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[bookmark: _Hlk167280199]METHODS APPENDIX: Literature search strategy 
· Cochrane Pregnancy and Childbirth
The initial literature search was performed by the Cochrane Pregnancy and Childbirth’s Information Specialist on 20 October 2022. The Register is a database containing over 32,000 reports of controlled trials in the field of pregnancy and childbirth. It represents the contemporary results of over 30 years of searching1. 
Until 2023, the Register was maintained by an Information Specialist and contained trials identified from: monthly searches of the Cochrane Central Register of Controlled Trials (CENTRAL); weekly searches of MEDLINE (Ovid); weekly searches of Embase (Ovid); monthly searches of CINAHL (EBSCO); regular scanning of 30 journals and the proceedings of major conferences; and weekly current awareness alerts for a further 44 journals plus monthly BioMed Central email alerts. Search results were screened by two people, and the full text of all relevant trial reports identified were reviewed. Based on the intervention described, each trial report was assigned a number that corresponded to a specific Pregnancy and Childbirth review topic(s), and was then added to the Register. The Information Specialist searched the Register for each review using this topic number, rather than keywords.
For full search methods used to populate Pregnancy and Childbirth’s Trials Register (including the detailed search strategies for CENTRAL, MEDLINE, Embase and CINAHL), the list of journal and conference proceedings searched, plus the list of journals reviewed via the current awareness service, please follow this link. 
In 2023, the Pregnancy and Childbirth Review Group closed, and the Register was no longer updated. 
· Updated literature search
On 17 September. 2024, our literature search was updated by Beata Coffey, Information Specialist, Royal Society of Medicine Library (Methods Appendix Table). As the Register was closed, a separate search strategy was developed, as detailed below, for 2022-24. 
In both the initial and updated phases of our literature search, we reviewed the reference lists of retrieved studies for additional, potentially relevant trials. 
Methods Appendix Table: Search strategy for update of initial literature search by Cochrane Preganncy and Childbirth Information Specialist
	Set#
	Searched for
	Results

	
	In Embase®,  MEDLINE®
	

	S1
	MESH.EXACT.EXPLODE("Hypertension, Pregnancy-Induced")
	44771*

	S2
	MESH.EXACT("Hypertension") and (MESH.EXACT("Pregnancy") OR MESH.EXACT("Pregnant Women"))
	12096*

	S3
	EMB.EXACT.EXPLODE("maternal hypertension")
	105320*

	S4
	EMB.EXACT("hypertension") and (EMB.EXACT("pregnancy") OR EMB.EXACT("pregnant woman"))
	31097*

	S5
	ti,ab,if(hypertens* near/5 (pregnan* or gestation* or maternal)) or ti,ab,if(preeclamp* or "pre-eclamp*" or eclamp* or HELLP) or ti,ab,if((haemolysis or hemolysis) near/3 "elevated liver enzyme[*1]" near/3 "low platelet[*1]")
	159795*

	S6
	MESH.EXACT("Postpartum Period") OR MESH.EXACT("Postnatal Care")
	38514*

	S7
	EMB.EXACT("puerperium") OR EMB.EXACT("postnatal care")
	70169*

	S8
	ti,ab,if(postpart* or "post-part*" or postnatal* or "post-natal*" or puerperium or puerperal)
	542370*

	S9
	(s1 or s2 or s3 or s4 or s5) and (s6 or s7 or s8)
	28229*

	S10
	MESH.EXACT("Hypertension") and (MESH.EXACT("Postpartum Period") OR MESH.EXACT("Postnatal Care"))
	429°

	S11
	EMB.EXACT("hypertension") and (EMB.EXACT("puerperium") OR EMB.EXACT("postnatal care"))
	2676°

	S12
	ti,ab,if((postpart* or "post-part*" or postnatal* or "post-natal*" or puerperium or puerperal) near/5 hypertens*)
	2397°

	S13
	s9 or s10 or s11 or s12
	29427*

	S14
	rtype.exact("Clinical Trial, Phase III" OR "Randomized Controlled Trial" OR "Controlled Clinical Trial" OR "Clinical Trial, Phase IV" OR "Clinical Trial, Phase I" OR "Clinical Trial" OR "Clinical Trial, Phase II" OR "Pragmatic Clinical Trial" OR "Equivalence Trial" OR "Adaptive Clinical Trial" OR "Multicenter Study")
	1216121*

	S15
	MESH.EXACT.EXPLODE("Clinical Trials as Topic") OR MESH.EXACT("Random Allocation") OR MESH.EXACT("Single-Blind Method") OR MESH.EXACT("Cross-Over Studies") OR MESH.EXACT("Double-Blind Method") OR MESH.EXACT("Placebos") OR MESH.EXACT("Multicenter Studies as Topic")
	723804*

	S16
	EMB.EXACT("phase 1 clinical trial") OR EMB.EXACT("phase 3 clinical trial") OR EMB.EXACT.EXPLODE("randomized controlled trial") OR EMB.EXACT("phase 2 clinical trial") OR EMB.EXACT("phase 4 clinical trial") OR EMB.EXACT("controlled clinical trial") OR EMB.EXACT.EXPLODE("clinical trial") OR EMB.EXACT("triple blind procedure") OR EMB.EXACT("double blind procedure") OR EMB.EXACT("crossover procedure") OR EMB.EXACT("single blind procedure") OR EMB.EXACT.EXPLODE("randomization") OR EMB.EXACT("placebo") OR EMB.EXACT("multicenter study") OR EMB.EXACT.EXPLODE("clinical trial (topic)") OR QU(ct)
	2877747*

	S17
	ti,ab,if(trial[*1] or ((singl[*4] or doubl[*4] or trebl[*4] or tripl[*4]) near/5 (blind[*4] or mask[*4])) or rct[*1] or randomized or randomised or randomization or randomisation or randomly or crossover or "cross over" or placebo[*1] or (random near/3 allocat[*4]))
	5162276*

	S18
	(s9 or s10 or s11 or s12) and (s14 or s15 or s16 or s17)
	2746°

	S19
	(s9 or s10 or s11 or s12) and (s14 or s15 or s16 or s17) and pd(2022-2024)
	628°

	S20
	(s9 or s10 or s11 or s12) and (s14 or s15 or s16 or s17) and pd(2022-2024) and (human(yes) or MESH.EXACT("Humans") or EMB.EXACT.EXPLODE("human"))
	600°

	S21
	((s9 or s10 or s11 or s12) and (s14 or s15 or s16 or s17) and pd(2022-2024)) not (human(yes) or MESH.EXACT("Humans") or EMB.EXACT.EXPLODE("human") or animal(yes) or MESH.EXACT.EXPLODE("Animals") or MESH.EXACT.EXPLODE("Animal Experimentation") or MESH.EXACT.EXPLODE("Models, Animal") or EMB.EXACT.EXPLODE("animal") or EMB.EXACT.EXPLODE("animal experiment") or EMB.EXACT.EXPLODE("animal model") or EMB.EXACT("nonhuman"))
	46°

	S22
	s20 or s21
	624°

	[bookmark: _Hlk167280245]
	In Cochrane Library®
	

	#1
	MeSH descriptor: [Hypertension, Pregnancy-Induced] explode all trees
	1877

	#2
	MeSH descriptor: [Hypertension] this term only
	23771

	#3
	MeSH descriptor: [Pregnancy] this term only
	33777

	#4
	MeSH descriptor: [Pregnant Women] this term only
	1031

	#5
	#2 and (#3 or #4)
	491

	#6
	(hypertens* near/5 (pregnan* or gestation* or maternal)):ti,ab,kw
	3298

	#7
	(preeclamp* or (pre next eclamp*) or eclamp* or HELLP):ti,ab,kw
	4983

	#8
	((haemolysis or hemolysis) near/3 ("elevated liver enzyme" or "elevated liver enzymes") near/3 ("low platelet" or "low platelets")):ti,ab,kw
	73

	#9
	#1 or #5 or #6 or #7 or #8
	6788

	#10
	MeSH descriptor: [Postpartum Period] this term only
	2088

	#11
	MeSH descriptor: [Postnatal Care] this term only
	596

	#12
	(postpart* or (post next part*) or postnatal* or (post next natal*) or puerperium or puerperal):ti,ab,kw
	21401

	#13
	#10 or #11 or #12
	21401

	#14
	#9 and #13
	1410

	#15
	#2 and (#10 or #11)
	36

	#16
	(postpart* or (post next part*) or postnatal* or (post next natal*) or puerperium or puerperal) near/5 hypertens*
	298

	#17
	#14 or #15 or #16
	1457

	#18
	#17 filtered by ‘Year first published (CENTRAL trials database only)’ – custom range: 2022 to 2024
	349



* Duplicates are removed from the search, but included in the result count.
° Duplicates are removed from the search and from the result count.






Figure S1: PRISMA flow diagram
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Records marked as ineligible by automation tools (n = 0)
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Wrong population (n = 14)
Wrong intervention (n = 4)
Failed trustworthiness criteria  (n = 4)
Wrong study design (n = 3)
Withdrawn/retracted (n = 2) 

Retracted/Withdrawn (n = 2)
?Not in English (n = 1)


Reports assessed for eligibility
(n = 147)





Reports assessed for included outcomes
(n = 44 trials, in 102 publications)
Reports excluded as did not contain outcomes of interest
(n = 4, in 6 publications)†





Studies included in review
(n = 40 trials, in 100 publications)

Included




* The following 45 reports were excluded, for the following reasons:
(i) Trial ongoing (n=18 publications  [16 primary studies])
· Abraham 2021 (CTRI/2021/04/033252) – enalapril vs. labetalol
· Arebun 2023 (PACTR202401918251128) – enalapril vs. labetalol
· Dayan 2019 (ISRCTN18352227/NCT04580927, BPMOM)  - lifestyle change, including 
· Henry 2019 (+2 publications; ACTRN12618002004246, BP2) – lifestyle intervention
breastfeeding
· Jha 2024 (CTRI/2024/01/062118) – hydrochlorothiazide+enalapril vs. nifedipine
· Keepanasseril 2018 (CTRI/2018/11/016460) – enalapril vs. placebo
· Osmundsen 2023 (NCT05849103) – BP self-monitoring
· Palatnik 2024 (NCT06220721, ‘REPAIR’) – differential BP control
· Vadhadia 2025 (CTRI/2025/06/088334) – labetalol vs nifedipine
· Jirge 2025 (CTRI/2025/07/091992) – furosemide + amlodipine/labetalol vs amlodipine/labetalol alone 
· Nunez 2025 (NCT06842875) – BP self-monitoring 
· Nguyen and Raghuram 2025 (NCT06915792) – labetalol vs nifedipine 
· Qamruddin 2025 (NCT06920563) – BP self-monitoring
· Lovgren and Dahlke 2025 (NCT07023003) – enalapril vs nifedipine  
· Honigberg 2025 (NCT07041281, IMPACT-HT) – spironolactone + usual care vs placebo + usual care 
· Ogbonna 2025 (PACTR202503593160636) – labetalol vs nifedipine
(ii) Wrong population (n=14 publications [9 primary studies])
· Martin 2024 (Martin, S.L. et al. (2024) ‘Effects of antihypertensive therapy during pregnancy on postpartum blood pressure control’, Obstetrics &amp; Gynecology, 144(4), pp. 536–542. doi:10.1097/aog.0000000000005715) 
· Sutherland 2023 (Sutherland, L. et al. (2023) ‘Postpartum perception of cardiovascular risk and risk modification in patients with hypertensive disorders of pregnancy’, American Journal of Obstetrics and Gynecology, 228(1). doi:10.1016/j.ajog.2022.11.886) 
· Taylor 2017 (Taylor, D. et al. (2020) ‘20: Ethnic differences in anti-hypertensive medication response among pregnant and postpartum patients’, American Journal of Obstetrics and Gynecology, 222(1). doi:10.1016/j.ajog.2019.11.036)
· Hauspurg 2023 (+2 publications) (Hauspurg, A. et al. (2023) ‘Postpartum home blood pressure monitoring and lifestyle intervention in overweight and obese individuals the first year after gestational hypertension or pre‐eclampsia: A pilot feasibility trial’, BJOG: An International Journal of Obstetrics &amp; Gynaecology, 130(7), pp. 715–726. doi:10.1111/1471-0528.17381) 
· Schwartz 2023 (Schwartz, K.S., Jalal, D.I. and Stanhewicz, A.E. (2023) ‘Abstract P209: Six weeks oral losartan treatment improves endothelium-dependent dilation in normotensive women with a history of preeclampsia’, Hypertension, 80(Suppl_1). doi:10.1161/hyp.80.suppl_1.p209)
· Campbell 2024 (Campbell, H.E. et al. (2024) ‘Detection and control of pregnancy hypertension using self-monitoring of blood pressure with automated telemonitoring: Cost analyses of the bump randomized trials’, Hypertension, 81(4), pp. 887–896. doi:10.1161/hypertensionaha.123.22059)
· Pechere Bertschi 2022 (+1 publication) (Pechère-Bertschi, A. et al. (2022) ‘Treatment of persistent renal dysfunction after preeclampsia with benazepril: A randomized, double-blind trial’, Journal of Hypertension, 40(Suppl 1). doi:10.1097/01.hjh.0000838364.80514.c5)
· Montenegro 1985 (Montenegro, R. et al. (1985) ‘The effect of serotonergic blockade in postpartum preeclamptic patients’, American Journal of Obstetrics and Gynecology, 153(2), pp. 130–133. doi:10.1016/0002-9378(85)90095-x)
· Emeruwa 2023 (+1 publication) (Emeruwa, U.N. et al. (2025) ‘Lasix for the prevention of de novo postpartum hypertension: A randomized placebo-controlled trial (lapp trial)’, American Journal of Obstetrics and Gynecology, 232(1). doi:10.1016/j.ajog.2024.04.016)
(iii) Wrong intervention (n=4 publications [3 primary studies])
· Barrileaux 2003 (Barrilleaux, P.S. et al. (2003) ‘Adjunctive intravenous dexamethasone in patients with severe preeclampsia not complicated by Hellp syndrome’, American Journal of Obstetrics and Gynecology, 189(6). doi:10.1016/j.ajog.2003.10.106)
· Jiang 2019 (Jiang, J. and Wang, F. (2019) ‘Comprehensive nursing on postpartum complications and negative emotions of patients with pregnancy induced hypertension syndrome’, International Journal of Clinical and Experimental Medicine, 12(9), pp. 11982–11989)
· Ormesher 2020 (+1 publication) (Ormesher, L. et al. (2020) ‘Postnatal enalapril to improve cardiovascular function following preterm preeclampsia (pick-up)’:, Hypertension, 76(6), pp. 1828–1837. doi:10.1161/hypertensionaha.120.15875)
(iv) Failed trustworthiness criteria  (n=4)
· Suganya 2024 (Suganya, T. et al. (2023) ‘Comparative Study between Oral Labetalol Vs Oral Labetalol with Oral Frusemide in Control of Blood Pressure among Postpartum Mothers with Severe Pre-Eclampsia’, International Journal of Pharmaceutical and Clinical Research, 16(2), pp. 119–128. 
· Siamansoori 2020 (Siamansoori, S. et al. (2020) ‘Comparison of lasix and methyldopa in controlling hypertension in preeclampsia patients: a double-blind randomized clinical trial’, Mens Health Journal, 4(1). doi:10.1016/j.ajog.2024.04.016)
· Dabaghi 2019 (Dabaghi, T. et al. (2019) ‘Efficacy of postpartum furosemide therapy on blood pressure recovery in patients with severe preeclampsia: A randomized clinical trial’, Bangladesh Journal of Medical Science, 18(3), pp. 636–640. doi:10.3329/bjms.v18i3.4164)
· Santos-Bolivar 2011 (Santos-Bolívar, J. et al. (2011) ‘Postpartum home blood pressure monitoring and lifestyle intervention in overweight and obese individuals the first year after gestational hypertension or pre‐eclampsia: A pilot feasibility trial’, Journal of Obstetrics and Gynecology of Venezuela, 71(4))
(v) Wrong study design (n = 3)
· Berks 2019 (Berks, D. et al. (2019) ‘Feasibility and effectiveness of a lifestyle intervention after complicated pregnancies to improve risk factors for future cardiometabolic disease’, Pregnancy Hypertension, 15, pp. 98–107. doi:10.1016/j.preghy.2018.12.004)
· Adarsh 2006 (Adarsh, B. et al. (2006) ‘Abstract P209: Six weeks oral losartan treatment improves endothelium-dependent dilation in normotensive women with a history of preeclampsia’, Journal of obstetrics and gynaecology of India, 56(5), pp. 402–405)
· Liu 2009 (Liu, Z., Wang, X. and Yan, N. (2009) ‘Feasibility and effectiveness of a lifestyle intervention after complicated pregnancies to improve risk factors for future cardiometabolic disease’, Chinese Journal of Integrated Traditional and Western Medicine, 29(3), pp. 222–224)
(vi) Retracted/withdrawn (n = 2)
· Ragab 2013 (Ragab, A. et al. (2014) ‘Does immediate postpartum curettage of the endometrium accelerate recovery from preeclampsia–eclampsia? A randomized controlled trial’, Obstetrical &amp; Gynecological Survey, 69(3), pp. 121–122. doi:10.1097/ogx.0000000000000040)
· Haas 2015 (https://clinicaltrials.gov/study/NCT02450773?id=NCT02450773&rank=1)

