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Abstract

Aim: To determine the predictive value of Gestosis score (GS) for predicting the occurrence of PE. To assess
accuracy of Gestosis score in identifying adverse obstetric and neonatal outcome

Methods: This longitudinal study was conducted in the department of Obstetrics and Gynecology in
KIMS hospital, Bengaluru after obtaining Institutional Ethical Clearance over a period of 18 months, among
100 pregnant women. All antenatal cases of any gestational age at the time of booking were included in
the study and followed up till delivery. Data was collected and Gestosis score employed and analysed for
obtaining the predictive performance. The maternal and neonatal outcome and association with GS was
measured.

Results: The incidence of preeclampsia in this study was 8%. Most of the women were aged between
26-30 years. 56 women had GS>/=3 and 44 women had score<3. The sensitivity, specificity, PPV, NPV and
predictive accuracy in this study was noted to be 100%, 29.27%, 21.62%, 100% and 40.82% respectively.
Majority of the women in cases group underwent caesarean delivery — 74%, and had postpartum complications
—36%. Women with higher Gestosis score had increased NICU admission for their neonate — 48%.
Conclusion: Though the sensitivity was 100%, the specificity was low. The sensitivity being high, can help
enable early detection and appropriate intervention to prevent the associated feto-maternal complications. GS -
a simple scoring system, allows for easy assessment of at risk women and thereby feto-maternal surveillance can
help improve feto-maternal outcomes.
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Introduction

Hypertension is one of the most common medical
complications that can occur during pregnancy [1].
Hypertensive disorders of pregnancy (HDP) are
seen to occur in about 10% of all the pregnant
women around the world [2]. A pregnant woman
with systolic pressure/diastolic pressure more than
or equal to 140/90mm Hg, measured on two
occasions at least four hours apart after 20 weeks of
pregnancy is said to have gestational hypertension
during pregnancy [1].

Depending on severity, it includes conditions like,
pre-eclampsia (PE) and eclampsia, gestational
hypertension (GHTN) and chronic hypertension
(CHTN) [3]. PE, one of the HDP, is a major cause
of maternal and perinatal morbidity and mortality
[2]. The incidence of PE in India is 8-10%. An
Indian study showed that the prevalence of HDP
was 7.8%, and PE was seen in 5.4% of the
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population [2]. HDP are associated with increased
adverse fetal and maternal outcomes like, preterm
birth, fetal growth restriction (FGR), perinatal
death, acute renal or hepatic failure, antepartum
and/or postpartum hemorrhage and maternal death
[4]. The personal and social burden caused by HDP
is very serious. Therefore, studies on the risk
factors of HDP have always been on-going [5].

Prediction of PE is important, because monitoring
and early intervention may prevent mortality and
morbidity in some pregnant women [6]. It
decreases morbidity and mortality by decreasing
the frequency of hypertensive crisis and occurrence
of neonatal complications [4]. The screening and
prediction of PE can be objectively performed by
HDP-Gestosis score [7]. This score involves all
existing and emerging risk factors obtained by
history and examination [7]. HDP Gestosis score
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was developed by Dr Gorakh Mandrupkar which
was modified by committee of Dr Sanjay Gupte, Dr
Alpesh Gandhi, Dr Suchitra Pandit and Dr Girija
Wagh [7]. This was devised to identify risk factors
for PE and thereby design effective predicting
modalities and preventive measures [7]. This score
is a primary clinical assessment for screening and
to predict PE by ‘easy to use’ HDP-Gestosis Score
[7].

In this study, HDP-GS was used to identify the
high risk cases for PE. This can help decrease the
mortality and morbidity associated with HDP.
Since no universal screening tool can be utilized to
predict high risk conditions.

This study aims to evaluate the level of association
of Gestosis score risk factors with the development
of pre-eclampsia and its predictive performance
and to correlate the Gestosis score with maternal
and neonatal outcome.

Materials & Methods

This study was performed at KIMS Hospital in The
Department of Obstetrics and Gynecology. All
pregnant women who came for ANC visits at any
gestational age, were included and were followed
up till delivery. This was a longitudinal study,
conducted over a period of 18 months from June
2022 to December 2023 by convenient sampling
method.

e-ISSN: 0976-822X, p-ISSN: 2961-6042

Exclusion Criteria:

«  Women on anticoagulants prior to pregnancy

e Women on Aspirin prior to pregnancy

o Those who did not consent to participate in the
study

Methodology: After obtaining the ethical
committee clearance, the pregnant women were
enrolled for the study after obtaining informed
consent.  Patient  details were  obtained
(ANNEXURE 1) like age, gravidity, IPI, duration
of cohabitation, spontaneous conception or
conceived with Artificial Reproductive Technique
(ART), family history of PE or cardiovascular
disease & birth weight of self. History needed for
Gestosis score assessment were taken. A score of 1,
2 and 3 are allotted to clinical risk factors. A score
>=3 was marked as at risk for pre-eclampsia.
Patient clinical examination and management was
continued as per standard protocol followed in the
department.

