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ABSTRACT

AIM
To analyse the maternal outcome in pregnancy induced hypertension and improve the management strategies.

INTRODUCTION

Pregnancy induced hypertension is a medical disease peculiar to pregnancy, making pregnancy a high risk condition. Among
medical disorders complicating pregnancy, it stands next to anaemia in prevalence. It is responsible for majority of the maternal
morbidity and mortality. It also has an adverse perinatal outcome. Hence, early detection and timely intervention of women
with pregnancy induced hypertension is important for good maternal and perinatal outcome.

MATERIAL & METHODS

The present Prospective Observational study was done from April 2015 to February 2016 in the department of obstetrics &
gynaecology at Bhaskar medical college and general hospital, Yenkepally, Moinabad, Telangana. A total of 102 pregnant women
with pregnancy induced hypertension were enrolled into the study. Demographic details like age, parity, previous obstetric
history of pregnancy induced hypertension and diabetes, past history of polycystic ovarian disease, treatment for infertility,
gestational age at which hypertension developed in the present pregnancy were noted. Relevant investigations were performed.
Gestational age of delivery, mode of delivery and maternal complications were noted.

RESULTS

The incidence of pregnancy induced hypertension was 4% in the study population. About 59.8% developed pregnancy induced
hypertension in the third trimester. Out of this, 64.7% cases were gestational hypertension and 35.3% cases were
preeclampsia. Nearly half (41.7%) of preeclampsia cases were severe preeclampsia. Postpartum haemorrhage is the
commonest complication (13.7%), next being imminent eclampsia (7.8%), abruption (4.9%), eclampsia (3.9%) and HELLP
syndrome (0.98%). 80% of cases could be delivered beyond 37 weeks of gestational age. 71.57% of cases had lower segment
caesarean section for indicated conditions. More than half of pregnancy induced hypertension could be managed conservatively
with bed rest and observation. Remaining cases required antihypertensives for severe preeclampsia.

CONCLUSION

Pregnancy induced hypertension is the common medical disease in pregnancy in the rural pregnant women in India especially
among primigravidae in the third trimester. Preeclampsia is associated with maternal complications like postpartum
haemorrhage, imminent eclampsia and eclampsia, abruptio placenta. Abruptio and eclampsia are associated with adverse
perinatal outcome. Regular antenatal checkups helps in early detection and management of pregnancy induced hypertension.
Timely intervention can prevent maternal mortality and reduce morbidity.

KEYWORDS
Pregnancy induced hypertension, Management, Maternal complications.

HOW TO CITE THIS ARTICLE: Kavitha Reddy K. Maternal outcome in pregnancy induced hypertension in a teaching hospital
in a rural area in Telangana. J. Evid. Based Med. Healthc. 2016; 3(77), 4171-4174. DOI: 10.18410/jebmh/2016/890

INTRODUCTION: According to American College of
Obstetrics and  Gynaecology, pregnancy induced
hypertension is defined as blood pressure recording of more
than 140/90 mm Hg developing beyond 20 weeks of
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gestation with or without proteinuria and oedema and
disappearing within 6 weeks postpartum.(:2) Preeclampsia is
pregnancy induced hypertension along with proteinuria and
oedema.?) In India, pregnancy induced hypertension is the
common medical disorder in pregnancy in rural pregnant
women, next to anaemia.® Along with haemorrhage and
infection, it forms the deadly triad causing maternal
mortality.34) Most of the maternal mortality and morbidity
is due to complications like postpartum haemorrhage,
imminent eclampsia and eclampsia, abruptio placenta,
HELLP syndrome, disseminated intravascular coagulation,
renal failure, deep vein thrombosis and pulmonary
embolism.
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Severe preeclampsia and eclampsia account for 10-15%
of maternal deaths.() Hence present study was conducted
to analyse the incidence, risk factors and maternal
complications of pregnancy induced hypertension in rural
population for better management of cases.

