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Abstract  

Background: When a previously normotensive and nonproteinuric woman suddenly develops 

hypertension with a blood pressure of 140/90 mm Hg or greater and proteinuria after the 20th week, this 

is called a multisystem illness of unclear cause. Hypertension brought on by the gravida state is called 

pregnancy-induced hypertension (PIH). Pre-eclampsia, eclampsia, and gestational hypertension are all 

part of this condition. 

Methods: The current study was undertaken to study the fetal and maternal outcome in pre-eclampsia 

with elevated d-dimers among patients of Government General Hospital, Kakinada. Hospital based 

prospective observational study. Patients admitted to inpatient ward in the dept. of Obstetrics and 

Gynecology, GGH, Kakinada from October 2020 to October 2022 with clinical diagnosis of pre-

eclampsia in 100 patients. 

Results: Majority of the study subjects 42% belong to age group og 21-25 years, 30% belong to low 

SES, 57% were primigravida, 21% belong to 36 weeks, 52% presenting complaint is headache, Mean 

platelet value is 140479 ± 78931.32 SD, D-dimer values of 1701-2000 ng/ml. Mean D-dimer value is 

2076 ± 632 SD. 49% normal vaginal delivery, new-born 72% were pre-term, new-born 73% were low-

birth weight. Maternal complications is seen in 33% of study subjects. Fetal and Maternal Mortality rate 

is 5% each in the study. 

Conclusion: Maternal and fetal mortality rate is 5% each in the present study. Elevated-D dimers were 

significantly associated with maternal mortality. Elevated-D dimers were significantly associated with 

abnormal fetal outcome. 

Keywords: Fetal and maternal outcome, preeclampsia, platelet, D-dimers 

 

Introduction 

The word “eclampsia” was derived from Greek language “eklampsis” meaning lightening or sudden 

development 
[1]

. It is a pregnancy-specific syndrome with combined presentation of high blood pressure 

and proteinuria. The new definition of pre-eclampsia is maternal organ dysfunction like renal 

insufficiency, liver involvement, neurological and hematological complications, uteroplacental 

dysfunction resulting in fetal growth restriction 
[2]

. 

World-wide 10% of women have high blood pressure during pregnancy and pre-eclampsia complicates 

2-8% of pregnancies. Overall, 10-15% of direct maternal deaths are associated with preeclampsia and 

eclampsia 
[3]

. 15-20% of maternal deaths were due to preeclampsia in developed countries 
[4]

. The 

prevalence of pre-eclampsia in India, 2006 is 28.2% and in Andhra pradesh it is 21% 
[5]

. 

Preeclampsia usually develops after 20 weeks of gestation. It is a heterogeneous condition with 

potentially maternal and fetal consequences. It is characterized by variable degrees of placental mal-

perfusion, with release of soluble factors into the circulation. These factors cause maternal 

vascular endothelial injury, which leads to hypertension and multi-organ injury. The placental 

abnormality can cause fetal growth restriction and stillbirth 
[6]

. 

According to International society for study of Hypertension in Pregnancy (ISSHP) pre-eclampsia is 

characterized by onset of hypertension, with systolic BP ≥ 140 mm Hg, diastolic ≥ 90 mm Hg at or after 

20 weeks of gestation and 24 hour urine protein of ≥ 300 mg/day or spot urine protein/creatinine ratio of 

≥ 0.3 mg/mg 
[7]

. The clinical spectrum of pre-eclampsia ranges from mild to severe. Mild to moderate 

pre-eclampsia have no symptoms. Severe pre-eclampsia presents with symptoms like headache, upper 

abdominal pain, visual disturbances, raised blood pressure, ankle oedema and proteinuria 
[5]

. 

The risk factors of pre-eclampsia in primiparous women is unknown, other factors include twin 

pregnancy, molar pregnancy, diabetes and obesity. Previous pregnancy complicated with pre-eclampsia 
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is the strongest risk factor. Genetic risk factors search is of little success 
[8]

. Chronic hypertension, 

chronic renal disease, maternal age >40, previous pregnancies with placental abruptions, intra-uterine 

growth restrictions and still births are other risk factors 
[9]

.  

Pre-eclampsia causes coagulation complications like DIC and HELLP syndrome. Hemoglobin and 

platelet counts were decreased, and d-dimers were elevated 
[10]

. D-dimer is a product of blood clotting 

and break down process and can be measured by blood sample analysis 
[11]

. D-dimer is exclusive 

biomarker to identify the venous-thromboembolisms. But during pregnancy there is limitation due to 

physiological increase of d-dimers during pregnancy 
[12]

.  

