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INTERIM UPDATE: The content of this Practice Bulletin has been updated as highlighted (or removed as necessary) to
include limited, focused editorial corrections to platelet counts, diagnostic criteria for preeclampsia (Box 2), and pre-
eclampsia with severe features (Box 3).

Gestational Hypertension and
Preeclampsia
Hypertensive disorders of pregnancy constitute one of the leading causes of maternal and perinatal mortality
worldwide. It has been estimated that preeclampsia complicates 2–8% of pregnancies globally (1). In Latin America
and the Caribbean, hypertensive disorders are responsible for almost 26% of maternal deaths, whereas in Africa and
Asia they contribute to 9% of deaths. Although maternal mortality is much lower in high-income countries than in
developing countries, 16% of maternal deaths can be attributed to hypertensive disorders (1, 2). In the United States,
the rate of preeclampsia increased by 25% between 1987 and 2004 (3). Moreover, in comparison with women giving
birth in 1980, those giving birth in 2003 were at 6.7-fold increased risk of severe preeclampsia (4). This complication is
costly: one study reported that in 2012 in the United States, the estimated cost of preeclampsia within the first 12
months of delivery was $2.18 billion ($1.03 billion for women and $1.15 billion for infants), which was dispropor-
tionately borne by premature births (5). This Practice Bulletin will provide guidelines for the diagnosis and manage-
ment of gestational hypertension and preeclampsia.

Clinical Management Questions

< Are there screening methods that are useful to identify women at risk of developing hypertensive dis-
orders of pregnancy?

< Are there prevention strategies for reducing the risk of hypertensive disorders of pregnancy?

< What is the optimal treatment for women with gestational hypertension or preeclampsia?

< What is the optimal treatment for eclampsia?
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< What is the management of acute complications for preeclampsia with HELLP?

< What are the risks of subsequent cardiovascular disease among women with hypertensive disorders of
pregnancy and are there prevention strategies that modify this risk?

Recommendations

The following recommendations are based on good and
consistent scientific evidence (Level A):

< Women with any of the high-risk factors for pre-
eclampsia (previous pregnancy with preeclampsia,
multifetal gestation, renal disease, autoimmune dis-
ease, type 1 or type 2 diabetes mellitus, and chronic
hypertension) and those with more than one of the
moderate-risk factors (first pregnancy, maternal age
of 35 years or older, a body mass index of more than
30, family history of preeclampsia, sociodemographic
characteristics, and personal history factors) should
receive low-dose (81 mg/day) aspirin for pre-
eclampsia prophylaxis, initiated between 12 weeks
and 28 weeks of gestation (optimally before 16 weeks
of gestation) and continuing until delivery.

< In women with gestational hypertension or pre-
eclampsia without severe features at or beyond 37 0/7
weeks of gestation, delivery rather than expectant
management upon diagnosis is recommended.

< Magnesium sulfate should be used for the prevention
and treatment of seizures in women with gestational
hypertension and preeclampsia with severe features
or eclampsia.

< Nonsteroidal anti-inflammatory medications should
continue to be used preferentially over opioid an-
algesics. Postpartum patients on magnesium for sei-
zure prophylaxis for preeclampsia did not show
differences in blood pressure, antihypertensive re-
quirements, or other adverse events for patients
managed with NSAIDs in the postpartum period.

The following recommendations are based on limited or
inconsistent scientific evidence (Level B):

< Delivery is recommended when gestational hyperten-
sion or preeclampsia with severe features is diagnosed
at or beyond 34 0/7 weeks of gestation, after maternal
stabilization or with labor or prelabor rupture of
membranes. Delivery should not be delayed for the
administration of steroids in the late preterm period.

< The expectant management of preeclampsia with
severe features before 34 0/7 weeks of gestation is
based on strict selection criteria of those appropriate

candidates and is best accomplished in a setting with
resources appropriate for maternal and neonatal care.
Because expectant management is intended to pro-
vide neonatal benefit at the expense of maternal risk,
expectant management is not advised when neonatal
survival is not anticipated. During expectant man-
agement, delivery is recommended at any time in the
case of deterioration of maternal or fetal condition.

< Antihypertensive treatment should be initiated expe-
ditiously for acute-onset severe hypertension (systolic
blood pressure of 160 mm Hg or more or diastolic
blood pressure of 110 mm Hg or more, or both) that
is confirmed as persistent (15 minutes or more). The
available literature suggests that antihypertensive
agents should be administered within 30–60 minutes.
However, it is recommended to administer antihy-
pertensive therapy as soon as reasonably possible
after the criteria for acute-onset severe hypertension
are met.