There was no alteration in the protocol depending
on the participation or non-participation of the
study. In this study, those who developed HDP
were included in the cases group and those who did
not develop HDP were included in the control

group.
- Assessment tools:

Table 1: Gestosis Risk Factor Score

Risk Factor

Score

Age older than 35 years

Age younger than 19 years

Maternal Anaemia

Obesity (BMI >30)

Primigravida

Short duration of sperm exposure (cohabitation)

Woman born as small for gestational age (SGA)

Family history of cardiovascular disease

Polycystic ovary syndrome (PCOS)

Inter pregnancy interval more than 7 years

Conceived with Assisted Reproductive (IVF/ ICSI) Treatment

Mean Arterial Pressure (MAP) >85 mm of Hg

Chronic vascular disease (Dyslipidaemia)

Excessive weight gain during pregnancy

Maternal hypothyroidism

Family history of PE

Gestational diabetes mellitus

Obesity (BMI > 35 kg/M2)

Multifetal pregnancy

Hypertensive disease during previous pregnancy

Pregestational diabetes mellitus

CHTN

Mental disorders

Inherited / Acquired Thrombophilia

Maternal chronic kidney disease

Autoimmune disease (SLE / APLAS / RA%*)

W[ [ W [W W N N[NNI N[N == = = = [ = | = = [ [ = | = [ = [ =

Pregnancy with Assisted Reproductive (OD or Surrogacy) Treatment 3

*Systemic Lupus Erythematosus, Anti phospholipid antibody syndrome, Rheumatoid arthritis
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Outcomes measured were:

e Term / preterm delivery

e Maternal complications (antenatal, intranatal
and postnatal)

e Maternal outcome

e Neonatal outcome

Statistical Analysis:

Descriptive statistics: The categorical variables
were presented in the form of tables with
percentages and graphically presented wherever
necessary. The quantitative variables were
described by computing mean and standard
deviation or median and inter quartile range subject
normality verification. The normality assumption
was tested using Kolmogorov-Smirnov test and
considered normal if P > 0.05, otherwise non-
normal (P <= 0.05).

Inferential statistics: For testing the difference, as
the data was non-normal, instead of unpaired t-test
Mann-Whitney test was applied. As the sample size
was more than 30 the Mann-Whitney test results
are presented in terms of Z-values.

The predictivity analysis was done by calculating
Sensitivity, Specificity, Positive predictive value,
Negative predictive value and predictive accuracy.
The results are considered statistically significant
whenever P<= 0.05.

Sample Size Estimation: According to a study by
Sushree Sovana Mishra, et al [19], it showed Mean
HDP gestosis score to be 9.24 + 3.10 in pre-
eclamplsia group and 3.71 + 1.72 in control group.

Using the formula,
N=[2(Z12*S2)]/d2
Where N = sample size

Z1 = Critical value of normal distribution at 95%
CI (alpha error 5%)

=1.96
S = Pooled standard deviation
=2.50

d = Absolute precision (20% difference b/w mean
score of both groups)

=1.1
Applying the above formula, Sample size = 40

Considering 25% loss to follow up 10 will be
added to each group.

Hence 50 in each group, that is, a total of 100
people will be included in the study. Total sample
size is 100.
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Results

This study was conducted among 100 pregnant
women who came to KIMS Hospital for antenatal
care check-up and follow up. On follow up, the
pregnant women who developed HDP were
grouped as cases and those who did not develop
HDP were included in the control group.

Among the pregnant women, in the cases group,
2(4%) women were in the 18-20 years age group,
13(26%) were in the 21-25 years group, 23(46%)
women were in the 26-30 years age group, 3(6%)
belonged to 31-35 years age and 9(18%) were in
the 36-40 years of age.

Among those in the control group, 5(10%)
belonged to the 18-20 years of age, 18(36%) were
in the 21-25 years of age, 19(38%) belonged to 26-
30 years of age, 6(12%) were in 31-35 years of age
and 2(4%) were in 36-40 years of age. Maximum
pregnant women were noted to be in the 26-30
years of age group.