Hence there is a need to study the d-dimers and its elevation in pre-eclampsia to determine the maternal 

and fetal outcome. So, the study was conducted to assess the fetal and maternal outcome in pre-eclampsia 

with elevated d-dimers. 

 

Materials and Methods 

The current study was undertaken to study the fetal and maternal outcome in pre-eclampsia with elevated 

d-dimers among patients of Government General Hospital, Kakinada. Hospital based prospective 

observational study. Patients admitted to inpatient ward in the dept. of Obstetrics and Gynecology, GGH, 

Kakinada from October 2020 to October 2022 with clinical diagnosis of pre-eclampsia in 100 patients. 

 

Inclusion criteria 

1. All pregnant women with pre-eclampsia with gestational age more than 20 weeks. 

2. Age more than 18 years. 

3. Patients who have given consent. 

 

Exclusion criteria 

1. Family or personal history of venous thromboembolism. 

2. Maternal age more than 45 years. 

3. History of smoking. 

4. Suspected or confirmed DVT. 

 Coagulation disorders  

 Patients who received anti-coagulants and antihypertensive drugs 

5. Previous recurrent spontaneous abortions. 

6. HELLP syndrome, multiple gestation. 

7. Chronic renal disease, chronic hypertension, pre-existing diabetes or gestational diabetes mellitus. 

 

Study tools 
A pre-tested, semi-structured questionnaire was used to collect information. 

 

Data collection 
Data on detailed history, clinical examination and relevant laboratory investigations of the pregnant 

women were taken. 

 

Study variables 

Age, Parity, gestational age, platelet count, d-dimer count, mode of delivery of pregnant women. Birth 

weight and outcome of baby. 

 

Statistical analysis 

Data was analyzed by using Microsoft Excel 2016, SPSS 21 and represented in the form of tables and 

diagrams. Percentages, means and proportions were used for descriptive variables. Appropriate statistical 

tests were applied wherever necessary. P-value of < 0.05 was taken as statistically significant. 

 

Ethical issues 
Prior approval from the Institutional Ethics Committee (IEC) has been obtained. Informed consent from 

the study subjects was obtained. The interviews were ensured confidentiality and comfort. 
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Results 

 

 
 

Fig 1: Distribution of study subjects based on Age group (n=100) 

 

In the present study, study subjects of ≤20 years of age group constitutes 18%, 21-25 years age group 

constitute 42%, 26-30 years age group constitute 24% and 31-35 years age group constitute 16%. 

Majority of study subjects belong to age group of 21-25 years. Mean age of study subjects is 25 ± 4.78 

SD. 

 

 
 

Fig 2: Distribution of study subjects based on SES (n=100) 

 

According to BG Prasad socio-economic classification, study subjects were classified based on monthly 

income. 9% of study subjects belong to class I SES, 18% belong to class II SES, 16% belong to class III 

SES, 30% belong to class IV SES and 27% belong to class V SES. Most study subjects belong to class 

IV SES. 

 

 
 

Fig 3: Distribution of study subjects based on Parity (n=100) 

 

In the present study, 57% of study subjects were primigravida and 43% were multigravida. More than 

half of the study subjects were primigravida. 

 

 
 

Fig 4: Distribution of study subjects based on Gestational Age (n=100) 
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In the present study, 13% were 28 weeks of GA, 2% were 29 weeks, 7% were 30 weeks, 8% were 32 

weeks, 17% were34 weeks, 4% were 35 weeks, 21% were 36 weeks, 13% were 37 weeks, other 13% 

were 38 weeks and 2 % were 39 weeks. Majority of the study subjects were of 36 weeks. 

 

 
 

Fig 5: Distribution of study subjects based on Presenting complaints (n=100) 

 

In the present study, 24% have no complaints, 8% have decreased urine output, 20% have blurring of 

vision, 52% have headache and 23% have vomiting. More than half of the study subjects have headache 

as a presenting complaint. Study subjects have more than one complaint. 

 

 
 

Fig 6: Distribution of study subjects based on Urine albumin (n=100) 

 

Based on dip-stick test, 6% of study subjects have +1 urine albumin levels, 35% have +2 urine albumin 

levels, 50% have +3 urine albumin levels and 9% have +4 urine albumin levels. Half of the study 

subjects have + 3 urine albumin levels. 

