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Abstract:
Objective: To study the risk factors and foetal outcome of pre-eclampsia in a tertiary level
hospital.

Materials and methods: A total 40 consecutive patients of pre-eclampsia (PE) were included
in this study between April 2009 to March 2010. Patients whose B.P. was 140/90 mm of Hg
and proteinuria detected by dipstick test were included in this study. Detailed discussion
about the study was done with the patient and then written informed consent was taken
from them. Detailed history about patient profile, risk factors and foetal outcome in terms of
birth weight, maturity and IUGR(intrauterine growth retardation) etc were recorded in
predesigned data collection sheet. Data was expressed in terms of frequenies and
percentages.

Results: Most of the patients were in the age group of 20-30 years (52.5%) and 60% were
primi gravida . Most of the patient (60%) developed pre-eclampsia at 37 weeks of gestation.
Regarding risk factors 30% patients were obese, previous history of pre-eclampsia (PE) in
7.5% cases, pregnancy with diabetes was found in 5% cases and multiple pregnancy in
2.5% cases. Caesarean section was done in 72.5% cases and vaginal delivery occurred in
25% cases. Birth weight 2.5-3 kg found in 40% cases. 37.5% babies were premature, IUGR
in 7.5%, intrauterine death in 5% and neonatal death was observed in 2% cases.

Conclusion: Primi gravida are more prone to develop pre-eclampsia. Obesity, previous
history of pre-eclampsia, multiple pregnancy and pregnancy with diabetes mellitus increase
the risk of pre-eclampsia. Prematurity, intrauterine growth retardation (IUGR), intrauterine
death (IUD), neonatal death are important foetal complications.
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Introduction:

Pre-eclampsia is a pregnancy specific multisystem
disorder of unknown etiology. The disorder affects
approximately 5-7% of pregnancies and is a significant
cause of maternal and fetal morbidity and mortality”.
The international society for the study of hypertension
in pregnancy defines pre-eclampsia as hypertension
of at least 140/90 mm of Hg on two separate occasion

34 hours apart accompanied by significant proteinuria
of atleast 0.3gm in a 24 hour collection of urine, arising
denovo after 20t week of gestation in a previously
normotensive woman and resolving completely by
the 6! post-partum week?3 .Recent reports from
World Health Organization (WHQO) estimate that pre-
eclampsia is directly responsible for 70000 maternal
deaths annually worldwide®.
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In addition to the maternal mortality and morbidity,
pre-eclampsia accounts for 500000 infant death
annually®. Perinatal mortality is largely through
iatrogenic prematurity by five fold®.

PE results from impaired trophoblastic differentiation
and invasion in early pregnancy, which stimulates
sustained oxidative stress and a systemic
inflammatory response® . One of the most striking
physiological change in PE is intense systemic
vasospasm, which is responsible for decreased
perfusion of virtually all organ system?’ . Activation of
coagulation cascade and resultant microthrombi
formation further compromise blood flow to organs’.

Risk factors for PE include medical conditions with
the potential to cause microvascular disease e,g.
diabetes mellitus, chronic hypertension, connective
tissue disease, anti-phospholipid antibody syndrome
and nephropathy®-°. Other risk factors are associated
with pregnancy itself or may be specific to mother or
father of the fetus®° e.g. maternal age more than 35
years or less than 20 years, family history of
preeclampisia, nulliparity, PE in previous pregnancy,
obesity, multiple pregnancy, pregnancy with urinary
tract infection, hydatidiform mole and first time mother
as paternal genes expressed in the fetus contribute
to the mother's risk of pre eclampsia. Preeclampsia
is often asymptomatic and so it's detection depends
on sign or investigations. Some women may be
asymptomatic at the time they are found to have
hypertension and proteinuria; other may present with
symptoms of severe preeclampsia such as visual
disturbance, severe headache or upper abdominal
pain. From 4 to 14 percent of women with PE present
with superimposed HELLP syndrome (haemolysis,
elevated liver enzyme and low platelet count)'%.The
8! confidential enquiry into maternal and child death
revealed PE and eclampsia as a 2"d leading cause
of direct maternal death' .Severe PE is also
associated with significant maternal morbidity,
including eclampsia, intracerebral haemorrhage,
pulmonary oedema, acute renal failure, liver
dysfunction and coagulation abnormalities. Obstetric
complications include abruptio placental, intrauterine
growth retardation, premature delivery and
intrauterine death.

