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Calcium intake needed
during pregnancy

PreCare® Prenatal
Natafort® Prenatal
Citracal® Prenatal

1000 - 1300mg

250mg
0mg

125mg

Elemental calcium per daily dosage
1,2

During pregnancy, calcium transfer from mother to fetus reaches 
about 300mg daily, on average, by the third trimester.

Help make the difference between getting a little calcium and getting enough.

Recommend Tums to Every Pregnant Patient
• Pure calcium for maternal & fetal health

• Fast, effective heartburn relief when needed

Most prenatals don’t fulfill your patients’
daily calcium requirements.3-7
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Warn Patients About Heart Risks After Preeclampsia

B Y  C A R L  S H E R M A N

Contributing Writer

N E W Y O R K —  Women who develop
preeclampsia should be counseled about
the risk in subsequent gestations and
strategies to contain these risks, according
to Baha M. Sibai, M.D.

In addition, more general implications
about health in later life should be dis-
cussed with the patient, said Dr. Sibai,
who is professor and chairman of ob-
stetrics and gynecology at the Universi-
ty of Cincinnati. 

He made his report at an obstetrics
symposium sponsored by Columbia
University and New York Presbyterian
Hospital.

About 20%-30% of women who have
had an episode of preeclampsia will de-
velop the disorder in a subsequent preg-
nancy, which makes this history at least
as significant a risk factor for future
preeclampsia as chronic hypertension,
renal disease, and pregestational diabetes.

The earlier in the first gestation

preeclampsia developed, the higher the
risk of recurrence in the next: the condi-
tion returned in more than half of
women who had their first episode before
week 27, compared with a 40% recur-
rence when the index episode was be-
tween week 27 and 30, and 20% at week
37 or after.

A severe episode of preeclampsia or
eclampsia also is associated with a worse
outcome in subsequent pregnancies, with
an increased risk of intrauterine growth
retardation, perinatal loss, and abruptio
placentae. Here, too, the earlier the
episode occurred in the first gestation,
the greater the risk to the second, Dr.
Sibai said. 

Preventive measures can contain the
risk of preeclampsia and poor outcome in
subsequent pregnancies. These include
attention to weight, blood pressure, and
blood sugar. 

“Aggressive control of hypertension be-
fore and early in pregnancy can reduce the
risk of preeclampsia from 50% to [a range
of] 10%-15%,” Dr. Sibai commented.

In women with diabetes, good control
of blood sugar from early in the pregnan-
cy will markedly reduce the rate of
preeclampsia, he said.

In vitro fertilization should involve the
transfer of no more than two embryos, as
a risk-containment measure.

A number of other strategies have been
suggested to reduce the incidence of
preeclampsia. Prophylactic aspirin has had
particular attention,
but a large multicen-
ter trial found no dif-
ference in outcome
among women at
highest risk. A meta-
analysis of studies us-
ing calcium supple-
mentation likewise
found no benefit.

Women who have
had preeclampsia should also be counseled
about its implications for health problems
later in life, such as chronic hypertension,
diabetes, and ischemic heart disease. 

“Preeclampsia is a manifestation of un-
derlying silent disease that will develop
into a clinical condition that develops lat-
er; it doesn’t cause [later health prob-
lems],” he said.

The incidence of chronic hypertension
in women who have had a severe episode
of preeclampsia, at an average follow-up
of 7 years, ranges from 7% when the
preeclampsia developed after 37 weeks, to
25% when it had developed before 27
weeks.

The risk of later renal and cardiovas-
cular disease is particularly heightened af-
ter an episode of preeclampsia that de-

veloped before 30
weeks’ gestation,
that was severe, or
that recurred, ac-
cording to Dr. Sibai.
In fact, he said,
preeclampsia during
one singleton gesta-
tion doubles the risk
of ischemic heart dis-
ease and raises it

nearly threefold when preeclampsia is se-
vere.

Gestational hypertension without pro-
teinuria is associated with a 1.6 relative risk
of ischemic heart disease.

“The risk factors for preeclampsia and
coronary artery disease overlap consid-
erably,” Dr. Sibai observed during the
meeting. �

Preeclampsia is a manifestation of underlying silent

disease that will develop later into a clinical condition.

Those who’ve had
preeclampsia should be
told about its implications
for later health problems,
such as chronic
hypertension and diabetes.


