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When growing a life reveals hidden risks to yours

Updated March 2026

Why ThisMatters

Pregnancy is a profound cardiovascular stress test. During gestation and the peripartum period, a
woman’s body undergoes dramatic hemodynamic, metabolic, and endothelial changes. When
complications emerge—such as preeclampsia, gestational diabetes, gestational hypertension, and
peripartum cardiomyopathy—they are far more than obstetric events that resolve after delivery. These
conditions are now understood as strong independent predictors of future cardiovascular disease.

The evidence is stark: women who experience hypertensive disorders of pregnancy carry a 2- to 4-fold
increased lifetime risk of hypertension, heart failure, stroke, and coronary artery disease compared to
women with uncomplicated pregnancies. Yet many women leave the hospital never having been told
this. The postpartum period has become a clinical black hole—obstetric care abruptly ends, primary
care does not systematically pick up the thread, and structured cardiovascular follow-up is absent.
Pregnancy complications are now recognized as risk enhancers in ACC/AHA cardiovascular risk
guidelines, yet this recognition rarely translates into clinical action or longitudinal surveillance.

Why Precious Cargo FliesUnder the Radar

* Pregnancy complications seen as resolved after delivery — but they are lifetime risk
markers. Clinicians often discharge women after an uncomplicated postpartum course without
recognizing that gestational hypertension or preeclampsia predicts future cardiovascular disease.

» Fragmentation between OB/GYN, primary care, and cardiology — pregnancy history is often
siloed in obstetric records and rarely integrated into cardiovascular risk assessment.

» The postpartum period has minimal structured follow-up — most women see their
obstetrician once 6 weeks postpartum, then that relationship ends. No systematic screening for
persistent hypertension, proteinuria, or cardiac dysfunction occurs.

* Women underrepresented in cardiovascular trials — the evidence base for management of
pregnant and postpartum women with cardiovascular complications remains thin, leading to
uncertainty and therapeutic inertia.

* Young women considered low risk by default — a 30-year-old with preeclampsia is often
reassured rather than rigorously evaluated for underlying cardiovascular pathology or long-term
risk.

* Risk calculators (PCE/PREVENT) do not fully capture pregnancy history — most traditional
cardiovascular risk models do not include pregnancy complications, making apparent risk appear
lower than true risk.

 Peripartum cardiomyopathy often missed initially — fatigue, dyspnea, and lower extremity
edema are attributed to new motherhood rather than investigated as signs of left ventricular
dysfunction.



e Cultural expectations that women bounce back delay symptom reporting — societal
pressure to quickly resume pre-pregnancy function suppresses symptom disclosure and clinical
investigation.

MyCar dioAdvocate Checklist

1. Document Your Pregnancy History in Permanent Medical Records
m Was there preeclampsia, eclampsia, HELLP syndrome, gestational diabetes, preterm delivery,
placental insufficiency, or gestational hypertension?

These are not mere obstetric trivia; they are cardiovascular risk factors that should appear prominently in
your active problem list. Many electronic health records bury pregnancy complications in the OB section,
making them invisible to cardiologists and internists.

2. Ensure Systematic Postpartum Cardiovascular Follow-Up
m |s anyone monitoring your blood pressure and metabolic markers at 6—-12 weeks postpartum and
annually thereafter?

Who is responsible for this? If unclear, ask your primary care physician to schedule and document this
surveillance. The postpartum period is a critical window for cardiovascular intervention—make sure you
do not fall through the cracks.

3. Know That Pregnancy Complications Are Risk Enhancers
m Has your clinician explicitly incorporated your pregnancy history into your cardiovascular risk
assessment using ACC/AHA guidelines?

You have the right to understand your estimated risk. Pregnancy complications should be part of the
conversation at every healthcare encounter, not treated as resolved historical data.

4. Screen for Peripartum Cardiomyopathy If Symptomatic
m Are you experiencing unexplained shortness of breath, leg swelling, orthopnea, or fatigue that seems
beyond normal postpartum recovery?

