npj | women's health

Review

https://doi.org/10.1038/s44294-025-00095-7

Advances in postpartum hypertension
management: a review of current
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The increased cardiovascular risk associated with hypertensive disorders of pregnancy (HDP)
necessitates methods to improve cardiometabolic health in this population. Postpartum hypertension
clinics providing cardiovascular assessment, lifestyle counseling, and medication management have
emerged as one such strategy. This review examines current recommendations and interventions for
care of postpartum HDP patients and highlights the need for research into solutions merging clinical
practice with digital health innovations, ultimately improving long-term maternal health.

Hypertensive disorders of pregnancy (HDP), including preeclampsia and
gestational hypertension, are among the most common adverse pregnancy
outcomes (APOs) and significantly elevate the risk of long-term cardio-
vascular disease (CVD)'”. For example, estimates derived from a meta-
analysis of 22 studies investigating risks associated with preeclampsia sug-
gest an approximately doubled risk of stroke or coronary heart disease and a
quadrupled risk of heart failure’. Given this increased risk, the American
College of Obstetricians and Gynecologists (ACOG) and the American
Heart Association (AHA) recognize the postpartum period as a critical time
for blood pressure (BP) management, CVD risk factor screening, and
additional optimization of cardiovascular health (CVH)>*”. As a result,
structured postpartum follow-up for HDP is essential but remains under-
utilized, with data from one retrospective cohort study demonstrating low
(around 20%) rates of glucose or lipid screening among patients with HDP
in the first year postpartum'.

Multidisciplinary postpartum hypertension clinics have emerged as
strategies to improve postpartum follow-up and CVH screening and man-
agement  (https://www.acc.org//-/media/Non-Clinical/Files-PDFs-Excel-
MS-Word-etc/Membership/Sections-Councils/Reproductive-Health-and-
Cardio-Obstetrics/ ACC-Post-Partum-Hypertension-Clinical-Toolkit.pdf).
Clinic visits may address medication management, cardiometabolic
screening, lifestyle assessment, and patient education, as well as serve as a
bridge to primary care (https://www.acc.org//-/media/Non-Clinical/Files-
PDFs-Excel-MS-Word-etc/Membership/Sections-Councils/Reproductive-
Health-and-Cardio-Obstetrics/ ACC-Post-Partum-Hypertension-Clinical-
Toolkit.pdf)”. However, studies investigating these clinics, as well as

additional digital health interventions to facilitate follow-up and life-
style change, are limited by their relatively small size and heterogeneous
protocols. In this review, we will discuss the importance of the post-
partum timeframe in maternal CVH, the multidisciplinary structure of
postpartum cardiovascular care clinics, recommended domains for
assessment and counseling in the postpartum timeframe, and research
surrounding interventions to improve postpartum follow-up and ulti-
mately maternal health outcomes.

Postpartum follow-up and the fourth trimester

The “fourth trimester” (the first 12 weeks post-delivery) as well as the first
year postpartum present a critical opportunity to identify, assess, and
address cardiovascular risk factors that may have emerged during
pregnancy*”®. For many reproductive-age individuals, the postpartum
timeframe represents a period where they are more significantly engaged in
the healthcare system and may be more likely to have adequate health
insurance, facilitating CVH screening and risk factor management***'".
Several AHA publications, including a recent 2024 statement, have
emphasized the importance of conducting a thorough CVH evaluation after
an APO and specifically after HDP****'*. The AHA recommends regular
screening for cardiovascular risk factors in the first year postpartum with
visits at intervals of 6 weeks, 8-12 weeks, 6 months, and 12 months
postpartum™’. This screening should be conducted using the components of
Life’s Essential 8: lipids, BP, blood glucose, weight, sleep, diet, physical
activity, and avoidance of nicotine, as well as accounting for factors specific
to the postpartum patient, including contraception and lactation counseling
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and planning for repeat pregnancies (Figs. 1 and 2, Table 1)>*"*. An analysis
of the UK Biobank cohort found that individuals with prior APO and high
CVH using a Life’s Essential 8 framework had significantly decreased rates
of incident CVD compared to those with a low CVH assessed via Life’s
Essential 8, demonstrating the utility of this framework in assessing CVH in
this population™,

The postpartum period is not merely a recovery phase after childbirth;
it is a crucial window for identifying individuals at risk of developing CVD
and for implementing effective preventive strategies. Unfortunately, this
vital opportunity is frequently overlooked in current clinical practices™*".
Effective interventions during this crucial period—including lifestyle
changes like a balanced diet, regular physical activity, diligent weight
management, and appropriate pharmacologic treatments for persistent
hypertension—can dramatically shape the long-term health outcomes of
individuals. Embracing these strategies not only paves the way for improved
individual health but also enhances overall well-being’.

It is important to consider the structural barriers and other social
drivers of health (SDOH), such as access to healthcare, socioeconomic
challenges, and racial disparities, that result in many postpartum indivi-
duals, especially those from underrepresented populations, lacking
essential follow-up care after delivery**"’. For example, adequacy of health
insurance coverage may significantly limit access to postpartum care. In
the United States, 41% of births were covered by Medicaid in 2021, and
postpartum Medicaid coverage varies from a federally mandated 60 days
to 12 months (https://www.medicaid.gov/medicaid/benefits/downloads/
2024-maternal-health-at-a-glance.pdf). Other factors that may impact
ability to access postpartum care include lack of transportation or child-
care and difficulty accommodating work schedules. Clinic design may
consider these issues by locating clinics near public transportation options
when possible and offering flexible appointment options, such as weekend
hours or telehealth''. Home visiting programs for low-income postpartum
populations have shown some benefit in reducing postpartum emergency
department usage and increasing participation in government aid pro-
grams and may be considered as a complement to postpartum clinics'®".
Overall, integrating multidisciplinary postpartum CVH clinics can
address gaps in care on a local level as well as work to improve structural
barriers, ensuring vulnerable populations receive timely and effective
interventions".

