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Hypertension in pregnancy
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Hypertension is the most common medical disorder encountered in pregnancy, complicating 5% to 10% of all
pregnancies. It is a major cause of maternal, fetal and newborn morbidity and mortality, increasing the risk of
cerebrovascular events, organ failure and placenta abruptio in mothers and the risk of intrauterine growth restriction,
prematurity and intrauterine death in fetuses. There are four types of hypertensive disorders in pregnancy: gestational
hypertension, preeclampsia and eclampsia syndrome, chronic hypertension of any etiology, and Preeclampsia
superimposed on chronic hypertension. The decision to treat hypertension in pregnancy should consider the benefit-
harm balance for both mother and fetus, and depends on gestational age, blood pressure levels, and presence of
preeclampsia. As termination of pregnancy is the only cure for preeclampsia, there is general agreement that delivery
rather than observation is suggested in women with severe preeclampsia, eclampsia, or mild hypertension at term.
However, it is not clear whether women with mild hypertension at near term can be managed expectantly as well as
whether antihypertensive therapy for mild to moderate hypertension should be initiated. In 2013, the American College
of Obstetricians and Gynecologists provided evidence-based recommendations for the management of patients with
hypertension during and after pregnancy, but it concluded that the final decision should be individualized and made
by the health care provider and patient in all instances. Therefore, well-designed large trials are needed to clarify the
indication for antihypertensive use and the selected population who would benefit from expectant management for

mild to moderate hypertension at preterm.
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Table 1. Treatment of severe hypertension labetalol, nifedipine, methyldopaZ

Anti-hypertensive

agent Dosage Onset  Duration Comments 1;(]_ X] Exﬂ EE 7§]’ OI—OAIII\—L— iotensin—
Labetalol 20 mg IV, repeat 20 to 80 mg IV g 30 5 min 4 hr Contra indications: : BRI s
min, or 1 to 2 mg/min, max 300 mg asthma, cardiac converting enzyme mhlbltor’ anglo
h itch I fail . C
oo (then switch to oral) ) ailure tensin receptor blocker, renin inhi—
Nifedipine 5to 10 mg capsule to be swallowed 5-10 min 6 hr
or bitten, every 30 min bitor, mineralocorticoid receptor
Hydralazine 5mg IV, repeat 5 t010 mg IV every 5 min Increased risk of ~ _
30 min, or 0.5to 10 mg/hr IV, to a maternal antagonist= o3 ¢33t Ao
maximum of 20 mg IV (or 30 mg IM) hypotension

olou ik o) =lod =
Modified by SOGC Clinical Practice Guideline 2014. From Kintiraki E, et al. Hormones (Athens) 2015;14:211-223, pLASASEEY “’1 OHO]: tﬂ']:}—ﬂ O}ME]'[E)]. K3

according to the Creative Commons license [20]. — - _
. ; . = olo] L Eo
IV, intravenous; IV g, intravenous every; IM, intramuscular. (3] —'——"dé HP—J =] *5] 7 ] Oﬂ 7@ ELHT ko] 'é

Q31 labetalol = hydralazine
oA #=%7] ¢ >160 mmHg E+= 7] S AAF O Z ARG 4= Qa1 A7|AQ] URAS SlalA

=
>105 mmHg¥ of A FoAE Alztste] A2 7 7A| 2 labetalol, nifedipine, methyldopa7} S=3%Ict,

120/800f14] 160/105 mmHg Ate] & [-AA[AHOF 3he}, o] & Labetalol o, p-ot=ddal/d A= aabal ddxsd
o W2 Eotofl A= 7|2 £4Fo] Qlrhd oRERo= 1) 71%ed} A4l F PHAS Helrt Hydralazine> 23 717}
o7& EsHITHsL e 5 AT FA71 dE] AREE okERA, 1-
oato] YR AYAATY(National Institute for o8 =o} 5 mg AWMESLIL 205 Wol| Fekzrart Vet
Health and Clinical Excellence)2 QA4 118 = A%} UA] ko 5-10 mg2 37} Folsto] & 30 megZHA] F
1Fs Abol| A FuEUA Fof= Y >150/100 mmHg AT 4= 9lom 2-4A7F St FEA AL A&HETH20)
A uf ARksle] £%7] 9 <150 mmHg, 7] E¢ (Table 1), 12t} hydralazine 5o} QAR vz}
80—100 mmHg O &2 GA|5lojof 3l o] gli= uhA T AFE I = Qlo] Al F ARgoll Algto] qltt,
ERF Ak FQRS 150/100 mmHg oJ3k2 #2414 A Nifedipine> FrA'd ZgA| = A ZL%AVJOI R T
< HseleH18], Ho] 9 Al Foll QPsHA AREEE 4= glovk EEA
FH4438H3] (European Society of Cardiology)= élgﬁﬂﬂiﬂﬂﬂ%ﬁ%ﬁﬁé“ﬂﬂﬂcoé
57| @ 140-150 mmHg ®= 7] €9 90— I 4= Qi
99 mmHg¢l A= FaERMA| Foj7l S22 a3l 3t
At 1 A Y E v et A
oA A AVIEAY Bl S0 gt nEg A AE
oflAt= 8 140/90 mmHgHE FAEUAS FAD
QAL 71 9J9] ALollM= =57] B 2150 mmHg F= B Foas Al 5 dE TEY 43S YolR,
Sg7] det 295 mmHg Y W oFEFolE Al&sfof gtk HHEO] A7) W I EGA| ARgoll TS E LY T
3L 3FTH19] HE A Eolth A4l F det Al mA9 glop B
3) FA YA Q] A oA Hagte] AR FHA JAlE FAshe Aol 354
BE JUEUARE HRRS ek, ofd §F 7H] eREo] ol ABEH o2 ANRE AHsH= dl o] Al ¢, 1
oh2 5ol vjsl Yo E2118 22 WH ot 4 ol A=, AR Ee AR 45 5ol iy es
AT Qitk OFEQ] TR U] Awol GAE, F aeE|ojof stnE 2 BHeRS ThdsHA A ofele-
AR, FAE, oFEo] tigt 9ate] AE M %3t A, 3 AJ3ol| mpEsly] 4ok, whAF AbRo A e EtolLt,
Aol Mz teof whet A7 Eojof i}, nlsARl e} o) = % AARES, ARl A A Bk A AA)A ¢
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