† These trials met inclusion criteria, but did not report outcomes of interest and were not considered further:
· Magann 1994 (Magann EF, Bass JD, Chauhan SP, Perry KG, Jr., Morrison JC, Martin JN, Jr. Accelerated recovery from severe preeclampsia: uterine curettage versus nifedipine. J Soc Gynecol Investig 1994; 1(3): 210-4)
· Gomez 2005 (Gomez LM, De la Vega GA, Ludmir J, Padilla L, Angulo D. Immediate postpartum curettage accelerates clinical recovery in severe preeclampsia [abstract]. Obstetrics and Gynecology 2005;105(4 Suppl):111S. [CENTRAL: CN-00520172; CRS: 1362673; CRSREP: 1362673; CRS ID: 25229282)
· Hirshberg 2018 (Hirshberg A, Downes K, Srinivas S. Comparing standard office-based follow-up with text-based remote monitoring in the management of postpartum hypertension: a randomised clinical trial. BMJ Qual Saf 2018; 27(11): 871-7)
· Hennessy 2007 (Hennessy A, Thornton CE, Makris A, et al. A randomised comparison of hydralazine and mini-bolus diazoxide for hypertensive emergencies in pregnancy: the PIVOT trial. Aust N Z J Obstet Gynaecol 2007; 47(4): 279-85)
[bookmark: _Hlk67299547]Source: Page MJ, et al. BMJ 2021;372:n71. doi: 10.1136/bmj.n71.
This work is licensed under CC BY 4.0. To view a copy of this license, visit https://creativecommons.org/licenses/by/4.0/ 


[image: ]Figure S2: Risk of bias 

Figure 2a: Risk of bias summary*
* The overall risk of bias was deemed to be: 
high if at least one bias domain was assessed as being at high risk, 
(indicated in RED), or three or more were assessed as being of 
unclear risk (indicated in YELLOW), and low if all bias domains 
were assessed as being at low risk; otherwise, the overall risk of 
bias risk was unclear2. 


Figure S2b: Risk of bias graph
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Table S1: Characteristics of included trials
	Trial
	Methods
	Participants
	Intervention & control
	Outcomes
	Risk of bias*

	
	
	
	
	
	Selection 
	Performance
	Detection 
	Attrition 
	Reporting 

	
	
	
	
	
	Random sequence generation
	Allocation conceal-ment
	
	
	
	

	Aderibigbe 2023
	Recruited in the USA. 

Randomisation using computer-generated random numbers using simple randomisation in a 1:1 ratio. 

Allocation concealment using sequentially numbered, sealed, opaque envelopes in a locked cabinet only accessible to research staff.


	256 postpartum women. 

All with a diagnosis of chronic or gestational hypertension or pre-eclampsia without severe features.

BP threshold: ≥140/90mmHg.

Excluded women <18 years of age, unable to consent in English, enrolled in another study, diagnosis of severe pre-eclampsia or HTN, antihyper-tensive therapy before/during pregnancy or underlying medical conditions including connective tissue, renal, cardiac or cerebrovascular disease.

Groups were similar with regards to age, BMI, race, gestational age, obesity, parity, smoking, HDP diagnosis, delivery method, NSAID use, use of neuraxial analgesia, use of nifedipine and labetalol. 



	N= 128. Intervention was tight control of BP aiming for a target of <140/90mmHg, via initiation of an antihypertensive medication following randomisation and group allocation. Choice of antihypertensive was left to the discretion of treating obstetrical provider. 

N = 128. Control was liberal control of BP aiming for a target of <150/95mmHg, via initiation of an antihypertensive medication following randomisation and group allocation. 

	Systolic and diastolic blood pressure changes.
 
Postnatal readmission to secondary care. 

Need for additional antihypertensive therapy. 

Length of hospital stay following delivery.  

Safety data (maternal adverse events). 

	Randomisation
	Allocation concealment
	Performance
	Detection
	Attrition
	Reporting

	Ainuddin 2019
	Recruited in Pakistan. 

Randomisation stated as ‘simple randomisation’.

Allocation concealment using consecutively numbered envelopes.
 

	124 postpartum women. 

All with a diagnosis of persistent hypertension following gestational hypertension, pre-eclampsia, or denovo postpartum hypertension without previous history. 

BP threshold: SBP ≥150mmHg and/or DBP ≥100mmHg.

Excluded women with a history of heart block or arrhythmias, heart failure, asthma, uncontrolled diabetes, hypothyroidism, chronic hypertension, renal disease, allergies to nifedipine/labetalol or not willing to participate. 

Groups similar with regards to age, parity, BMI, family history of hypertension and mode of delivery.

	N=62 Intervention was labetalol 100mg QDS PO, increased to 1200mg as needed.

N=62. Control was nifedipine long acting 30mg OD PO, up to 90mg daily as needed. 

	Time to achieve target blood pressure.

Need for additional antihypertensive therapy. 

Length of hospital stay following delivery.  
	Randomisation
	Allocation concealment
	Performance
	Detection
	Attrition
	Reporting

	Alkan 2006
	Recruited in Turkey. 

Randomisation method not described. 

Allocation concealment not described.
 

	56 postpartum women. 

All with a diagnosis of severe pre-eclampsia. 

BP threshold: SBP >160mmHg or DBP >110mmHg.

Exclusion criteria was not specified. 

Groups were similar with regards to age, gestational age, baseline MAP and laboratory values.
	N=31. Intervention was uterine curettage. Performed immediately postnatally at time of caesarean section or post vaginal delivery with US guidance under sedation.  

N=25. Control was usual care with no curettage. 

	Mean arterial blood pressure changes.

Safety data (maternal adverse events). 

	Randomisation
	Allocation concealment
	Performance
	Detection
	Attrition
	Reporting

	Arias-Hernandez 2020
	Recruited in Mexico. 

Randomisation using a random number table. 

Allocation concealment using independent individual for randomisation.
 

	42 postpartum women. 

All with a diagnosis of pre-eclampsia. 

BP threshold: SBP >160mmHg and/or DBP >100mmHg +/- oedema +/- headache. 

Excluded women with abnormal FBC, glucose tests, AST, ALT, creatinine, coagulation profile or ECG. 

Groups were similar with regards to age, gestational age at delivery, delivery method, parity, AST, ALT, creatinine, BP and heart rate at the time of recruitment.

	N=21. Intervention was diltiazem 60mg TDS PO. 

N=21. Control was nifedipine 10mg TDS PO.

	Systolic, diastolic and mean arterial blood pressure changes.

	Randomisation
	Allocation concealment
	Performance
	Detection
	Attrition
	Reporting

	Arkerson 2022
	Recruited in the USA. 

Randomisation using block randomisation. 

Allocation concealment not described.
 

	197 postpartum women.

All with a diagnosis of chronic hypertension with superimposed preeclampsia, gestational hypertension or pre-eclampsia in the antenatal or initial postpartum period. 

BP threshold: >140/90mmHg or >160/110mmHg if severe.
Excluded women <18 years of age, unable to consent in English, BMI >50, or did not have a phone with unlimited texting/ability to receive calls.

Groups were similar with regards to age, race, insurance type, BMI, smoking status, chronic hypertension, diabetes, renal disease, timing of diagnosis, gestational age at delivery, disease severity, induction of labour, mode of delivery, use of IV antihypertensive and discharge on oral antihypertensive.

	N= 96. Intervention was remote BP monitoring through a web-enabled smartphone platform.  Participants were provided with a home BP cuff and instructed on its use and installed the smartphone app. Daily BP measurements were taken for 10 days and uploaded onto the app.

N = 101. Control was clinic follow up. Patients were given the date and time of their appointment at time of discharge. 

	Postnatal readmission to secondary care. 

Need for additional antihypertensive therapy. 

	Randomisation
	Allocation concealment
	Performance
	Detection
	Attrition
	Reporting

	Ascarelli 2005
	Recruited in the USA. 

Randomisation method not described. 

Allocation concealment using sequentially numbered sealed opaque envelopes. 


	264 postpartum women.

All with the diagnosis of mild or severe pre-eclampsia, HELLP syndrome, or chronic hypertension with superimposed pre-eclampsia. 

BP threshold not defined.

Excluded women with hypokalaemia, haemodynamic instability, those on diuretics or potassium supplements, and those who did not understand the consent form. 

Groups were similar with regards to diagnosis, maternal age, maternal weight, race, parity and method of delivery. 
	N=132. Intervention was furosemide 20 mg PO OD for 5 days plus potassium supplements (20 mq/day). 

N=132. Control was no therapy.

IV MgS04 was discontinued before onset of trial in both groups

Treatment goal: SBP <150 and/or DBP <100. 

	Systolic and diastolic blood pressure changes.

Need for additional antihypertensive therapy.

Length of hospital stay following delivery.  

Safety data (maternal adverse events). 

	Randomisation
	Allocation concealment
	Performance
	Detection
	Attrition
	Reporting

	Barton 1990
	Recruited in the USA. 

Randomisation using random number tables.

Allocation concealment using sequential assignment from sealed envelopes.



	31 postpartum women. 

All with an antepartum diagnosis of severe pre-eclampsia. 

BP threshold: single SBP >180mmHg and/or DBP >120mmHg OR SBP >160mmHg and/or DBP >110mmHg for >2h. 

Excluded women with reactions to calcium channel blockers (CCBs), use of CCBs in pregnancy or requiring supplemental therapy for hypertension other than hydralazine. 

Groups were similar with regards to age, gestational age at delivery, gravidity and mode of delivery. 

	N=16. Intervention was nifedipine 10 mg Q4H PO for 48h. 

N=15. Control was placebo Q4H PO for 48h.

Both groups received 10mg hydralazine IV if SBP >160 or DBP >110 every 20 mins until BP <150/100. If above failed x 3, then nitroprusside given.

All women were given continuous IV MgS04.

Treatment goal: BP <160/110. 

	Mean arterial blood pressure changes.

Need for additional antihypertensive therapy. 

Safety data (maternal adverse events). 

Length of hospital stay following delivery.  
	Randomisation
	Allocation concealment
	Performance
	Detection
	Attrition
	Reporting

	Bozorgan 2022
	Recruited in Iran.

Randomisation method not described. 

Allocation concealment not described.
 

	109 postpartum women. 

All with a diagnosis of severe pre-eclampsia (and no longer on magnesium sulfate treatment).

BP threshold: SBP ≥150mmHg or DBP ≥100mmHg.

Excluded women with chronic hypertension, BP <150/100mm Hg, administration of diuretics, underlying renal impairment, diabetes, hemodynamic instability, potassium <3mEq/L, furosemide contraindicated or haematocrit > 37%.

Groups were similar with regards to gravidity, parity, abortion history, preterm delivery, preterm BP and day 1 postpartum BP. 

	N=54. Intervention was Furosemide 20mg OD PO and Nifedipine 10mg TDS PO from 2nd to 5th day postpartum. 

N=55. Control was nifedipine 10mg TDS PO. 

	Systolic, diastolic and mean arterial blood pressure changes.

Time to achieve target blood pressure.

Need for additional antihypertensive therapy.

Length of hospital stay following delivery. 

	Randomisation
	Allocation concealment
	Performance
	Detection
	Attrition
	Reporting

	Cairns 2017
	Recruited in the UK. 

Randomisation using computer generated random numbers. 

Allocation concealment using secure web-based randomisation software. 


	91 postpartum women.

All with a diagnosis of gestational hypertension or pre-eclampsia in the antenatal or immediate postpartum period.

BP threshold: >140/90mmHg.

Excluded women <18 years of age, unable to consent in English, prescription of >3 antihypertensives or chronic hypertension.

Groups were similar with regards to age, BMI, parity, ethnicity, diagnosis, urine PCR, gestational age at diagnosis and delivery, IUGR, SCBU admission, duration of antenatal antihypertensive therapy, antihypertensive dose at baseline, SBP/DBP at baseline antenatal booking visit.

