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1. INTRODUCTION 

High blood pressure during pregnancy is when your 

blood pressure is consistently higher than 140/90 mmHg 

for at least two four-hour periods.
[1]

 10-15% of 

pregnancies have a problem called hypertensive disorder 

of pregnancy (HDP), which can cause more deaths and 

health problems for the mother and baby around the 

world.
[2-4]

  

 

We don't know exactly how HDP develops. It affects 

many parts of the body and can vary a lot from person to 

person
[5]

 Changes in maternal features have led to secular 

rises in HDP, The use of prenatal care and treatments 

like magnesium sulfate has led to fewer cases of 

eclampsia.
[6]

 Preeclampsia can cause problems for both 

the baby and the mother, such as kidney or liver 

issues.
[3,7]

 Knowing about these problems early can help 

with better treatment, a good result for the mother and 

baby, and a decrease in HDP sickness and death.
[5,8]

 

Women are less likely to die or suffer from serious 

health problems during childbirth when they are closely 

watched over by medical professionals, given medicine 

to prevent and control seizures, treated for high blood 

pressure, and have their pregnancy ended at the right 

time.
[9]

 The three delays that can be prevented but impact 

the health of mothers with high blood pressure during 

pregnancy are related to the healthcare system and how 

women seek medical help. These factors are important 

for the well-being of both the mother and baby.
[10]

 

 

Preeclampsia is a big problem for pregnant women and 

their babies. It causes a lot of health problems and even 

death for many women and babies around the world each 

year.
[10,11]

 5.2%–8.2% Many pregnancies around the 

world are made more difficult by high blood pressure 

during pregnancy.
[12]

 The World Health Organization 

(WHO) says that preeclampsia happens more often in 

poor countries (2. 8% of births) than in rich countries (0. 

4%).
[13]

 According to a systematic study conducted by 

the World In 2014, the main reason why mothers died in 

Sub-Saharan Africa was bleeding, which caused about 

16% of all maternal deaths, according to the Health 

Organization.
[14,15]

 Similarly, The national study on 

mother's deaths found that high blood pressure during 

pregnancy is the main reason for mothers dying after 

bleeding, with a rate of 111. 1 per 1000 live births.
[16–18]
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Background: High blood pressure during pregnancy is the main cause of health problems for both the mother and 

the baby. The aim of this study is to see how moms with hypertension problems and pregnancy complications are 
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easier words:. The research found that babies born to mothers with high blood pressure had lower Apgar scores 

(33%), were born early (32%), and needed to be in intensive care units (18%). Conclusion: High numbers of 

women in this area have high blood pressure during pregnancy, which makes it harder for both the mother and 

baby. To prevent bad effects on the mother and baby during pregnancy, doctors should check on them more often 

and act quickly if there are any problems. 
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With improved roads and buildings, pregnant women can 

easily get good medical care. Finding and treating a 

health problem early has made it less likely for pregnant 

women to develop high blood pressure complications.
[19]

 

One important way to improve the health of mothers 

with high blood pressure during pregnancy is to make 

sure they can get good emergency care when they need 

it. This would reduce the chances of problems during 

childbirth and could prevent up to 70% of mothers from 

dying, as well as 15% of newborn babies.
[20,21]

 

 

The new WHO guidelines help doctors take care of 

pregnant women so their pregnancies are safe and 

healthy.
[22]

 Furthermore, MDSR was brought in to make 

it easier for women to get good maternity health care 

without waiting too long.
[23]

 

 

In poor countries, it's important for healthcare workers to 

know about preeclampsia. Every time you go to the 

doctor, they check your pee for protein and test your 

blood pressure.
[24]

 The Demographic and Health Survey 

(EDHS) report says that 62% and 31% of pregnant 

women had at least one and four ANC visits. 75% of 

pregnant women had their blood pressure checked and 

66% had a urine test. They also got nutritional 

counseling. But there weren't enough ways to check for 

health problems, give medicine, or provide treatment for 

HDP.
[22,25]

 " Most health centers did not do a good job at 

providing life-saving care for pregnant women and 

newborn babies. These services were usually only found 

in big cities.
[26]

 In order to close this gap, the current 

study evaluated the severity of HDP's negative 

consequences and identified the variables that predispose 

to those results. 

