when acute blood pressure 
lowering is required

Nifedipine 30 mg to 120 mg daily orally (slow release) 

For acute blood pressure reduction in 
hospital settings: 10 mg orally every  
30 minutes (immediate release)* 

• Often used as second- or third-line agent 
• Early side effects that often improve over days are common and 

include headache, skin flushing, tachycardia 
• Immediate-release nifedipine is currently only available in Australia 

through the TgA Special Access Scheme 

Hydralazine 12.5 mg twice daily to 50 mg three times 
daily orally

For acute blood pressure reduction in 
hospital settings: 5 to 10 mg intravenous 
bolus every 20 minutes* 

• Usually only used as third- or fourth-line agent or peripartum  
• Can cause profound first-dose hypotension; therefore, start with 

low dose and uptitrate
• Early side effects that often improve with time include skin 

flushing, headache and tachycardia

Prazosin 0.5 mg twice daily to 10 mg three times  
daily orally

• Usually reserved for refractory hypertension or when multiple 
medication intolerances are present

• Can cause profound first-dose hypotension; therefore, start with 
low dose and uptitrate

Enalapril 5 mg to 20 mg daily orally • Not for use during pregnancy; however, can be safely used 
postpartum while breastfeeding

• generally well tolerated with few side effects
• Can also be given in twice daily dosing 

* This administration is only for acute blood pressure reduction in the hospital setting and is not recommended for routine use in clinical practice.
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antihypertensives to maintain a normal 
blood pressure and avoid overtreatment. 
Overtreatment of blood pressure in preg-
nancy can cause maternal fatigue and an 
increased risk of syncope, and has addi-
tionally been associated with risk of fetal 
growth restriction.15  

Blood pressure in pregnancy is often 
lowest at around 20 weeks’ gestation and 
continues to rise to pre-pregnancy levels by 
the end of the second trimester. Anti-
hypertensive medication will often need 
to be restarted or the dose increased in this 
context. In the third trimester, blood 
 pressure may rise higher than pre- pregnancy 
levels. A sudden sustained rise in blood 
pressure (above 160/100 mmHg or above 
140/90 mmHg with symptoms of pre- 
eclampsia or new proteinuria), or an increas-
ing antihypertensive requirement at any 
point in pregnancy but particularly after 
20 weeks’ gestation, warrants assessment 
for superimposed pre-eclampsia. 

There is currently limited high-quality 
evidence guiding blood pressure targets in 
the first half of pregnancy; however, expert 
advice is to target similar levels as for 
 nonpregnant women: initiate therapy when 
blood pressure is above 140/90 mmHg, 
titrating to a target of 110 to 140/<90 mmHg  
in office settings and 110 to 135/<85 mmHg in 
home settings. Randomised trials such as 
the CHAP (Chronic Hypertension and 
Pregnancy) study are nearing completion 
to confirm these recommendations.16  

The CHIPS study (Control of Hyper-
tension in Pregnancy Study) showed that 
reasonably tight control of diastolic blood 
pressure (below 85 mmHg) in the second 
half of pregnancy was associated with a 
reduced chance of severe maternal hyper-
tension and was not associated with adverse 
fetal outcomes (such as fetal growth restric-
tion) when compared with less tight blood 
pressure control.17 Using these data in 
addition to recent meta-analyses, most 
guidelines now suggest initiating anti-
hypertensive therapy when blood pressure 
is 140/90 mmHg or higher, and titrating to 
a target of 110 to 140/<85 mm Hg in the 
 second half of pregnancy.18,19    

The choice of antihypertensive medica-
tion depends on individual patient  factors. 
However, either methyldopa or labetalol 
remain the mainstay of therapy (Table 1).

Routine monitoring
Antenatal monitoring in women with 
chronic hypertension involves frequent 
evaluation of maternal symptoms (includ-
ing symptoms of pre-eclampsia), blood 
pressure measurement and any relevant 
biochemical or other tests, as well as mon-
itoring fetal growth and wellbeing (Box 1). 

If not performed before pregnancy,  base-
line assessment of renal function and eval-
uation for proteinuria should be  performed 
in all women with chronic hypertension early 
in the gestation. This both screens for under-
lying kidney  disease and provides a reference 
point should pre-eclampsia be suspected 
later in pregnancy. Additional suggested 

baseline tests are listed in Table 2. 
In addition to standard antenatal care, 

women with chronic hypertension should 
be asked about symptoms of pre-eclampsia 
at each visit after 20 weeks’ gestation. Admis-
sion to hospital or a day assessment unit is 
advised for women with worsening hyper-
tension or proteinuria, or other clinical 
features suggesting pre-eclampsia. This 
enables timely assessment and  management 
of mother and baby in an equipped facility, 
and allows for further discussion and plan-
ning by their care team in a safe environ-
ment. Distinctive features of pre-eclampsia 
in women with chronic hypertension are 
outlined in Box 2. 