	N=45. Intervention was self-management of BP with home BP monitoring + automated down-titration of antihypertensive medication via telemonitoring. 

N = 46. Control was usual care. Women had BP monitored by their community midwife and their antihypertensive medication adjusted
by their GP.

	Systolic and diastolic blood pressure changes. 

Long term cardiovascular outcomes (BP at 6 weeks and 6 months)

Postnatal readmission to secondary care. 

Need for additional antihypertensive therapy. 

	Randomisation
	Allocation concealment
	Performance
	Detection
	Attrition
	Reporting

	Cursino 2015 
	Recruited in Brazil. 

Randomisation using Random Allocation Software Ispharan Iran, version 1.0. 

Allocation concealment with preparation of identical packages by pharmacist. 

	120 postpartum women. 

All with a diagnosis of severe pre-eclampsia. 

BP threshold not defined. 
 
Excluded women with chronic hypertension/superimposed pre-eclampsia, BP <140/90 mmHg, previous diuretic use, renal impairment, diabetes, sickle cell disease, rheumatologic disease, haemodynamic instability, potassium <3mEq/L, contraindication to furosemide and inability to consent. 

Group comparison not described.

	N=60. Intervention was furosemide 40mg OD PO for five days. 

N=60. Control was placebo OD PO for five days. 

	Persistent postpartum hypertension. 

Need for additional antihypertensive therapy.

	Randomisation
	Allocation concealment
	Performance
	Detection
	Attrition
	Reporting

	Fidler 1982
	Recruited in the UK. 

Randomisation method not described. 

Allocation concealment not described.
 

	80 postpartum women.

All with a diagnosis of hypertension in the postnatal period. 

BP threshold: DBP 95-105mmHg.

Excluded women with diabetes, multiple foetuses, renal diseases, heart failure, asthma and already receiving antihypertensive therapy/ received antihypertensive therapy in previous 48h. 

Groups similar with regards to age, BP at baseline, postnatal day when treatment started, parity and incidence of proteinuria. 

	N=40. Intervention was Methyldopa 250mg TDS PO.

N=40. Control was Timolol 5mg TDS PO. 

In both cases, the dose was doubled every 24 hrs up to twice if DBP >95. If DBP >95 after 2 attempts at doubling dose, oral hydralazine was added.

	Diastolic blood pressure changes.

Safety data (maternal adverse events). 

Maternal mortality. 

	Randomisation
	Allocation concealment
	Performance
	Detection
	Attrition
	Reporting

	Fishel Bartal 2023
	Recruited in USA. 

Randomisation sequence by the study statistician with permuted blocks. 

Allocation concealment using REDCap software. 


	70 postpartum women.

All with a diagnosis of chronic hypertension or hypertensive disorder of pregnancy. 

BP threshold: >140/90mmHg. 

Excluded women with a urine output <30ml/h, creatinine >1.4mg/dL or potassium >5 mEq/L during current admission, end-stage renal disease, known hypersensitivity to ACEIs/sulfa drugs, idiopathic /hereditary angioedema, or pulmonary oedema. 

Groups were similar with regards to age, race, insurance, parity, marriage status, diabetes (gestational and pre-pregnancy), thyroid disease, substance use, chronic hypertension, antihypertensive use in pregnancy, diagnosis, induction of labour, preterm delivery, gestational age at delivery, caesarean delivery. 

	N= 34. Combined Hydrochlorothiazide 12.5mg OD PO and lisinopril 10mg OD PO. Increased to hydrochlorothiazide 12.5mg/lisinopril 20mg then maximally 25mg hydrochlorothiazide 25mg/lisinopril 20mg to achieve BP control (<150mmHg SBP and/or DBP <100mmHg). 

N= 36. Nifedipine 30mg OD PO, incrementally increased by 30mg to a maximum daily dose of 120mg to achieve BP control (<150mmHg SBP and/or DBP <100mmHg).
	Systolic and diastolic blood pressure changes.

Early stroke (<6 weeks postpartum). 

Breastfeeding at discharge.

Postnatal readmission to secondary care.

Need for additional antihypertensive therapy. 

Length of hospital stay following delivery.

Safety data (maternal adverse events). 

Maternal mortality. 

	Randomisation
	Allocation concealment
	Performance
	Detection
	Attrition
	Reporting

	Garden 1982
	Recruited in South Africa.

Randomisation method not described. 

Allocation concealment not described.
 

	12 women included (6 postpartum). 

All with a diagnosis of severe pre-eclampsia or eclampsia. 

BP threshold: persistent DBP >110mmHg 30mins after administration of magnesium sulphate requiring admission to ICU.

Excluded if any treatment for BP given in 48h prior to recruitment.

Group comparison not described.

	N=6 (3 postpartum). Intervention was IV labetalol infusion 20mg/h, doubled every 30 minutes until DBP <100mmHg.

N=6 (3 postpartum). Control was IV dihydralazine infusion 10mg/h, doubled every 30 minutes untilDBP <100mmHg.
	Diastolic blood pressure changes.

Safety data (maternal adverse events).
	Randomisation
	Allocation concealment
	Performance
	Detection
	Attrition
	Reporting

	Griffis 1989
	Recruited in the USA. 

Randomisation using odd and even numbers generated at random.

Allocation concealment with sealed, opaque envelopes selected at random. 


	26 postpartum women. 

All with antepartum or intrapartum pre-eclampsia. 

BP threshold: DBP >96mmHg.

Excluded women with chronic hypertension, hepatic disease or antihypertensive treatment other than what was used for intrapartum hypertensive disorder of pregnancy.

Groups similar with regards to maternal age, parity and gestational age. 

	N=12. Intervention was Methyldopa 250mg IV Q6h.

N=14. Control was Hydralazine 20mg IM Q6h. 

Doses were doubled if 2 successive DBP >110mmHg.

All women received magnesium sulphate. 

Treatment goal: DBP <110mmHg. 

	Mean arterial blood pressure changes.

Need for additional antihypertensive therapy. 

Safety data (maternal adverse events). 

Maternal mortality. 

	Randomisation
	Allocation concealment
	Performance
	Detection
	Attrition
	Reporting

	Gupta 2023
	Recruited in India. 

Randomisation using computer generated random number blocks. 

Allocation concealment with sequentially numbered, opaque envelopes. 


	130 postpartum women.

All with a diagnosis of antepartum hypertension in whom the treating team discontinued antihypertensive therapy postpartum OR developed de-novo hypertension in postpartum period. 

BP threshold: SBP >140mmHg or DBP >90mmHg. 

Excluded women with chronic hypertension, AV block, heart rate <60 or >120bpm, asthma creatinine >1.5mg/dl, heart failure, pulmonary oedema, eclampsia (before enrollment), HELLP syndrome or critically ill. 
Groups similar with regards to age, parity, BMI, diabetes, hypothyroidism, gestational age at onset of hypertension, aspirin use antenatally, mean BP at diagnosis, severe pre-eclampsia, placental abruption, antihypertensives in antenatal period and laboratory values.

	N=65. Intervention was Labetalol 100mg BD PO initially, escalated to 100mg TDS up to maximum 900mg/d over 3 doses. 

N=65. Control was Amlodipine 2.5mg BD PO escalated up to maximum 10mg/d over 2 doses.

	Persistent postpartum hypertension. 

Time to achieve target blood pressure.

Early stroke (<6 weeks postpartum). 
Safety data (maternal adverse events). 

Maternal mortality. 

Need for additional antihypertensive therapy. 

	Randomisation
	Allocation concealment
	Performance
	Detection
	Attrition
	Reporting

	Hladunewich 2006
	Recruited in USA. 

Randomisation using computer-generated random number tables.

Allocation concealment was performed centrally by pharmacy.


	45 women included (30 postpartum). 
 
All with a diagnosis of pre-eclampsia, antenatally or postnatally.

BP threshold: SBP >140mmHg and/or DBP >90mmHg. 

Excluded women with chronic renal disease.

Groups were similar with regards to age, gestational age at delivery, serum creatinine, MAP at recruitment and serum albumin. The intervention group had significantly higher baseline albumin:creatinine.

	N= 22. Intervention was L-arginine 3.5g Q6H PO or 10g Q6H IV if unable to take oral medication, taken before delivery or within 24 hr postpartum and continued for 3 days postpartum. 

N= 23. Control was placebo PO taken before delivery or within 24 hr postpartum and continued for 3 days postpartum.

	Persistent postpartum hypertension. 

Need for additional antihypertensive therapy. 

	Randomisation
	Allocation concealment
	Performance
	Detection
	Attrition
	Reporting

	Kitt 2023
	Recruited in UK. 

Randomisation using secure web-based software (Castor ED).

Allocation concealment by blinding all investigators performing data extraction, image processing, and statistical analysis.


	220 postpartum women.
 
All with a diagnosis of gestational hypertension or pre-eclampsia.

BP threshold: SBP >140mmHg and/or DBP >90mmHg, still requiring antihypertensives at hospital discharge. 

Excluded women with chronic hypertension, medical conditions that made self-monitoring impractical/unsafe e.g. severe postpartum anxiety or depression, those unable to follow instructions in English, and those unable to provide written consent.

Groups were similar with regards to obstetric and pregnancy characteristics, except a higher proportion of participants had a prior hypertensive pregnancy in the intervention group. 
	N=112. Intervention was daily self-monitored BP measurements (twice daily if out of target range), to allow for medication titration. Each participant was taught how to use a wireless Bluetooth monitor and measurements were sent via an app to a web-based platform that provided notifications to adjust medication according to BP trends. Advice was guided remotely by research clinicians. Initial discharge medications were decided by clinical team based on UK current guidance. 

N=108. Comparison was usual postnatal care. BP review at 7-10 days with community midwife, and 6-8 week review with GP. Antihypertensive titration was at discretion of supervising health care professional. 

	Systolic and diastolic blood pressure changes.

Postnatal readmission to secondary care. 

Women’s satisfaction with care. 

Longer term cardiovascular outcomes (BP at 6 weeks and 6 months). 


	Randomisation
	Allocation concealment
	Performance
	Detection
	Attrition
	Reporting

	Lewkowitz 2024
	Recruited in USA. 

Randomisation using computerised algorithm with random block sizes.  

Allocation concealment by nurse practitioners providing participant education and equipment. 


	120 postpartum women. 

All with a diagnosis of chronic or pregnancy related hypertension. 

BP threshold: SBP >140mmHg and/or DBP >90mmHg.

Excluded women with fetal anomaly, lack of smartphone, incarcerated or unable to consent. 

Group were similar with regards to age, race, parity, education, language, diagnosis, gestational age at diagnosis and delivery, mode of delivery, ICU admission, maternal morbidity during hospital stay, NICU admission and neonatal death. 
	N=59. Intervention was artificial intelligence-based remote BP monitoring. A Bluetooth-enabled BP cuff synced to an app utilizing AI to respond to each BP or symptom and flag abnormalities for providers (SBP 140-159/90-109 mmHg prompted an email. SBP >160/110 mmHg prompted a page for urgent remote evaluation). 
N=60. Control was electronic record-based remote BP monitoring (current standard of care). Patients received automatic BP cuffs, instructions on how to obtain their BP and contact information for the nurse practitioner managing the program. The NP will respond via text message to each measurement with instructions.
	Women’s satisfaction with care. 

Need for additional antihypertensive therapy.

Postnatal readmission to secondary care.

Maternal mortality. 

Safety data (maternal adverse events). 

	Randomisation
	Allocation concealment
	Performance
	Detection
	Attrition
	Reporting

	Lopes 2021
	Recruited in USA. 

Randomisation using block randomisation. 

Allocation concealment achieved by pharmacy lead packaging ‘according to investigational drug services protocol.’


	395 postpartum women. 

All with a diagnosis of a hypertensive disorder of pregnancy by day 1 postpartum. 

BP threshold: ≥140/90 mmHg or >160/110mmHg if severe.

Excluded women with underlying cardiac disease, rheumatologic disease, advanced diabetes, elevated creatinine, significant hypokalemia, allergy to furosemide or received diuretics before randomization.

Groups similar with regards to age, race, insurance, parity, smoking, timing of diagnosis, severity of HDP, type of HDP, BMI, diabetes (gestational and pre-pregnancy), gestational age at delivery, creatinine at enrolment and use of antihypertensives prior to delivery. Significantly more women delivered by caesarean section in the intervention group.
 
	N=192. Intervention was Furosemide 20mg OD PO for 5 days and usual standard of care. 

N=192. Control was placebo (one tablet OD PO for 5 days) and usual standard of care.

Usual standard of care was defined as: maintenance on previous antihypertensive medication OR if no prior antihypertensive the following algorithm was used:
- Persistent BPs ≥150/100 - calcium channel blocker (5 mg of amlodipine or 30 mg of nifedipine) daily.
- Persistent BPs ≥160/110 - 10 mg of amlodipine or adjustment of prior antihypertensive. 

Women were also enrolled in the bidirectional text-based program, HeartSafe Motherhood, provided with an Omron BP monitor and instructed on its use and prompted via text to send in a BP in twice daily. 
	Systolic and diastolic blood pressure changes.

Safety data (maternal adverse events). 

Long term cardiovascular outcomes (BP at 6 weeks). 

Breastfeeding at discharge.

Postnatal readmission to secondary care.

BP before and following discharge. 

Need for additional antihypertensive therapy. 

Length of hospital stay following delivery.

	Randomisation
	Allocation concealment
	Performance
	Detection
	Attrition
	Reporting

	Mabie 1987
	Recruited in USA.

Randomisation using random number table at 2:1 ratio. 

Allocation concealment not described. 


	41 postpartum women. 

All with a diagnosis of pre-eclampsia, super-imposed pre-eclampsia or essential hypertension. 

BP threshold: DBP >110mmHg sustained for >30 mins.

Excluded women on concurrent antihypertensive therapy. 

Groups similar with regards to age, gravidity, parity, race and hypertensive disorder of pregnancy diagnosis.

	N=27. Intervention was Labetalol 20mg IV then escalated every 10 minutes to maximum dose 300mg until DBP <100mmHg. 

N=14. Control was IV Hydralazine 5mg every 10 minutes until DBP <100mmHg. 

	Mean arterial blood pressure changes.

Safety data (maternal adverse events). 

Maternal mortality. 

	Randomisation
	Allocation concealment
	Performance
	Detection
	Attrition
	Reporting

	Magann 1993
	Recruited in the USA. 

Randomisation using computer generated random numbers. 

Allocation concealment with 'draw' of random card. 

	32 postpartum women. 