 

The HDPs can help predict when a mother might have 

problems during pregnancy. This helps improve how she 

is cared for, makes sure she gets regular check-ups, and 

treats any symptoms early. It also helps decide if she 

needs to go to a hospital with better care, and improves 

how medical studies are done. This helps make sure 

pregnant women in Ethiopia get the right help for them. 

The study's findings are important for both medical 

treatments and public programs that try to solve 

problems related to HDP's bad results. 

 

 

 

2. PATIENTS AND METHODS  

Study Design and Setting 

It was a descriptive, cross-sectional, retrospective study 

using data from the hospital records of pregnant women 

in Iraq. 

 

Study population 

This research involved all women who were able to be in 

the hospital and had their babies there. We picked 200 

samples from each month of the study. Women who 

were sent to other hospitals after being admitted, those 

with missing or incomplete information, or those who 

died before being properly diagnosed are not included in 

the study. 

 

Data variables for the study 

To understand how health problems during pregnancy 

affect the mother and baby, we looked at the medical 

records of the women in the study. We collected 

information about the mom's concerns, age, overall 

health, previous pregnancies, how far along she is, how 

many babies she's having, and any other risks for high 

blood pressure during pregnancy. We also noted her 

highest blood pressure numbers, what kind of high blood 

pressure she has, when it started, how bad the symptoms 

are, and what medicines she's taking. Also, we collected 

information about when labor started, how babies were 

delivered, and any problems during pregnancy and birth. 

The test results showed there was protein in the urine, 

low hemoglobin levels, normal platelet count, high 

serum creatinine, normal BUN levels, high uric acid 

levels, and high liver enzyme levels in the blood. 

 

We checked the conditions of the newborn babies by 

looking at how many weeks they were in the womb, if 

they were born alive or not, how much they weighed at 

birth, how well they were doing at 1 and 5 minutes after 

birth, if they needed help breathing, and if they needed to 

be taken to the special care nursery. 

 

Data Processing and Statistical analysis 

After making sure everything was there, the information 

was turned into a code, put into a computer, and studied 

using SPSS version 20 software. We used descriptive 

statistics to figure out rates. We used chi-square to figure 

out the connections between certain predictor variables. 

A p-value less than 0. 05 means the results are 

significant. 

 

3. RESULT 

Table 1: Distribution demographic data in studied groups.  

 
Gestational 

hypertension 

N=30 

Mild 

preeclampsia 

N=25 

Severe 

Preeclampsia 

N=40 

Eclampsia 

N=5 

Normotensive 

n=100 
P-value 

Gestational age  

< 34 weeks 0 (0%) 1 (4%) 8 (20%) 1(20%) 25 (25%) 

< 0.001* 34-36 weeks 6 (20%) 2 (8%) 12 (30%) 2(40%) 35 (35%) 

≥ 37 week 24 (80%) 22 (88%) 20 (50%) 2(40%) 40 (40%) 

Birth weight  

< 1500 g 0 (0%) 2(8%) 9(22.5%) 0(0%) 11(11%) < 0.001* 
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1500-2499 g 4(13.3%) 3(12%) 12(30%) 3(60%) 33(33%) 

≥ 2500 g 26(86.7%) 20(80%) 19(47.5%) 2(40%) 55(55%) 

Mode of deliver  

vaginal 27 (90%) 12(48%) 19(47.5) 3(60%) 55(20%) 

< 0.001* Instrumental 1 (3.3%) 1(4%) 3(7.5%) 0 (0%) 15(15%) 

cesarean 2 (6.7%) 12(48%) 18(45%) 2(40%) 30(30%) 

 

This table show that there was statistically significant 

difference between studied groups according to 

Gestational age, Birth weight and Mode of deliver in 

studied groups. 

 

Table 2: Distribution of feto-maternal Complication and Outcome in studied groups. 

