Web Table 5. Component studies in Duley et al. 2006 [1] meta-analysis: impact of anti-hypertensive drugs for chronic maternal hypertension 
	Source
	Location and Type of Study
	Intervention
	Stillbirths / Perinatal Outcomes

	1. Ashe et al. 1987 [2].


	South Africa. 

RCT. Women (N=20) with DBP ≥110 mmHg not settled after 2 hrs bed rest and 200 mg phenobarbitone, ≥32 wks gestation, no previous hypotensive therapy, not in labour and no imminent eclampsia.
	Assessed the impact of administration of labetalol 200 mg in 200 ml 5% dextrose at 20 mg/hr, increased every 20 min by 20 mg/hr until DBP 90-100 mmHg (max dose=160 mg/hr), continued for 1 hr (intervention) vs. hydralazine 25 mg in 200 ml saline at 3.7 mg/hr, increased every 20 min by 3.7 mg/hr until DBP 90-100 mmHg (max dose=15 mg/hr), continued for 1 hr (controls).
	SBR+NMR: [0/10 in both groups.] RR not estimable.

	2. Bolte et al. 1999 


[3] ADDIN EN.CITE  

	Netherlands, multiple centres. 

Multicenter RCT. 4 centres. Woemn (N=44) 26-32 wks gestation, DBP ≥110 mmHg. All women given plasma volume expansion at trial entry, 27/44 monitored with a pulmonary artery catheter (12 ketanserin, 15 hydralazine).

	Compared administration of IV ketanserin 5 mg bolus then 4 mg/hr, increased every 20 min until target BP, max 10 mg/hr. Further 5 mg with every 2 mg/hr increment (intervention) vs IV hydralazine 1 mg/hr, hourly increments of 1 mg/hr until target BP, max 10 mg/hr (controls). MgSO4 for women with impending eclampsia (8 ketanserin, 11 hydralazine).
Both groups, if BP not controlled, given other study drug.
	PMR: RR=0.16 (95% CI: 0.01-2.87)[NS] 

[0/17 vs. 3/19 in intervention vs. control groups, respectively.]



	3. de Souza et al. 1994 [4]
 
	Brazil. 
RCT. Women (N=50) with DBP > 110 mmHg after 60 min rest and > 28 wks gestation. 
	Compared nifedipine 10 mg administered sublingually with intravenous placebo (intervention) vs. hydralazine 20 mg administered intravenously with sublingual placebo (controls).
	SBR+NMR: RR=1.00 (95% CI: 0.15-6.55) [NS]
[2/25 in each group].

	4. Hall et al. 2000 [5]
 
	South Africa. 

RCT. Women (N=150) with severe early onset pre-eclampsia, and BP not controlled by methyldopa 2 g/day. 
	Compared impact of prazosin 1 mg 3x/day (max=21 mg/day)(intervention) vs. 
nifedipine 10 mg 3x/day (max=60 mg/day)(controls).

If BP still not controlled, crossover.


	SBR: RR=0.46 (95% CI: 0.18-1.13][NS]
[6/75 vs. 13/74 in intervention vs. control groups, respectively].

	5. Harper et al. 1991 持

[6] ADDIN EN.CITE 
 
	UK (Northern Ireland) 

RCT. Women (N=30) with singleton pregnancy before labour, no previous anti-hypertensive. BP 140/90 or above, clinical decision to treat - usually because of labile BP, proteinuria and symptoms.
	Compared IV administration of labetalol 100 mg (intervention) to IV hydralazine 10 mg (controls).


	SBR+NMR: RR=0.50 (95% CI: 0.05-4.94)[NS]

[1/15 vs. 2/15 in intervention vs. control groups, respectively.]



	6. Mabie et al.1987 [7]
 
	USA.

RCT. Women (N=19) with hypertension during pregnancy [Also included women with postpartum hypertension (N=41), but these are excluded from this review]. 
	Compared impact of IV labetalol (regimen #1: 20 mg then 10-50 mg every 10 min until DBP ≤100 mmHg; regimen #2: 20 mg then repeat doses of 20 mg, 40 mg, 80 mg, 80 mg every 10 min, until DBP ≤ 100 mgHg (max=300 mg)(intervention) vs. IV hydralazine 5 mg every 10 min until DBP ≤100 mmHg (controls).
	SBR: [0/13 vs. 0/6 in both intervention groups vs. controls, respectively.] RR not estimable. 

	7. Maharaj et al. 1997a [8]
 
	South Africa. 