All with a diagnosis of severe pre-eclampsia. 

BP threshold: >160/110mmHg.
Excluded women with gestation <28/40, cardiovascular or renal disease. 

Groups similar with regards to age, parity, race, gestation, baseline MAP and liver/renal function. 

	N=16. Intervention was uterine curettage. If performed after caesarean, done under direct vision. If performed post vaginal delivery, done with US guidance and sedation. 

N=16. Control was usual care. 

	Mean arterial blood pressure changes.

Length of hospital stay following delivery. 
Need for additional antihypertensive therapy. 

Safety data (maternal adverse events). 

	Randomisation
	Allocation concealment
	Performance
	Detection
	Attrition
	Reporting

	Mallapur 2015
	Recruited in India. 

Randomisation using computer generated random numbers. 

Allocation concealment not described. 

	100 postpartum women. 

All with a diagnosis of severe pre-eclampsia. 

BP threshold: >160/110mmHg. 

Excluded if gestation <28 weeks, mild pre-eclampsia, cardiovascular, renal or liver disorder, chronic hypertension, or convulsion disorder   (excluding eclampsia).

Groups similar with regards to baseline MAP and urine output. 

	N=50. Intervention was uterine curettage. If during caesarean section, done under direct vision. If after vaginal delivery, done with IV sedation with a blunt curette. 

N=50. Control was usual care. 

	Mean arterial blood pressure changes.

Length of hospital stay following delivery. 

Safety data (maternal adverse events). 

Maternal mortality. 

	Randomisation
	Allocation concealment
	Performance
	Detection
	Attrition
	Reporting

	Marques 2025
	Recruited in Brazil. 

Randomisation using Random Allocation Software, version 2.0. 

Allocation concealment attempted using identical cartons labelled as drug A or B however drugs were different shapes and sizes.
	180 postpartum women. 

All with diagnosis of chronic hypertension, pre-eclampsia, superimposed pre-eclampsia or gestational hypertension, 

BP threshold: >140/90mmHg. 

Excluded if using any antihypertensive other than methyldopa in the antenatal period, illicit drug use, intolerance or contraindication to captopril. 

Groups similar with regards to age, gestation, mode of delivery, parity, type of HDP, SBP, DBP, MAP, LDH, Plt, AST/ALT, protein:creatinine, bilirubin, creatinine. 

	N=90. Intervention was captopril 25mg TDS PO for 48h. 

N=90. Control was methyldopa 250mg TDS PO for 48h. 
	Systolic, diastolic and mean arterial blood pressure changes.

Need for additional antihypertensive therapy. 

Safety data (maternal adverse events). 

	Randomisation
	Allocation concealment
	Performance
	Detection
	Attrition
	Reporting

	Matthews 1997
	Recruited in the UK. 

Randomisation method not described. 

Allocation concealment described as ‘Randomization was performed by pharmacy.’

	19 postpartum women. 

All with a diagnosis of pre-eclampsia, severe pre-eclampsia or eclampsia. 

BP threshold: >140/90mmHg or SBP >170mmHg +/- DBP >110mmHg if severe. 

Excluded women with hepatic or renal impairment, diabetes or hypovolaemia.

	N=8. Intervention was Furosemide 40mg OD PO for 7 days (2/10 received IV MgS04). 

N=8. Control was Placebo 40mg OD PO for 7 days (3/8 received IV MgS04). 

Acute control was achieved by bolus of IV hydralazine in both groups. 

	Mean arterial blood pressure changes.

Need for additional antihypertensive therapy. 

Safety data (maternal adverse events). 

Postnatal readmission to secondary care. 

Length of hospital stay following delivery. 


	Randomisation
	Allocation concealment
	Performance
	Detection
	Attrition
	Reporting

	McLean 2017
	Recruited in Panama. 

Randomisation using computer generated random numbers. 

Allocation concealment using sealed opaque envelopes. 


	480 postpartum women.

All with a diagnosis of severe pre-eclampsia or eclampsia. 

BP threshold was not defined.

Excluded women if known history of seizures, cardiovascular, hepatic or renal disease.

Groups similar with regards to maternal age, gestational age, parity, BP at recruitment, rate of seizures prepartum, mode of delivery, antenatal hypertensive use and urea. 

	N=247. Intervention was uterine curettage. If after vaginal delivery, IV tramadol was used as analgesia. If after caesarean section, done prior to closure. 

N=233. Control was usual care. 

For hypertensive crisis the first drug used was labetalol (20mg IV every 10 min to a maximum total dose of 300mg). 

All participants had magnesium sulphate IV. 


	Systolic and diastolic blood pressure changes.

Need for additional antihypertensive therapy. 

	Randomisation
	Allocation concealment
	Performance
	Detection
	Attrition
	Reporting

	Neto 2017
	Recruited in Brazil. 

Randomisation using computer generated numbers. 

Allocation concealment by pre-prepared concealed boxes. 

	90 postpartum women. 

All with a diagnosis of a severe hypertensive disorder of pregnancy.

BP threshold: SBP >180mmHg and/or DBP >110mmHg, requiring magnesium sulphate. 

Excluded women with heart disease, smokers, illicit drug use, contraindication to study medications or previous use of study medications. 

Groups similar with regards to age, parity, gestational age at delivery, HDP diagnosis, BP on admission. 



	N=45. Intervention was Clonidine 0.1mg PO given for high BP episode recorded, up to a maximum of 6 doses in 24 hours. 

N=45. Control was Captopril 25mg orally given for high BP episode, up to a maximum of 6 doses in 24 hours. 

	Systolic and diastolic blood pressure changes.

Need for additional antihypertensive therapy. 

Safety data (maternal adverse events). 

	Randomisation
	Allocation concealment
	Performance
	Detection
	Attrition
	Reporting

	Pratt 2025
	Recruited in USA. 

Randomisation by statistician using REDCap software.

Allocation concealment using REDCap software. 

	175 postpartum women. 

All with a diagnosis of gestational hypertension, chronic hypertension or pre-eclampsia (+/- severe features). 

BP threshold: >140/90mmHg. 

Excluded women with use of a long acting antihypertensive prior to delivery, allergy to amlodipine/nifedipine or persistent tachycardia. 

Groups were similar with regards to age, BMI, parity, GA at delivery, mode of delivery, HDP diagnosis and diabetes. 

	N=87. Intervention was Amlodipine 2.5mg OD PO, titrated at the discretion of the treating physician. 

N=88. Control was Nifedipine SR 30mg PO OD, titrated at the discretion of the treating physician.

	Length of hospital stay after delivery.
 
Need for additional antihypertensive therapy.

Postnatal readmission to secondary care. 
	Randomisation
	Allocation concealment
	Performance
	Detection
	Attrition
	Reporting

	Riemer 2021
	Recruited in Germany.

Randomisation using online randomisation system.

Allocation concealment not described. 

	38 postpartum women.

All with a diagnosis of pre-eclampsia +/- pre-existing HTN +/- HELLP on day of delivery or up to 7 days postpartum. 

BP threshold: >140/90mmHg. 
 
Excluded women <18 years of age, heart failure, peripheral arterial disease, serious neurological or orthopaedic disease that would have made training on a stationary bike impossible or a newborn requiring intensive care at home.

Groups were similar with regards to age, height, weight, abdominal girth, thigh circumference, SBP and DBP postpartum, mode of delivery, birth weight, pre-existing hypertension, parity, multiple pregnancy, previous infertility, pathological uterine resistance and IUGR.

	N=19. Intervention was a 6-month intensive cardiovascular exercise program involving weekly exercise sessions. The sessions consisted of a heart rate-controlled exercise unit on a bicycle ergometer. Exercise duration started at 25 minutes and was increased to 50 minutes by week 14. This was followed by strength and mobilisation training that started at 15 minutes duration and increased to 30 minutes by week 14. In addition to exercise, they had 3 individualised nutritional counselling sessions. This was “concentrated on a Mediterranean diet as well as fat quality, wholegrain products, fruit and vegetable intake and also salt reduction”. 

N=19. Control was usual care plus one individualised nutritional counselling session. This was “concentrated on a Mediterranean diet as well as fat quality, wholegrain products, fruit and vegetable intake and also salt reduction”.

	Systolic and diastolic blood pressure changes.

Long term cardiovascular outcomes (arterial p-wave velocity).

	Randomisation
	Allocation concealment
	Performance
	Detection
	Attrition
	Reporting

	Sayin 2005
	Recruited in Turkey.

Randomisation method not described.

Allocation concealment not described.

	83 postpartum women. 

All with a diagnosis of preeclampsia, eclampsia or superimposed preeclampsia.

BP threshold: >160/110mmHg. 

Excluded women with gestational hypertension or superimposed pre-eclampsia. 

Groups were similar with regards to age, gestational age at delivery, diagnosis, incidence of HELLP, haemoglobin, haematocrit, platelet count, AST and ALT.

	N=41. Intervention was Methyldopa 250 mg TDS PO (until SBP was <150 mmHg + DBP was <100 mmHg). 

N=42. Control was Nifedipine 10 mg QDS PO (until SBP was <150 mmHg and DBP was <100 mmHg). 
If BP was >140/90 mmHg, 100mg oral metoprolol was given per day. 

If BP was "still too high", then a cardiologist was consulted regarding therapy with Amlodipine 5mg PO OD or Perindopril 4 mg PO OD. 

Women were discharged from hospital when SBP <140 mmHg + DBP <90 mmHg. 

Treatment goal: <150/100mmHg


	Time to achieve target blood pressure. 

Need for additional antihypertensive therapy. 

Length of hospital stay after delivery.
 
Maternal mortality. 

	Randomisation
	Allocation concealment
	Performance
	Detection
	Attrition
	Reporting

	Sharma 2017
	Recruited in the USA. 

Randomisation using computer generated random numbers. 

Allocation concealment using sequentially numbered, sealed opaque envelopes. 


	50 postpartum women. 

All with a diagnosis of gestational hypertension, preeclampsia, or chronic hypertension not previously on medication. 

BP threshold: SBP ≥150mmHg or DBP ≥100 mmHg. 

Excluded women with using other antihypertensives, known AV heart block, HR <60 or >120bpm, contraindication to nifedipine/labetalol, renal disease, heart failure, asthma or medicated chronic hypertension. 

Groups similar with regards to age, BMI, race, parity and comorbidities.



	N=25. Intervention was Labetalol 200mg BD PO, increased up to 800mg twice daily as needed. Continued for as long as needed. 

N=25. Control was Nifedipine 20mg OD PO, increased up to 90mg OD as needed. Continued for as long as needed. 

	Time to achieve target blood pressure.

BP post discharge.
 
Need for additional antihypertensive therapy. 

Length of hospital stay following delivery. 

Safety data (maternal adverse events). 

	Randomisation
	Allocation concealment
	Performance
	Detection
	Attrition
	Reporting

	Spiegelman 2020
	Recruited in the USA. 

Randomisation using computer generated random allocation sequence. 

Allocation concealment not described.
	213 postpartum women.

All with a diagnosis of hypertensive disorder of pregnancy. 

BP threshold not defined. 

Marital status differed between the groups; otherwise, baseline characteristics were similar (these characteristics were not described). 

	N=101. Intervention was remote patient monitoring system. This was a bluetooth-enabled BP cuff that transmitted readings to off-site nurses according to a pre-specified escalation pathway. 

N=112. Control was usual care. This was standard BP cuff and paper log with instructions on when to contact provider. 
	Postnatal readmission to secondary care.
 
Safety data (adverse events). 

Need for additional antihypertensive therapy. 

	Randomisation
	Allocation concealment
	Performance
	Detection
	Attrition
	Reporting

	Tully 2024
	Recruited in the USA. 

Randomisation method using computer generated random numbers.

No allocation concealment.

	100 postpartum women. 

All with a diagnosis of chronic hypertension requiring medication, gestational hypertension, pre-eclampsia (non-severe, severe or superimposed). 

BP threshold not defined.

Excluded women <18 years or >60 years old, no access to mobile phone or unmedicated chronic hypertension. 

Groups were similar with regards to age, parity, HDP diagnosis, language, ethnicity, education, income, insurance, travel time to hospital and length of hospital stay. 
More women were discharged on antihypertensives in the intervention group.
	N=50. Intervention was at-home BP monitoring at 2-5 days post-discharge using a digital BP cuff. Participants received text message reminders to check BP and were contacted by clinic staff to review BP log on days 7-10. 

N=50. Control was standard care – BP assessment at 2-5 days post-discharge in the office. Participants were given high BP information hand-outs and instructed to follow-up in obstetric clinic for BP check within 5 days after discharge from hospital.

	Women’s satisfaction with care. 

Postnatal readmission to secondary care. 

	Randomisation
	Allocation concealment
	Performance
	Detection
	Attrition
	Reporting

	Veena 2017
	Recruited in India. 

Randomisation method via block randomisation. 

Allocation concealment by sealed opaque envelopes. 


	100 postpartum women.

All with an antenatal diagnosis of severe pre-eclampsia. 

BP threshold: SBP ≥150mmHg or DBP ≥100mmHg. 

Excluded women who were haemodynamically unstable, hypokalaemic, already on potassium supplementation and diuretics or delivered at < 20 weeks gestation.

Groups were similar with regards to age, parity, BP on admission, laboratory values, gestational age at delivery and eclampsia. More women had ascites in intervention group.


	N=50. Intervention was Furosemide 20mg OD PO AND Nifedipine 10mg TDS PO for 3 days. 

N=50 Control was Nifedipine 10mg TDS PO for 3 days.

	Systolic, diastolic and mean arterial blood pressure changes.

BP before and following discharge. 

Need for additional antihypertensive therapy.

Length of hospital stay following delivery.
Safety data (maternal adverse events). 

	Randomisation
	Allocation concealment
	Performance
	Detection
	Attrition
	Reporting

	Vermillion 1999
	Recruited in the USA. 

Randomisation using computer generated random numbers. 

Allocation concealment using third party randomisation. 

	50 women included (21 postpartum). 

All with a diagnosis of severe pre-eclampsia or super-imposed pre-eclampsia. 

BP threshold: SBP >160-180mmHg or DBP >110mmHg. 

Excluded women with gestational age <24 weeks, known AV heart block, asthma, exposure to either study drug within 24h of enrolment. 
Groups were similar with regards to age, race, maternal weight, chronic hypertension, gestational age and BP at recruitment.

	N=25 (11 postnatal). Intervention was Labetalol IV (plus PO placebo), 20mg then 40mg, 80mg, 80mg, 80mg.

N=25 (10 postnatal). Control was Nifedipine PO (plus IV placebo), 10mg STAT then 20mg every 20 minutes. 