 
Gestational 

hypertension 

N=30 

Mild 

preeclampsia 

N=25 

Severe 

Preeclampsia 

N=40 

Eclampsia 

N=5 

Normotensive 

n=100 
P-value 

Neonatal 

complication 
 

No complication 30 (100%) 18 (72%) 16 (40%) 2 (40%) 95 (95%) 

< 0.001* 

IUGRa 0(0%) 2 (8%) 6 (15%) 1 (20%) 0(0%) 

Need for 

resuscitation 
0(0%) 2 (8%) 7 (17.5%) 1 (20%) 2 (2%) 

      

Need for NICUb 0(0%) 3 (12%) 11 (27.5%) 1 (20%) 3 (3%) 

Birth outcome  

Still birth 2 (6.7%) 1 (4%) 2 (5%) 0(0%) 4 (4%) 
0.9 

Alive 28 (93.3%) 24 (96%) 38 (95%) 5 (100%) 96 (96%) 

Maternal age  

≤ 24 yrs 13 (43.3%) 5 (20%) 12 (30%) 0(0%) 18 (18%) 

< 0.001* 25-34 yrs 15 (50%) 17 (68%) 23 (57.5%) 4 (90%) 27 (27%) 

≥ 35 yrs 2 (6.7%) 3 (12%) 5 (12.5%) 1 (10%) 55 (55%) 

 

This table show that there was no statistically significant 

difference between studied groups according to Birth 

outcome while, there was highly statistically significant 

difference between studied groups according to Maternal 

age and Neonatal complication. 

 

Table 3: Distribution of APGAR in studied groups.  

 
Gestational 

hypertension 

N=30 

Mild 

preeclampsia 

N=25 

Severe 

Preeclampsia 

N=40 

Eclampsia 

N=5 

Normotensive 

n=100 
P-value 

APGAR at 1st 

minute 
 

< 7 4 (13.3%) 8 (32%) 19 (47.5%) 2 (40%) 13 (13%) 
< 0.001* 

≥ 7 26 (86.7%) 17 (68%) 21 (52.5%) 3 (60%) 87 (87%) 

APGAR at 5th 

minute 
 

< 7 2 (6.7%) 4 (16%) 3 (12%) 2 (40%) 5 (5%) 
0.03 

≥ 7 28 (93.3%) 16 (84%) 22 (82%) 3 (60%) 95 (95%) 

 

This table show that there was statistically significant 

difference between studied groups according to 

distribution of APGAR in studied groups. 

 

Table 4: Distribution of Maternal effects of HDP in studied groups. 

 
Mothers with Severe 

preeclampsiaa and 

Eclampsia (n =40) 

All Mothers with HDP 

(n = 125) 
P value 

Headache 10 (25%) 45 (36%) 

0.83 
Blurring of vision 15 (37.5%) 37 (29.6%) 

Epigastric pain 3 (7.5%) 10 (8%) 

Abruptio placentae 1 (2.5%) 2 (1.6%) 



www.ejpmr.com          │         Vol 11, Issue 1, 2024.          │         ISO 9001:2015 Certified Journal         │ 

Habeeb et al.                                                                   European Journal of Pharmaceutical and Medical Research  

90 

Seizure and Loss of 

consciousness 
1(2.5%) 5 (4%) 

AKI 5(12.5%) 25 (20%) 

Thrombocytopenia 5 (12.5%) 20 (16%) 

 

This table show that there was statistically significant 

difference between studied groups according to 

Gestational age, Birth weight and Mode of deliver in 

studied groups. 

 

Table 5: Distribution of maternal blood pressure between studied groups. 

 

Gestational 

hypertension 

N=30 

Mild 

preeclampsia 

N=25 

Severe 

Preeclampsia 

N=40 

Eclampsia 

N=5 

Normotensive 

n=100 
P-value 

SBP 138.32±9.02 140.97±10.02 163.87±11.01 176.7±11.1 109±8.6 < 0.001* 

DBP 91.65±6.4 94.2±6.7 108.68±7.01 117.6±7.1 87.6±5.02 < 0.001* 

 

This table show that there was statistically significant 

difference between studied groups according to SBP and 

DBP in studied groups. 