OBJECTIVES:
1. To determine the risk factors for development of
pregnancy induced hypertension.
2. To formulate a protocol for early detection and
maternal surveillance.
3. To analyse the morbidity and mortality among
pregnant women with hypertension.

MATERIAL AND METHODS: The present prospective
observational study was done from April 2015 to February
2016 in the department of obstetrics & gynaecology at
Bhaskar Medical College and General Hospital, Yenkepally,
Moinabad, Telangana after approval of the ethics committee
and with patients consent. A total of 102 pregnant women
with pregnancy induced hypertension of 140/90 mm Hg and
above were enrolled into the study. Demographic details like
age, parity, previous obstetric history of pregnancy induced
hypertension and diabetes, risk factors like polycystic
ovarian disease, treatment for infertility, twins,
hypothyroidism, gestational age at which hypertension
developed in the present pregnancy were noted. Relevant
investigations like complete urine examination for albumin,
sugar and pus cells, complete blood picture, screening blood
sugar, renal function tests, liver function tests, bleeding
time, clotting time, platelet count, serum T3, T4 & Thyroid
stimulating hormone, ultrasound, non-stress test were
performed. Maternal blood pressure monitoring and fetal
surveillance were done and results noted. All cases were
followed through delivery up to 1 week-10 days postpartum.
Gestational age of delivery, mode of delivery and maternal
complications were noted.

RESULTS: Data was analysed and tabulated as follows.

Sl. No. Age Group No. of Cases %
1. <20 yrs. 28 27.4%
. 21-34 yrs. 71 69.6%
3. >35 yrs. 3 2.9%

Table 1: Based on Age (n=102)

Sl. No. Age Group No. of Cases %
1. Primi 56 55%
. Second gravida 37 36.2%
3. Multigravida 9 8.8%

Table 2: Based on Gravida (n=102)
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Chart 5: Need for Antihypertensives (n=102)
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Chart 6: Complications of PIH (n=102)

100% 89°66%
20% 76.71%
b
60%
m<32weeks
40% 21.82%
20% 10.34% W 34-36 weeks
0% I - , m>37 weeks
normal delivery 28.43% LSCS71.57%

Chart 7: Gestational Age and
Mode of Delivery (n=102)

indications for LSCS

30
25
20

26
15 0
10 8
5
i .
. . . . .

fetal distress severe PIH  imminent abruptio oligo failure eclampsia
eclampsia placenta  hydramnios toprogress
& IUGR

Chart 8: Indications for LSCS (n=102)

w

o

blood pressure

H normal
W >140/90mmhg

33.33%

66.67%

Chart 9: Postnatal Persistence of PIH
(Beyond 1 week post-delivery) (n=102)

DISCUSSION: Present study shows that the incidence of
pregnancy induced hypertension is 4% in the study
population consistent with existing statistics of 3-9%.®
Majority (69.6%) of cases are in the age group of 21-34
years in par with 77.14% in a previous study by Shikha
Saxena et al® Incidence is more in primigravidae ( 55%)
similar to a study by Shika Saxena et al (57.14%).(V
Literature also shows that pregnancy induced hypertension
is 4 times higher in primis than multis.() We see that
majority (64.71%) of pregnancy induced hypertension cases
are gestational hypertension while preeclampsia is seen in
35.28% cases. Severe preeclampsia is seen in 41.66% while
mild preeclampsia in 58.33% as against 47.61% & 17.94%
respectively in a previous study.® In the present study, mild
preeclampsia is commoner than severe preeclampsia
because early diagnosis could avert progression of mild to
severe preeclampsia. More than half of the cases (59.80%)
had pregnancy induced hypertension in the last trimester in
the present study.
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Development of pregnancy induced hypertension is
more common in third trimester, nearly 90.5% in a previous
study.(® High blood pressure was recorded in the postnatal
period in 15.6% of cases with previous normal blood
pressure in the antenatal period. It could be due to transient
physiological rise in postnatal period in pregnancy. These
cases might have had a predilection for developing
pregnancy induced hypertension. Fluid retention in the form
of pedal oedema, facial puffiness & anasarca (Seen in
64.5%), previous history of pregnancy induced hypertension
(Seen in 8.8%), twins (2.9%), polycystic ovarian disease
(7.84%) and hypothyroidism (Seen in 10.8%) are
independent risk factors for pregnancy induced
hypertension. These observations are in consistence with
previous studies on pregnancy induced hypertension which
showed that swelling of feet and face was observed in
47.2% cases.(® Elevated serum thyroid stimulating hormone
was associated with preeclampsia in 7.22% of cases in a
study by Manjunatha S. et al(?