If therapeutic goal was not reached after 5 doses, blinded crossover to alternative medication. If not reached after 5 doses, received 30mg boluses of diazoxide IV every 5 mins (unblinded)

Treatment goal: <160/100mmHg


	Time to achieve target blood pressure.  

Safety data (maternal adverse events). 

	Randomisation
	Allocation concealment
	Performance
	Detection
	Attrition
	Reporting

	Vigil de Gracia 2007
	Recruited in Panama. 

Randomisation using computer generated list. 

Allocation concealment with sequentially numbered opaque sealed envelopes.

	82 postpartum women.

All with a hypertensive disorder of pregnancy

BP threshold: SBP >160mmHg or DBP >110mmHg.

Excluded women if <24h since last dose of IV antihypertensive therapy, concurrent antihypertensive therapy, contraindication to labetalol or hydralazine. 

Both groups were similar with regards to HDP diagnosis, maternal age, parity, urinary protein and BP at recruitment.

	N=40. Intervention was Labetalol 20mg IV (then if target BP not achieved in 20 minutes, further 40mg IV was given, and then similarly, further 80mg IV every 5 minutes to a maximum of 300mg, equivalent to 5 doses). 

N=42. Control was hydralazine 5mg "slow" IV bolus (every 5 minutes to a maximum of 5 doses). 

All women were prescribed bedrest, magnesium sulphate (4g IV bolus then an infusion of 1g/h until 24 hours postpartum), plasma volume expansion (900 mL of Ringer's Lactate with 100ml of 25% albumin or 1000 ml of Ringer's Lactate at 75 ml/h for 12h). 


	Systolic and diastolic blood pressure changes.

Persistent postpartum hypertension. 

Need for additional antihypertensive therapy. 

Safety data (maternal adverse effects). 

	Randomisation
	Allocation concealment
	Performance
	Detection
	Attrition
	Reporting

	Viteri 2018
	Recruited in the USA. 

Randomisation using block randomisation. 

Allocation concealment using the Investigational Drug Service pharmacy. 


	118 postpartum women. 

All with a diagnosis of pre-eclampsia or superimposed pre-eclampsia. 

BP threshold: SBP >140mmHg +/- DBP >90mmHg or SBP >160mmHg +/- DBP >110mmHg if severe. 

Excluded women if urine output <30 mL/h,  heart failure, serum potassium <3mEq/L, diuretic use <24 hours prior, hypersensitivity to torsemide or sulfonylureas or pulmonary oedema. 

Groups similar with regards to age, BMI, race, marriage status, parity, smoking, illicit drug use, prenatal care, insurance and diabetes (gestational or pre-pregnancy).

	N=59. Intervention was Torsemide 20mg OD PO for 5 days. 

N=59. Control was placebo OD PO for 5 days. 

Note a large proportion of the study population “received NSAIDS”: 48/59 (83%) torsemide vs. 51/59 (86%) placebo.

	Systolic and diastolic blood pressure changes.

Breastfeeding at discharge. 

Postnatal readmission to secondary care. 

Long term cardiovascular outcomes. 

Maternal mortality. 

Need for additional antihypertensive therapy. 

Length of stay following delivery. 

Blood transfusion. 

Safety data (maternal adverse events).

	Randomisation
	Allocation concealment
	Performance
	Detection
	Attrition
	Reporting

	Walss Rodriguez 1991
	Recruited in Mexico. 

Randomisation using random number tables. 

Allocation concealment using numbered and sealed envelopes. 


	38 postpartum women. 

All with a diagnosis of severe pre-eclampsia. 

BP threshold: DBP >110mmHg.
 
Excluded women with chronic hypertension, renal disease and those in the ICU. 

Groups similar with regards to age, gestational age at delivery, obstetric history and days of hospital stay. 

	N=18. Intervention was Hydralazine 40mg PO Q6h, plus nifedipine 10mg SL if DBP >110. 

N=20. Control was usual care however if DBP >110, Nifedipine 10mg SLl was given.

Additional antihypertensive agent given if DBP >110 persistently. 

Treatment goal: DBP <110mmHg. 


	Systolic and diastolic blood pressure changes.

Need for additional antihypertensive therapy. 

	Randomisation
	Allocation concealment
	Performance
	Detection
	Attrition
	Reporting

	Wang 2023
	Recruited in the USA. 

Randomisation using permuted blocks with randomly varying block sizes by web-based data entry system. 

Allocation concealment by blinding study staff to randomisation. 


	110 postpartum women. 
 
All with a diagnosis of gestational hypertension or pre-eclampsia. 

BP threshold: >140/90mmHg or >160/110mmHg if severe. 

Excluded women <18 years of age, non-english speaking, chronic hypertension, pre-gestational diabetes, cardiac/kidney/liver disease, neonatal anomaly or prolonged NICU admission. 

Groups were similar with regards to age, race, partner status, income, insurance, other children, smoking, pre-delivery depression, intent to breastfeed, gestational age, mode of delivery, blood loss, neonatal birth weight, HDP diagnosis, gestational age at diagnosis. 



	N=54. Intervention was SNOO responsive bassinet. It is designed to respond to infant cries automatically by providing a rhythmic rocking motion and emitting engineered white noise sounds, thus improving neonatal sleep. 

N=56. Control was usual postnatal care inclusive of safe sleep education. 

	Systolic, diastolic and mean arterial blood pressure changes.

Long term cardiovascular outcomes (BP at 6 weeks). 

	Randomisation
	Allocation concealment
	Performance
	Detection
	Attrition
	Reporting

	Weiner 1984
	Recruited in the USA. 

Randomisation using random number tables. 

Allocation concealment via identical packaging and labelling of drugs A and B. 


	20 postpartum women.
All with a diagnosis of pre-eclampsia or superimposed pre-eclampsia. 

BP threshold: DBP >95mmHg.  

Excluded women with “potentially confounding illnesses”. 

Groups were similar with regards to age, gestational age at delivery, parity, BP on recruitment, uric acid, urine protein and platelet count. 

	N=11. Intervention was Ketanserin 10mg IV bolus followed by 4mg/h infusion. Supplemental boluses were given after 5 mins if no response, infusion rate was then increased as necessary to maintain DBP <95mmHg. 

N=9. Control was placebo. IV bolus given followed by an infusion. The same protocol was applied as with the intervention. 

If DBP persistently >105mmHg, infusion was discontinued and other drug was initiated.
A 30-minute latency period was given between drugs unless BP necessitated immediate intervention.

	Systolic, diastolic and mean arterial blood pressure changes.

Safety data (maternal adverse events). 

	Randomisation
	Allocation concealment
	Performance
	Detection
	Attrition
	Reporting

	Yoselevsky 2022
	Recruited in the USA. 

Randomisation method not described.

Allocation concealment not described.

	94 postpartum women. 

All with a diagnosis of a hypertensive disorder of pregnancy or chronic hypertension. 

BP threshold not defined.

Excluded women if sustained HR <60 or >120 bpm >4h, allergy or contraindication to any of the antihypertensives, creatinine >1.5, history of failed treatment with any of the antihypertensives, requiring ≥2 daily antihypertensives during pregnancy.

Groups similar with regards to age, BMI, race, insurance, parity, twin gestation, delivery type, gestational age at delivery, HDP diagnosis, diabetes, creatinine and receipt of furosemide. 

	N=47. Intervention was Enalapril 10mg OD PO. 

N=47. Control was Nifedipine ER 30mg OD PO. 

	Postnatal readmission to secondary care.

Need for additional antihypertensive therapy. 

Length of hospital stay after delivery.
 
Maternal mortality. 

Safety data (maternal adverse events). 

	Randomisation
	Allocation concealment
	Performance
	Detection
	Attrition
	Reporting



Table S2: Characteristics of included trials of medications*
	
	N participants
	Furosemide
	Torsemide
	LB
	MD
	Nifed
	Hydral
	Other
	Placeboł
	No therapy
	Both groups

	DIURETIC (N=7 trials, n=1113 participants)

	Ascarelli 2005
	264
	20mg + K
	-
	-
	-
	-
	-
	-
	-
	●
	nifedipine

	Bozorgan 2022
	109
	20mg
	-
	-
	-
	-
	-
	-
	-
	●
	prior med†

	Cursino 2015 
	120
	40mg
	-
	-
	-
	-
	-
	-
	-
	●
	-

	Lopes 2021
	384
	20mg
	-
	-
	-
	-
	-
	-
	-
	●
	nifedipine

	Matthews 1997
	18
	40mg
	-
	-
	-
	-
	-
	-
	●
	-
	-

	Veena 2017
	100
	20mg
	-
	-
	-
	-
	-
	-
	-
	●
	nifedipine

	Viteri 2018
	118
	-
	20mg
	-
	-
	-
	-
	-
	●
	-
	-

	ANTIHYPERTENSIVE THERAPY for NON-SEVERE HYPERTENSIONǂ (N=12 trials, n=961 participants)

	Ainuddin 2019
	124
	
	
	● po
	
	● po LA
	
	
	
	
	

	[bookmark: _Hlk156249840]Barton 1990
	31
	
	
	
	
	● po (cap)
	
	
	●
	
	

	Fidler 1982
	80
	
	
	
	● po
	
	
	●Timolol po
	
	
	

	Fishel Bartal 2023
	58
	
	
	
	
	● po
	
	●HCTZ+lisinopril
	
	
	

	Griffis 1989
	26
	
	
	
	● IM
	
	● IV
	
	
	
	

	Gupta 2023
	130
	
	
	● po
	
	
	
	● Amlodipine
	
	
	

	Hladunewich 2006
	45
	
	
	
	
	
	
	●L-arginine po/IV
	●
	
	

	Marques 2025
	172
	
	
	
	● po
	
	
	●Capt po
	
	
	

	Pratt 2025
	131
	
	
	
	
	● po ER
	
	●Amlodipine
	
	
	

	Sharma 2017
	50
	
	
	● po
	
	● po ER
	
	
	
	
	

	Weiner 1984
	20
	
	
	
	
	
	
	●Ketanserin IV
	●
	
	

	Yoselevsky 2022
	94
	
	
	
	
	● po
	
	●Enalapril po
	
	
	

	ANTIHYPERTENSIVE THERAPY FOR SEVERE HYPERTENSION (N=8 trials, n=403 participants)

	Arias Hernandez 2020
	42
	
	
	
	
	● po
	
	Diltiazem po
	
	
	

	Garden 1982
	12 (6 PN)
	
	
	● IV 
	
	
	● IV
	
	
	
	

	Mabie 1987
	41
	
	
	● IV
	
	
	● IV
	
	
	
	

	Neto 2017
	90
	
	
	
	
	
	
	Clon po 
	Capt po
	
	
	

	Sayin 2005
	83
	
	
	
	● po
	● po
	
	
	
	
	

	Vigil de Gracia 2007
	82
	
	
	● IV
	
	
	● IV
	
	
	
	

	Vermillion 1999
	50 (21 PN)
	
	
	● IV
	
	● po
	
	
	
	
	

	Walss Rodriguez 1991
	38
	
	
	
	
	● SL prn
	● po+SL nifed prn
	
	
	
	


AHTN (antihypertensive), Capt (captopril), Clon (clonidine), ER (extended release), K (potassium), HCTZ (hydrochlorothiazide), Hydral (hydralazine), LB (labetalol), MD (methyldopa), med (medication), nifed (nifedipine), prn (as needed), PN (postnatal)

* The intervention group is shaded in light blue, and the control group in amber.
† At discretion of care-provider. 
ǂ The trial by Aderibigbe 2022 is not represented here, as the intervention was a target BP ≥140/90mmHg, and the control a target BP ≥150/95mmHg.


























Table S3: Summary of findings for DIURETIC vs. control (non-severe hypertension) 
	Comparisons
	Risk with control
	Risk with 
diuretic
	N participants (N studies)
	Relative risk
(95% CI), (95% PI if applicable)
	Tau2 
(Chi2 for subgroups)
	I2
	Certainty of evidence (GRADE)

	BP CONTROL
	
	
	
	
	
	
	

	POOR BP CONTROL
	
	
	
	
	
	
	

	Poor BP control - diuretic only vs control
	606 per 1000
	491 per 1000
(388 to 612)
	256
(3 RCTs) 
	RR 0.81
(0.64 to 1.01)
	0.00
	0%
	⊕⊕⊕⊝
Moderatea

	Poor BP control - diuretic + AHTN vs control + AHTN
	210 per 1000
	103 per 1000
(65 to 160)
	440
(2 RCTs) 
	RR 0.49
(0.31 to 0.76)
	0.00
	0%
	⊕⊕⊝⊝
Lowb

	POOR BP CONTROL – TOTAL
(Test for subgroup differences: Chi²=3.82, df=1, P=0.05, interaction I²=73.8%)
	355 per 1000
	252 per 1000
(199 to 327)
	696
(5 RCTs) 
	RR 0.71
(0.56 to 0.92),
(95% PI:
0.49-1.04)
	0.05
	25%
	⊕⊝⊝⊝
Very lowb,c

	ADDITIONAL ANTIHYPERTENSIVE THERAPY
	
	
	
	
	
	
	

	Additional antihypertensive needed - diuretic only vs control
	232 per 1000
	197 per 1000
(146 to 269)
	520
(4 RCTs) 
	RR 0.85
(0.63 to 1.16)
	0.00
	0%
	⊕⊕⊝⊝
Lowb

	Additional antihypertensive needed - diuretic + AHTN vs control + AHTN
	269 per 1000
	234 per 1000
(110 to 488)
	593
(3 RCTs) 
	RR 0.87
(0.41 to 1.81)
	0.34
	86%§
	⊕⊝⊝⊝
Very lowb,c

	ADDITIONAL ANTIHYPERTENSIVE – TOTAL
(Test for subgroup differences: Chi²=0.00, df=1, P=0.97, interaction I²=0%)
	252 per 1000

	237 per 1000
(166 to 335)
	1113
(7 RCTs) 
	RR 0.94
(0.66 to 1.33),
(95% PI:
0.46-1.93)ǁ
	0.10
	61%§
	⊕⊝⊝⊝
Very lowb,c

	BP VALUES
	
	
	
	
	
	
	

	Systolic BP
	Mean was 0
	MD 4.0 lower
(6.22 lower to 1.78 lower)
	102
(1 RCT) 
	NA
	NA
	NA
	⊕⊝⊝⊝
Very lowd,e

	Diastolic BP
	Mean was 0
	MD 0
(1.55 lower to 1.55 higher)
	102
(1 RCT) 
	NA
	NA
	NA
	⊕⊝⊝⊝
Very lowd,e