The following recommendations are based primarily on
consensus and expert opinion (Level C):

< It is recommended that women with gestational
hypertension in the absence of proteinuria are diag-
nosed with preeclampsia if they present with any of
the following severe features: thrombocytopenia
(platelet count less than 100,000 3 109/L); impaired
liver function as indicated by abnormally elevated
blood concentrations of liver enzymes (to twice the
upper limit of normal concentration); severe persis-
tent right upper quadrant or epigastric pain and not
accounted for by alternative diagnoses; renal insuf-
ficiency (serum creatinine concentration more than
1.1 mg/dL or a doubling of the serum creatinine
concentration in the absence of other renal disease);
pulmonary edema, or new-onset headache unre-
sponsive to acetaminophen and not accounted for by
alternative diagnoses, or visual disturbances.

< Women with gestational hypertension who present
with severe-range blood pressures should be managed
with the same approach as for women with severe
preeclampsia.

< Among women with gestational hypertension or
preeclampsia without severe features, expectant
management up to 37 0/7 weeks of gestation is
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recommended, during which frequent fetal and
maternal evaluation is recommended. Fetal monitor-
ing consists of ultrasonography to determine fetal
growth every 3–4 weeks of gestation, and amniotic
fluid volume assessment at least once weekly. In
addition, an antenatal test one-to-two times per week
for patients with gestational hypertension or pre-
eclampsia without severe features is recommended.

< Epidural or spinal anesthesia is considered accept-
able, and the risk of epidural hematoma is excep-
tionally low, in patients with platelet counts 70 3
109/L or more provided that the platelet level is
stable, there is no other acquired or congenital
coagulopathy, the platelet function is normal, and
the patient is not on any antiplatelet or anticoagu-
lant therapy.
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This information is designed as an educational resource to aid clinicians in providing obstetric and gynecologic care, and use
of this information is voluntary. This information should not be considered as inclusive of all proper treatments or methods of
care or as a statement of the standard of care. It is not intended to substitute for the independent professional judgment of the
treating clinician. Variations in practice may be warranted when, in the reasonable judgment of the treating clinician, such
course of action is indicated by the condition of the patient, limitations of available resources, or advances in knowledge or
technology. The American College of Obstetricians and Gynecologists reviews its publications regularly; however, its
publications may not reflect the most recent evidence. Any updates to this document can be found on acog.org or by calling
the ACOG Resource Center.

While ACOG makes every effort to present accurate and reliable information, this publication is provided “as is” without any
warranty of accuracy, reliability, or otherwise, either express or implied. ACOG does not guarantee, warrant, or endorse the
products or services of any firm, organization, or person. Neither ACOG nor its officers, directors, members, employees, or agents
will be liable for any loss, damage, or claim with respect to any liabilities, including direct, special, indirect, or consequential
damages, incurred in connection with this publication or reliance on the information presented.

All ACOG committee members and authors have submitted a conflict of interest disclosure statement related to this published
product. Any potential conflicts have been considered and managed in accordance with ACOG’s Conflict of Interest Disclosure
Policy. The ACOG policies can be found on acog.org. For products jointly developed with other organizations, conflict of interest
disclosures by representatives of the other organizations are addressed by those organizations. The American College of Ob-
stetricians and Gynecologists has neither solicited nor accepted any commercial involvement in the development of the content of
this published product.

The MEDLINE database, the Cochrane Library, and the
American College of Obstetricians and Gynecologists’
own internal resources and documents were used to
locate relevant articles published between January
1985–June 2018. Studies were reviewed and evaluated
for quality according to the method outlined by the U.S.
Preventive Services Task Force:

I Evidence obtained from at least one properly de-
signed randomized controlled trial.

II-1 Evidence obtained from well-designed controlled
trials without randomization.

II-2 Evidence obtained from well-designed cohort or
case–control analytic studies, preferably from
more than one center or research group.

II-3 Evidence obtained from multiple time series with
or without the intervention. Dramatic results in
uncontrolled experiments also could be regarded
as this type of evidence.

III Opinions of respected authorities, based on clinical
experience, descriptive studies, or reports of expert
committees.

Based on the highest level of evidence found in the data,
recommendations are provided and graded according to
the following categories:

Level A—Recommendations are based on good and
consistent scientific evidence.

Level B—Recommendations are based on limited or
inconsistent scientific evidence.

Level C—Recommendations are based primarily on
consensus and expert opinion.

Full-text document published online on May 21, 2020.
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