Timeline 0-12 Weeks

Blood pressure measurement (if history
of HDP or CVD)

Diabetes screening (oral glucose
tolerance test if history of GDM)

Counseling on health behaviors (i.e.,
nutrition)

Assessment of SDOH

Education on contraceptive use and
planning

Postpartum depression (screening and
treatment)

Education on sleep

Diabetes screening (fasting glucose or
HbA1c)

Lipid profile screening

Weight management

Health behavior counseling

Reinforce Life’s Essential 8

Care models for postpartum maternal health or
cardiovascular clinics

The following section focuses on the role of structured postpartum hyper-
tension clinics in facilitating cardiovascular risk assessment and manage-
ment of individuals with prior HDP. The importance and benefit of prompt
postpartum screening in this population is highlighted by a retrospective
cohort study of 4194 postpartum women with HDP, which demonstrated
that those who received early BP screening (6-12 months postpartum) were
more likely to have cardiovascular risk factors identified compared to those
who received BP screening more than one year after delivery'®. Increasing
evidence highlights the effectiveness of postpartum clinics in improving
postpartum follow-up, risk stratification, and long-term cardiovascular care
(Table 2)".

These postpartum clinics facilitate early postpartum follow-up, risk
stratification, and engagement with primary care providers. Celi et al. report
on the success of a postpartum clinic based at Brigham and Women’s
Hospital staffed by an internist seeing patients with recent HDP*'. A total of
412 patients were referred in five years, and a total of 48.3% required
antihypertensive medication adjustments, underscoring the utility of
structured postpartum follow-up in optimizing CVH*'. Another cohort
study in Ontario, Canada, demonstrated that the introduction of a maternal
health clinic accurately identified postpartum patients with cardiovascular
risk: individuals in the postpartum maternal health clinic were identified to
have increased 30 year- and lifetime CVD risk, compared to controls'”. A
small retrospective cohort study in Canada involving 21 participants
demonstrated noteworthy improvements in physical activity rates among
those who attended a postpartum preeclampsia clinic*’. This underscores
the significant role these clinics can play in promoting healthier lifestyles in
this population, suggesting that they are crucial in enhancing postnatal care
and well-being™.

The Follow-Up PreEClampsia Outpatient Clinic (FUPEC) study is a
large ongoing prospective cohort study in the Netherlands that collects
CVH data of individuals with a history of severe preeclampsia seen by
FUPEC”. The FUPEC model is a multidisciplinary clinic between obstetrics
and internal medicine that provides detailed and long-term cardiovascular
screening and follow-up for patients with prior severe preeclampsia”. The
FUPEC model focuses on the very high-risk population of patients with
prior severe preeclampsia, and this study’s ongoing data collection and

12 Weeks to 1 Year Beyond 1 Year

Fig. 1 | Components of comprehensive cardiovascular health screening and management in postpartum clinics. BPM blood pressure monitoring, EMR electronic

medical record, SDOH social determinants of health.
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Fig. 2 | Considerations for comprehensive cardiovascular screening performed at regular intervals in postpartum clinics. HDP hypertensive disorder of pregnancy,
CVD cardiovascular disease, GDM gestational diabetes mellitus, SDOH social determinants of health, HbAlc hemoglobin Alc

biobank offers a wealth of important data that may inform further risk
stratification and tailoring cardiovascular interventions in this population™.
Depending on local resources and need, postpartum hypertension clinics
may be limited to the highest-risk populations (such as patients with severe
preeclampsia) or broadened to include all patients with HDP.

Developing an effective postpartum CVH clinic is crucial as a bridge
between obstetric to cardiology care (Figs. 1 and 2). A guide to clinic
development can be the American College of Cardiology’s Postpartum
Hypertension Clinic Development Toolkit and the AHA guidelines on
managing APO and psychological health, which provides a structured fra-
mework for postpartum care, beginning immediately after delivery, con-
tinuing through the fourth trimester and extending into long-term follow-up
(https://www.acc.org//-/media/Non-Clinical/Files-PDFs-Excel-MS-Word-
etc/Membership/Sections-Councils/Reproductive-Health-and-Cardio-
Obstetrics/ ACC-Post-Partum-Hypertension-Clinical-Toolkit.pdf)*”. Using
this framework and AHA guidelines, clinics should monitor individuals
periodically as described earlier. The initial phase includes regular BP
monitoring, lifestyle counseling, and cardiovascular risk assessments to
identify emerging issues. After the first year, clinics may emphasize health
behavior counseling and continuous assessment of cardiovascular risk fac-
tors to detect any lingering or emerging concerns or issues (https://www.acc.
org//-/media/Non-Clinical/Files-PDFs-Excel-MS-Word-etc/Membership/
Sections-Councils/Reproductive-Health-and-Cardio-Obstetrics/ ACC-Post-

Partum-Hypertension-Clinical-Toolkit.pdf). Free toolkits are available for
download from the California Maternal Quality Care Collaborative
(CMQCC) to enhance HDP care (https://www.cmqcc.org/quality-
improvement-toolkits/hypertensive-disorders-pregnancy/hypertension-
and-preeclampsia-data.; https://www.cmgqcc.org/toolkits-quality-
improvement/hypertensive-disorders-pregnancy). Additionally, member
hospitals can utilize maternal data centers to monitor progress in quality
improvement, which provides extra guidelines and models for improving
care delivery (https://www.cmqcc.org/quality-improvement-toolkits/
hypertensive-disorders-pregnancy/hypertension-and-preeclampsia-data.;
https://www.cmqcc.org/toolkits-quality-improvement/hypertensive-
disorders-pregnancy).

Postpartum hypertension clinics may follow two models: combined
or single specialty”*'. The integrated care model offers a groundbreaking
approach by potentially uniting cardiology, primary care, and nephrology
with obstetrics and maternal-fetal medicine in one comprehensive visit,
typically held within a specialized cardio-obstetrics clinic’. This innova-
tive method stands in stark contrast to the traditional single specialty
model, which operates separately across obstetrics, cardiology, primary
care, or nephrology, ultimately enhancing patient convenience and
outcomes’.

Multidisciplinary teams, including physicians, advanced practice pro-
viders, nurses, and pharmacists, enhance care (https://www.acc.org//-/media/