PE is commonly referred as the “Disease of theories”
making its prevention and management an ongoing

challange worldwide. Women with PE can be
observed on outpatient basis with frequent
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assessment of maternal and fetal well-being.
Hypertension can be controlled with antihypertensive
therapy. Exact levels of hypertensive control remain
controversial but clinician should aim for blood
pressure control between 140-150 of Hg systolic and
90-100 mm of Hg diastolic'2.Delivery remains the
ultimate treatment for preeclampsia®. Though
maternal and fetal risks must be weighed in
determining the timing of delivery, clear indications
for delivery must exists e.g. [IUGR, oligohydromnios,
gestational age 338 weeks, suspected placental
abruption, progressive deterioration of hepatic and
renal function, eclampsia’3. When possible, vaginal
delivery is preferable to avoid added physiological
stresses of caesarean delivery'4. During labour the
management goals are to prevent seizures and
control of HTN8. Magnesium sulfate is the medication
of choice for prevention of eclamptic seizures in the
women with severe PE'". Inspite of major advances
in understanding the pathophysiology of the disease
in recent years, there is no well-established measure,
for prevention of pre-eclampsia in the general
population till date. A recently updated cochrane
review demonstrated that the use of antiplatelet
agents, particularly low dose aspirin results 17%
reduction in the risk of developing pre-eclampsia®.

Methodology:

This observational prospective study was conducted
in Dhaka Community Medical College and Hospital
between April 2009 to March 2010. From all admitted
pregnant women, only cases of Preeclampsia (PE)
were selected for the study. Only 40 patients fulfilled
the selection criteria. Each subject was informed
regarding the details of the study and written consent
was obtained from them. Diagnosis of PE was done
on the basis of examination and investigations. All
hospitalized pregnant women with systolic blood
pressure 3140 or diastolic blood pressure *90 mm of
Hg and proteinuria detected by dipstick and urine for
albumin were included in the study. Gestational age
was estimated from 15t day of last menstrual period
(LMP), previous antenatal records and also from
previous Ultrasonography records. The patients who
got conservative treatment were excluded from the
study. Ethical clearance was obtained from the
institutional ethical committee. Detailed history about
patient profile, risk factors, obstetric management,
foetal outcome were recorded in the predesigned
data collection sheet. Data was expressed in terms
of frequencies and percentages.

Results:
Most of the patients were in the age group of 20-30
years (52.5%) ( figure-1). Sixty percent( 60%) were
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primi gravida (table-1). Most of the patient (60%)
developed pre-eclampsia between 37-40 weeks of
gestation (table-2). Regarding risk factors 30%
patients were obese, previous history of pre-
eclampsia (PE) in 7.5% cases, pregnancy with
diabetes was found in 5% cases and multiple
pregnancies in 2.5% cases (table-3). 55% patients
has no risk factor. Regarding outcome caesarean
section was done in 72.5% cases and vaginal delivery
occurred in 25% cases (table-4). Birth weight 2.5-3
kg found in 40% cases(table-5). 45% babies were
low birth weight. 37.5% babies were premature ,
IUGR in 7.5%, intrauterine death in 5% and neonatal
death was observed in 2% cases (table-6).

Maternal complications of pre-eclampsia include
development of eclampsia 2.5%, abruptio placenta
of 7.5%, HELLP syndrome 5% and post partum
haemorrhage in 10%cases (table-7). Total 10 (25%)
patients developed complications.
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Fig.-1: Age Range in Patients with Pre-eclampsia
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Table-l
Gravidity of the women of pre-eclampsia (n=40)
Gravida Number of patient  Percentage
1st 24 60%
2nd 3 7.5%
3 8 20%
4t and above 5 12.5%
Total 40 100%
Table-lI
Gestational age at the time of diagnosis (n=40)
Weeks of gestation Number Percentage
<30 2 5%
30-33 6 15%
34-36 8 20%
37-40 24 60%
Total 40 100%

Table-lll
Risk Factors(n=40)

Risk factors Number Percentage
Obesity 12 30
Previous history of 3 7.5
pre-eclampsia
Pregnancy with 2 5
diabetes mellitus
Multiple pregnancy 1 2.5
No risk factors 22 55
Total 40 100

