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Abstract 
Background: Hypertensive disorders are present in 3–10% of all pregnancies. They are among the main causes 
of maternal and perinatal morbidity and mortality. The present study was conducted to assess prevalence of 
pregnancy induced hypertension and to assess neonatal outcomes. 
Materials & Methods: The present retrospective study was done using data from the patient record of pregnant 
women with hypertension and neonates admitted to the Neonatal Intensive Care Unit of the Hospital. An analysis 
was performed on 1200 birth records. Of the women, 120 were diagnosed with hypertension in their 
pregnancies. The data was collected from the medical record and statistical analysis was done using statistical 
software SPSS version 22. P-value less than 0.05 was considered statically significant. 
Results: The prevalence of hypertension among the pregnant women hospitalized was 10% (120/1200). 
Maximum women of age group 20-36 years had diastolic blood pressure ≥110mmHg (32.5%) and diastolic blood 
pressure ≤110mmHg (33.33%). Maximum women had cesarean had diastolic blood pressure ≥110mmHg 
(30.83%) and diastolic blood pressure ≤110mmHg (31.66%). Maximum women had term pregnancy had 
diastolic blood pressure ≥110mmHg (39.16%) and diastolic blood pressure ≤110mmHg (49.16%).95.83% 
newborns were live born. Maximum newborns had weight ≥2500grams (73.33%). APGAR at the Ist minute was 
≥7 in 83.47% newborns. APGAR at the 5th minute ≥7 in 98.26% newborns. There was a statistical association 
between DBP and newborn weight. The group of women with DBP ≥110 mmHg presented a smaller mean 
newborn weight compared to the group with DBP ≤110 mmHg. 
Conclusion: The study concluded that the prevalence of hypertension among the pregnant women hospitalized 
was 10% (120/1200). Maximum newborns were live born with weight ≥2500grams. There was a statistical 
association between DBP and newborn weight. The group of women with DBP ≥110 mmHg presented a smaller 
mean newborn weight compared to the group with DBP ≤110 mmHg. 
Keywords: Pregnancy Induced Hypertension, Neonatal Outcome, Diastolic Blood Pressure. 
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Introduction 

Pregnancy is a physiological phenomenon for most 
women. However, some develop problems during 
its evolution, putting both the mothers and the 
conceptus health at sake. Pregnancy-induced 
hypertension is one of the maternal diseases that 
causes the most detrimental effects to the maternal, 
fetal, and neonatal organisms. [1] Hypertension is 
defined as a sustained systolic BP ≥140 mmHg or 
diastolic BP ≥ 90 mmHg based on the average of at 
least two measurements, using the same arm. [2] 
Pregnancy-induced hypertension (PIH) was defined 
as new hypertension that appears at 20 weeks or 

more gestational age of pregnancy with or without 
proteinuria, which includes gestational 
hypertension, pre-eclampsia, and eclampsia. [3-5] 
Pregnancy-induced hypertension (PIH) affects 
approximately 5–10% of pregnancies. [6] PIH is 
associated with severe complications such as 
placental abruption, HELLP (hemolysis, elevated 
liver enzymes, and low platelet count) syndrome, 
preterm birth, intrauterine growth retardation, and 
even fetal or maternal death. [7-10] The most 
common consequences associated with pregnancy 
induced hypertension are intra-uterine fetal growth 
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retardation (IUGR), intrauterine fetal demise, 
prematurity and low birth weight. Pregnancy 
induced hypertension predisposes women to acute 
and chronic utero-placental insufficiency resulting 
in ante or intrapartum anoxia that may lead to fetal 
death, IUGR and preterm delivery. [11] Perinatal 
morbidity is increased due to spontaneous preterm 
labour or iatrogenic preterm induction. Expectant 
management with temporizing treatment should be 
performed, when possible, to lengthen gestation 
which may be associated with enhanced perinatal 
survival. [12] The present study was conducted to 
assess prevalence of pregnancy induced 
hypertension and to assess neonatal outcomes. 