 

 
 

Fig 7: Distribution of study subjects based on Platelet count (n=100) 

 

In the present study, 1% of study subjects have < 25,000 platelet count, 12% have between 25,000-

49,000 platelet count, 10% have between 50,000-74,000 platelet count, 36% have between 75,000-

1,00,000 count and 41% have >1,50,000 count. Most of the study subjects have >1,50,000 platelet count. 
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Fig 8: Distribution of study subjects based on D-dimer values (n=100) 

 

In the present study, 22% of study subjects have < 1700 ng/ml D-dimer levels. 38% of study subjects 

have values between 1701-2000 g/ml, 28% have between 2001-3000 ng/ml and 12% have > 3000 ng/ml 

d-dimer values. Majority of study subjects have d-dimer values between 1701-2000 ng/ml. 

 

 
 

Fig 9: Grouping of study subjects based on D-dimer values (n=100) 

 

Based on D-dimer values, study subjects were classified. 22% of study subjects have normal D-dimer 

values and 78% of study subjects have abnormal D-dimer values. 

 

 
 

Fig 10: Distribution of study subjects based on Mode of delivery (n=100) 

 

In the present study, 49% have undergone Normal vaginal delivery, 3% have undergone forceps delivery 

and 48% have undergone emergency LSCS. Nearly half of the study subjects undergone emergency 

LSCS. 

 

 
 

Fig 11: Distribution of study subjects based on Blood transfusion (n=100) 

 

In the present study, 51% of study subjects have undergone blood transfusion and 49% did not. More 

than half of the study subjects have undergone blood transfusion. 
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Fig 12: Distribution of study subjects based on fetal outcome (n=100) 
 

In the present study, 5% of study subject fetus were Intrauterine deaths (IUD), 72% were pre-term (PT) 

and 23% were term (T). Nearly two-thirds of study subject babies were pre-term. 

 

 
 

Fig 13: Distribution of study subjects based on Baby weight (n=100) 

 

In the present study, 5% of study subject babies were < 1 kg (extremely low birth weight), 21% were 1-

1.5 kg (very low birth weight), 47% were 1.5-2.5 kg (low birth weight) and 27% were > 2.5 kg (normal 

weight). Two-thirds of the study subjects were of low birth weight. 

 

 
 

Fig 14: Distribution of study subjects based on Maternal Outcome (n=100) 

 

In the present study, 95% of study subjects with pre-eclampsia were alive and 5% were dead. The 

mortality rate is 5%. 

 

 
 

Fig 15: Distribution of study subjects babies based on Apgar score (n=100) 

 

Based on Apgar score, new born babies were assessed. 62% of new born have normal Apgar scores and 

38% have abnormal Apgar scores. Majority of the new born have good Apgar scores. 
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Table 1: Crosstab showing distribution of study subjects based on D-dimer levels and maternal outcome 
 

Outcome (M) D-dimer values  Chi-square 

Df 

P value 
 Normal Abnormal Total 

Alive 
19 (20.0%) 

 86.4% 

76 (80.0%) 

 97.4% 

95 (100.0%) 

 95.0% 
4.4289 

18 

0.035 

Expired 
3 (60.0%) 

 13.6% 

2 (40.0%) 

 2.6% 

5 (100.0%) 

 5.0% 

Total 
22 (22.0%) 

 100.0% 

78 (78.0%) 

 100.0% 

100 (100.0%) 

 100.0% 

 

Among study subjects with normal D-dimer levels, 86.4% were alive and 13.6% were expired, and 

among abnormal values, 97.4% were alive and 2.6% were expired. Elevated d-dimer levels were 

significantly associated with maternal outcome. 

 
Table 2: Crosstab showing distribution of study subjects based on D-dimer levels and fetal outcome 

 

Outcome (B) 

D-dimer levels Chi-square 

Df 

P value 
Normal Abnormal Total 

Normal 
18 (29.0%) 

81.8% 

44 (71.0%) 

 56.4% 

62 (100.0%) 

 62.0% 
4.702 

12 

0.03 

Abnormal 
4 (10.5%) 

18.2% 

34 (89.5%) 

43.6% 

38 (100.0%) 

 38.0% 

Total 
22 (22.0%) 

100.0% 

78 (78.0%) 

100.0% 

100 (100.0%) 

100.0% 

 

Among the study subjects with normal d-dimer levels, 81.8% have normal Apgar scores and 18.2% have 

abnormal scores whereas among study subjects with abnormal d-dimer levels 56.4% have normal Apgar 

scores and 43.6% have abnormal scores. Elevated D-dimer levels resulted in abnormal Apgar scores 

which is statistically significant in the present study. 