npj Women's Health | (2025)3:47


https://www.acc.org//-/media/Non-Clinical/Files-PDFs-Excel-MS-Word-etc/Membership/Sections-Councils/Reproductive-Health-and-Cardio-Obstetrics/ACC-Post-Partum-Hypertension-Clinical-Toolkit.pdf
https://www.acc.org//-/media/Non-Clinical/Files-PDFs-Excel-MS-Word-etc/Membership/Sections-Councils/Reproductive-Health-and-Cardio-Obstetrics/ACC-Post-Partum-Hypertension-Clinical-Toolkit.pdf
https://www.acc.org//-/media/Non-Clinical/Files-PDFs-Excel-MS-Word-etc/Membership/Sections-Councils/Reproductive-Health-and-Cardio-Obstetrics/ACC-Post-Partum-Hypertension-Clinical-Toolkit.pdf
https://www.acc.org//-/media/Non-Clinical/Files-PDFs-Excel-MS-Word-etc/Membership/Sections-Councils/Reproductive-Health-and-Cardio-Obstetrics/ACC-Post-Partum-Hypertension-Clinical-Toolkit.pdf
https://www.acc.org//-/media/Non-Clinical/Files-PDFs-Excel-MS-Word-etc/Membership/Sections-Councils/Reproductive-Health-and-Cardio-Obstetrics/ACC-Post-Partum-Hypertension-Clinical-Toolkit.pdf
https://www.acc.org//-/media/Non-Clinical/Files-PDFs-Excel-MS-Word-etc/Membership/Sections-Councils/Reproductive-Health-and-Cardio-Obstetrics/ACC-Post-Partum-Hypertension-Clinical-Toolkit.pdf
https://www.acc.org//-/media/Non-Clinical/Files-PDFs-Excel-MS-Word-etc/Membership/Sections-Councils/Reproductive-Health-and-Cardio-Obstetrics/ACC-Post-Partum-Hypertension-Clinical-Toolkit.pdf
https://www.cmqcc.org/quality-improvement-toolkits/hypertensive-disorders-pregnancy/hypertension-and-preeclampsia-data
https://www.cmqcc.org/quality-improvement-toolkits/hypertensive-disorders-pregnancy/hypertension-and-preeclampsia-data
https://www.cmqcc.org/quality-improvement-toolkits/hypertensive-disorders-pregnancy/hypertension-and-preeclampsia-data
https://www.cmqcc.org/toolkits-quality-improvement/hypertensive-disorders-pregnancy
https://www.cmqcc.org/toolkits-quality-improvement/hypertensive-disorders-pregnancy
https://www.cmqcc.org/quality-improvement-toolkits/hypertensive-disorders-pregnancy/hypertension-and-preeclampsia-data
https://www.cmqcc.org/quality-improvement-toolkits/hypertensive-disorders-pregnancy/hypertension-and-preeclampsia-data
https://www.cmqcc.org/toolkits-quality-improvement/hypertensive-disorders-pregnancy
https://www.cmqcc.org/toolkits-quality-improvement/hypertensive-disorders-pregnancy
https://www.acc.org//-/media/Non-Clinical/Files-PDFs-Excel-MS-Word-etc/Membership/Sections-Councils/Reproductive-Health-and-Cardio-Obstetrics/ACC-Post-Partum-Hypertension-Clinical-Toolkit.pdf
www.nature.com/npjwomenshealth

https://doi.org/10.1038/s44294-025-00095-7

Review

Table 1| Guidelines and targets for cardiovascular health assessment and managementin the postpartum patient (https://www.
acc.org//-/media/Non-Clinical/Files-PDFs-Excel-MS-Word-etc/Membership/Sections-Councils/Reproductive-Health-and-
Cardio-Obstetrics/ACC-Post-Partum-Hypertension-Clinical-Toolkit.pdf)®"

Domain Recommendations

Management and additional considerations

Cardiovascular health metric

Blood pressure - Every visit; consider home monitoring

- Expect return to pre-pregnancy levels by 12 weeks
- Target <120/80 mmHg (< 130/80 mmHg if chronic HTN)

Blood glucose
glucose or hemoglobin A1c in first year postpartum

- 2-h oral glucose tolerance within 12 weeks postpartum, or fasting plasma

- Consider National Diabetes Prevention Program clinics if
history of GDM

Lipid panel

- Once in first year postpartum, target around 12 weeks postpartum

- Awareness of impact of lactation on lipid parameters

Health behaviors

Diet - Educate on DASH or Mediterranean diet

- Consider referral to dietician

Physical activity
postpartum period

- Goal 150 min/week of moderate activity, supervised by OBGYN in early

- Recommendations per OBGYN in early postpartum period
may vary depending on delivery mode

Tobacco/Nicotine - Total avoidance of tobacco or nicotine

- Employ behavioral, psychosocial, pharmacologic
approaches to promote cessation as needed

Weight management
- Regularly assess weight +/— waist circumference with consideration of time - Consider dietician, weight loss clinic referral
since delivery - Consider use of GLP1 or GLP1/GIP agonist in non-
- Educate on adverse effects of obesity on future reproductive and lactating/non-pregnant patient
cardiovascular risk
Behavioral health

Psychological health

- Screen at least once for postpartum depression with validated tool (ex. EDPS or

- Consider behavioral health referral - Screen more

PHQ-9) frequently depending on patient risk
Sleep - Evaluate for sleep disturbance
Reproductive health
Lactation - Educate on cardiovascular benefit - Screen for lactation issues at least once - Consider lactation consultant referral as needed
- Consider when prescribing medications
- Consider risk vs. benefit discussion regarding lactation
duration vs. statin treatment in certain patients
Contraception - Screen at least once for contraceptive use to minimize risk of short - LARC most effective option

interpregnancy interval

- Consider risk of exacerbated HTN with estrogen-
containing oral contraceptives

- Recommend if plan to use potentially teratogenic
medications (ex. ACEi/ARB)

Pregnancy planning

- Educate on importance of optimizing cardiovascular health prior to pregnancy

- Encourage contraceptive use as needed to facilitate this

and careful management during pregnancy to minimize APO reoccurrence risk

Social drivers of health

- Screen at least once, consider EMR-based screening

- Construct list of local resources
- Consider social work, nurse navigator, or postpartum doula
to facilitate care coordination

HTN hypertension, GDM gestational diabetes mellitus, OBGYN obstetrics and gynecology, GLP1 glucagon-like peptide 1, GIP glucose-dependent insulinotropic peptide, EDPS Edinburgh Postnatal
Depression Scale, PHQ-9 Patient Health Questionnaire-9, LARC long-acting reversible contraceptive, ACEi angiotensin-converting enzyme inhibitor, ARB angiotensin |l receptor blocker, APO adverse

pregnancy outcome.

