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DEFINITIONS (ASSHP 2000)

Hypertension in pregnancy is diagnosed when: 

· Systolic blood pressure is ≥140 mmHg 

and/or 

· Diastolic blood pressure (Korotkoff V) is ≥90 mmHg.

These blood pressures should be confirmed by repeated readings over several hours in a clinic or day assessment unit or after rest in hospital.

CLASSIFICATION OF HYPERTENSIVE DISORDERS OF PREGNANCY (ASSHP 2000)
Hypertension during pregnancy may develop as a result of the pregnancy or follow pre-existing hypertension.  Hypertension arising for the first time after 20 weeks gestation may be an isolated finding, ie gestational hypertension, or part of a multisystem disorder, ie pre-eclampsia.

The classification is as follows:

· GESTATIONAL HYPERTENSION

· PRE-ECLAMPSIA

· CHRONIC HYPERTENSION

· essential

· secondary

· PRE-ECLAMPSIA superimposed on CHRONIC HYPERTENSION

‘White-coat’ hypertension, a diagnosis of raised blood pressure in the presence of a clinical attendant but normal blood pressure in the normal environment (as assessed by ambulatory blood pressure monitoring), is not chronic hypertension.  The prevalence of this disorder in pregnant women may be lower than that found in the non-pregnant population, and pregnancy outcomes are similar to those in women not displaying this phenomenon.

MANAGEMENT

General

Admission to hospital is usually required once a diagnosis of pre-eclampsia has been made.  Bed rest, however, is not usually required and no specific dietary restrictions are necessary in the management of women with pre-eclampsia.

A) Antihypertensive medications

1) Acute treatment (for severe hypertension: BP ≥170 mmHg systolic and/or ≥110 mmHg diastolic)

· oral nifedipine

· iv or im hydralazine

· iv labetalol, atenolol or diazoxide

Acute lowering of blood pressure can be achieved with any of the above drugs.  Oral therapy should be used initially unless the woman is symptomatic (eg headache or abdominal pain) or has features of impending eclampsia (eg hyperreflexia).  Reducing systolic BP initially by only 20-30 mmHg and diastolic by 10-15 mmHg should protect the mother from cerebral haemorrhage without jeopardising the fetus.  Continuous CTG monitoring should be used to ensure that lowering the blood pressure does not cause fetal distress.

All obstetric units should develop protocols for the use of these agents.  The risk of sudden hypotension with vasodilators such as nifedipine and hydralazine can be minimised by the use of concomitant plasma expansion.
2)
Ongoing treatment
· methyldopa

· oxprenolol

· nifedipine

· labetalol

· clonidine

· prazosin

· ketanserin?

· diuretics?

AVOID angiotensin-converting enzyme (ACE) inhibitors (unless in puerperium), angiotensin II receptor antagonists, atenolol (up to 28 weeks)
KNOW WHAT WORKS and USE IT!

B) Volume manipulation
Because of the risk of inducing pulmonary oedema, intravascular volume loading (up to 500 ml initially) may be considered for:

· prefilling those women with severe pre-eclampsia about to have parenteral antihypertensive therapy, epidural anaesthesia or immediate delivery (ie in whom vasodilation will be induced)
· initial management of those who develop oliguria 

Subsequent fluid therapy in the persistently oliguric woman should not be given without careful monitoring in a high dependency unit, especially in those whose gestation is at the limits of viability (24-26 weeks).  

Management of hypertension during labour

· Blood pressures (170 mmHg systolic or (110 mmHg diastolic should be lowered with parenteral therapy to prevent maternal complications

· Continue oral antihypertensive medications unless blood pressure is <120/70 mmHg (NB do not withhold clonidine, to avoid rebound hypertension).

· Consider epidural anaesthesia with volume expansion

· Check blood pressure at least half hourly

Management of post partum hypertension
· Blood pressure often rises in the puerperium, and may be undetected, especially if the woman has gone home

· There are no reliable data to guide management
· Use drugs if necessary which are familiar
· Be careful of non-steroidal anti-inflammatory agents
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