 
Table 3: Mean values of Investigations 

 

S. No. Variable Mean Value 

1. Weight of Mother(kgs) 57 ± 5.63 SD 

2. Systolic Blood pressure (mm/hg) 161.26 ± 17.07 SD 

3. Diastolic Blood pressure (mm/hg) 112.3 ± 10.94 SD 

4. HB % 8.9 ± 2.48 SD 

5. Platelet count 140479 ± 78931.32 SD 

6. D-dimer levels (ng/ml) 2076 ± 632 SD 

7. Newborn weight(kgs) 2 ± 0.69 SD 

8. Normal D-dimer values 1211 ± 683 SD 

9. Abnormal D-dimer values 2320 ± 620 SD 

 
Table 4: Comparison of parameters of study subjects with normal and abnormal D-dimers values 

 

S. No. Parameters 
Normal D-dimers 

(n=22) 

Abnormal D-dimers 

(n=78) 

1. SBP 166.8± 18.3 SD 159.6±17.1 

2. DBP 116.3±12.2 111.1±10.5 

3. HB 9.8±2.6 8.6±2.4 

4. Platelet count 171049±85518 131856±77652.7 

5. Baby Weight 2.18±0.6 2±0.6 

6. Preterm 14(64%) 58(74%) 

7. Term 8(36%) 19(24%) 

8. IUD 1(4%) 4(5%) 

9. Expired(M) 2(9%) 3(3.8%) 

10. Complications(M) 4(18%) 30(38%) 

11. D-dimer values 1211±682.5 2320±621.9 

12. Blood Transfusion 9(41%) 42(54%) 

 
Table 5: Distribution of study subjects based on complications of mother 

 

Complications (n=100) N (%) 

NIL 67(67%) 

Disseminated Intravascular Coagulation (DIC) 4(4%) 

Abruptio Placenta 10(10%) 
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Acute Respiratory Failure (ARF) 6(6%) 

Cerebral Edema 2(2%) 

Cardio-vascular Thrombosis (CVT) 6(6%) 

Multi-organ dysfunction (MODS) 1(1%) 

Pulmonary Embolism (PE) 2(2%) 

Pleural Effusion 2(2%) 

 

In the present study, 67% of study subjects have no complications and 33% of study subjects have 

complications.4% of study subjects have DIC, 10% have abruptio placenta, 6% have ARF, 2% cerebral 

edema, 6% CVT, 1% MODS, 2% PE and another 2% Pleural effusion. 

 

Discussion 

Age 

In the present study, study subjects of ≤20 years of age group constitutes 18%, 21-25 years age group 

constitute 42%, 26-30 years age group constitute 24% and 31-35 years age group constitute 16%. 

Majority of study subjects belong to age group of 21-25 years. Mean age of study subjects is 25 ± 4.78 

SD. 

Agustin Conde Agudelo et al., in their study reported that >35 years is a significant risk factor for pre-

eclampsia 
[13]

. 

Maryam Kashanian et al., 2005-06 in their study reported that 15-20 years constitute 9.3%, 21-30 years 

constitute 23.7% and >31 years constitute 17% 
[14]

. 

Whereas Ramesh K et al., 2013 in their case-control study among 100 cases of preeclampsia and 200 

controls in Karnataka reported that mean age of cases was 21 years and controls is 23.5 years 
[15]

. 

Seema Das et al., 2017 in their study reported that 15-19 years constitute 4.7%, 20-24 years constitute 

44.7%, 25-29 years constitute 21.2%, 30-34 years constitute 17.6% and >35 years is 11.8% 
[16]

. 

Sailaja B et al., 2017 in their study reported that pre-eclampsia is more among study subjects with 25-35 

years age group 
[17]

. 

In the present study pre-eclampsia is more common in age of >25 years which is similar to several 

studies. 

 

SES 

According to BG Prasad socio-economic classification, study subjects were classified based on monthly 

income. 9% of study subjects belong to class I SES (upper), 18% belong to class II SES (upper middle), 

16% belong to class III SES (middle), 30% belong to class IV SES (lower middle) and 27% belong to 

class V SES (lower). Most study subjects belong to class IV SES. 

