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IntroductIon

Definition and classification
Pregnancy-induced hypertension (PIH) complicates 

about 6-10% of pregnancies.1 It is defined as systolic 
blood pressure (SBP) >140 mmHg and diastolic blood 
pressure (DBP) >90 mmHg. It is classified as mild 
(SBP 140-149 and DBP 90-99 mmHg), moderate 
(SBP 150-159 and DBP 100-109 mmHg) and severe 
(SBP ≥160 and DBP ≥110 mmHg).2

According to the Canadian Hypertension Society, 
PIH refers to one of four conditions: a) pre-existing 
hypertension, b) gestational hypertension and PE, c) 
pre-existing hypertension plus superimposed gesta-
tional hypertension with proteinuria and d) unclas-
sifiable hypertension, as is shown in Table 1.3

Epidemiology
An epidemiological study in the USA over the pe-

riod 1995-2004 showed that gestational hypertension 
and PE were the most commonly diagnosed hyper-
tensive conditions in pregnancy, whereas pre-existing 
hypertension was much rarer.4 Studies from Europe 
revealed a prevalence of preeclampsia at 2.3-3%.5,6

Complications
According to the WHO, PIH is one of the main 

causes of maternal, fetal and neonatal mortality and 
morbidity.1 It is the most common cause of maternal 
death in Europe.7 In a retrospective study over the 
period 2000-2009 in a tertiary center in India, PIH 
was the third cause of maternal death. In a similar 
study, over the period 1996-2009 in Henan Province, 
China, PIH was the second cause of maternal death. 
One tenth of maternal deaths in Africa and one quarter 
in Latin America are due to PIH-associated complica-

tions.1,8,9 Another study showed that the most com-
mon cause of mortality in cases of preeclampsia was 
haemolysis, elevated liver enzymes and low platelet 
count (HELLP) or partial HELLP syndrome (83.3%). 
Haemorrhagic stroke and pulmonary edema have 
been reported as the most common causes of death 
in patients with eclampsia, accounting for as many 
as 60% of all eclampsia-related deaths.10

Other maternal short-term complications include 
central nervous system dysfunction, hepatocellular 
injury, thrombocytopenia, acute disseminated intravas-
cular coagulation (DIC), oliguria, pulmonary edema, 
cerebrovascular events and placental abruption.11-14 
In one study of 4,188 women with preeclampsia the 
incidence of one or more systemic complications was 
6%. Haematologic complications were most common 
and the incidence of placental abruption was 2.8%.15

PIH-associated complications are more frequent 
in early-onset (< gestational week 32) compared to 
late-onset PE.16 A comparative study showed that 
women with PE and superimposed PE have the same 
rates of perinatal complications. By contrast, women 
with superimposed PE had a significantly higher risk 
of intervention-related complications, such as deliv-
ery at < gestational week 34, caesarean delivery and 
neonatal intensive care unit admission.17

Fetal/neonatal short-term complications include 
intrauterine growth restriction (IUGR), small for 
gestational age (SGA) neonate, low birth weight 
neonate, preterm birth, intrauterine and perinatal 
death.18,19 In one study of 17,933 stillbirths, 9.2% 
were by pregnancies complicated by hypertensive 
disorders of pregnancy.20 One study from Greece 
revealed increased neonatal adverse outcomes in in-
fants of preeclamptic women as compared to those of 

table 1. PIH classification3,151,152

Pre-existing hypertension (1-5%) <20th gestational week, persists more than 42 days postpartum,  
+/- proteinuria

Gestational hypertension and preeclampsia (PE, 2-8%) >20th gestational week, resolves within 42 days postpartum,  
+/- significant proteinuria, poor organ perfusion

Pre-existing hypertension plus superimposed gestational 
hypertension with proteinuria (previously known as chronic 
hypertension with superimposed preeclampsia)

>20th gestational week, further worsening of blood pressure  
and protein excretion, up to 3 g/24 h

Unclassifiable hypertension >20th gestational week, +/- systemic manifestations,  
reassessment is necessary at or after 42 d postpartum