Non-Clinical/Files-PDFs-Excel-MS-Word-etc/Membership/Sections-
Councils/Reproductive-Health-and-Cardio-Obstetrics/ ACC-Post-Partum-
Hypertension-Clinical-Toolkit.pdf)*”"". Dedicated nurses and pharmacists
support patient visits, medication adjustments, and education on BP mea-
surement, antihypertensives, and risk reduction (https://www.acc.org//-/
media/Non-Clinical/Files-PDFs-Excel-MS-Word-etc/Membership/
Sections-Councils/Reproductive-Health-and-Cardio-Obstetrics/ ACC-Post-
Partum-Hypertension-Clinical-Toolkit.pdf)*’. In addition, nutritionists,
health coaches, clinical psychologists, and patient (peer) mentors/advocates
all may play vital roles’. These professionals may foster a sustained and
engaged support system that facilitates continued follow-up. Additionally,
targeted patient education initiatives can empower women with knowledge
about their cardiovascular risks, promoting adherence to lifestyle modifica-
tions and facilitating shared decision-making®. For example, as described
previously, Janmohamed et al. (2015) report on the increased physical activity
found in postpartum patients seen at their multidisciplinary postpartum
clinic comprised of a physician, a nurse practitioner, a dietitian, and a
pharmacist™.

Domains for comprehensive cardiovascular screening
and management in postpartum clinics

Comprehensive cardiovascular screening and management in post-
partum clinics should include BP, blood glucose, lipids, assessment of
health behaviors, evaluation of lactation, contraception, and future
pregnancy planning, as well as assessment of SDOH (Table 1) (https://
www.acc.org//-/media/Non-Clinical/Files-PDFs-Excel-MS-Word-etc/
Membership/Sections-Councils/Reproductive-Health-and-Cardio-
Obstetrics/ ACC-Post-Partum-Hypertension-Clinical-Toolkit.pdf)*”.
Several studies that have evaluated postpartum interventions aimed at
reducing CVD risk among women with prior APOs (Table 2).

Blood pressure

HDPs, such as gestational hypertension and preeclampsia, are defined by
elevated BP (>140/90 mmHg) after 20 weeks of gestation in pregnancy or
while postpartum™*. Preeclampsia is defined as gestational hypertension
accompanied by proteinuria®*. It may be classified as severe if one or more
of the following features are present: BP that equals or exceeds 160/
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9 months - In intervention group, 84% engagement with at least one online

Online educational modules, community forum and communication with a

lifestyle coach

151; RCT

Rich-Edwards et al. 2019

educational module; 89% completion of three or more scheduled coaching

calls
- Increased awareness of CV risk factors (adj. p

(Heart Health 4 Moms (HH4M)

trial)™

0.01)

0.03)

- Enhanced self-efficacy for maintaining a healthy diet (o

- Decreased rates of physical inactivity (o

0.0006)

BP blood pressure, HTN hypertension, CV cardiovascular, adj adjusted, HR hazard ratio, C/ confidence intervals, PCP primary care provider, OR odds ratio, HbA7c hemoglobin A1c, RCT randomized control trial, GDM gestational diabetes mellitus, RR risk ratio, RD risk

difference.

Table 3 | Comparison of recommendations for diagnosis and
treatment of hypertension in pregnancy® 2333

Guideline criteria ACC/ ACOG* NICE® ESC*
AHA®
Goal BP, mmHg - - <135/85
Diagnosis, mm Hg - >140 or >90 >140 >150/95;
or >90 >140/90°
Initiation of - - >140 >150 or >95
medication, mm Hg or 290

AHA American Heart Association, ACOG American College of Gynecology, NICE National Institute
for Health & Care Excellence, ESC European Society of Cardiology, BP blood pressure, mmHg
millimeters of mercury.

“Available https://www.ncbi.nlm.nih.gov/books/NBK546004/.

®With end organ damage/gestational diabetes.

110 mmHg, thrombocytopenia, impaired renal or liver function, pulmon-
ary edema, or neurological symptoms such as refractory headache or visual
disturbances™™. BP trajectories in the postpartum period can vary
significantly””****. New-onset hypertension or preeclampsia may also
develop in this time frame™”***’. Given the risks of severe hypertension and
the potential for significant maternal morbidity immediately after delivery,
ACOG recommends that postpartum individuals with HDP have their BP
checked within 10 days of hospital discharge®”*". While BP typically nor-
malizes within twelve weeks postpartum, a subset of individuals may still
experience elevated BP at this time and should be closely monitored for the
development of chronic hypertension™®’.

Postpartum hypertension care clinic visits within 6-12 weeks post-
partum should include a BP check, education about lifestyle changes, and
pharmacologic treatment as necessary to target goal BP of <120/80 mmHg
(or <130/80 mmHg for patients with treated chronic hypertension), based
on AHA guidance™®. As will be discussed further in a subsequent section,
remote BP monitoring programs may be considered based on clinic
resources, given evidence from preliminary studies that demonstrate ben-
efits with regards to BP control, hypertension diagnosis, and other
outcomes” . Evaluation of serum creatinine and proteinuria may be
considered in individuals with HDP and a history of kidney injury or
proteinuria during or prior to pregnancy’. Duration of longitudinal follow-
up for BP management in the postpartum clinic may vary depending on
patient circumstances and clinic resources’. Multiple clinical models merit
development as to serve the heterogenous postpartum patient population
and care settings’.

A complete discussion of BP agents in postpartum hypertension is
beyond the scope of this review and has been reviewed elsewhere’. However,
commonly used agents for BP management in the postpartum population
include labetalol, nifedipine, amlodipine, and enalapril, which are also
considered safe in lactation’. Additional research is necessary to further
investigate and specify the optimal treatment goals and strategies for post-
partum hypertension, as there is not a clear consensus on the appropriate BP
target for postpartum hypertension, which consequently leads to variation
in clinical management™*”". Extrapolating from ACOG guidelines for
antepartum HDP suggests a goal of <140/90 mmHg, which is higher than
AHA suggestions and may miss a subset of patients™***. Variations exist in
the diagnosis and treatment guidelines for HDP established by international
medical societies (Table 3) (https://www.ncbinlm.nih.gov/books/
NBK546004/)°7****, Further investigation is needed to determine opti-
mal treatment goals for chronic hypertension during pregnancy and to
evaluate the safety of targeting lower BP thresholds (e.g., 130/80 mmHg),
like those recommended for the nonpregnant population (https://www.
ncbi.nlm.nih.gov/books/NBK546004/)* "+,

Blood glucose
Although BP management is often the primary focus of postpartum care for
patients with HDP, evaluation of blood glucose is an important component
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of comprehensive CVH screening, especially given the association between
HDPs and the risk of Type 2 DM, In addition, HDPs can co-occur with
GDM,; retrospective cohort data suggests these individuals have increased
cardiovascular risk compared to HDP or GDM alone'*”. Screening with
hemoglobin Alc (HbAlc) or fasting glucose in the first year postpartum
should be strongly considered in all individuals with a history of
HDP (https://www.acc.org//-/media/Non-Clinical/Files-PDFs-Excel-MS-
Word-etc/Membership/Sections-Councils/Reproductive-Health-and-
Cardio-Obstetrics/ ACC-Post-Partum-Hypertension-Clinical-Toolkit.pdf)°.
Individuals with history of GDM should be screened with a 2-hour oral
glucose tolerance test, ideally within 12 weeks postpartum, according to
recommendations from the American Diabetes Association and ACOG****”
°. A fasting plasma glucose test or HbAlc can be used to screen in the
first year postpartum (https://www.acc.org//-/media/Non-Clinical/Files-
PDFs-Excel-MS-Word-etc/Membership/Sections-Councils/Reproductive-
Health-and-Cardio-Obstetrics/ ACC-Post-Partum-Hypertension-Clinical-
Toolkit.pdf)**.