In this study it was noted that 23(46%) women in
the control group were primigravida and 27(54%)
women were multigravida.

In this study, the distribution of cases based on
married life (ML) showed that

3 (6%) women had ML of <1 year, 20 (40%) had
ML between 1 to 5 years,

14 (28%) had ML between 5 and 10 years and 8
(16%) were married for more than 10 years. In the
control group, 6 (12%) had a ML of <l year, 31
(62%) between 1-5 years, 10 (20%) had ML
between 5-10 years and 3 (6%) were married for
more than 10 years.

The distribution of the pregnant women based on
their gestational age (GA) in weeks showed that,
among the cases, 2 (4%) were less than 32 weeks
GA, 14 (28%) belonged to 32 to 36 weeks and 6
days GA and 34 (68%) were 37 weeks to 40 weeks
and 6 days GA.

Distribution of the control group women based on
their GA in weeks showed that, 7 (14%) belonged
to 32 to 36 weeks and 6 days GA and 43 (86%)
were 37 weeks to 40 weeks and 6 days GA. Most
of them were term, that is >/=37 weeks period of
gestation.

The distribution of comorbidities among cases and
control groups was noted.

Some patients had multiple comorbidities. Maternal
anemia was seen in 2 women in cases group, 6
women in control group; maternal hypothyroidism
was observed in 17 women in cases group, 15
women in control group; obesity with BMI>30 in
16 women in cases group, 8 women in control
group; obesity with BMI>35 was noted in 7 women
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in cases, 2 women in control group. Among the
cases group, 4 women had polycystic ovary disease
(PCO), 12 women had GDM, 7 had overt DM, 1
had CHTN and 1 had acute and transient psychotic
disorder (ATPD).

History of HDP — GHTN or PE was noted in 8§
women in the cases group in their past pregnancy.
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Data regarding blood pressures was noted (Fig 1).
Based on SBP, most cases have SBP in the range of
120-140 mm Hg (66%), followed by > 140 mm Hg
(22%). Both cases and control have few women
with SBP < 120 mm of Hg.

80-90 >/=. </=. 2.
DBP MAP

= CONTROLS

Figure 1: Graphical representation of cases and controls based on Blood pressure — SBP, DBP and MAP

Based on DBP, among the cases group, 3 (6%) had
DBP < 80 mm of Hg, 30 (60%) had DBP between
80-90mm of Hg and 17 (34%) had DBP >/=90mm
of Hg. In the control group, 10 (20%) women had
DBP < 80mm of Hg, 34 (68%) had DBP between
80 to 90mm of Hg and 6 (12%) had DBP>/=90mm
of Hg.

Based on MAP, among the cases group, 3 (6%) had
MAP </=85mm of Hg and 47 (94%) had MAP >
85 mm of Hg, which was contributory to GS. In the
control group, 6 (12%) had MAP </=85mm of Hg
and 44 (88%) had MAP>85 mm of Hg which was

also contributory to GS. It was noted that in
patients with increased BMI and excessive weight
gain, Gestosis Score >/=3 was noted in 13 women
in cases group, and 3 women in control group.

GS was < 3 in 37 women in cases group and 47
women in control group. The distribution of cases
and controls based on GESTOSIS SCORE (Fig 2),
majority of cases 38 (76%) have a Gestosis Score
of >/=3, while 12 (24%) women have a score < 3.
Among controls, a higher number of women, 32
(64%) have a Gestosis Score < 3 compared to those
with a score >/= 3, 18 (36%) women.

GESTOSIS SCORE

35
30
25
20

15 12
10

wn

CASES

CONTROLS

mg 3 m>/=

Figure 2: Distribution based on Gestosis score risk prediction in cases and control

The distribution of maternal outcome among the
cases and control group showed that, 37 (74%)
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women underwent LSCS in the cases group, 41
(82%) in the control group. 13 (26%) women
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underwent VD and 9 (18%) underwent VD in the
control group. The indication for Emergency LSCS
in 5 patients was severe PE with complications like
Doppler changes or pulmonary edema.

The distribution of fetal outcome was noted
between cases and controls (Fig 3). Based on the

e-ISSN: 0976-822X, p-ISSN: 2961-6042

period of gestation, 17 (34%) neonates were
preterm among the cases and 7 (14%) of controls.
The term neonates were 33 (66%) of cases and 43
(86%) of controls. This suggests a higher incidence
of preterm births among cases compared to
controls.

