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304 History of Preeclampsia
Definition/Cut-off Value
History of diagnosed preeclampsia.
Presence of condition diagnosed, documented, or reported by a physician or someone working under a
physician’s orders, or as self-reported by applicant/participant/caregiver. See Clarification for more
information about self-reporting a diagnosis.

Participant Category and Priority Level
Category

Priority

Pregnant Women

I

Breastfeeding Women

I

Non-Breastfeeding Women

III, IV, V or VI

Justification
Please see risk #345 Hypertension and Prehypertension, for a thorough overview of preeclampsia, including
incidence, risk factors, signs and symptoms, prevention, and treatment.
Preeclampsia is defined as hypertension with onset during pregnancy, usually after 20 weeks gestation, and
typically with proteinuria (high levels of protein found in urine). For some women, proteinuria does not
occur; for these women, preeclampsia is diagnosed as hypertension with thrombocytopenia (low platelet
count), impaired liver function, renal insufficiency (poor kidney function), pulmonary edema (excess fluid in
the lungs), and/or cerebral or visual disturbances (brain and vision problems) (1). The most common type
of hypertensive disorder during pregnancy, preeclampsia occurs in 3.4% of pregnancies in the United States
and is associated with one maternal death per 100,000 live births in developed countries (1, 2). Worldwide,
it leads to the death of over 60,000 women annually (3).
It is important to note that postpartum preeclampsia can also occur, regardless of whether it was present
during pregnancy. It is usually diagnosed within 48 hours of delivery but can occur up to 6 weeks
postpartum. Thus, women during this period should monitor for preeclampsia symptoms and contact their
healthcare provider immediately if they occur. (1, 4)
Women with a history of preeclampsia are at greater risk for future hypertension (HTN), heart attack,
stroke, congestive heart failure, metabolic disease, and postpartum depression; these risks increase with
repeated incidence of preeclampsia and with preterm delivery (1, 2, 5, 6). Because women with a history of
preeclampsia are at increased risk for HTN and related conditions, implementing lifestyle changes after
delivery to help prevent HTN is crucial. Lifestyle measures to reduce the risk of HTN for women who are
not pregnant include the following:
•

Have blood pressure checked at least yearly or as recommended by one’s healthcare provider. For
those at risk of HTN, regularly monitoring blood pressure is crucial. Blood pressure levels greater
than 180/120 mmHg are extremely dangerous and require immediate medical attention (7).
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•

Consume a diet consistent with the Dietary Guidelines for Americans or follow the Dietary
Approaches to Stop Hypertension (DASH) eating plan. Details regarding the DASH eating plan can
be found on the National Heart, Lung, and Blood Institute’s website: www.nhlbi.nih.gov/healthtopics/dash-eating-plan.

•

Engage in regular physical activity.

•

Achieve and maintain a healthy weight.

•

Limit alcohol and avoid any use of tobacco, marijuana or illegal substances. (See risk #371
Maternal Smoking and risk #372 Alcohol and Substance Use.)

Currently, there is inconclusive scientific evidence on preventative measures for preeclampsia in future
pregnancies. However, when dietary calcium is inadequate, research indicates adequate dietary calcium or
supplementation (1.5-2 grams/day) may help prevent preeclampsia (1, 2, 3, 8). Dietary folate and folic acid
supplementation during pregnancy has also been associated with lower risk of preeclampsia (6, 9).
Breastfeeding
Women who had preeclampsia face a greater risk of HTN later in life; however, longer breastfeeding
duration has been found to reduce this risk. (10, 11). Unfortunately, women who had preeclampsia during
pregnancy are more likely to not initiate breastfeeding or to stop breastfeeding earlier than women with
normal blood pressure (10, 12). Some potential causes for this include greater incidence of preterm birth,
low birth weight, caesarean delivery, exposure to medications not compatible with breastfeeding, and
mother/infant separation (12).
Women with history of preeclampsia should be encouraged to breastfeed, unless contraindicated. If
postpartum women require antihypertensive medications, medications should be chosen that are
compatible with breastfeeding, if possible. It is thus very important for the mother to discuss her
breastfeeding status and goals with her healthcare provider to determine the best infant feeding and
medication plan.

Implications for WIC Nutrition Services
The WIC Program provides support to participants with a history of preeclampsia by offering nutritious food
that are important components of a diet to help prevent HTN. WIC nutrition staff also offer nutrition
education, counseling, and referrals. In addition, WIC staff can assist participants by:
Pregnant Women with History of Preeclampsia:
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•

Encouraging prenatal care as soon as possible and to attend all health care appointments.

•

Providing information about the symptoms of preeclampsia (sudden weight gain, swelling of face
or hands, upper abdominal pain, difficulty breathing, changes in vision (including seeing spots),
severe headache, nausea, and/or vomiting) and of the importance of contacting their healthcare
provider immediately if they occur. Also, inform them that preeclampsia can occur postpartum.

•

Counseling them on healthy weight gain, prenatal vitamin use, and a nutritious diet, including
adequate calcium intake. For women with low calcium intake, refer them to their healthcare
provider to discuss whether a calcium supplement is appropriate. Please note that a low-sodium
diet and/or weight loss is not recommended as treatment for HTN during pregnancy.

•

Encouraging them to discuss individualized physical activity recommendations with their
healthcare provider.
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•

Providing information on avoiding any use of alcohol, tobacco, marijuana or illegal substances, as
well as offering substance use referrals. The WIC Substance Use Prevention Manual is available for
additional guidance and referral resources (https://wicworks.fns.usda.gov/resources/wicsubstance-use-prevention-guide).

•

Referring to local home visiting programs for health monitoring and support, if available.

Postpartum Women with History of Preeclampsia:
•

Informing them of the symptoms of postpartum preeclampsia and of the importance of contacting
their healthcare provider immediately if they occur.

•

Providing breastfeeding promotion and support, unless contraindicated. Encourage women to
discuss their breastfeeding status and goals with their healthcare provider, especially if
medications are prescribed.

•

Encouraging them to attend all health care appointments, including their 4-6 week postpartum
visit; to develop a plan for future pregnancies; to discuss health conditions and medication needs
with their healthcare provider; and to have their BMI, blood pressure, lipids, and fasting glucose
assessed yearly (3).

•

Counseling them on achieving and maintaining a healthy weight, physical activity, following a diet
consistent with the Dietary Guidelines for Americans or the DASH diet.

•

Informing them that history of preeclampsia increases their risk of future HTN, cardiovascular
disease, and stroke.

•

Providing information on avoiding any use of alcohol, tobacco, marijuana or illegal substances, as
well as offering substance use referrals. The WIC Substance Use Prevention Manual is available for
additional guidance and referral resources (https://wicworks.fns.usda.gov/resources/wicsubstance-use-prevention-guide).

•

Referring them to their provider to discuss whether a calcium or folic acid supplement is
appropriate, if intake of these nutrients seems inadequate.

•

Referring to local home visiting programs, if available, for health monitoring and support.
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Clarification
Self-reporting of “History of …” conditions should be treated in the same manner as self-reporting of
current conditions requiring a physician’s diagnosis, i.e., the applicant may report to the CPA that s/he was
diagnosed by a physician with a given condition at some point in the past. As with current conditions, selfdiagnosis of a past condition should never be confused with self-reporting.
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