	MAP
	Mean was 0
	MD 1 lower
(2.61 lower to 0.61 higher)
	102
(1 RCT) 
	NA
	NA
	NA
	⊕⊝⊝⊝
Very lowd,e

	MATERNAL MORTALITY AND MORBIDITY
	
	
	
	
	
	
	

	Maternal mortality
	0 per 1000 
(0/59)
	0 per 1000 (0 to 61) 
(0/59)
	118
(1 RCT) 
	Not estimable*
	NA
	NA
	⊕⊕⊝⊝
Lowe

	Stroke 
	0 per 1000 (0/251)
	0 per 1000 (0 to 15) (0/251)
	502
(2 RCTs) 
	Not estimable*
	NA
	NA
	⊕⊝⊝⊝
Very lowb

	Blood transfusion
	0 per 1000
(0/59)
	0 per 1000 (0 to 61)
(0/59)
	118
(1 RCT) 
	Not estimable*
	NA
	NA
	⊕⊕⊝⊝
Lowe

	Safety data (maternal adverse event) - diuretic only vs control
	42 per 1000

	31 per 1000
(11 to 88)
	382
(2 RCTs) 
	RR 0.75
(0.27 to 2.10)
	NA
	NA†
	⊕⊕⊝⊝
Lowb

	Safety data (maternal adverse event) - diuretic + AHTN vs control + AHTN
	0 per 1000
(0/242)
	0 per 1000 (0 to 16)
(0/242)
	484
(2 RCTs) 
	Not estimable*
	NA
	NA
	⊕⊕⊝⊝
Lowb

	BREASTFEEDING AT HOSPITAL DISCHARGE
	746 per 1000

	798 per 1000
(656 to 969)
	118
(1 RCT) 
	RR 1.07
(0.88 to 1.30)
	NA
	NA
	⊕⊕⊝⊝
Lowe

	POSTNATAL LENGTH OF HOSPITAL STAY
	Not pooled
	Not pooled
	(0 studies)
	NA
	NA
	NA
	NA

	POSTNATAL READMISSION TO SECONDARY CARE
	
	
	
	
	
	
	

	Postnatal readmission - diuretic only vs. control
	17 per 1000

	51 per 1000
(5 to 475)
	118
(1 RCT) 
	RR 3.00
(0.32 to 28.02)
	NA
	NA
	⊕⊕⊝⊝
Lowe

	Postnatal readmission - diuretic + AHTN vs control + AHTN
	83 per 1000
	47 per 1000
(21 to 103)
	384
(1 RCT) 
	RR 0.56
(0.25 to 1.24)
	NA
	NA
	⊕⊕⊝⊝
Lowd

	POSTNATAL READMISSION – TOTAL (Test for subgroup differences: Chi²=1.92, df=1, P=0.17, I²=47.8%)
	68 per 1000

	63 per 1000
(14 to 283)
	502
(2 RCTs) 
	RR 0.93
(0.21 to 4.18), (95% PI:
0.10-8.43)ǁ
	0.68
	48%§
	⊕⊕⊝⊝
Lowb,f

	LONGER-TERM CV OUTCOMES
	250 per 1000
	300 per 1000
(65 to 1000)
	18
(1 RCT) 
	RR 1.20
(0.26 to 5.53)
	NA
	NA
	⊕⊝⊝⊝
Very lowg,h

	WOMEN’S SATISFACTION WITH CARE
	Not pooled
	Not pooled
	(0 studies)
	Not pooled
	NA
	NA
	NA



BP (blood pressure), CI (confidence interval), CV (cardiovascular), MAP (mean arterial pressure), MD (mean difference), OR (odds ratio), MD (mean difference), NA (not applicable), PI (prediction interval), RCT (randomised controlled trial), RR (risk ratio)
Rows in grey are subgroups of the same outcome.
* No events were reported in either trial arm.
† Test of heterogeneity not applicable as only one trial reported events in at least one group.
§ Tau was also >0 or p was <0.10, indicating substantial heterogeneity.
ǁ Leave-out-one analyses, failed to identify the source of between-trial heterogeneity, with residual I2 values of 91% leaving out Bozorgan 2006, 86% leaving out Lopes 2021, and 91% leaving out Veena 2017.
a Small sample size <150/group
b At least one trial at high risk of bias
c I2 >60%
d High risk of bias
e Very small sample size <100/group
f I2 31-60%
g Unclear risk of bias
h Extremely small sample size <50/group

Table S4: Summary of findings for ANTIHYPERTENSIVE THERAPY vs. PLACEBO/NO THERAPY (NON-SEVERE postpartum hypertension)*
	Outcomes
	Risk with no antihypertensive 
	Risk with antihypertensive 
	N participants
(N studies)
	RR 
(95% CI)
	Tau2
	I2
	Certainty of evidence
(GRADE)

	BP CONTROL
	
	
	
	
	
	
	

	POOR BP CONTROL
	Not pooled
	Not pooled
	(0 studies)
	Not pooled
	NA
	NA
	NA

	ADDITIONAL ANTIHYPERTENSIVE THERAPY 
	
	
	
	
	
	
	

	Additional antihypertensive required – nifedipine vs. placebo
	0 per 1000 (0/15)
	0 per 1000 (0 to 194)
(0/16)
	31
(1 RCT) 
	Not estimable*
	NA
	NA
	⊕⊝⊝⊝
Very lowb,c

	BP VALUES
	
	
	
	
	
	
	

	Systolic BP - L-Arginine vs placebo
	Mean was 0
	MD 3.00 lower
(12.94 lower to 6.94 higher)
	45
(1 RCT) 
	NA
	NA
	NA
	⊕⊝⊝⊝
Very lowa,b

	Diastolic BP - L-Arginine vs placebo
	Mean was 0
	MD 0
(5.84 lower to 5.84 higher)
	45
(1 RCT) 
	NA
	NA
	NA
	⊕⊝⊝⊝
Very lowa,b

	MAP - L-Arginine vs placebo
	Mean was 0
	MD 1.00 lower
(8.01 lower to 6.01 higher)
	45
(1 RCT) 
	NA
	NA
	NA
	⊕⊝⊝⊝
Very lowa,b

	MAP – nifedipine vs. placebo
	Mean was 0
	MD 6.30 lower (7.83 lower to 4.77 lower)
	31
(1 RCT) 
	NA
	NA
	NA
	⊕⊝⊝⊝
Very lowb,c 

	MATERNAL MORTALITY AND MORBIDITY
	
	
	
	
	
	
	

	Maternal mortality
	Not pooled
	Not pooled
	(0 studies)
	Not pooled
	NA
	NA
	NA

	Early stroke
	Not pooled
	Not pooled
	(0 studies)
	Not pooled
	NA
	NA
	NA

	Blood transfusion
	Not pooled
	Not pooled
	(0 studies)
	Not pooled
	NA
	NA
	NA

	Safety data (Maternal adverse events) – L-arginine vs. placebo
	0 per 1000 
(0/23)
	0 per 1000 (0 to 149)
(0/22)
	45
(1 RCT) 
	Not estimable*
	NA
	NA*
	⊕⊝⊝⊝
Very lowa,b

	Safety data (Maternal adverse events) – ketanserin IV vs. placebo 
	50 per 1000
	200/1000 
(81 to 416)
	40
(1 RCT) 
	4.00 
(0.49-32.72)
	NA
	NA
	⊕⊝⊝⊝
Very lowa,b

	BREASTFEEDING AT HOSPITAL DISCHARGE
	Not pooled
	Not pooled
	(0 studies)
	Not pooled
	NA
	NA
	NA

	POSTNATAL LENGTH OF HOSPITAL STAY
	Not pooled
	Not pooled
	(0 studies)
	Not pooled
	NA
	NA
	NA

	POSTNATAL READMISSION TO SECONDARY CARE
	Not pooled
	Not pooled
	(0 studies)
	Not pooled
	NA
	NA
	NA

	LONGER-TERM CV OUTCOMES
	Not pooled
	Not pooled
	(0 studies)
	Not pooled
	NA
	NA
	NA

	WOMEN’S SATISFACTION WITH CARE
	Not pooled
	Not pooled
	(0 studies)
	Not pooled
	NA
	NA
	NA



BP (blood pressure), CI (confidence interval), CV (cardiovascular), MAP (mean arterial pressure), MD (mean difference), NA (not applicable), RCT (randomised controlled trial), RR (relative risk)
Rows in grey are subgroups of the same outcome.
* No events were reported in either trial arm. 
† Test of heterogeneity not applicable as only one trial reported events in at least one group.
a High risk of bias
b Extremely small sample size <50/group
c Unclear risk of bias


Table S5: Summary of findings for antihypertensive vs. other antihypertensive for non-severe or severe postpartum hypertension*
Table S5a: Summary of findings for ANTIHYPERTENSIVE vs. OTHER antihypertensive (NON-SEVERE postpartum hypertension)*
	Outcomes
	Risk with alternative antihypertensive (control)
	Risk with antihypertensive (intervention), (95% PI if applicable)
	RR 
(95% CI), (95% PI if applicable)
	N participants
(N studies)
	Tau2
	I2
	Certainty of evidence
(GRADE)

	BP CONTROL
	
	
	
	
	
	
	

	POOR BP CONTROL
	
	
	
	
	
	
	

	Poor BP control - labetalol vs amlodipine
	31 per 1000
	77 per 1000
(15 to 382)
	RR 2.50
(0.50 to 12.42)
	130
(1 RCT)
	NA
	NA
	⊕⊝⊝⊝
Very lowa,b

	Poor BP control - HCTZ+lisinopril vs nifedipine
	139 per 1000

	193 per 1000
(65 to 574)
	RR 1.39
(0.47 to 4.13)
	67
(1 RCT)
	NA
	NA
	⊕⊝⊝⊝
Very lowa,c

	Poor BP control – captopril vs. methyldopa
	920 per 1000
	948 per 1000
(883 to 1030)
	RR 1.03
(0.96 to 1.12)
	172
(1 RCT)
	NA
	NA
	⊕⊝⊝⊝
Very lowa,b

	ADDITIONAL ANTIHYPERTENSIVE THERAPY
	
	
	
	
	
	
	

	Additional antihypertensive required - Other antihypertensive vs nifedipine (Non-severe)
	146 per 1000

	245 per 1000
(135 to 444)
	RR 1.67
(0.92 to 3.03), (95% PI:
0.55 to 5.08) ǁ
	455
(5 RCTs)
	0.23
	52%§
	⊕⊝⊝⊝
Very lowd,f

	Additional antihypertensive required - methyldopa vs other (Non-severe)
	44 per 1000

	22 per 1000
(5 to 87)
	RR 0.33
(0.04 to 3.07),
(95% CI:
0.12 to 1.97)
	278
(3 RCTs)
	0
	0%
	⊕⊕⊝⊝
Lowd

	BP VALUES
	
	
	
	
	
	
	

	Systolic BP – labetalol vs amlodipine
	Mean was 0
	MD 1.40 higher
(0.11 to 2.69 higher)
	NA
	130 
(1 RCT)
	NA
	NA
	⊕⊝⊝⊝
Very lowa,b

	Systolic BP – methyldopa vs timolol
	Mean was 0
	MD 0.70 lower (4.55 lower to 3.15 higher) 
	NA
	23
(1 RCT)
	NA
	NA
	⊕⊝⊝⊝
Very lowa,c

	Systolic BP - HCTZ+lisinopril vs nifedipine
	Mean was 0 
	Not pooledǂ
	NA
	67
(1 RCT)
	NA
	NA
	⊕⊝⊝⊝
Very lowa,c

	Systolic BP - captopril vs. methyldopa
	Mean was 0
	MD 2.20 higher (1.58 lower to 5.98 higher)
	NA
	172
(1 RCT)
	NA
	NA
	⊕⊝⊝⊝
Very lowa,b

	
	
	
	
	
	
	
	

	Diastolic BP - labetalol vs amlodipine
	Mean was 0
	MD 0.6 higher
(0.72 lower to 1.92 higher)
	NA
	130
(1 RCT)
	NA
	NA
	⊕⊝⊝⊝
Very lowa,b

	Diastolic BP - methyldopa vs timolol
	Mean was 0
	MD 2.6 higher
(0.33 lower to 5.53 higher)
	NA
	23
(1 RCT)
	NA
	NA
	⊕⊝⊝⊝
Very lowa,c

	Diastolic BP - HCTZ+lisinopril vs nifedipine
	Mean was 0
	Not pooledǂ
	NA
	67
(1 RCT)
	NA
	NA
	⊕⊝⊝⊝
Very lowa,c

	Diastolic BP - captopril vs. methyldopa
	Mean was 0
	MD 2.40 higher (0.66 lower to 5.46 higher)
	NA
	172
(1 RCT)
	NA
	NA
	⊕⊝⊝⊝
Very lowa,b

	
	
	
	
	
	
	
	

	MAP - methyldopa vs timolol
	Mean was 0
	MD 1.5 higher
(1.43 lower to 4.43 higher)
	NA
	23
(1 RCT)
	NA
	NA
	⊕⊝⊝⊝
Very lowa,c

	MAP - captopril vs. methyldopa
	Mean was 0
	MD was 2.40 higher (0.15 lower to 4.03 higher)
	NA
	172
(1 RCT)
	NA
	NA
	⊕⊝⊝⊝
Very lowa,b

	MATERNAL MORTALITY AND MORBIDITY
	
	
	
	
	
	
	

	Maternal mortality - other antihypertensive vs nifedipine (Non-severe)
	0 per 1000
(0/148)
	0 per 1000 (0 to 26)
(0/143)
	Not estimable*
	291
(3 RCTs)
	NA
	NA*
	⊕⊝⊝⊝
Very lowb,d

	Maternal mortality - methyldopa vs hydralazine (Non-severe)
	0 per 10000
(0/12)
	0 per 1000
(0/14)
	Not estimable*
	26
(1 RCT)
	NA
	NA*
	⊕⊝⊝⊝
Very lowa,c,g

	
	
	
	
	
	
	
	

	Early stroke (within 6 weeks) - labetalol vs amlodipine
	0 per 1000
(0/65)
	0 per 1000 (0 to 82)
(1/65)
	RR 3.00
(0.12 to 72.31)
	130
(1 RCT)
	NA
	NA
	⊕⊝⊝⊝
Very lowa,b

	Early stroke (within 6 weeks) - HCTZ+lisinopril vs nifedipine
	0 per 1000
(0/36)
	0 per 1000 (0 to 110)
(0/31)
	Not estimable*
	67
(1 RCT)
	NA
	NA
	⊕⊝⊝⊝
Very lowa,c