In a study conducted by Parveen M Aabidha, 2010-11 reported that 2% of study subjects belong to class 

I SES (upper), 29% belong to class II SES (upper middle), 24% belong to class III SES (middle), 30% 

belong to class IV SES (lower middle) and 15% belong to class V SES (lower) 
[18]

. 

Sailaja B et al., in their study reported that pre-eclampsia is more among study subjects with II and III 

SES 
[17]

. 

Pre-eclampsia is more common among low socio-economic classes. 

 

Parity 

In the present study, 57% of study subjects were primigravida and 43% were multigravida. More than 

half of the study subjects were primigravida. 

Whereas Maryam Kashanian et al., 2005-06 in their study reported that only 24% were primigravida and 

76% were multigravida 
[14]

. 

Seema Das et al., 2017 in their study reported that 65% were primigravida and 35% were multigravida 
[15]

. 

Charity Ndwiga et al., 2020 in their study reported that 36% of study subjects were primigravida and 

64% of study subjects were multigravida 
[19]

. 

Primigravida is more common compared to multigravida which is similar in all studies. 

 

Gestational age 

In the present study, 13% were 28 weeks of GA, 2% were 29 weeks, 7% were 30 weeks, 8% were 32 

weeks, 17% were 34 weeks, 4% were 35 weeks, 21% were 36 weeks, 13% were 37 weeks, other 13% 

were 38 weeks and 2 % were 39 weeks. Majority of the study subjects were of 36 weeks. 

Also, Ramesh K et al., 2013 conducted a case-control study among 100 cases of preeclampsia and 200 

controls in Karnataka reported that 98% of cases gestational age is > 30 weeks 
[15]

. 

Ajay Chhabra et al., 2015 in their study reported that 6% were < 30 weeks, 24% were 30-34 weeks, 30% 

were >34-37 weeks and 40% were >37 weeks 
[20]

. 

Seema Das et al., 2017 in their study reported that 33% were < 37 weeks, 65% were 37-41 weeks and 

3.5% were >41 years 
[16]

. 

Whereas in a retrospective analysis conducted by Kartik K Venkatesh et al., 2020 among 2217 pregnant 
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women reported that severe preeclampsia along with comorbidity and <34 weeks of gestational age 

causes fetal growth restriction 
[21]

. 

In several of the studies pre-eclampsia is most common in gestational age of >30 weeks. 

 

Presenting complaints 

In the present study, 24% have no complaints, 8% have decreased urine output, 20% have blurring of 

vision, 52% have headache and 23% have vomiting. More than half of the study subjects have headache 

as a presenting complaint. Study subjects have more than one complaint. 

Mou A et al., 2021 in their study reported that 13.5% had blurring of vision, 34% had headache, 44.1% 

had nausea and vomiting and 8.4% of other symptoms 
[22]

. 

The majority of the study subjects had headaches as a common complaint. 

 
Table 6: Comparison of parameters among studies 

 

S. No. Variable Present Study Mou A et al., [22] Ahoud Khalid Osman et al., [23] 

1. Weight of mother (kgs) 57 ± 5.63 SD 60.4 ±11.8 - 

2. SBP (mm/hg) 161.26 ± 17.07 SD 122.2 ±19.9 158.62 ± 20.21 

3. DBP (mm/hg) 112.3 ± 10.94 SD 79.8 ±13.6 102.72 ± 12.69 

 
Table 7: Comparison of BP among studies 

 

BP (mm/hg) Present Study Best L et al., Study [24] 

SBP 166.8 ± 18.3 SD (n=22) 159.6±17.1 (n=78) 133.2± 20.3 122.3 ±17.7 

DBP 116.3±12.2 111.1±10.5 79.2 ±12.7 71.7 ±11.6 

 

Urine albumin 

Based on dip-stick test, 6% of study subjects have +1 urine albumin levels, 35% have +2 urine albumin 

levels, 50% have +3 urine albumin levels and 9% have +4 urine albumin levels. Half of the study 

subjects have + 3 urine albumin levels. 

Indranil Banerjee et al., 2021 in their study reported that 33% had negative, 27% had trace amounts, 25% 

of study subjects have +1 urine albumin levels, 8.5% have +2 urine albumin levels and 6.5% have +3 

urine albumin levels 
[25]

. 

Urine albumin levels were high in the present study compared to other studies. 