 

4. DISCUSSIONS 

Along with bleeding and infection ,hypertensive 

disorders of pregnancy (HDP) are one of the lethal triads 

that significantly increase maternal morbidity and death 

as well as fetal and neonatal risk.
[1]

 In this study most of 

the participants were in the age group of 20 to 30 years 

(83.7%), similar to this study the study done by Khosravi 

et al, shows the PIH was most commonly seen in the age 

group of 25 to 34years  (..55,)% in the study by Gandhi et 

al, the participants were in mostly in the age group of 21 

to 25 years (48.42%) whereas the study by Parmer et al, 

had PIH patients mostly aged less than 20 years.[5-7] In 

a study by Patel R et al PIH was seen mostly in the age 

group of 18 to 22 years.
[27]

 This study observed that the 

patients of PIH were mainly primigravida (73%) which 

is similar to study done by Youssef AA et al, which 

showed PIH the incidence was seen mainly in 

primigravida (67.6%) and study done by Parmer et al 

which shows that the incidence is more common in 

primigravida (55%.
[28]

 In contrast this study observations 

studies done by Gandhi et al (56.84%) Khosravi et al 

(67.2% )reported the incidence In this study PIH was 

seen in patients with education up to high school (56.9%) 

similarly in a study done by Youssef AA et al, the 

preeclampsia was seen more commonly and sever form 

in low education status.
[29]

 resented at term  >(73 weeks of 

gestation; 68%). In other studies, by Gandhi et al most of 

participants were  >75 weeks of gestation (60%), 

Khosravi et al showed that the most commonest 

gestational age was 32-36 weeks (57.4%), Alaa el-deen 

et al study states that 39.4% of participants were in the 

≥36 weeks of gestation.
[4,5,6,9]

 Out of 100 patients in this 

study, 70cases (70%) presented with features of 

eclampsia. A study by Gandhi et al only 12% of the 

patients had eclampsia and another study by Singh V et 

al, showed an incidence of 14.3% of eclampsia showed 

lower incidence than this study.
[30]

 

 

In this study, most of the babies born were of the normal 

weight (47.9%) followed by low birth weight (46.3%). 

The NICU admission was seen in 29.2% of the 

participants and 9% of the babies were intrauterine 

deaths. A study by Patel R et al, out of 64 delivery 

18.75% of babies were required NICU admission for 

various causes with 1.56% were IUFD and  65.5 % of 

neonatal death.
[27]

 

 

Of all deliveries by moms with HDP, the rate of vaginal 

birth was 52.5 instrumental delivery accounted for 5%, 

and cesarean section delivery for 34%. Comparably, in 

the research conducted in Jimma (34%),
[10]

 Mettu 

(16.2%).
[24]

 and Debrebrhan (6.3%),
[31]

 the cesarean rate 

was 34%. Conversely, the rate of instrumental delivery 

was significantly lower than the research in Debrebrhan 

(34.7%),
[28]

 but somewhat lower than the studies in 

Jimma (7.8%)
[10]

 and Mettu (6.9%).
[24]

 One of the main 

symptoms in 30.8% of all moms with HDP and in 55.5% 

of mothers who were pre-eclamptic and eclamptic 

together was headache that was not relieved by standard 

analgesics. This is consistent with the 48.9% incidence 

of headache among mothers who have stacked 

preeclampsia and severe preeclampsia, as reported by 

Debrebrhan,
[32]

 as well as comparable studies from other 

nations, including 42.22% in India
[31]

 and 46.2% in 

Iran.
[30]

 In 29.6% of participants with HDP and 37.5% of 

subjects with pre-eclampsia and eclampsia combined, 

blurring of the vision was noted. Additionally, this is 

consistent with other reports.
[33]

 Prior to developing 

aberrant body movement and loss of consciousness, all 

of the eclamptic moms in our study complained of 

headaches and blurred vision. 