Materials & Methods 

The present retrospective study was done using 
data from the patient record of pregnant women 
with hypertension and their association with the 
type of delivery included preterm infants, with 
gestational age (GA) between 24 and 33 weeks and 
6 days, born alive in the hospital and admitted to 
the Neonatal Intensive Care Unit of the Hospital. 
Before the commencement of the study ethical 
approval was taken from the ethical committee of 
the institute. Since this study used patient records 
as the source for the data, patients' anonymity 
would be preserved. An analysis was performed on 
1200 birth records. Of the women, 120 were 
diagnosed with hypertension in their pregnancies. 
Exclusion criteria were premature infants 
transferred directly from the delivery room to 
another service, as well as deaths found in the 
delivery room, twins, newborns from other services 
and patients with severe malformations, diabetic’s 
mothers. Hypertension was identified based on the 
definition by the Australian Society of the Study of 

Hypertension in Pregnancy [13] and that of the 
Working Group Report on High Blood Pressure in 
Pregnancy [14], which establish blood pressure 
levels > 140/90 mmHg or hypertension diagnosis 
marked on the record. The records were initially 
identified by referring to the birth book of the 
obstetric unit, which holds information about the 
hospital record, the notes on the pregnant women's 
blood pressure and the type of delivery. The data 
was collected from the medical record and 
statistical analysis was done using statistical 
software SPSS version 22. P-value less than 0.05 
was considered statically significant. 

Results 

The prevalence of hypertension among the pregnant 
women hospitalized was 10% (120/1200). 
Maximum women of age group 20-36 years had 
diastolic blood pressure ≥110mmHg (32.5%) and 
diastolic blood pressure ≤110mmHg (33.33%). 
Maximum women had cesarean had diastolic blood 
pressure ≥110mmHg (30.83%) and diastolic blood 
pressure ≤110mmHg (31.66%). Maximum women 
had term pregnancy had diastolic blood pressure 
≥110mmHg (39.16%) and diastolic blood pressure 
≤110mmHg (49.16%). p value was non-significant. 

95.83% of newborns were live born. Maximum 
newborns had weight ≥2500grams (73.33%). 
APGAR at the Ist minute was ≥7 in 83.47% 
newborns. APGAR at the 5th minute ≥7 in 98.26% 
newborns. 

There was a statistical association between DBP 
and newborn weight. The group of women with 
DBP ≥110 mmHg presented a smaller mean 
newborn weight compared to the group with DBP 
≤110 mmHg. 

 
Table 1: Age of mother, type of delivery and gestational age according to the levels of diastolic blood 

pressure 
Variables Diastolic blood pressure (mmHg) p-value 

≥110 n(%) ≤110 n(%) Total n(%) 
Age of mothers (years)  0.667 
≤19 8(6.66%) 10(8.33%) 18(15%) 
20-36 39(32.5%) 40(33.33%) 79(65.83%) 
≥36 11(9.11%) 12(10%) 23(19.16%) 
Type of delivery  0.789 
Cesarean 37(30.83%) 38(31.66%) 75(62.5%) 
Natural 15(12.5%) 17(14.16%) 32(26.66%) 
Forceps 6(5%) 7(5.83%) 13(10.83%) 
Gestational age  0.014 
Pre-term 11(9.16%) 3(2.5%) 14(11.66%) 
Term 47(39.16%) 59(49.16%) 106(88.33%) 
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Table 2: Newborn’s conditions 
Newborn’s conditions N (%) 
Vitality 
Live born 115(95.83%) 
Still born 5(4.16%) 
Weight (grams) 
≥2500 88(73.33%) 
2500-1500 15(12.5%) 
1500-1000 7(5.83%) 
<1000 5(4.16%) 
APGAR at the Ist minute(n=115)  
≥7 96(83.47%) 
<7 19(16.52%) 
APGAR at the 5th minute(n=115)  
≥7 113(98.26%) 
<7 2(1.73%) 

 
Table 3: Mean birth weight values (grams) according to the classification of diastolic blood pressure (DBP) 