 

Platelet count 

In the present study, 1% of study subjects have < 25,000 platelet count, 12% have between 25,000-

49,000 platelet count, 10% have between 50,000-74,000 platelet count, 36% have between 75,000-

1,00,000 count and 41% have >1,50,000 count. Most of the study subjects have >1,50,000 platelet count. 

Mean platelet count was 140479 ± 78931.32 SD. 

 
Table 8: Comparison of platelet counts among pre-eclampsia cases 

 

Studies Platelet Count 

Present study 1,40,479 

Mohapathra et al., [26] 1,80,000 

Vrunda et al., [27] 1,40,000 

Dube et al., [28] 1,90,000 

Annam et al., [29] 1,55,500 

Ahoud Khalid Osman et al., [23] 2,36,160 

 

Charity Ndwiga et al., 2020 in their study reported that 29% of study subjects with pre-eclampsia had 

low platelet count (<1 lakh) 
[19]

. 

A Near similar distribution of platelet count is seen among study subjects with pre-eclampsia in all the 

studies except a few studies. 

 

D-Dimer Values 

In the present study, 22% of study subjects have < 1700 ng/ml D-dimer levels. 38% of study subjects 

have values between 1701-2000 g/ml, 28% have between 2001-3000 ng/ml and 12% have > 3000 ng/ml 

d-dimer values. Majority of study subjects have d-dimer values between 170-2000 ng/ml. Mean 

abnormal D-dimer values were 2320 ± 620 SD. 

In a cross-sectional study conducted by Mirjana Kovac et al., 2010 reported that first trimester had 6.7-

7.6-time higher level of D-dimer than the mean value in the reference group, and in the third trimester 

thrombotic women had 2.0-3.8-time higher level of D-dimer and 100% sensitivity of d-dimer test in 

diagnosing thrombosis 
[30]

. 

In a cross-sectional study conducted by Serif Ercan et al., 2014 among pregnant women reported the 

reference values of d-dimers as follows: 0.11-0.40 mg/L; 0.14-0.75 mg/L and 0.16-1.3 mg/L in first, 
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second and third trimester, respectively 
[31]

.  

V O Osunkalu et al., 2014 conducted a study in Nigeria among 365 pregnant and non-pregnant women 

and reported the reference ranges as follows 338-624 ng/mL; 451-799 ng/mL and 665-1262 ng/mL in 

1st, 2nd, and 3rd trimester of pregnancy respectively. Median D-dimer levels for pregnant female in 1st, 

2nd, and 3rd trimester were 485 ng/ml; 620 ng/mL; and 1185 ng/mL respectively 
[32]

. 

In a cohort study conducted by Yolima Rodriguez-Pena et al., 2017-18 among 132 pregnant women, 

reported that elevated d-dimers were strongly associated with pre-eclampsia compared to control group 
[33]

. 

Irene Gutierrez Garcia et al., 2018 conducted a longitudinal prospective study among pregnant women 

reported the trimester specific reference values for D-dimers which are as follows, first trimester: 169-

1202 µg/L, second trimester: 393-3258 µg/L and third trimester: 551-3333 µg/L 
[34]

. 

Elevated D-dimers is associated with complications of maternal and fetal outcomes in all the studies. 

 

Mode of delivery 

In the present study, 49% have undergone Normal vaginal delivery, 3% have undergone forceps delivery 

and 48% have undergone emergency LSCS. Nearly half of the study subjects undergone emergency 

LSCS. 

Charity Ndwiga et al., 2020 in their study reported that 29% had normal vaginal delivery, 1% had 

assisted delivery and 70% had emergency LSCS 
[19]

. 

Majority of the study subjects had undergone LSCS. 

 

Fetal outcome 

In the present study, 5% of study subject fetus were Intrauterine deaths (IUD), 72% were pre-term (PT) 

and 23% were term (T). Nearly two-thirds of study subject babies were pre-term. 

In a prospective observational study conducted by Bassam Haddad et al., 2004 among pre-eclampsia 

women reported 5.4% perinatal deaths 
[35]

. 

N. Vijayan A et al., 2014-15 conducted a retrospective study in South India among pregnant women with 

preeclampsia reported that 36.8% had perinatal mortality due to preeclampsia 
[36]

. 

Ajay Chhabra et al., 2015 in their study reported that IUDs were 18% and 16% perinatal mortality 
[20]

. 

Charity Ndwiga et al., 2020 in their study reported that perinatal mortality was 26% 
[19]

. 