	Blood transfusion
	Not pooled
	Not pooled
	(0 studies)
	Not pooled
	NA
	NA
	NA

	Safety data (Maternal adverse events) - other antihypertensive vs nifedipine (Non-severe)
	12 per 1000

	13 per 1000
(2 to 90)
	RR 1.16
(0.17 to 7.77)
	341
(4 RCTs)
	NA
	NA†
	⊕⊕⊝⊝
Lowd

	Safety data (Maternal adverse events) - methyldopa vs other (Non-severe)
	19 per 1000

	38 per 1000
(4 to 407)
	RR 2.00
(0.19 to 21.18)
	106
(2 RCTs)
	NA
	NA†
	⊕⊝⊝⊝
Very lowb,d

	BREASTFEEDING AT HOSPITAL DISCHARGE
	
	
	
	
	
	
	

	Breastfeeding at discharge - HCTZ+ lisinopril vs. nifedipine
	528 per 1000

	676 per 1000
(459 to 1000)
	RR 1.28
(0.87 to 1.90)
	67
(1 RCT)
	NA
	NA
	⊕⊝⊝⊝
Very lowa,c

	POSTNATAL LENGTH OF HOSPITAL STAY
	
	
	
	
	
	
	

	Length of hospital stay - other antihyper-tensive vs. Nifedipine (Non-severe)
	Mean was 0
	MD 0.05 higher
(0.32 lower to 0.42 higher), (95% PI: 
0.32 lower to 0.42 higher)
	NA
	455
(5 RCTs)
	0.00
	0%
	⊕⊕⊝⊝
Lowd

	POSTNATAL READMISSION TO SECONDARY CARE
	
	
	
	
	
	
	

	Postnatal readmission to secondary care - antihypertensive therapy vs. nifedipine
	39 per 1000

	53 per 1000
(19 to 153)
	RR 1.34
(0.47 to 3.87), (95% PI:
0.47 to 3.87)
	281
(3 RCTs)
	0.00
	0%
	⊕⊝⊝⊝
Very lowd,e

	LONGER-TERM CV OUTCOMES
	Not pooled
	Not pooled
	(0 studies)
	Not pooled
	NA
	NA
	NA

	WOMEN’S SATISFACTION WITH CARE
	Not pooled
	Not pooled
	(0 studies)
	Not pooled
	NA
	NA
	NA



BP (blood pressure), CI (confidence interval), CV (cardiovascular), MAP (mean arterial pressure), MD (mean difference), NA (not applicable), PI (prediction interval), RCT (randomized controlled trial), RR (relative risk)
Rows in grey are subgroups of the same outcome.
* No events were reported in either trial arm. 
† Test of heterogeneity not applicable as only one trial reported events in at least one group.
ǂ Only mean BP values were provided, without standard deviation.
§ Tau was also >0 or p was <0.10, indicating substantial heterogeneity.
ǁ By leave-out-one analysis, heterogeneity was attributable to the Sharma 2017 trial, exclusion of which reduced I2 to 6%, RR 2.07 (1.32 to 3.27), 95% PI (1.24-3.46).


a High risk of bias
b Very sample size <100/group
c Extremely small sample size <50/group
d At least two trials at high risk of bias
e Small sample size <150/group
f I2 31-60%
g Grossly underpowered to assess this outcome



Table S5b:  Summary of findings for ANTIHYPERTENSIVE vs. OTHER antihypertensive (SEVERE postpartum hypertension)*
	Outcomes
	Risk with alternative antihypertensive therapy
	Risk with Antihypertensive therapy (95% PI if applicable)
	RR 
(95% CI), (95% PI if applicable)
	N participants
(N studies)
	Tau2
	I2
	Certainty of evidence
(GRADE)

	BP CONTROL
	
	
	
	
	
	
	

	POOR BP CONTROL
	
	
	
	
	
	
	

	Poor BP control - labetalol vs hydralazine
	0 per 1000

	0 per 1000
(0 to 0)
	RR 3.15
(0.13 to 75.05)
	82
(1 RCT)
	NA
	NA
	⊕⊝⊝⊝
Very lowa,b

	ADDITIONAL ANTIHYPERTENSIVE THERAPY
	
	
	
	
	
	
	

	Additional antihypertensive required - other antihypertensive vs nifedipine
	194 per 1000

	198 per 1000
(51 to 885)
	RR 2.02
(0.74 to 5.55), (95% PI: 0.49 to 8.29))
	142
(3 RCTs)
	NA
	30%
	⊕⊝⊝⊝
Very lowa,f

	Additional antihypertensive required - clonidine vs captopril
	822 per 1000

	814 per 1000
(666 to 995)
	RR 0.99
(0.81 to 1.21)
	88
(1 RCT)
	NA
	NA
	⊕⊝⊝⊝
Very lowb

	BP VALUES
	
	
	
	
	
	
	

	Systolic BP - diltiazem vs nifedipine
	Mean was 0
	MD 13.6 lower
(19.43 lower to 7.77 lower)
	NA
	42
(1 RCT)
	NA
	NA
	⊕⊝⊝⊝
Very lowa,b

	Systolic BP - hydralazine vs nifedipine
	Mean was 0
	MD 5.6 lower
(15.14 lower to 3.94 higher)
	NA
	38
(1 RCT)
	NA
	NA
	⊕⊝⊝⊝
Very lowa,b

	Systolic BP - clonidine vs captopril
	Mean was 0
	MD 3 lower
(8.66 lower to 2.66 higher)
	NA
	88
(1 RCT)
	NA
	NA
	⊕⊝⊝⊝
Very lowb

	
	
	
	
	
	
	
	

	Diastolic BP - diltiazem vs nifedipine 
	Mean was 0
	MD 8.8 lower
(13.04 lower to 4.56 lower)
	NA
	42
(1 RCT)
	NA
	NA
	⊕⊝⊝⊝
Very lowa,b

	Diastolic BP - hydralazine vs nifedipine
	Mean was 0
	MD 2.9 lower
(45.14 lower to 39.34 higher)
	NA
	38
(1 RCT)
	NA
	NA
	⊕⊝⊝⊝
Very lowa,b

	Diastolic BP - clonidine vs captopril
	Mean was 0
	MD 1.3 lower
(5.29 lower to 2.69 higher)
	NA
	88
(1 RCT)
	NA
	NA
	⊕⊝⊝⊝
Very lowb

	
	
	
	
	
	
	
	

	MAP - diltiazem vs nifedipine
	Mean was 0
	MD 10.3 lower
(14.55 lower to 6.05 lower)
	NA
	42
(1 RCT)
	NA
	NA
	⊕⊝⊝⊝
Very lowa,b

	MAP - hydralazine vs nifedipine
	Mean was 0
	MD 3.8 lower
(46.04 lower to 38.44 higher)
	NA
	38
(1 RCT)
	NA
	NA
	⊕⊝⊝⊝
Very lowa,b

	MAP - clonidine vs captopril
	Mean was 0
	MD 1.8 lower
(5.79 lower to 2.19 higher)
	NA
	88
(1 RCT)
	NA
	NA
	⊕⊝⊝⊝
Very lowb

	MATERNAL MORTLITY AND MORBIDITY
	
	
	
	
	
	
	

	Maternal mortality - Labetalol vs Hydralazine
	0 per 1000
(0/43)
	0 per 1000 (0 to 79)
(0/45)
	Not estimable*
	88
(2 RCTs)
	NA
	NA
	⊕⊝⊝⊝
Very lowb,c,d

	Maternal mortality – Methyldopa vs Nifedipine
	0 per 1000 
(0/42)
	0 per 1000 
(0/41)
	Not estimable*
	83 
(1 RCT)
	NA
	NA
	⊕⊝⊝⊝
Very lowa,b

	Early stroke (within 6 weeks)
	Not pooled
	Not pooled
	Not pooled
	(0 studies)
	NA
	NA
	NA

	Blood transfusion
	Not pooled
	Not pooled
	Not pooled
	(0 studies)
	NA
	NA
	NA

	Safety data (Maternal adverse events) - labetalol vs hydralazine
	214 per 1000

	176 per 1000
(73 to 424)
	RR 0.82
(0.34 to 1.98)
	82
(1 RCT)
	NA
	NA
	⊕⊝⊝⊝
Very lowa,b

	Safety data (Maternal adverse events) - other antihypertensive vs nifedipine
	214 per 1000

	176 per 1000
(73 to 424)
	RR 0.82
(0.34 to 1.98)
	82
(1 RCT)
	NA
	NA
	⊕⊝⊝⊝
Very lowb,e

	Safety data (Maternal adverse events) - clonidine vs captopril
	289 per 1000

	185 per 1000
(87 to 404)
	RR 0.64
(0.30 to 1.40)
	88
(1 RCT)
	NA
	NA
	⊕⊝⊝⊝
Very lowb

	BREASTFEEDING AT HOSPITAL DISCHARGE
	Not pooled
	Not pooled
	Not pooled
	(0 studies)
	NA
	NA
	NA

	POSTNATAL LENGTH OF HOSPITAL STAY
	
	
	
	
	
	
	

	Length of hospital stay - clonidine vs captopril
	Mean was 0
	MD 0.7 higher
(0.12 lower to 1.52 higher)
	NA
	88
(1 RCT)
	NA
	NA
	⊕⊝⊝⊝
Very lowb

	POSTNATAL READMISSION TO SECONDARY CARE
	Not pooled
	Not pooled
	Not pooled
	(0 studies)
	NA
	NA
	NA

	LONGER-TERM CV OUTCOMES
	Not pooled
	Not pooled
	Not pooled
	(0 studies)
	NA
	NA
	NA

	WOMEN’S SATISFACTION WITH CARE
	Not pooled
	Not pooled
	Not pooled
	(0 studies)
	NA
	NA
	NA



BP (blood pressure), CI (confidence interval), CV (cardiovascular), MAP (mean arterial pressure), MD (mean difference), NA (not applicable), PI (prediction interval), RCT (randomised controlled trial), RR (relative risk)
Rows in grey are subgroups of the same outcome.
* No events were reported in either trial arm. 
† Test of heterogeneity not applicable as only one trial reported events in at least one group.
ǂ Only mean BP values were provided, without standard deviation.

a High risk of bias
b Extremely small sample size <50/group
c I2 trials at high risk of bias
d Grossly underpowered for this outcome.
e Unclear risk of bias
f Very small sample size <100/group


Table S6: Summary of findings for UTERINE CURETTAGE vs. usual care for severe pre-eclampsia

	Outcomes
	Risk with control
	Risk with Uterine curettage (95% PI if applicable)
	Relative effect
(95% CI), (95% PI if applicable)
	N participants
(studies)
	Tau2
	I2
	Certainty of evidence
(GRADE)

	BP CONTROL
	
	
	
	
	
	
	

	POOR BP CONTROL
	Not pooled
	Not pooled
	Not pooled
	(0 studies)
	NA
	NA
	NA

	ADDITIONAL ANTIHYPERTENSIVE THERAPY
	Not pooled
	Not pooled
	Not pooled
	(0 studies)
	NA
	NA
	NA

	BP VALUES
	
	
	
	
	
	
	

	Systolic BP
	Not pooled
	Not pooled
	Not pooled
	(0 studies)
	NA
	NA
	NA

	Diastolic BP
	Not pooled
	Not pooled
	Not pooled
	(0 studies)
	NA
	NA
	NA

	MAP
	Mean was 0
	MD 7.12 lower 
(15.01 lower to 0.78 higher), (95% PI: 22.71 lower to 8.47 higher) ǁ
	NA
	636
(3 RCTs)
	47.04
	97%
	⊕⊝⊝⊝
Very lowa,b,c

	MATERNAL MORTALITY AND MORBIDITY
	
	
	
	
	
	
	

	Maternal mortality
	0 per 1000
(0/50)
	0 per 1000 (0 to 71)
(0/50)
	Not estimable*
	100 
(1 RCT)
	NA
	NA
	⊕⊝⊝⊝
Very lowd,e,f

	Early stroke (within 6 weeks)
	Not pooled
	Not pooled
	Not pooled
	(0 studies)
	NA
	NA
	NA

	Blood transfusion
	Not pooled
	Not pooled
	Not pooled
	(0 studies)
	NA
	NA
	NA

	SAFETY DATA
	
	
	
	
	
	
	

	Uterine perforation
	0 per 1000
(0/50)
	0 per 1000 (0 to 71)
(0/50)
	Not estimable*
	100
(1 RCT)
	NA
	NA
	⊕⊝⊝⊝
Very lowd,f,g

	Uric acid [24h]
	Mean was 0
	MD 57.02 lower 
(103.45 lower to 10.6 lower), (95% PI: 131.03 lower to 16.98 higher)
	NA
	542
(2 RCTs)
	864.55
	76%
	⊕⊝⊝⊝
Very lowa,b,c

	AST/SGOT [24h]
	Mean was 0
	MD 7.92 lower
(12.35 lower to 3.49 lower), (95% PI:
12.35 lower to 3.49 lower)
	NA
	630
(4 RCTs)
	0.00
	0%
	⊕⊝⊝⊝
Very lowa,c

	ALT/SGPT [24h]
	Mean was 0
	MD 5.36 lower
(8.87 lower to 1.84 lower), (95% PI:
8.87 lower to 1.84 lower)
	NA
	630
(4 RCTs)
	0.00
	0%
	⊕⊝⊝⊝
Very lowa,c

	Serum creatinine [24h] 
	Mean was 0
	MD 8.91 lower
(25.35 lower to 7.54 higher), (95% PI: 36.75 lower to 18.94 higher)
	NA
	542
(2 RCTs)
	131.41
	93%
	⊕⊝⊝⊝
Very lowa,b,c

	LDH [24h]
	Mean was 0
	MD 22.06 lower
(58.1 lower to 13.98 higher), (95% PI: 58.1 lower to 13.98 higher)
	NA
	520
(3 RCTs)
	0.00
	0%
	⊕⊕⊝⊝
Lowa

	Platelet count [24h]
	Mean was 0
	MD 2.04 lower
(16.37 lower to 12.29 higher), (95% PI: 16.37 lower to 12.29 higher)
	NA
	598
(3 RCTs)
	0.00
	0%
	⊕⊝⊝⊝
Very lowa,c

	Maternal adverse events [not otherwise specified])
	0 per 1000
(0/116)
	0 per 1000 (0 to 32)
(0/116)
	Not estimable*
	232
(3 RCTs)
	NA
	NA
	⊕⊝⊝⊝
Very lowa,c

	BREASTFEEDING AT HOSPTIAL DISCHARGE
	Not pooled
	Not pooled
	Not pooled
	(0 studies)
	NA
	NA
	NA