Fetal outcome
50
45 43
40
35 33
30
25
20 17
15
10 7
- Hm
0]
Preterm Term
POG
mCASES mCONTROLS

26
24
I :

Yes

NICU ADMISSION
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Figure 3: Graphical distribution of fetal outcome — based on POG and need for NICU admission

Based on the need for NICU admission
following delivery it was noted that among the
cases group, 24 (48%) neonates were shifted
to NICU and 15 (30%) of control group
neonates. More neonates of the cases group
required NICU admission compared to controls.

Based on fetal outcome at and following delivery it
was noted that, 26 (52%) neonates among the
cases group, did not require NICU admission

and were healthy and 35 (70%) of the control
group, did not need NICU admission and were
shifted to mother’s side.

Among those requiring NICU admission, the
fetal outcomes noted were (Fig 4) respiratory
distress syndrome (RDS), sepsis, physiological
jaundice, tracheo-esophagial fistula (TEF), infant
of diabetic mother (IDM), metabolic acidosis and
transient tachypnea of newborn (TTNB).

FETAL OUTCOME

40 35
20 26
20 13
10 I 4 0 > 5
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Healthy RDS Sepsis  Physiological
Jaundice

0 1 31 1 0 4

— - — —
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Figure 4: Graphical distribution of fetal outcome among cases and control group

The figure compares fetal outcomes and other
related factors between cases and controls, higher
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rates of preterm birth, neonatal ICU admissions,
and certain complications (like respiratory distress
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syndrome) were noted in cases compared to
controls.

From the distribution of cases and control group,
based on the Gestosis score risk factors (Table 1), it
was noted that multiple factors were contributory to
the Gestosis score. On comparing individual risk
factors, it was noted that, most common
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contributory factor was MAP>85mm of Hg — 47
cases, and  primigravida and  maternal
hypothyroidism — 17 cases each, followed by
obesity with BMI>30 and excessive weight gain in
pregnancy — 16 cases each in cases group.

Gestational diabetes mellitus was noted in 12
women in the cases group.

Table 2: Distribution of cases & controls based on Gestosis score risk factors

Risk Factors Cases | Controls
Age older than 35 years 9 2
Age younger than 19 years None 2
Maternal Anaemia 2 6
Obesity (BMI >30) 16 8
Primigravida 17 23
Short duration of sperm exposure (cohabitation) 3 6
Woman born as small for gestational age 4 6
Family history of cardiovascular disease None None
Polycystic ovary syndrome 4 None
Inter pregnancy interval more than 7 years 6 2
Conceived with Assisted Reproductive (IVF/ ICSI) Treatment (ART) 2 None
MAP>85 mm of Hg 47 41
Chronic vascular disease (Dyslipidaemia) None None
Excessive weight gain during pregnancy 16 4
Maternal hypothyroidism 17 15
Family history of preeclampsia None None
Gestational diabetes mellitus 12 None
Obesity (BMI > 35 kg/M2) 7 2
Multifetal pregnancy None None
Hypertensive disease during previous pregnancy 8 1
Pregestational diabetes mellitus 7 None
Chronic hypertension 1 None
Mental disorders 1 None
Inherited / Acquired Thrombophilia None None
Maternal chronic kidney disease None None
Autoimmune disease (SLE / APLAS / RA%*) None None
Pregnancy with ART (OD or Surrogacy) None None
In the control group, most common contributory inherited or acquired thrombophilia, maternal

risk factor noted was, MAP>85mm of Hg — 41
women, primigravida — 23 women, maternal
hypothyroidism — 15 women.

None of the women had family history of
cardiovascular disease, dyslipidemia, and family
history of pre-eclampsia or multifetal pregnancy,

chronic kidney disease, autoimmune disease or
pregnancy with surrogacy or ovum donor. It has
been observed from this study that most of the
variables, both in cases and control groups have
been non normally distributed. (Table 2) Age in
control, and BMI both in case and control, and total
GS in cases had no statistical significance.