Table-IV

Delivery outcome (n=40)

Mode of delivery Number Percentage
Vaginal delivery 10 25
Caesarean section 29 72.5
Hysterotomy 1 2.5
Total 40 100

Hysterotomy was done in missed abortion as

induction was failed

Table-V
Feotal Birth Weight (n=40)

Birth weight in kg Number Percentage
1-1.5 8 20
1.6-2.4 10 25
2.5-3 16 40
>3 6 15
Total 40 100

Table-VI

Foetal outcome

Foetal outcome Number Percentage
Premature 15 37.5%
Intra uterine growth 3 7.5%
retardation (IUGR)
Intra uterine death(IUD) 2 5%
Neonatal death 2 0.5%
Foetus with complications 22 50.5%
Normal 18 49.5%
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Table-VII
Maternal Complication

Maternal complication Number Percentage
Eclampsia 1 2.5%
Abruptio placenta 3 7.5%
HELLP syndrome 2 5%
Postpartum haemorrhage 4 10%
Other complications 10 25%
Without complication 30 75%

Discussion:

Pre-eclampsia contributes to be major complications
in pregnancy, resulting in mortality and serious morbidity
to both mother and baby. Maternal age below 20 and
greater than 35 years are atincreased risk of developing
pre-eclampsia® . In the present study 52.5% patients
were in age group of 20-30 years and this correlate to
other previous studies 161718 _ |n this study 60%
patients were primi gravida ,which is in aggrement with
other study'® . The incidence of pre-eclampsia
increases as pregnancy approaches at or near term.
In this study gestational age 37 weeks was found in

51.5% cases. The result is nearly similar to other studies
16,17

Among risk factors previous history of pre-eclampsia
was observed in 7% and pregnancy with diabetes in
5% cases , which is almost similar to other study8.
Obesity is a risk factor of PE. In present study 30%
patients were obese at booking. Similar findings was
found by Jone Viller et al'®. Pre-eclampsia is a
progressive disease and delivery is the ultimate
treatment for pre-eclampsia. In present series
vaginal delivery was in 25% cases and caesarean
section was done in 72.5% cases. Study by Romuald
etal?? found LUCS in 74.22% cases .In present study
birth weight of 40% babies were in between 2.5-3 kg
and 25% were in between 1.6-2.4 kg. E. Abalos et.
al observed 6.4% * 2.5 kg and 26.1% in between
1.5-2.4 Kg."” This disparity is because in my study
most of the patients developed pre-eclampsia at or
near term. Among foetal outcome IUGR in 7.5%, IUD
in 5% and neonatal death was observed in 5% cases
.The observed fetal outcome in present study is
comparable to studies conducted by Parveen et.
Al'8

Prematurity was found in 37.5% cases in this study,
which is in agreement with other study?%.Most
common maternal complication found in this study
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was post partum haemorrhage which is 10%,
followed by abruption placenta 7.5%, HELLP
syndrome 5%and eclampsia 2.5% was observed.
The incidence of maternal complications is similar
to those reported in previous studies'820 . Pre-
eclampsia contributes to the high mortality and
morbidity of both mother and neonate. Early
detection, careful monitoring and treatment can
improve maternal and fetal outcome.

Conclusion: Primi gravida are more prone to develop
pre-eclampsia. Obesity, previous history of pre-
eclampsia, multiple pregnancy and pregnancy with
diabetes mellitus increase the risk of pre-eclampsia.
Pre maturity, intra uterine growth retardation (IUGR),
intrauterine death (IUD), neonatal death are important
fetal complicatios.

References:

1. Lana K. Wagner. M. D. Diagnosis and
Management of Pre eclampsia. Am Fam
Physican. 2004 Dec 15; 70 (12): 2317 — 24.

2. Davey DA, Mac Gillivray 1. The Classification
and definition of the hypertensive disorders of
preghancy. Am J obstet Gynecol. 1988; 158 (4):
892-898.