	POSTNATAL LENGTH OF HOSPITAL STAY
	Mean was 0
	MD 5.5 lower
(6.58 lower to 4.42 lower)
	NA
	100
(1 RCT)
	NA
	NA
	⊕⊝⊝⊝
Very lowd,f

	POSTNATAL READMISSION TO SECONDARY CARE
	Not pooled
	Not pooled
	Not pooled
	(0 studies)
	NA
	NA
	NA

	LONGER-TERM CV OUTCOMES
	Not pooled
	Not pooled
	Not pooled
	(0 studies)
	NA
	NA
	NA

	WOMEN’S SATISFACTION WITH CARE
	Not pooled
	Not pooled
	Not pooled
	(0 studies)
	NA
	NA
	NA



AST (aspartate aminotransferase), ALT (alanine aminotransferase), BP (blood pressure), CI (confidence interval), CV (cardiovascular), MAP (mean arterial pressure), MD (mean difference), NA (not applicable), PI (prediction interval), RCT (randomised controlled trial), RR (relative risk)
* No events were reported in either trial arm. 
† Test of heterogeneity not applicable as only one trial reported events in at least one group.
ǂ Only mean BP values were provided, without standard deviation.
ǁ Leave-out-one analyses, failed to identify the source of between-trial heterogeneity, with residual I2 values of 98% leaving out Alkan 2006, 86% leaving out Mallapur 2015, and 91% leaving out McLean 2017. 

a >1 trial with high risk of bias
b I2 > 60%
c No prospective trial registration for one of the studies
d High risk of bias
e Trial grossly underpowered for this outcome.
f No prospective trial registration identified.
g Small sample <100/group




Table S7: Summary of findings for MODELS OF CARE vs. usual care 

	Outcomes
	Risk with control*
	Risk with intervention, (95% PI if applicable)
	Relative effect
(95% CI), (95% PI if applicable)
	N participants
(studies)
	Tau
	I2
	Certainty of evidence
(GRADE)

	BP CONTROL
	
	
	
	
	
	
	

	POOR BP CONTROL
	Not pooled
	Not pooled
	Not pooled
	(0 studies)
	NA
	NA
	NA

	ADDITIONAL ANTIHYPERTENSIVE THERAPY
	
	
	
	
	
	
	

	Additional antihypertensive required - Tight (vs. liberal) control of blood pressure
	250 per 1000
	345 per 1000
(235 to 505)
	RR 1.38
(0.94 to 2.02)
	256
(1 RCT)
	NA
	NA
	⊕⊝⊝⊝
Very lowc,d

	Additional antihypertensive required – BP self-monitoring/management
	315 per 1000
	330 per 1000
(293 to 374)
	RR 1.05
(0.93 to 1.19), (95% PI: 
0.93 to 1.19)
	279
(2 RCTs)
	0.0
	0%
	⊕⊝⊝⊝
Very lowa,c

	Additional antihypertensive required - AI-guided BP self-monitoring/management 
	83 per 1000
	51 per 1000
(12 to 203)
	RR 0.61
(0.15 to 2.44)
	119
(1 RCT)
	NA
	NA
	⊕⊝⊝⊝
Very lowd,e

	BP VALUES
	
	
	
	
	
	
	

	Systolic BP – BP self-monitoring/management
	Mean was 0
	MD 1.14 lower (5.48 lower to 3.20 higher), 
(95% PI: 7.52 lower to 5.24 higher)
	NA
	299
(2 RCTs)
	5.69
	52%
	⊕⊝⊝⊝
Very lowa,b,c

	Systolic BP - Improved neonatal sleep
	Mean was 0
	MD 1.00 higher
(3.70 lower to 5.70 higher)
	NA
	102
(1 RCT)
	NA
	NA
	⊕⊝⊝⊝
Very lowd,e

	
	
	
	
	
	
	
	

	Diastolic BP – BP self-monitoring/management
	Mean was 0
	MD 0.62 lower
(2.5 lower to 1.27 higher)
	NA
	299
(2 RCTs)
	0.00
	0%
	⊕⊝⊝⊝
Very lowa,c

	Diastolic BP - Improved neonatal sleep
	Mean was 0
	MD 6.00 lower
(9.71 lower to 2.29 lower)
	NA
	102
(1 RCT)
	NA
	NA
	⊕⊝⊝⊝
Very lowd,e

	
	
	
	
	
	
	
	

	MAP – BP self-monitoring/management
	Mean was 0
	MD 0.30 lower
(4.54 lower to 3.94 higher)
	NA
	82
(1 RCT)
	NA
	NA
	⊕⊝⊝⊝
Very lowd,f

	MAP - Improved neonatal sleep
	Mean was 0
	MD 4.00 lower
(7.33 lower to 0.67 lower)
	NA
	102
(1 RCT)
	NA
	NA
	⊕⊝⊝⊝
Very lowd,e

	MATERNAL MORTALITY AND MORBIDITY
	
	
	
	
	
	
	

	Maternal mortality
	0 per 1000 (0/60)
	0 per 1000 (0 to 61)
(0/59)
	Not pooled
	119
(1 RCT)
	NA
	NA
	⊕⊝⊝⊝
Very lowd,e

	Early stroke (within 6 weeks)
	Not pooled
	Not pooled
	Not pooled
	(0 studies)
	NA
	NA
	NA

	Blood transfusion
	Not pooled
	Not pooled
	Not pooled
	(0 studies)
	NA
	NA
	NA

	Safety data (Maternal adverse events) - Artificial intelligence based blood pressure monitoring
	0 per 1000
(0/60)
	0 per 1000 (0 TO 61)
(0/59)
	Not pooled
	119
(1 RCT)
	NA
	NA
	⊕⊝⊝⊝
Very lowd,e

	POSTNATAL LENGTH OF STAY
	Not pooled
	Not pooled
	NA
	(0 studies)
	NA
	NA
	NA

	BREASTFEEDING AT HOSPITAL DISCHARGE
	Not pooled
	Not pooled
	Not pooled
	(0 studies)
	NA
	NA
	NA

	POSTNATAL READMISSION TO SECONDARY CARE
	
	
	
	
	
	
	

	Postnatal readmission - Tight (vs liberal) BP control
	31 per 1000
	63 per 1000
(19 to 203)
	RR 2.00
(0.62 to 6.48)
	256
(1 RCT)
	NA
	NA
	⊕⊝⊝⊝
Very lowc,d

	Postnatal readmission – BP self-monitoring/management
	125 per 1000
	113 per 1000
(45 to 284)
	RR 0.90
(0.36 to 2.27), (95% PI: 
0.12 to 6.65) ǁ
	793
(5 RCTs)
	0.82
	75%
	⊕⊝⊝⊝
Very lowa,g

	Postnatal readmission - AI-based BP self-monitoring/management
	67 per 1000
	135 per 1000
(43 to 426)
	RR 2.03
(0.65 to 6.39)
	119
(1 RCT)
	NA
	NA
	⊕⊝⊝⊝
Very lowd,e

	LONGER-TERM CV OUTCOMES
	
	
	
	
	
	
	

	Systolic BP at 6 weeks – BP self-monitoring/management
	Mean was 0
	MD 3.61 lower
(5.95 lower to 1.26 lower), (95% PI: 5.95 lower to 1.26 lower)
	NA
	296
(2 RCTs)
	0.00
	0%
	⊕⊝⊝⊝
Very lowa,c

	Systolic BP at 6 weeks – Improved neonatal sleep
	Mean was 0
	MD 1 lower
(5.05 lower to 3.05 higher)
	NA
	104
(1 RCT)
	NA
	NA
	⊕⊝⊝⊝
Very lowd,e

	
	
	
	
	
	
	
	

	Diastolic BP at 6 weeks – BP self-monitoring/management
	Mean was 0
	MD 3.49 lower
(6.76 lower to 0.21 lower), (95% PI: 8.41 lower to 1.44 higher)
	NA
	295
(2 RCTs)
	3.52
	61%
	⊕⊝⊝⊝
Very lowa,c,g

	Diastolic BP at 6 weeks – Improved neonatal sleep 
	Mean was 0
	MD 1 lower
(4.08 lower to 2.08 higher)
	NA
	104
(1 RCT)
	NA
	NA
	⊕⊝⊝⊝
Very lowd,e

	
	
	
	
	
	
	
	

	MAP at 6 weeks – BP self-monitoring/management
	Mean was 0
	MD 5.3 lower
(8.86 lower to 1.74 lower)
	NA
	83
(1 RCT)
	NA
	NA
	⊕⊝⊝⊝
Very lowd,f

	MAP at 6 weeks – Improved neonatal sleep
	Mean was 0
	MD 1 lower
(4.08 lower to 2.08 higher)
	NA
	104
(1 RCT)
	NA
	NA
	⊕⊝⊝⊝
Very lowd,e

	
	
	
	
	
	
	
	

	Systolic BP at 24-32 weeks – BP self-monitoring/management
	Mean was 0
	MD 3.82 lower
(7.54 lower to 0.1 lower)
	NA
	287
(2 RCTs)
	2.73
	33%
	⊕⊝⊝⊝
Very lowa,b,c

	Systolic BP at 24-32 weeks – CV exercise
	Mean was 0
	MD 10 lower
(18.12 lower to 1.88 lower)
	NA
	29
(1 RCT)
	NA
	NA
	⊕⊝⊝⊝
Very lowd,f

	
	
	
	
	
	
	
	

	Diastolic BP at 24-32 weeks – BP self-monitoring/management
	Mean was 0
	MD 3.91 lower
(5.9 lower to 1.91 lower), (95% PI: 5.9 lower to 1.91 lower)
	NA
	287
(2 RCTs)
	0.0
	0%
	⊕⊝⊝⊝
Very lowa,c

	Diastolic BP at 24-32 weeks – CV exercise 
	Mean was 0
	MD 5.2 lower
(10.58 lower to 0.18 higher)
	NA
	29
(1 RCT)
	NA
	NA
	⊕⊝⊝⊝
Very lowd,f

	
	
	
	
	
	
	
	

	MAP at 24-32 weeks – BP self-monitoring/management
	Mean was 0
	MD 3.37 lower
(7.3 lower to 0.56 higher)
	NA
	82
(1 RCT)
	NA
	NA
	⊕⊝⊝⊝
Very lowd,f

	Systolic BP at 24-32 weeks – CV exercise
	Mean was 0
	MD 6.8 lower
(12.18 lower to 1.42 lower)
	NA
	29
(1 RCT)
	NA
	NA
	⊕⊝⊝⊝
Very lowd,f

	
	
	
	
	
	
	
	

	Ambulatory 24-hour systolic BP at 25 weeks – BP self-monitoring/management
	Mean was 0
	MD 6.3 lower
(8.65 lower to 3.95 lower)
	NA
	200
(1 RCT)
	NA
	NA
	⊕⊝⊝⊝
Very lowc,d

	Ambulatory 24-hour diastolic BP at 25 weeks – BP self-monitoring/management
	Mean was 0
	MD 5.4 lower
(6.97 lower to 3.83 lower)
	NA
	200
(1 RCT)
	NA
	NA
	⊕⊝⊝⊝
Very lowc,d

	WOMEN’S SATISFACTION WITH CARE
	Not pooled
	Not pooled
	Not pooled
	(0 studies)
	NA
	NA
	NA



AI (artificial intelligence), BP (blood pressure), CI (confidence interval), CV (cardiovascular), MAP (mean arterial pressure), MD (mean difference), NA (not applicable), PI (prediction interval), RCT (randomised controlled trial), RR (relative risk)

* All control groups received usual care, with the exception of AI-guided BP self-monitoring/management, which was compared with BP self-monitoring/management with manual instructions. 
ǁ Leave-out-one analyses identified Kitt 2023 as the source of between-trial heterogeneity, with resolved heterogeneity of: 81% following exclusion of Arkerson 2022, 79% following exclusion of Cairns 2017, 0% following exclusion of Kitt 2023 (RR 1.38, 95% CI 0.79-2.40; 95% PI 0.79-2.40), 64% following exclusion of Spiegelman 2020, and 81% following exclusion of Tully 2024. 

a At least one trial at high risk of bias
b I2 31-60%
c Small sample size <150/group
d High risk of bias
e Very small sample size <100/group
f Extremely small sample size <50/group
g I2>60%

* No events were reported in either trial arm. 
† Test of heterogeneity not applicable as only one trial reported events in at least one group.
ǂ Only mean BP values were provided, without standard deviation.


2


REFERENCES

1.	 https://wwwcochraneorg/about-us/our-global-community/review-groups.
2.	Higgins JP, Altman DG, Gotzsche PC, et al. The Cochrane Collaboration's tool for assessing risk of bias in randomised trials. BMJ 2011; 343: d5928.

image1.png
Aderibigbe 2022
Ainuddin 2019
Alkan 2006
Avias-Hemandez 2020
Arkerson 2022
Ascarelll 2005
Barton 1990
Bozorgan 2022
Cairs 2017

Cursino 2015

Fidler 1982

Fishel Bartal 2023
Garden 1982

Griffis 1989

Gupta 2023
Hiadunewich 2006
Kitt 2023

Lewkowitz 2024
Lopes 2021

Mabie 1987

Magann 1993
Mallapur 2015
Marques 2025
Matthews 1997
MeLean 2017

Neto 2017

Pratt 2025

Riemer 2021

Sayin 2005

Sharma 2017
Spiegelman 2020
Tully 2024

Veena 2017
Vermilion 1999
Vigil-De Gracia 2007
Viteri 2018

Walss Rodriguez 1991
Wang 2023

Weiner 1984
Yoselevsky 2022

Allocation concealment (selection bias)

]
E
8
3
<
&
H
£
-
g
2
H
2
z
g
&
£
-
K

ing of outcome assessment (detection bias): All outcomes

Incomplete outcome data (attrition bias): All outcomes

Other bias

OO®]~ @~ @@~ [®]~ [~ @]~ [~ [@)] Random sequence generation (selection bias)

@~ [~[~®~ 0O @~ ®®® -~ ®®secectie reporting (reporting bias)





image2.png
Random sequence generation (selection bias) [

Allocation concealment (selection bias) [N N

Blinding of participants and personnel (performance bias): All outcomes [N IEEEEEEE—_————_
Blinding of outcome assessment (detection bias): All outcomes [N IE——————
Incomplete outcome data (attrition bias): All outcomes [ INEEEEEEEEEEGEGEGEGE

Selective reporting (reporting bias) (IEEEG_—_—_—

Otherbas I ]

N e
0%  25%  50%  75% 100%

B Low risk of bias [ Unclear risk of bias W High risk of bias