Report this immediately; echocardiography may be warranted. Do not dismiss these symptoms as
normal new motherhood. Peripartum cardiomyopathy can present weeks to months after delivery and
requires urgent evaluation.

5. Discuss Long-Term Prevention Strategies
m What lifestyle modifications and medical interventions can reduce your elevated lifetime
cardiovascular risk?

Mediterranean diet, aerobic exercise, stress management, sleep optimization, antihypertensive therapy,
and statins (if indicated) are all evidence-based approaches. Work with your clinician to create a specific
prevention plan.

6. Ensure OB History Connects to Cardiology and Primary Care
m Does your cardiologist or primary care physician have access to your obstetric records and know
about your pregnancy complications?

If not, obtain copies and bring them to appointments. Actively communicate your pregnancy history. Do
not assume your records have been shared or that your new providers know about your obstetric events.



ProTip

Pro Tip: If you experienced preeclampsia, gestational diabetes, or preterm delivery, write it on your
medical intake forms forever. These are not just obstetric history—they are cardiovascular risk
factors. Many electronic health records bury pregnancy history in the OB section where cardiologists
and internists never look. Be your own advocate: bring up your pregnancy complications at every
annual physical, every new provider visit, and every cardiovascular encounter. Insist that they be
added to your active medical problems.

CPR Opportunities— Shared Decision-M aking

The 2026 guidelines introduce the CPR Framework: Calculate risk, Personalize the discussion,
Reclassify with imaging. The following topics represent gray areas in pregnancy-related
cardiovascular risk where a patient-centered discussion with your clinician is especially important.

Managing cardiovascular risk in women with pregnancy complications often involves nuanced,
individualized decisions. Here are two clinically relevant gray areas where shared decision-making
shines:

Statin Therapy in Women of Childbearing Age with High Risk

The Dilemma: A 35-year-old woman with familial hypercholesterolemia (LDL-C 180 mg/dL) and a
prior history of preeclampsia at age 32 seeks management of her lipid disorder. Both conditions
independently indicate cardiovascular risk reduction. However, she is contemplating a second
pregnancy within 2 years. Statins are contraindicated in pregnancy (Category X). What are the
options?

Shared Decision-Making Framework: (1) Aggressive non-pharmacologic intervention (strict
Mediterranean diet, aerobic exercise, smoking avoidance if applicable); (2) High-intensity statins now,
with planned discontinuation prior to conception attempts and understanding of the teratogenic risk
window; (3) Deferral of statin therapy during attempts to conceive and pregnancy, accepting
moderately elevated cardiovascular risk during this time; (4) Discussion of ezetimibe or PCSK9
inhibitors (less pregnancy data but potentially safer alternatives); (5) Emphasis on preconception
counseling with cardiology to optimize timing and options. The woman should understand her actual
CVD risk, the evidence supporting statin efficacy, the specific risks of in-utero exposure, and the
uncertainty regarding best timing in the context of her goals.

Postpartum Surveillance After Preeclampsia

The Dilemma: A 32-year-old multiparous woman with severe preeclampsia requiring delivery at 34
weeks is now 3 months postpartum. Her blood pressure is 138/88 mmHg at 6-week postpartum visit
(elevated but not hypertensive crisis range). No proteinuria is present. She is breastfeeding and
wishes to avoid medications if possible. How aggressively should she be monitored for future
cardiovascular disease?




Shared Decision-Making Framework: (1) Baseline risk stratification: Does she have other risk factors
(obesity, smoking, family history, dyslipidemia) that compound preeclampsia risk? (2) Blood pressure
management: Is stage 1 hypertension (130-139/80-89) sufficient to warrant pharmacotherapy, or is
lifestyle intervention appropriate first? (3) Surveillance intensity: What is the evidence for
echocardiography, coronary artery calcium, stress testing, or advanced lipid panels at this stage? (4)
Timing of additional pregnancies: How does recurrence risk of preeclampsia (25-50% in subsequent
pregnancies) influence counseling? (5) Long-term follow-up: Annual vs. biennial vs. episodic
cardiovascular screening; involvement of primary care vs. cardiology. This case highlights the tension
between evidence-based risk reduction and avoiding overdiagnosis in a young woman.