There is a triple risk of pregnancy induced hypertension
in twins and seven times increased risk of preeclampsia in
cases of previous history of pregnancy induced hypertension
according to Vidyadhar B et al®® Hence, previous history of
preeclampsia is a good predictor of recurrent preeclampsia
and sensitivity increases when it is combined with
midtrimester uterine artery Doppler.”) Kiran Yadav et al
observed that insulin resistance and hyperuricemia are
present in preeclampsia®, Hence in the present study also,
there is insulin resistance in the form of polycystic ovarian
disease (7.84%) and altered glucose tolerance (7.8%). 53%
of studied cases of pregnancy induced hypertension did not
require treatment with antihypertensives but 47% of cases
required treatment with antihypertensives. Literature also
states that expectant management can be followed in cases
of mild pregnancy induced hypertension.(®19)

Even in cases of severe preeclampsia remote from term,
if there are no maternal or foetal complications, there is a
place for expectant management.19) In our study,
postpartum haemorrhage is the common complication
(13.72%) followed by imminent eclampsia (7.8%).
Eclampsia is seen in 3.9% as against 6.3% of eclampsia. (1)
Abruptio placenta is seen in 4.9% of cases as against 7.5%
in previous studies.(9) Oligohydramnios is seen in 5.8% in
the present study. Class III HELLP syndrome in less than 1%
of cases consistent with 0.3% in another study.(!® No
maternal mortality was noted in the present study though
maternal mortality of 8-14% was reported in pregnancy
induced hypertension in other studies.® Majority of cases
could be terminated after 37 weeks. Caesarean section was
done in 71.57% of cases and normal delivery in 28.43% as
against 65.6% of LSCS and 34.4% in a study by Nankali et
al(9 Higher incidence of caesarean section in the study was
attributed to the need for immediate delivery of the foetus
in majority of cases. Mild preeclampsia cases can be allowed
for induction of labour.(!) There is strong recommendation
for immediate and quick pregnancy termination in severe
preeclampsia at term to minimise maternal and fetal
complications.(1112:13)
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Frequent indication for caesarean was foetal distress,
abnormal Doppler and nonreactive nonstress test similar to
a study by Juhi et al*3 Postnatal persistence of pregnancy
induced hypertension up to 10 days was seen in 33.33% of
cases in the present study. Hence, continuation of
antihypertensives in the postpartum period is
recommended, especially in cases of severe preeclampsia in
the antenatal period.(1)

CONCLUSION: Pregnancy induced hypertension is not only
difficult to prevent but also difficult to predict before
pregnancy. Fluid retention, previous history of pregnancy
induced hypertension, twins, polycystic ovarian disease,
altered glucose tolerance and hypothyroidism are
independent risk factors for pregnancy induced
hypertension. Screening of every pregnant woman for these
risk factors combined with midtrimester uterine artery
Doppler can help in early detection of pregnancy induced
hypertension. Hospitalisation of severe pregnancy induced
hypertension, maternal surveillance through relevant
investigations, careful blood pressure monitoring, close
foetal surveillance can allow continuation of pregnancy till
term with minimal or no maternal complications and good
perinatal outcome. Timely intervention in the form of
immediate pregnancy termination through elective induction
in mild cases & caesarean section in severe preeclampsia
minimises maternal morbidity and maternal mortality.
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