Programs following Diabetes Prevention Program (DPP) proto-
cols may be considered for individuals with evidence of glucose
intolerance on screening’. The DPP was a large multicenter RCT that
investigated the impact of intensive lifestyle modification and met-
formin therapy on individuals at risk of developing Type 2 DM”*. In
analyses of patients with a history of GDM over a follow-up period of
three years, participants in the lifestyle modification arm and partici-
pants in the metformin arm both had reduced incidence of type 2 DM
by ~50% compared to the placebo group, reinforcing the importance of
postpartum glycemic control strategies in women at high metabolic
risk”’. The National DPP is a 12-month lifestyle intervention program
established by the U.S. Center for Disease Control using similar pro-
tocols as the original DPP study and aimed to decrease rates of type 2
DM®”. National DPP programs are conducted by coaches with a
standard curriculum and include education on diet and exercise stra-
tegies and motivational strategies to sustain weight loss®”. These
programs have demonstrated success in postpartum individuals with
prior GDM and can be considered depending on local resources and

patient needs™”.

Lipids

Lipid levels, including low density lipoprotein cholesterol (LDL-C) and tri-
glycerides, physiologically rise during pregnancy and are expected to decrease
to approximately baseline pre-pregnancy levels by around three months
postpartum****'. APOs, including HDPs such as preeclampsia, have been
linked to the subsequent development of dyslipidemia'. Given this, lipid
screening should be completed once in the first year postpartum, ideally after
12 weeks postpartum (https://www.acc.org//-/media/Non-Clinical/Files-
PDFs-Excel-MS-Word-etc/Membership/Sections-Councils/Reproductive-
Health-and-Cardio-Obstetrics/ ACC-Post-Partum-Hypertension-Clinical-
Toolkit.pdf; https://www.lipid.org/lipid-spin/spring-2024/specialty-corner-
lipid-management-pregnancy-and-lactation)®. Lactation promotes lipolysis
and mobilization of accumulated fat stores, which may impact lipid levels**.
Lactation additionally may limit pharmacotherapy options (https://www.
lipid.org/lipid-spin/spring-2024/specialty-corner-lipid-management-
pregnancy-and-lactation)®. Consequently, clinicians may prefer to postpone
lipid screening until after completion of lactation, although both the AHA
and National Lipid Association suggest that screening can be considered after
the 6-12 week postpartum timeframe despite lactation status (https://www.
lipid.org/lipid-spin/spring-2024/specialty-corner-lipid-management-
pregnancy-and-lactation)®*'.

Results of lipid screening may prompt counseling on lifestyle
measures or consideration of pharmacologic treatments based on the
assessment of atherosclerotic CVD risk and AHA guidelines®*"*.
Lifestyle modifications include weight management and dietary mod-
ifications, such as reducing saturated fat intake and refined carbohy-
drates (https://www.lipid.org/lipid-spin/spring-2024/specialty-corner-
lipid-management-pregnancy-and-lactation.)**'. Lactation and plans for

future pregnancies should be taken into account when considering pharma-
cologic treatment, and treatment should be individualized for each patient"’“.

Patients meeting the criteria for statins who are not pregnant or lac-
tating should be placed on appropriate pharmacotherapy along with reliable
contraception®*"**, Analysis of the U.S. Patient and Provider Assessment of
Lipid Management registry demonstrates women are less likely to receive
appropriate statin treatment, underscoring the need to offer treatment to
these patients when indicated*"*. Patients should additionally be counseled
on the potential need to interrupt statin therapy during future pregnancies
and during lactation, although this decision should be individualized based
on patient risk**"*. For very high-risk individuals, such as those with
familial hypercholesterolemia (FH), clinicians should have a risk vs. benefit
discussion about continuing statin treatment during pregnancy™"*’. Deci-
sions on statin treatment in the postpartum timeframe should be indivi-
dualized based on patient risk and plans for lactation™*"*’. Research suggests
that patients with FH may lose up to 14 years of statin treatment associated
with pregnancy and lactation-related interruptions, which may deleter-
iously impact atherosclerotic CVD risk management®. Regarding other
lipid-lowering alternatives, bile-acid sequestrants are not systemically
absorbed and thus may be used during pregnancy and lactation, although
may require supplementation of fat-soluble vitamins and folic acid (https://
www.lipid.org/lipid-spin/spring-2024/specialty-corner-lipid-management-
pregnancy-and-lactation.)*’. Ezetimibe, proprotein convertase subtilisin/
kexin type 9 (PCSK9) inhibitors, and bempedoic acid are not recommended
in pregnancy or lactation (https://www.lipid.org/lipid-spin/spring-2024/
specialty-corner-lipid-management-pregnancy-and-lactation)*’.

Severe hypertriglyceridemia in pregnancy (>500 mg/dL) is asso-
ciated with increased pancreatitis risk (https://www.lipid.org/lipid-
spin/spring-2024/specialty-corner-lipid-management-pregnancy-and-
lactation)”’. Elevated triglycerides pre-pregnancy, along with other
types of dyslipidemia, have been associated with increased APO risk
(https://www.lipid.org/lipid-spin/spring-2024/specialty-corner-lipid-
management-pregnancy-and-lactation)*'. Individuals with GDM are at
increased risk of severe gestational hypertriglyceridemia (https://www.
lipid.org/lipid-spin/spring-2024/specialty-corner-lipid-management-
pregnancy-and-lactation)*’. The cornerstone of triglyceride manage-
ment is lifestyle modification, especially a low-fat diet. Medications such
as omega-3 fatty acids may be considered. In patients with symptoms of
or history of pancreatitis or severe hypertriglyceridemia, plasma
exchange may be considered (https://www.lipid.org/lipid-spin/spring-
2024/specialty-corner-lipid-management-pregnancy-and-lactation)*'.
Bile acid sequestrants should be used with caution in patients with
hypertriglyceridemia, as they may increase triglyceride levels*.