 

In order to prevent the consequences, it may be crucial to 

identify severe preeclampsia early and take appropriate 

action, such as ending the pregnancy. Pregnancy-related 

acute kidney failure (AKI) has declined in affluent 

nations, where estimates currently range from 1-2.8%; in 

underdeveloped nations, however, it ranges from 4.5-

15% and is the cause of both mother and fetal morbidity 

and death.
[34]

 A concerningly high value of 36% was 

observed in certain configurations with HDP.
[35]

 

According to our research, moms with HDP had a 20% 

prevalence of AKI (Cr > 1.2 mg/dl), which is 

comparatively greater than the 6.6% reported in 

Mettu.
[24]

 This may be partially explained by the HDP's 

higher prevalence in the current investigation. But the 
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percentages of thrombocytopenia (16%) and AKI (20%) 

are less than comparable research conducted in other 

nations.
[32]

 

 

An estimated 16% of maternal deaths worldwide occur 

each year due to preeclampsia/eclampsia.
[17]

 and 17.6% 

of direct maternal deaths are attributed to the HDP.
[26]

 

When pregnant women do not regularly have access to 

prenatal, intrapartum, and postpartum care, the risk of 

maternal death is much higher.
[8,17]

 

 

Pregnancy-related hypertension disorders have been 

linked to a number of perinatal problems, including low 

birth weight, low Apgar scores, intrauterine growth 

restriction, the need for resuscitation and/or admission to 

a neonatal intensive care unit (NICU), and stillbirths. 

Preterm birth was found to have a statistically significant 

correlation with the severity of HDP in the current study 

(p.v<0.001). Preterm delivery rates were 29.5%, with 

almost 80% of preterm deliveries being caused by severe 

pre-eclampsia and eclampsia. This result is consistent 

with research from Mettu (28.1%) [] and Jimma 

(31.6%).
[10]

 

 

However lower than reports of 48.6% in Addis Ababa
[9]

 

and 35.4% in Debrebrhan.
[28]

 Additionally, the study 

found that as HDP severity increased, the chance of low 

birth weight increased (p.v < 0.001). There is a 

statistically significant correlation between the severity 

of HDP and the rate of low Apgar in the first and fifth 

minutes (p<0.001). This supports findings from earlier 

investigations.
[34]

 In addition, preeclampsia-eclampsia 

has been linked to an increased risk of infant respiratory 

distress and an increased risk of neonatal intensive care 

unit hospitalization.
[13]

 Small and preterm babies may 

have low Apgar scores, perinatal asphysia, require longer 

hospitalizations in the neonatal critical care unit, and 

frequently have developmental delays.
[13]

 10% of the 

neonates in our study required resuscitational support, 

and 87% of those babies were born to moms who had 

severe pre-eclampsia and eclampsia. Similarly, 8.9% of 

newborns born to moms with severe pre-eclampsia and 

eclampsia required referral to the NICU, making up 

11.5% of all neonates. The rate of NICU admission is 

significantly lower than the Debrebrhan study's 

40.1%,
[35]

 but it is equivalent to the Jimma study's 

16.4%.
[10]

 In our study, there were 5 stillbirths, or a 5% 

stillbirth rate. This rate is significantly lower than that 

found in previous Ethiopian research, which found 

10.7% in Mettu,
[24]

 27.5% in Jimma,
[10]

 and 30.8% in 

Debrebrhan.
[28]

 The low prevalence of eclampsia (2.6%) 

in comparison to other studies may be a significant 

contributing factor to the low incidence of stillbirth in the 

current study area.
[10,24,28]

 A five-fold greater risk of 

perinatal death is attributed to eclampsia.
[21]

 

 

CONCLUSION 

The prevalence of hypertensive disorders of pregnancy is 

high in the study area and complicates maternal and fetal 

outcomes of the pregnancy. To deter its detrimental 

effects both on fetal and maternal outcomes of 

pregnancy, antenatal surveillance should be expanded to 

enable early detection, stringent follow-up and timely 

intervention in severely affected pregnancies. 
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