On theHorizon

 Placental biomarkers for CVD prediction — sFIt-1/PIGF ratios and other placental-derived
markers are being studied to stratify future cardiovascular risk beyond clinical preeclampsia
diagnosis; these may refine risk assessment in asymptomatic women.

e SGLT2 inhibitors in postpartum populations — emerging clinical trials are evaluating
cardiovascular and metabolic benefits of SGLT2 inhibitors in women with prior gestational diabetes
or preeclampsia, particularly those with reduced ejection fraction or metabolic syndrome.

« Artificial intelligence and machine learning models — next-generation risk calculators
incorporating pregnancy history, placental imaging, and serologic markers may provide more
accurate CVD risk estimation than current PCE/PREVENT tools.

» Growth of Cardiovascular Obstetrics as a subspecialty — increasing recognition of the need
for integrated OB-cardiology teams to manage high-risk pregnancies and provide seamless
postpartum cardiovascular care.

e Postpartum cardiovascular care bundles — health systems are developing structured
protocols (blood pressure monitoring, lipid screening, glucose tolerance testing, mental health
assessment) that span the postpartum period and connect to long-term primary care.

Key Takeaways

» Pregnancy complications (preeclampsia, gestational diabetes, preterm delivery, gestational
hypertension) are not transient obstetric events—they are permanent markers of elevated
cardiovascular disease risk.

* Women with hypertensive disorders of pregnancy carry 2—4x increased lifetime risk of
hypertension, heart failure, stroke, and Ml; this risk is independent of subsequent blood pressure or
metabolic status.

 The postpartum period is a high-risk time for new-onset cardiovascular disease and a critical
window for preventive intervention, yet it remains largely unstructured and undersurveilled.

» Pregnancy history is often segregated in electronic health records, making it invisible to
cardiologists and internists; women must actively communicate their obstetric history at every
healthcare encounter.

« Peripartum cardiomyopathy, though rare, can present insidiously; postpartum dyspnea, fatigue, or
edema warrant investigation, not dismissal as new motherhood.



 Shared decision-making frameworks that integrate pregnancy complications into cardiovascular
risk assessment and engage women as active partners in prevention are essential to closing the
care gap.

Next Steps

» Compile your complete pregnancy history — Obtain copies of all obstetric records from each
pregnancy, including labor and delivery summaries, postpartum notes, and any complications
documented.

» Schedule a postpartum cardiovascular visit — If you have not had one, request an appointment
with your primary care physician or cardiologist within 6—12 months of delivery to document blood
pressure, obtain baseline lipids, and assess cardiovascular symptoms.

* Create a personal health summary card — Write down your pregnancy complications
(preeclampsia, gestational diabetes, delivery details) on a wallet-sized card to share with new
providers and ensure your history is documented.

» Ask about your estimated cardiovascular risk — Request that your clinician formally calculate your
10-year and lifetime cardiovascular disease risk using ACC/AHA guidelines, accounting for your
pregnancy history.

« Establish a preventive plan — Work with your care team to create a specific action plan for blood
pressure monitoring, lipid management, diabetes screening, lifestyle optimization, and follow-up
intervals.

 Advocate for system-level change — If your healthcare system lacks postpartum cardiovascular
follow-up protocols, consider engaging with quality improvement initiatives or patient advocacy
groups to push for structural change.

Learn more at CardioAdvocate.com

Related CardioAdvocate Content

» Wear Red for Women

* Hypertension in Women

* Diabetes & Cardiovascular Risk
» Understanding Risk Calculators
* Peripartum Cardiomyopathy

 Shared Decision-Making in Cardiology

Disclaimer: This brief is for educational purposes only and does not constitute medical advice. Individual circumstances vary
widely. All treatment decisions should be made in consultation with your healthcare provider. MyCardioAdvocate™ does not
endorse any specific medication, supplement, or diagnostic test; we aim to equip patients with knowledge to engage in shared
decision-making.

© 2026 CardioAdvocate™ | All Rights Reserved