Health behaviors: diet, exercise, and tobacco use

As described previously, the postpartum timeframe offers an important
opportunity for patient education and counseling on optimization of life-
style factors for CVH**'. Dietary recommendations are similar to the non-
postpartum individual and emphasize the DASH (Dietary Approaches to
Stop Hypertension) or Mediterranean diet as the most evidence-based diets
to decrease cardiovascular risk”’. Dietary adjustments in the postpartum
period can improve outcomes in subsequent pregnancies — one prospective
cohort study of 7798 individuals found that high adherence to a Medi-
terranean diet around the time of conception is associated with a 21%
decreased risk of APO in subsequent pregnancy (adjusted OR 0.79; 95% CI
0.68-0.92)". Individuals should strive for at least 150 min/week of moderate
intensity exercise once they are cleared postpartum for physical activity**’.
Patients should be screened for use of tobacco or nicotine products and
provided resources and interventions for lifelong cessation®”.

Burgeoning evidence demonstrates the benefits of digital health
interventions to promote lifestyle changes in postpartum individuals™".
The Heart Health 4 Moms (HH4M) RCT evaluated a comprehensive digital
health intervention involving 9 months of online educational modules,
lifestyle coaching, and access to a community forum in 151 participants with
a recent history of preeclampsia®™. Among the intervention group, 89%
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completed at least three scheduled coaching calls™. At follow-up, partici-
pants in the intervention group demonstrated significantly greater aware-
ness of CVD risk factors (p = 0.01), increased self-efficacy for healthy dietary
habits (p=0.03), and reduced physical inactivity compared to controls
(p=0.0006)". An RCT of 127 postpartum patients with recent HDP
assessed the attainment of activity goals with a wearable step tracker over
12 weeks’'. The trial found that a digital health intervention incorporating
gamification with virtual teams and scores significantly increased mean
daily step count compared to the control group who solely received daily
assessment of progress towards step goals’’. However, it should be noted
that SDOH, such as socioeconomic status, broadband access, and low health
or digital literacy, all may impact access to and uptake of digital health
technologies™’. As has been reviewed elsewhere and highlighted in a recent
AHA statement, equitable implementation of digital health interventions
requires both thoughtful consideration of individual patient factors that
may affect adoption of the technology and advocacy for research and policy
changes, such as improved broadband access and increased recruitment of
underserved populations in digital health clinical trials>*.

Interventions to promote lifestyle modifications in the postpartum
period should take into account the diversity of patient experiences as well as
the specific context of the postpartum period and new parenthood.
Community-based participatory research models that survey patients and
the community to assess their priorities and may include community
members in project leadership may be used to optimally tailor research
studies and health interventions to patient needs’”. For example, Kékai
et al. report on a survey conducted among patients of the FUPEC study to
assess patients’ desires regarding an app to promote lifestyle modifications
for improved CVH™. Similar surveys could be used in clinics and in other
research projects to facilitate designing targeted interventions for this
population, although caution should be used when generalizing surveys
with a small sample size.

Weight management

Given the high rates of pre-pregnancy obesity in reproductive-age women,
which may be exacerbated by pregnancy weight gain, weight management in
the postpartum timeframe is important to reduce cardiovascular and
reproductive health risks associated with obesity®”. Weight and potentially
waist circumference are thus important metrics to evaluate at postpartum
clinic visits (https://www.acc.org//-/media/Non-Clinical/Files-PDFs-Excel-
MS-Word-etc/Membership/Sections-Councils/Reproductive-Health-and-
Cardio-Obstetrics/ ACC-Post-Partum-Hypertension-Clinical-Toolkit.pdf).
Behavioral counseling on diet and physical activity as described above
facilitates postpartum weight management (https://www.acc.org//-/media/
Non-Clinical/Files-PDFs-Excel-MS-Word-etc/Membership/Sections-
Councils/Reproductive-Health-and-Cardio-Obstetrics/ ACC-Post-Partum-
Hypertension-Clinical-Toolkit.pdf)°. Clinics based on the National DPP
described earlier may be beneficial to promote lifestyle changes and weight
loss™”. Referrals to other resources, such as dietitians or other weight loss
clinics, should additionally be considered as needed (https://www.acc.org//-/
media/Non-Clinical/Files-PDFs-Excel-MS-Word-etc/Membership/
Sections-Councils/Reproductive-Health-and-Cardio-Obstetrics/ ACC-
Post-Partum-Hypertension-Clinical-Toolkit.pdf)°.

Glucagon-like peptide 1 (GLP1) receptor agonists (semaglutide, lir-
aglutide) and combined glucose-dependent insulinotropic peptide (GIP)/
GLP1 agonists (tirzepatide) offer new strategies to medically treat
obesity™*". These medications are not approved for pregnancy or lactation
due to lack of data but may be considered in non-pregnant, non-lactating
individuals on reliable contraception**”®. Limited retrospective data
available investigating GLP1 receptor agonist exposure in early pregnancy
showed no increased risk of pregnancy loss’' or fetal malformation®, which
is reassuring when considering possible inadvertent exposures, but sig-
nificantly more research is needed on the subject™*. Additional research is
also necessary to investigate the impact of these medications on APO risk
and long-term outcomes in reproductive-age women. One retrospective
cohort study of over 8,000 individuals demonstrated an association between

preconception GLP1 receptor agonist use and decreased risk of several
APOs (GDM: OR 0.81, 95% CI 0.72-0.91; HDP: OR 0.84; 95% CI
0.76-0.94), but further data is needed on the subject”.

Reproductive health: lactation, contraception, and pregnancy
planning

Postpartum clinic visits may be an opportunity for education about
the benefits of breastfeeding, screening for issues with lactation, and
referral to lactation consultants as needed(https://www.acc.org//-/
media/Non-Clinical/Files-PDFs-Excel-MS-Word-etc/Membership/
Sections-Councils/Reproductive-Health-and-Cardio-Obstetrics/
ACC-Post-Partum-Hypertension-Clinical-Toolkit.pdf)’.  Lactation
has been associated with decreased rates of cardiac risk factors and
CVD, although confounding associated with the ability to breastfeed
in these retrospective studies does limit the strength of these conclu-
sions (https://www.acc.org//-/media/Non-Clinical/Files-PDFs-
Excel-MS-Word-etc/Membership/Sections-Councils/Reproductive-
Health-and-Cardio-Obstetrics/ ACC-Post-Partum-Hypertension-
Clinical-Toolkit.pdf)***. Breastfeeding assessment is important to
determine appropriate pharmacologic treatment of hypertension,
hyperlipidemia, and/or obesity (https://www.acc.org//-/media/Non-
Clinical/Files-PDFs-Excel-MS-Word-etc/Membership/Sections-
Councils/Reproductive-Health-and-Cardio-Obstetrics/ACC-Post-
Partum-Hypertension-Clinical-Toolkit.pdf)°.