RCT. Primigravid women (N=40) with severe hypertension (DBP ≥110 mmHg) and no signs or symptoms of imminent eclampsia. All had 200 mg phenobarbitone 2 hr before trial entry.
	Compared the impact of IV isradipine (0.15 mcg/kg/min, increased by 0.0025 mcg/kg every 15 min until DBP < 95 mmHg)(intervention) vs. IV hydralazine (6.25 mg iover 10 min, repeated once if DBP still > 95 mmHg)(controls).


	SBR+NMR: RR=0.95 (95% CI: 0.06-14.22)[NS]
[1/21 vs. 1/20 in the intervention vs. control groups, respectively.] 

	8. Martins-Costa et al. 1992 [9]

	Brazil. 

RCT. Primigravid women (N=37) >28 wks gestation with singleton live pregnancy and DBP 110 mmHg or more after 60 min rest, and proteinuria > 300 mg in 24 hr. 
	Assessed the impact of nifedipine 10 mg given orally (intervention) vs. hydralazine 5 mg given intravenously in hypertensive women.
	SBR+NMR: RR=4.29 (95% CI: 0.22-83.57)[NS] 

[2/20 vs. 0/17 in intervention vs. control groups, respectively]. 

	9. Michael 1986 [10]

	Australia. 

RCT. Women (N=90) with DBP >105 mmHg after sedation with either phenobarbitone 200 mg or diazepam 10 mg 6 hourly. Delivery planned for soon after treatment.
	Compared the impact of administering labetalol 200 mg in 200 ml 5% dextrose iv at 0.5 mg/kg/hr to a maximum of 3 mg/kg/hr, to keep DBP at 85-90 mmHg, continued until 24 hrs after delivery (intervention) vs. diazoxide 75 mg intravenously, repeated every 30 min until BP controlled and continued until 24 hrs after delivery (controls).
	PMR: RR=0.14 (95% CI: 0.01-2.69)[NS] 

[0/45 vs. 3/45 in intervention vs. control groups, respectively.] 

	10. Moore et al.1982 [11].


	UK (England)

RCT. Women (N=74) with BP ≥170/110 mmHg, < 36 wks gestation. Excluded multiple pregnancy, diabetes, Rh isoimmunisation.
	Compared administration of labetalol 100 mg 4x/day (intervention) with
methyldopa 250 mg 4x/day (controls). Hydralazine given to both groups if BP not controlled.
	SBR: [0/38 vs. 0/34 in intervention vs. control groups.] RR not estimable.

	11. Seabe et al. 1989 [12].


	South Africa.

RCT. Primigravid women (N=33); no hypertension, renal disease, or other medical problems; no anti-hypertensive therapy; DBP ≥110 mmHg for 2 hr; ≥ 28 wks gestation. Not needing immediate delivery and no fetal distress.
	Assessed the impact of nifedipine 10 mg orally, repeated after 30 min if no response (intervention) vs. hydralazine 6.25 mg in 10 ml water IV over 5-10 min, repeated after 30 min if no response (controls).
	SBR+NMR: RR=0.94 (95% CI: 0.06-13.82) [NS]
[1/17 vs. 1/16 in intervention vs. control groups, respectively.]

	12. Steyn and Odendaal 1997b [13]

	South Africa. 

RCT. Women (N=88) ≥28 wks gestation, DBP > 110 mmHg or DBP > 100 mmHg for 30 minutes. South Africa.


	Compared impact of IV ketanserin (crystalloid 500 ml, then bolus 10 mg ketanserin in 4 ml IV; bolus repeated every 20 min until DBP 90 mmHg, max=4 doses) (intervention) vs. IV hydralazine (crystalloid 500 ml over 15 min, then bolus 5 mg hydralazine in 4 ml IV; bolus repeated every 20 min until DBP 90 mmHg, max= 4 doses)(controls).
	PMR: RR=0.45 (95% CI: 0.04-4.79). 

[1/42 vs. 2/38 in intervention vs. control groups, respectively.] 

	13. Wacker et al. 1998 [14].

	Germany. 

RCT. Women (N=26) with BP 160/110 mmHg after 3 hr bed rest, 1+ of proteinuria, oedema or hyperreflexia, 26-38 wks gestation. No IV anti-hypertensive before entry.
	Compared administration of urapidil 6.25 mg intravenously, repeated after 5 min if BP not decreased, then 2-4 mg/hr until delivery (intervention) vs. hydralazine intravenously, mean 0.13 mg/kg/4 hrs (controls).
	SBR: [0/13 in both groups] RR not estimable.
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