Sharma M et al., 2020 in their study reported that 4% IUDs, 31% have pre-term births, 8% perinatal 

deaths 
[37]

. 

Indranil Banerji et al., 2021 in their study reported that perinatal mortality was 4% 
[25]

. Mortality rate of 

baby is different in different studies due to other associated factors. 

 

Baby weight 

In the present study, 5% of study subject babies were < 1 kg (extremely low birth weight), 21% were 1-

1.5 kg (very low birth weight), 47% were 1.5-2.5 kg (low birth weight) and 27% were > 2.5 kg (normal 

weight). Two-thirds of the study subjects were of low birth weight. 

In a descriptive study conducted by Parveen M Aabidha, 2010-11 among 1900 antenatal women reported 

that prematurity, low birth weight, growth restriction were neonatal complications 
[18]

. 

Charity Ndwiga et al., 2020 in their study reported that 55% had birth weight < 2.5kgs 
[19]

. 

Sharma M et al., 2020 in their study reported that 23.1% had birth weight < 2.5kgs 
[37]

. 

Indranil Banerji et al., 2021 in their study reported that 50.5%had birthweight < 2.5 kgs and 49.5% had 

birthweight >2.5 kgs 
[25]

. 

Low birth weight is a predominant complication of fetal outcome in all the studies. 

 

Maternal outcome 

In the present study, 95% of study subjects with pre-eclampsia were alive and 5% were dead. The 

mortality rate is 5%. 

Sara Jaber et al., 2022 conducted a retrospective cohort study among 1172 pre-eclampsia women 

reported that 5-fold increase in maternal morbidity which needs immediate care and delivery of the baby 

without delay 
[38]

. 

Ajay Chhabra et al., 2015 in their study reported that maternal mortality was 4% 
[20]

. 

Sailaja B et al., 2017 in their study reported that maternal mortality was 4.6% 
[17]

. 

Charity Ndwiga et al., 2020 in their study reported that maternal mortality was 2.4% 
[19]

. 

Sharma M et al., 2020 in their study reported that maternal mortality was 15.4% 
[49]

. 

Indranil Banerji et al., 2021 in their study reported that maternal mortality was 7.5% 
[25]

. 

Mortality rate of mother is different in different studies due to other associated factors. 

 

Complications 

In the present study, 67% of study subjects have no complications and 33% of study subjects have 

complications. 4% of study subjects have DIC, 10% have abruptio placenta, 6% have ARF, 2% cerebral 
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edema, 6% CVT, 1% MODS, 2% PE and another 2% Pleural effusion. 

Similarly, N. Vijayan A et al., 2014-15 conducted a retrospective study in South India among pregnant 

women with preeclampsia reported that 34.3% had adverse maternal outcomes 
[36]

. 

Ajay Chhabra et al., 2015 in their study reported that 6% had abruptio placenta, 4% PPH and 12% 

pulmonary edema 
[20]

. 

Sailaja B et al., 2017 in their study reported that 32.9% have maternal complications 
[17]

. 

Charity Ndwiga et al., 2020 in their study reported that 0.6% had DIC, 0.6% had DVT, 3% had CVA and 

4% had APH and 8% had PPH 
[19]

. 

A Near similar distribution of complications were present in all the studies. 

 

Apgar score 

Based on Apgar score, new born babies were assessed. 62% of new born have normal Apgar scores and 

38% have abnormal Apgar scores. Majority of the new born have good Apgar scores.  

Y P Bansal et al., in their study reported that 26% of new born had abnormal apgar scores 
[39]

. Majority 

of the study subjects have good apgar scores. 

 

Conclusion 

More than one-third of the study subjects belong to the age group of 21-25 years. Nearly one-third of 

study subjects belong to low SES. More than half of the study subjects were primigravida. Majority of 

the study subjects were in third trimester of pregnancy. In half of the study subject’s predominant 

complaint is headache. Half of the study subjects have +3 albumin levels. Normal platelet count is seen 

in majority of the study subjects. Two-thirds of the study subjects have elevated D-dimers. In half of the 

study subject’s normal vaginal delivery was done. Blood transfusion is done in half of the study subjects. 

Predominant fetal outcome was pre-term and low birth weight in the study. One -third of study subjects 

have adverse maternal outcomes. Maternal and fetal mortality rate is 5% each in the present study. 

Elevated-D dimers were significantly associated with maternal mortality. Elevated-D dimers were 

significantly associated with abnormal fetal outcome. 
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