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MYTH: Hypertension in Pregnancy Uncommon

 Preeclampsia increased by 25% between 1987 & 2004 in the U.S. 
 6.7x higher risk of severe preeclampsia in 2003 over 1980
 Est. cost of preeclampsia within 12 months of birth = $1.2 Billion (2012) 

 $1.03 Billion for women
 $1.15 Billion for infants

ACOG Practice Bulletin Number 222, June 2020



Hypertension and In-Hospital Deliveries

AHRQ Statistical Brief 222, 2017



MYTH:  Hypertension in Pregnancy Uncommon

https://www.cdc.gov/reproductivehealth/maternalinfanthealth/
pregnancy-complications-data.htm MMWR Vol. 71(17), Apr 29 2022



MYTH: Hypertension in Pregnancy Uncommon



MYTH: Hypertension in Pregnancy 
only about OB Outcomes

MMWR Vol. 71(17), Apr 29 2022



https://www.cdc.gov/hearher/index.html

Educate About Pregnancy Complications



Hypertension in Pregnancy Categories







MYTH:  BP Technique Not Important
 USE A STANDARD METHOD
 Dispel questions from providers about 

whether BP is valid!



Select Correct BP Cuff Size

• Width about 40% of upper 
arm circumference

• Midway between olecranon 
and acromion

• Length of bladder of cuff 
should encircle 80-100% of 
the upper arm 



Use Proper Standard Technique

• DO’s
• Sitting or semi-reclining position with back 

supported & arm at heart level
• No talking for at least 5 minutes before 

measurement
• Bare upper arm without restrictive clothing
• Feet should be flat, not dangling or crossed

• DON’Ts
• Use the wrong size cuff
• NEVER roll or lay patient on their side to 

obtain a lower reading!!



MYTH:  BP Technique Not Important

 Improper posit ioning alone can increase blood pressure

 If back is unsupported, diastolic BP may be higher by 6 mmHg 
 If legs are crossed, systolic BP may be higher by 2-8 mmHg 
 If arm allowed to hang down unsupported, BP may be elevated by 10-12 mm Hg
 If the patient is talking, BP may increase by 8-15 mm Hg.

 (Pickering TG et al; Circulation 2005)

 (O’Brien E; J Hypertension, 2003) 



MYTH:  Waiting for BP to improve is OK

https://www.preeclampsia.org/our-stories



MYTH: Don’t Treat Mild HTN

• 2408 women with CHTN at ≤ 23w randomized to 
antihypertensives or no treatment unless                                 
SBP ≥ 160 or DBP ≥ 105 mmHg.  Goal BP ≤ 140/90 mmHg.

• Primary outcome = composite measure including:
• Preeclampsia with severe features
• Medically indicated PTB < 35 weeks
• Fetal or neonatal death



MYTH:  Don’t Treat Mild HTN



MYTH: Treating Acute Severe 
Hypertension Quickly Is A Hassle

 It’s much harder to treat complications than to fix severe high BP
 Assemble your team and communicate!
 We have THREE treatment options to choose from—we just need to start with ONE

 Consider oral nifedipine if provider reluctant to start IV labetalol or hydralazine

 Include IV magnesium prophylaxis
 MAKE IT EASY for team members to do the right thing

 Use order sets and protocols and checklists

 Consider game-based learning
 Example—Labor Wars Escape Room activity on Acute Severe Hypertenion



Know Algorithms and Have Handy



Know Antihypertensive Pros & Cons



MYTH: Don’t Treat Severe HTN                  
due to Anxiety or Pain

 Labile hypertension is a phenomenon of substantial transient elevations in              BP 
(frequently > 160 mmHg)—not related to pregnancy.
 Patients usually associate elevated BP with stress and emotional distress. Usually asymptomatic but can 

be associated with palpitations, flushing, or headache.

 We cannot distinguish between labile hypertension VS. gestational hypertension VS. 
preeclampsia solely based on BP readings
 Labile hypertension is not one of the hypertensive disorders of pregnancy so would be GESTATIONAL 

HTN or CHTN by default depending on timing

 Acute severe hypertension from ANY cause increases the risk of maternal and fetal morbidity 
and mortality, so treatment is indicated even when we believe anxiety or pain is a factor

 Remember that anxiety can be a RESULT of acute severe hypertension and controlling the BP 
may help alleviate symptoms



CNS Complications and HTN

From NEJM Resident 360:  Acute Severe Hypertension
Published Nov 06, 2019 - Written by Carla Rothaus