Clinicians should assess contraceptive use for several purposes. Short
interpregnancy intervals (<6 months) are associated with increased APO
risk in subsequent pregnancy and may interfere with postpartum cardio-
vascular risk factor management that can decrease risks associated with
subsequent pregnancies®”. In addition, use of certain anti-hypertensives,
such as angiotensin-converting enzyme inhibitors or angiotensin II receptor
blockers, weight management medications, such as GLP-1 receptor ago-
nists, or some lipid-lowering agents may additionally necessitate reliable
contraceptive use due to their possible teratogenic effects (https://www.acc.
org//-/media/Non-Clinical/Files-PDFs-Excel-MS-Word-etc/Membership/
Sections-Councils/Reproductive-Health-and-Cardio-Obstetrics/ ACC-
Post-Partum-Hypertension-Clinical-Toolkit.pdf)’.

Significant disparities exist in contraceptive access and use®. Utiliza-
tion of a multidisciplinary team demonstrated higher rates of postpartum
contraception uptake and planning, supporting the important role of
postpartum hypertension clinics in facilitating contraceptive use*>”’. When
determining the type of contraceptive, long-acting reversible contraceptives,
such as intrauterine devices and subdermal implants, are highly effective
with a less than 1% rate of failure in one year and, for this reason, are often
highly recommended®. Estrogen-containing oral contraceptives should be
used with caution in those with difficult to control hypertension, as they may
exacerbate hypertension”.

Given the risk of reoccurrence of APOs, patients should be counseled on
the benefits of improved cardiometabolic health in decreasing APO risk and
the importance of careful pregnancy planning to allow for appropriate
management during pregnancy to reduce risk (e.g., aspirin use and strict BP
control to minimize risk of recurrent preeclampsia) (https://www.acc.org//-/
media/Non-Clinical/Files-PDFs-Excel-MS-Word-etc/Membership/Sections-
Councils/Reproductive-Health-and-Cardio-Obstetrics/ ACC-Post-Partum-
Hypertension-Clinical-Toolkit.pdf)*°. Clinicians may additionally screen for
the risk of severe maternal morbidity in pre-conception visits. The use of
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validated risk scores may be useful for this purpose

Social drivers of health

SDOH include socioeconomic, environmental, structural, and psycho-
social factors that affect health status and outcomes™”'. SDOH should be
assessed and considered when making recommendations regarding
cardiovascular risk management, as these factors may affect an indivi-
dual’s ability to follow recommendations and are associated with poor
cardiovascular outcomes®’*”". For example, considering HDP as a risk
factor for CVD, findings from the Nulliparous Pregnancy Outcomes
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Study indicate that social environmental factors—particularly social demo-
graphics—had a greater impact on hypertension development during preg-
nancy than behavioral factors (i.e., diet, exercise, smoking)72. Additionally,
one analysis of pregnant women in National Health Interview Survey data
demonstrated that those with the highest quartile SDOH scores were twice as
likely to have suboptimal CVH, defined as two or more cardiovascular risk
factors, compared to individuals with the lowest quartile SDOH scores (risk
ratio 2.05; 95% CI 1.46-2.88)". There are multiple screening tools available to
assess SDOH, and health systems may have a preferred tool incorporated into
the electronic medical record (EMR)*"*’*”. Clinics may cultivate a list of
local resources, such as food banks, for SDOH-related needs”””"””. Use of
social workers, nurse navigators, or postpartum doulas may be beneficial for
overall care coordination in all patients, regardless of SDOH status®”".

It is also important to consider SDOH and systemic barriers to care that
exist on the basis of race, ethnicity, socioeconomic status, and other mar-
ginalized identities when developing a postpartum clinic to optimize access for
all individuals***”"”. For example, clinics may strive to cultivate a diverse
clinic staff that appropriately represents the clinic’s patient population™.
Structural and systemic factors such as access to education and insurance,
neighborhood socioeconomic status, structural racism, and others are key
elements of SDOH and require policy interventions to adequately address™”"
7678, As described earlier, insurance status is a key factor in healthcare access
and may be limited depending on the length of Medicaid coverage in the
postpartum period (https://www.medicaid.gov/medicaid/benefits/
downloads/2024-maternal-health-at-a-glance.pdf). Clinicians in postpartum
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clinics can advocate for policy interventions related to these barriers to care™”.

Evaluation of psychological health and sleep in post-
partum clinics

As highlighted by a 2025 AHA statement on the topic, maternal psycholo-
gical health in the perinatal period is intimately linked with APO risk and
CVH outcomes™. Meta-analysis and prospective cohort study data both
support an increased risk of postpartum depression after a pregnancy
complicated by preeclampsia””>*. Given this risk of poor postpartum
psychological health after APO and associations between perinatal depres-
sion and increased CVD risk, assessment of postpartum psychological health
is strongly recommended by both the AHA and ACOG™*'. Postpartum
clinic visits offer an important opportunity for screening (https://www.acc.
org//-/media/Non-Clinical/Files-PDFs-Excel-MS-Word-etc/Membership/
Sections-Councils/Reproductive-Health-and-Cardio-Obstetrics/ ACC-
Post-Partum-Hypertension-Clinical-Toolkit.pdf)*. The Edinburgh Post-
natal Depression Scale or Patient Health Questionnaire-9 may be used as
validated screening tools for postpartum depression (https://www.acc.
org//-/media/Non-Clinical/Files-PDFs-Excel-MS-Word-etc/Membership/
Sections-Councils/Reproductive-Health-and-Cardio-Obstetrics/ ACC-
Post-Partum-Hypertension-Clinical-Toolkit.pdf)”*.  Clinicians ~should
consider screening for additional risk factors for postpartum depression,
such as sleep disturbance, social support, and previous mental health
diagnoses™****. Clinicians may offer education on symptoms of post-
partum depression as well as lifestyle interventions, such as stress manage-
ment techniques and physical activity”. Referrals to behavioral health can be
beneficial to address concerns in this domain, and dependent on local
resources, direct integration of psychology into a postpartum hypertension
clinic can improve access to care (https://www.acc.org//-/media/Non-
Clinical/Files-PDFs-Excel-MS-Word-etc/Membership/Sections-Councils/
Reproductive-Health-and-Cardio-Obstetrics/ ACC-Post-Partum-
Hypertension-Clinical-Toolkit.pdf)**".