The frequency and method of blood 
pressure monitoring requires individualis-
ation and adjustment throughout preg-
nancy. Women with unstable blood pressure 
control and taking multiple antihypertensive 

TABLE 2. RECOMMENDED INVESTIGATIONS FOR WOMEN WITH CHRONIC 
HYPERTENSION PRECONCEPTION OR IN THE FIRST HALF OF PREGNANCY

Investigation Interpretation

Routine tests

Full blood 
examination

• Anaemia or thrombocytopenia may suggest an underlying 
autoimmune condition

Urea and 
electrolyte levels

• Reduced glomerular filtration rate suggests kidney disease 
• Documenting baseline renal function greatly assists with 

monitoring for pre-eclampsia later in pregnancy 

Urine microscopy • Urinary tract infections or haematuria may suggest chronic  
renal disease

Spot urine 
protein:creatinine 
ratio 

• Elevated urine protein level in early pregnancy is strongly 
suggestive of underlying chronic renal disease. Repeat testing 
and renal tract imaging is advised

• Documenting baseline urinary protein levels greatly assists with 
monitoring for pre-eclampsia later in pregnancy 

Other tests to consider

Liver function 
tests and uric 
acid level

• Documenting baseline liver function in early pregnancy is helpful 
in monitoring for pre-eclampsia or medication-related liver 
dysfunction later in pregnancy 

Renal tract 
ultrasound 
examination

• Imaging the kidney and renal tract is advised in any patient  
with abnormal renal function or proteinuria in the first half of 
pregnancy

Autoimmune or 
endocrine screen

• Targeted screening for conditions such as systemic lupus 
erythematosus, autoimmune thyroid disease or phaeochromocytoma 
is suggested if clinical indicators are present

MedicineToday   ❙   JUNE 2022, VOLUME 23, NUMBER 6    31
Downloaded for personal use only. No other uses permitted without permission. © MedicineToday 2022. https://medicinetoday.com.au/mt/june-2022



medications, who are suspected of having 
secondary hypertension or have multiple 
comorbid conditions will likely need much 
closer monitoring than women not taking 
medications. Many women are able to mon-
itor their own blood pressure at home 
between face-to-face appointments using a 
personal device. Use of an upper-arm home 
blood pressure device that has been validated 
for use in pregnancy is preferred. Periodic 
correlation of home blood pressure readings 
with doctors’ office blood pressure meas-
urement is advised where possible. Tele-
health appointments can also be an option 
for certain patients who are able to monitor 
their blood pressure at home. 

Intrapartum care
Delivery should be planned at a location with 
adequate facilities and appropriate expertise 
in caring for women with hypertensive 
 disorders. The timing and mode of delivery 

is determined on fetal and maternal grounds. 
Pregnancy should be allowed to continue to 
term (39 to 40 weeks’ gestation) provided 
maternal and fetal wellbeing is maintained. 
However, with singleton pregnancies, peri-
natal morbidity in women with chronic 
hypertension increases considerably from 
39 weeks’ gestation compared with normo-
tensive women. Indications for delivery in 
women with chronic hypertension may 
include superimposed pre-eclampsia, uncon-
trolled hypertension (with or without pre- 
eclampsia) or concern over fetal well being. 
Uncontrolled hypertension typically includes 
repeated episodes of severe or sustained 
hypertension despite adequate therapy from 
at least three different classes of antihyper-
tensive medications. Options for acute low-
ering of blood pressure are listed in Table 1. 

Mode of delivery is generally  pre- 
planned for women with chronic hyper-
tension. In most cases, vaginal delivery is 
favoured unless urgent delivery via  caesarean 
section is required because of fetal or mater-
nal complications, including fetal distress, 
antepartum haemorrhage/abruption and 
pre-eclampsia with severe features. Regional 
anaesthesia is generally preferred in these 
situations, and can improve blood pressure 
control. Maternal thrombocytopaenia or the 
need for very urgent delivery may preclude 
this, necessitating general anaesthesia.  

Postpartum care 
Women with underlying chronic hyper-
tension often have a stormy postpartum 
course. Blood pressure can be highly unsta-
ble, especially in the first few weeks after 
delivery. This is a normal and expected 
occurrence in women with chronic hyper-
tension, either with or without superim-
posed pre-eclampsia. In this context, 
women sometimes need readmission to 
hospital within the first few weeks after 
delivery for blood pressure stabilisation or 
pre-eclampsia management. Importantly, 
red flag signs and symptoms such as 
 elevated blood pressure with headache 
should raise strong suspicion of superim-
posed pre-eclampsia, and urgent evaluation 
is advised. Postepidural headaches and 

headache related to lactation or medications 
such as nifedipine are diagnoses of exclusion 
in this high-risk cohort. 