DBP N Birth weight Mean±SD p-value 
≥110mmHg 58 2814±885 0.002 
≤110mmHg 62 3312±805 

 
Discussion 

According to the Health Ministry, hypertension 
during pregnancy, depending on the severity level, 
is considered a risk factor, which, associated with 
individual characteristics, unfavorable 
socioeconomic conditions, certain obstetric 
histories and clinical problems could trigger harms 
to the maternal-fetal binomial. [15] 

The prevalence of hypertension among the 
pregnant women hospitalized was 10% (120/1200). 
Maximum women of age group 20-36 years had 
diastolic blood pressure ≥110mmHg (32.5%) and 
diastolic blood pressure ≤110mmHg (33.33%). 
Maximum women had cesarean had diastolic blood 
pressure ≥110mmHg (30.83%) and diastolic blood 
pressure ≤110mmHg (31.66%). Maximum women 
had term pregnancy had diastolic blood pressure 
≥110mmHg (39.16%) and diastolic blood pressure 
≤110mmHg (49.16%).95.83% newborns were live 
born. Maximum newborns had weight ≥2500grams 
(73.33%). APGAR at the Ist minute was ≥7 in 
83.47% newborns. APGAR at the 5th minute ≥7 in 
98.26% newborns. There was a statistical 
association between DBP and newborn weight. The 
group of women with DBP ≥110 mmHg presented 
a smaller mean newborn weight compared to the 
group with DBP ≤110 mmHg. 

The prevalence of hypertension found in the United 
States, where approximately 10% of the 75,000 
deliveries occurred in Parkland Hospital were 
diagnosed with pregnancy-induced or aggravated 
hypertension. [16] In Brazil, it was also found a 
10.3% frequency in the Teaching Maternity of the 
Rio de Janeiro Federal University. [17] 

Rocha de Moura MD et al (2021) assessed the 

impact of gestational hypertensive disorders on 
premature newborns below 34 weeks and to 
establish the main morbidities and mortality in the 
neonatal period and at 18 months. The study 
concluded that among the analyzed outcomes, 
arterial hypertension during pregnancy can increase 
the risk of low weight, small babies for gestational 
age (SGA), deaths in the neonatal period and 
enterocolitis, with no differences in weight and 
survival at 18 months of chronological age. Arterial 
hypertension presents a high risk of prematurity in 
the neonatal period, with no difference at 18 
months of age. [18] 

Razak A et al (2018) concluded that PIH was 
associated with reduced odds of mortality and ROP 
(all infants), but higher odds for BPD (<29 weeks' 
gestation). [19] 

Habli M et al (2007) compared neonatal outcomes 
of pregnancies with preeclampsia or gestational 
hypertension with those of normotensive 
pregnancies that delivered at 35, 36, or 37 weeks of 
gestation separately. The results showed that as 
compared with normotensive pregnancies, 
hypertensive pregnancies that delivered at 35 and 
36 weeks of gestation had higher rates of small for 
gestational age births (17.9% vs 1.7% [P < .05] and 
33.3% vs 12.2% [P < .01], respectively) and 
neonatal intensive care unit admission (57.1% vs 
34.5% [P < .05] and 33.3% vs 10.7% [P < .001]). 
The rate of neonatal intensive care unit admission 
(25.6% vs 8.7%; P < .001) and duration of neonatal 
stay (3.9 vs 2.0 days; P < .001) were greater in 
hypertensive pregnancies that delivered at 37 
weeks of gestation. These differences were 
observed largely in women whose condition 
required labor induction, regardless of the severity 
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of the hypertensive disease. [20] 

Conclusion 

The study concluded that the prevalence of 
hypertension among the pregnant women 
hospitalized was 10% (120/1200). Maximum 
newborns were live born with weight ≥2500grams. 
There was a statistical association between DBP 
and newborn weight. The group of women with 
DBP ≥110 mmHg presented a smaller mean 
newborn weight compared to the group with DBP 
≤110 mmHg. 
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