3. Steegers EA, Von Dadelszen P, Duvekot JJ,
Pinjnenborn R. Pre-eclampsia. Lancet. 2010;
376 (9741): 631-644.

4. Sibai B, Dekker G, Kupferminc M. Pre-
eclampsia. Lancet. 2005; 365 (9461): 785-799.

5.  Khan KS, Wojdyla D, Say L, Gulmezoglu AM,
Von Look PFA. WHO analysis of causes of
maternal death: a systemetic review. Lancet
2006; 367 (9516): 1066-1074.

6. Pijenborg R, Vercruysse L, Hanssens M. The
uterine Spiral Arteries in human pregnancy:
facts and controversies. Placenta. 2006; 27(9-
10): 939-958.

7. Roberts jM, Copper DW. Pathogenesis and
genetics of pre-eclampsia. Lancet 2001; 357:
53-6.

8. ACOG Committee on obstetric practice. ACOG
practice bulletin. Diagnosis and management
of pre-eclampsia and eclampsia. NO 33.
January 2002. American college of obstetrics
and gynecologists. Obst Gynecol 2002; 99:
159-67.



Risk Factors and Fetal Outcome of PE Cases in a Tertiary Level Hospital

9.

10.

11.

12.

13.

14.

15.

Dekker G, Sibai B. Primary, Secondary and
tertiary prevention of pre-eclampsia. Lacent
2001; 357: 209-15.

Sibai BM, Ramadan MK, Chari RS, Friedmar
SA. Pregnancies coomplicted by HELLP
syndrome: Subsequent pregnancy outcome and
long-term pregnancies. Am J obstet Gynecol
1995; 172: 125-9.

The Magpie Trial Collaborative Group. Do
women with pre-eclampsia and their babies,
benefit from magnesium sulphate? The Magpie
Trial : a randomize placebo- controlled trial.
Lancet 2002; 359: 1877-1890.

Von Dadelszen P, Magee La, Tylon El, et al.
Maternal hypertension and neonatal outcome
among small for gestrational age infants. Obstet
Gynecol 2005; 106: 335-9.

National High blood Pressure Education
Program Working Group on High Blood
Pressure in Pregnancy. Working Group report
on high blood preassure in pregnancy.
Bethesda, Md: U. S. Dept. of Health and Human
Services, Public Health Service, National
Institute of Health, National Heart, Lung and
Blood Institute, 2000: NIH Publication no. 00-
3029. Accessed online July 19, 2004.

Report of the National High blood Pressure
Education Program working Group on High
Blood Preassure in pregnancy. Am J Obstet
Gynecol 2000; 183: 51- 22.

Duley L, Henderson, Smart DJ, Meher S. King
JF. Antiplatelet agents for preventing pre-

16.

17.

18.

19.

20.

Kamrun Nahar et al.

eclampsia and its complication. Cochrane
Database Syst Rev 2007; 18(2): CD 004659.

S. Kishwara, S Tanira, E Omar, F Wazed, S.
Ara. Effects of pre-eclampsia on perinatal
outcome — A study done in the specilazied urban
Hospital Setup in Bangladesh. Bangladesh
Medical Journal 2011; 4(1): 33-36.

E Abalos, C Cuesta, G Carroli. Z Qureshi, M
Widner, JP vogel, JP Sauza. Pre-eclampsia —
eclampsia and adverse Maternal and Perinatal
outcomes: a secondary analysis of the World
Health Organization (WHO) multicountry Survay
on metarnal and newbourn health. B JOG 2014;
121 (Suppl-1): 14-24.

Preveen M, Aabidha, Anne G Cherina, Jormin
H. Maternal and fetal outcome in pre-eclampsia
in a secondary care Hospital South India. J.
Family Med Primcare. 2015. April-June; 4(2) :
257-260.

Jone Villar, Guillermo C, Daniel W, Edgando A,
Daniel G, Hassan B, Ubaldo F, Lieve B, Pisake
L, Liana C, Yagob M, Marshall L, Michael K.
Pre-eclampsia, gestational hypertension and
Intra Uterine growth retardation, related or
independent condition? Am J Obstet Gynaecol
2006; 194: 921-31.

Romuald R, Rosa L, Tsifiregna Z, Zafitsara Z,
Andrianirina, Hary R, Andrianampanalinarivo.
Materno — fetal outcomes in pre eclampsia in
rural hospital of Antananarivo Madagascar.
International Journal of Research in Medical
Sciences. 2018; 6(4):1064-67.