Blood pressure management in the early 
postpartum period is usually initiated in 
hospital but often needs adjustment in the 
outpatient setting. An attentive and aggres-
sive approach to treating post partum 
hypertension is of particular importance 
to avoid serious maternal complications 
such as stroke and intracerebral haemor-
rhage. Of note, risks from overtreatment 
of maternal blood pressure are less serious 
postpartum as fetal wellbeing is no longer 
a consideration. Some women will need 
frequent clinical assessment for the first 
few weeks after delivery to review symp-
toms and adjust medications. Telehealth 
with home blood pressure monitoring can 
be a valuable tool to facilitate frequent and 
more timely review for suitable patients. 

Enalapril is often used first-line post-
partum as it is well tolerated and safe during 
breast-feeding. Other options include 
labetalol and long-acting nifedipine. 
Methyldopa is generally avoided post partum 

1. ROUTINE ANTENATAL MONITORING 
IN WOMEN WITH CHRONIC 
HYPERTENSION

• Review recent blood pressure 
measurements (e.g. home readings 
or measurements by midwives, at 
other antenatal visits or community 
pharmacies) and check blood pressure 

• Test urine with a dipstick for protein at 
every visit. Send urine for quantitative 
measurement if patient has known 
chronic proteinuria or develops  
new proteinuria or pre-eclampsia  
is suspected (‘spot’ urine 
protein:creatinine ratio) 

• Ask about antihypertensive adherence 
and any medication intolerances or 
issues 

• Ask about fetal movements, signs or 
symptoms of pre-eclampsia or other 
symptoms 

• Ensure a fetal monitoring plan is in place 
in consultation with the obstetrician or 
obstetrics unit. This may include periodic 
fetal growth scanning, biophysical 
assessment and Doppler studies

• For women with underlying chronic 
renal disease or other serious chronic 
health conditions, conduct additional 
regular blood and urine monitoring

2. CLINICAL FEATURES OF  
PRE-ECLAMPSIA IN WOMEN WITH 
CHRONIC HYPERTENSION 

• Uncontrolled hypertension (blood 
pressure ≥140/90 mmHg despite 
usual antihypertensive medications)

• Significant proteinuria (≥0.03 g/mmol on 
a ‘spot’ urine protein:creatinine ratio)

• Abnormal liver function tests (serum 
alanine aminotransferase or aspartate 
aminotransferase level >40 IU/L)

• Abnormal renal function (serum 
creatinine level ≥90 mcmol/L)

• Low platelets (count <150,000/mcL) 
or haemolysis 

• Neurological symptoms (e.g. headache, 
visual changes, eclampsia, clonus or 
hyperreflexia) 

• Right upper quadrant or sustained 
epigastric pain

• Evidence of uteroplacental dysfunction 
(e.g. fetal growth restriction, abnormal 
umbilical artery Doppler measurement 
or stillbirth)
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because of the risk of postpartum depression 
as outlined in Table 1. Women who are not 
breastfeeding can return to their precon-
ception antihypertensive regimen. 

Postpartum women with chronic hyper-
tension will need close follow up for at least 
the first year after birth as blood pressure 
control can change throughout the year. 
Previously well-controlled blood pressure 
can change when breastfeeding is stopped, 
hormonal contraceptives are restarted, 
weight is lost or gained, or on return to 
employment. Masked hypertension or sec-
ondary hypertension are important not to 
be missed given the long-term implications 
for cardiovascular health and any future 
pregnancies. It is also prudent to counsel 
about the risk of complications in any future 
pregnancies and the long-term cardiovas-
cular risks related to chronic hypertension 
or pre-eclampsia if present. A long-term plan 
for blood pressure monitoring and cardio-
vascular risk factor screening is helpful to set 
patient expectations and is an almost uni-
versal guideline recommendation. 

Conclusion
The prevalence of chronic hypertension in 
pregnancy is increasing, necessitating a good 
understanding of the implications for man-
agement and risk of pregnancy complica-
tions. Many of the crucial health interactions 
for women with chronic hypertension are 
provided by GPs and include preconception 
counselling, first trimester management 
and postpartum follow up. 

Diagnosis and management of hyperten-
sion in young women has many important 
considerations. It is not uncommon for the 
diagnosis of hypertension to be incidental as 
many young women tend not to have their 
blood pressure routinely measured. Whether 
hypertension is  identified before pregnancy 
or early in gestation, appropriate manage-
ment of blood pressure and pre-eclampsia 
prophy laxis is indicated to reduce potential 
maternal and fetal morbidity. A multidis-
ciplinary approach to antenatal care is 
essential to ensure the best maternal and 
fetal  outcomes. Attentive follow up of women 
 postpartum for 12 months by their GP will 

help ensure long-term maternal health and, 
in turn, the health of their family.    MT
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