Adverse Pregnancy Outcomes and HTN



MYTH:  Use IV Magnesium Sulfate to 
Treat Acute Severe Hypertension

 Magnesium sulfate is the treatment of choice to prevent eclamptic seizures
 Magnesium is NOT a recommended treatment for acute severe HTN
 Magnesium SHOULD be started if antihypertensives are ordered as part of an 

acute severe hypertension protocol--the goal is SEIZURE PREVENTION



MYTH: Epidural is Treatment for 
Acute Severe Hypertension



Modifications to Neuraxial Anesthesia 
in Preeclampsia Patients

 Consider early epidural placement if declining platelet counts
 Minimize IV fluid preload (IV <500 mL)
 If using local anesthetic & opioid solutions for epidural 

(e.g.bupivacaine/fentanyl), no IV bolus (to prevent hypotension)
 Consider alternative test dose solution besides epinephrine (e.g. opioid)
 Use lower doses of ephedrine and phenylephrine to reverse spinal hypotension

 Preeclamptic patients are more sensitive to vasopressors.

 Epidural catheter should not be removed unless the platelet count and 
coagulation studies are at a level that would allow neuraxial needle insertion



MYTH:  Women on meds for CHTN 
don’t need IV antihypertensives 

 Maternal and fetal risks of untreated severe hypertension are the same
 Even if on oral antihypertensives, STILL qualify for acute severe hypertension 

treatment if BP ≥ 160/110 mm Hg on 2 successive occasions 15 minutes apart
 Use NIFEDIPINE treatment arm if preferred (or no IV access)

 Oral labetalol onset and peak action TOO SLOW for acute HTN treatment
 Assess for superimposed preeclampsia
 Escalate oral antihypertensives as needed
 Do use IV magnesium for seizure prophylaxis if activating acute severe 

hypertension protocol (even if using nifedipine)
 No evidence of problems using magnesium and nifedipine concurrently



CHTN with Superimposed Preeclampsia 
Increased 83% since 2005

AHRQ Statistical Brief 222, 2017 



Adverse Pregnancy Outcomes and HTN



MYTH:  Delivery Cures Preeclampsia
 Postpartum preeclampsia includes the presence of any severe features 

 Elevated BP ≥ 140/90 mmHg with no history of hypertension
 48 h to 6 mos postpartum

 Exclude other causes for early recognition and treatment
 Risk factors: older maternal age, African American, BMI > 30, and Cesarean

 Most patients present in the first 7-10 days PP
 Most often present with neuro symptoms, typically headache. 
 Treatment includes antihypertensives, magnesium prophylaxis, and diuretic
 Postpartum preeclampsia may be associated higher maternal morbidity than 

antepartum-onset preeclampsia

Hauspurg, et al  AJOG 2022; 226(2): S1211-1221



Postpartum Preeclampsia Risk Factors



Evaluation for PP Preeclampsia

Hauspurg, et al  AJOG 2022; 226(2): S1211-1221



Educate Patients about Postpartum 
Preeclampsia and other issues



MYTH: There is no Effective 
Prevention for Preeclampsia



Who Should Receive Aspirin?

USPSTF Recommendation Statement: Aspirin Use to Prevent Preeclampsia, 2021



Future directions:
Preeclampsia prevention
 There is no disease-modifying pharmacotherapy available for established 

preeclampsia. 
 RCT’s mostly focus on early-onset preeclampsia and promoting pregnancy prolongation

FUTURE DIRECTIONS (all are currently investigational)
 Metformin 3g per day
 Plasmapheresis to remove antiangiogenic factors (e.g. sFlt-1)
 Monoclonal antibodies (against TNFα or complement)
 Gene silencing targeting sFlt-1 production or angiotensinogen



MYTH:  Hypertension Effects 
Limited to Pregnancy & Birth

 Preeclampsia is associated with long term health issues: 
 4x higher risk of hypertension within 2 years of delivery

 2x higher risk of diabetes and dyslipidemia
 Data from 15 studies:

 1646 women with hypertensive pregnancies 

 6395 women with uncomplicated pregnancies

 Preeclampsia DOUBLES the odds of cardiovascular disease
 2 systematic reviews of 26 studies

 Highest risk if severe preeclampsia or recurrent preeclampsia
 7 studies involving 52, 544 women

 Preeclampsia is associated with seizures, dementia, CKD, or death from any cause.
 From NEJM Resident 360: Preeclampsia.  Published May 11, 2022



MYTH: Hypertension in Pregnancy 
only about OB outcomes

60,379 without CVD in Nurses’ Health Study II

Incidence of CVD from 1st birth to 2017

Adjusted for prepreg BMI, smoking, FH CVD, 
hypercholesterolemia, type 2 DM, and ∆ BMI



Long Term Effects of Hypertension

88,395 nurses in Nurses’ Health Study II

2,387 women died before age 70 
1,141 cancer deaths 
212 CVD deaths 

HDPs (gestational HTN or pre-eclampsia) 
associated with HR 1.31



Educate about CV Effects and 
Refer for Follow up Care



Questions?  Thank you
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