Strategies to improve retention in postpartum clinics
Telehealth and remote blood pressure monitoring

Recent studies have explored the role of telehealth and self BP monitoring in
improving postpartum hypertension management (Table 2)""*7%0-2557,
These interventions have shown promising improvements in outcomes and
follow-up rates, but best practices for their implementation are still unclear
due to significant heterogeneity in protocols and study design'"*"****-2%%",

Telehealth follow-up for postpartum hypertension management demon-
strated improved visit completion rates at the Hospital of the University of
Pennsylvania® and served a patient population on average living at a greater
distance from the clinic at the University of Pittsburgh Medical Center"’,
suggesting this strategy may increase postpartum care access.

Multiple studies have additionally investigated outcomes associated
with remote or self-BP monitoring, with improved BP control noted”**,
decreased postpartum adverse events and emergency department visits’',
and increased rates of 6-week postpartum follow-up and anti-hypertensive
medication adjustment™. In addition to the improved BP control observed
with self-BP monitoring, the Physician-Optimized Postpartum hyperten-
sion Treatment Trial (POP-HT) findings suggest improvement in adverse
cardiac remodeling in response to BP control as well as improvement in
cardiac function”””. One retrospective cohort study of outcomes after
ambulatory BP monitoring at one year postpartum in 200 women with
severe preeclampsia demonstrated that 41.5% of women with prior severe
preeclampsia had hypertension one year postpartum, underscoring the
importance of ambulatory BP monitoring in diagnosing masked hyper-
tension and white-coat hypertension™.

Ultimately, while the evolving data on remote BP monitoring, tele-
health, and EMR integration is promising with regard to improving out-
comes, increasing follow-up rates, and facilitating access to care, these
studies are limited by their heterogeneity and relatively small sample
size! 7?8072 1 arge RCTs on comparative effectiveness and long-term
outcomes are necessary to further investigate these strategies. In addition, as
described earlier, the impact of digital health interventions such as remote
BP monitoring and telehealth, may be limited by accessibility issues and
SDOH™. Implementation in clinics should be done with careful con-
sideration of the patient population served by this clinic and resources
needed, such as broadband and digital devices, to access these strategies™*".
Clinics may work locally to increase resource accessibility as well as advocate
for policy change on the state and federal level™>*.

Electronic medical record integration and referral types

An EMR-integrated clinic model for postpartum hypertension care can
enhance follow-up, improve outcomes, and reduce long-term cardiovas-
cular risks””’. A remote BP monitoring protocol with EMR integration
facilitating communication among providers and documentation of BP
reading and management showed high rates of participant retention at three
weeks (83% out of 409 participants) and high rates of attendance at the six-
week postpartum visit (88%)". As outlined by Countouris et al., there are
multiple options for referral mechanisms and patient outreach’. Referral
mechanisms may include automated/default referrals, clinician-initiated
referrals, and patient self-referrals’. Automated referrals, with appointments
scheduled before discharge, can streamline access and enrollment’. Sys-
tematic chart reviews can identify eligible patients post-discharge, particu-
larly in BP monitoring programs’. Patient outreach methods include
brochures, BP program messages, or educational videos, with institutional
communications teams assisting in developing awareness materials’. Social
media can be an important delivery method for patient education®. EMR-
integrated referral pathways have shown benefits in facilitating postpartum
screening - Cameron et al. found that a clinician-initiated EMR-integrated
postpartum referral pathway to primary care increased the likelihood of
primary care visits (48.1%), cholesterol screening (31.8%), and hemoglobin
Alc testing (41.9%)".

Conclusion

In conclusion, structured postpartum hypertension follow-up is vital for
reducing maternal morbidity and long-term cardiovascular risks, particu-
larly for individuals with hypertensive disorders of pregnancy such as pre-
eclampsia and gestational hypertension. Research underscores the
heightened risk these women face for chronic hypertension, stroke, and
cardiovascular disease later in life. Additionally, these clinics offer healthcare
providers the opportunity to screen for and initiate the management of
other cardiovascular risk factors, such as diabetes, hyperlipidemia, and
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obesity. Advances like EMR-based tracking, remote BP monitoring, and
multidisciplinary clinics have shown significant improvements in blood
pressure control and medication adherence. Additionally, integrated com-
munity models enhance access to care, especially for underserved popula-
tions such as Black and Hispanic individuals, who are disproportionately
impacted by these conditions.

However, challenges remain, including inconsistent clinical
guidelines and the need for a standardized approach to postpartum
hypertension management. While both clinic-based and telehealth
interventions have shown promise, further research is necessary to
evaluate their scalability and long-term effectiveness. Some of this
research could be conducted through postpartum clinics, as these clinics
can be a useful site for additional data collection and analysis that may
further inform care practices, exemplified by research conducted
through the FUPEC study in the Netherlands. Federal and state-level
policy initiatives, such as extension of Medicaid coverage to 12 months
postpartum or expansion of broadband access, also play an important
role in improving postpartum health and facilitating implementation of
postpartum CVH programs. The inclusivity and accessibility of any care
strategy targeted towards improving CVH in this high-risk population
should be evaluated to ensure that strategies address and reduce care
disparities. Addressing these issues is crucial for improving maternal
health outcomes and preventing future cardiovascular disease. This
review calls for ongoing research into comprehensive and scalable care
models that effectively bridge clinical practice with digital health inno-
vations, thereby enhancing postpartum hypertension management and
reducing health disparities.

Data availability
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Abbreviations

APO Adverse pregnancy outcome

HDP Hypertensive disorder of pregnancy

DM Diabetes mellitus

GDM Gestational diabetes mellitus

MI Myocardial Infarction

HF Heart Failure

OR Odds Ratio

CI Confidence Interval

ACOG American College of Obstetrics and Gynecology
AHA American Heart Association

CVH Cardiovascular health

CVD cardiovascular disease

FUPEC Follow-up Preeclampsia Outpatient Clinic
HbAlc Hemoglobin Alc

BP Blood pressure

RCT Randomized control trial

DPP Diabetes Prevention Program

DASH Dietary Approaches to Stop Hypertension
US. United States

SDOH Social drivers of health

EMR Electronic medical record
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