Table 3: Distribution of cases and controls in a non-normal distribution

Test for normal distribution: | Cases Control

Kolmogorov-Smirnov test

Study variables KS P value | Inference KS P value | Inference
distance distance

Age (yrs) 0.1786 0.0004 Significant 0.08695 | >0.1000 | Not significant

SBP(mm Hg) 0.2556 <0.0001 | Significant 0.3043 <0.0001 | Significant

DBP(mm Hg) 0.3525 <0.0001 | Significant 0.3722 | <0.0001 | Significant

MAP (mm Hg) 0.2402 <0.0001 | Significant 0.3233 <0.0001 | Significant

Weight gain (kg) 0.2346 <0.0001 | Significant 0.2379 <0.0001 | Significant

BMI (kg/m2) 0.09736 | >0.1000 | Notsignificant | 0.08461 | >0.1000 | Notsignificant

Total GS 0.1222 0.0596 Notsignificant | 0.2054 <0.0001 | Significant
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Hence, instead of parametric °‘t" test, non- controls and compiled in Table 3. The median was
parametric Mann Whitney U test was applied, and compared among the cases and the difference was
the median was compared. In the present study, the statistically significant for SBP, DBP, MAP, BMI
observations were noted among the cases and and total GS variables.

Table 4: Distribution of study variables and their median in cases and control group
Study variables p-value
(Cases) Median Mean SD S

Cases Control | Cases | Control | Cases | Control | Cases | Control

Age (yrs) 26.5 26 28.04 | 263 5.24 4.53 0.741 | 0.64
SBP (mm Hg) 130 120 129 118 1632 | 7.56 2.308 | 1.069 <0.001
DBP (mm Hg) 80 80 84.2 78.8 8.35 6.59 1.181 | 0.932 <0.001
MAP (mm Hg) 97 93 99.1 91.42 1037 | 6.03 1.467 | 0.853 <0.001
Weight gain (kg) | 10 10 9.52 9.74 1.5 1.66 0.212 | 0.235 0.523
BMI (kg/m2) 31.25 27.59 31.83 | 27.74 3.97 4.99 0.562 | 0.706 <0.001
Total GS 4 2 3.62 2.02 1.94 1.55 0.274 1 0.219 <0.001

The median was compared among the controls and the difference was statistically significant for SBP, DBP,
MAP, BMI and total GS variables. There was no statistically significant difference noted in weight gain in the
pregnant women in cases and control groups. On comparing the cases and control group based on excessive
weight gain and GS (Table 4), no statistically significant association was noted.

Table 5: Comparison of cases and controls based on excessive weight gain and GS

Excessive weight gain Sample size | Meanof GS | SD t-value P-value Inference
Cases 16 431 209 | P=0299 | P =0.768 | Not Significant
Controls 6 4.00 245

On comparing the cases and control group based on maternal factors (Table 5), that is women who were born
SGA at the time of their birth and GS, no statistically significant association was noted.

Table 6: Comparison of cases and control based on maternal factors (maternal birth weight) and GS

Maternal factors Sample size Mean of GS SD t-value | P-value Inference
Cases 4 3.50 252 | 1.036 P =0.331 Not Significant
Controls 6 2.33 1.03

On comparing the cases and control group based on POG and GS (Table 6), statistically significant association
was noted. That is GS was higher in term women of the cases group compared to control group.

Table 7: Comparison of GS at term in cases and control group

At term Sample size Mean of GS SD t-value P-value Inference
Cases 33 3.70 2.20 3.738 P <0.001 Highly Significant
Controls 43 2.07 1.60

Based on these data (Table 7) the sensitivity, specificity, positive predictive value, negative predictive value and
predictive accuracy for HDP gestosis score in this study among cases group were 100%, 29.27%, 21.62%, 100%
and 40.82% respectively.

Table 8: Distribution of Indicators of Gestosis score among cases and control group

Indicator Formula Percentage

CASES CONTROL
Sensitivity TP/TP+FN 100 0
Specificity TN/TN+FP 29.27 55.10
Positive predictive value TP/TP+FP 21.62 0
Negative predictive value TN/TN+FN 100 100
Predictive accuracy TP+TN/TP+FP+TN+FN 40.82 55.10
On comparing the cases and control group based on women who underwent CS — either Em LSCS or
mode of delivery and GS (Table 8), no statistically Elective LSCS, which was statistically significant.
significant association was noted in vaginal
delivery group, whereas it was noted that higher Also, women in the cases group had less LSCS
GS was seen in the cases group that is in the compared to control group.
Kiruthika et al. International Journal of Current Pharmaceutical Review and Research
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Table 9: Comparison of cases and control based on mode of delivery and GS

Mode of | POG Sample size | Mean of | SD | t-value | P-value Inference

delivery GS

VD Cases 12 1.83 1.19 | 0.098 P 0.923 Not Significant
Controls | 9 1.78 1.39

Em LSCS Cases 27 3.81 1.50 | 4237 | P < 0.001 | Highly Significant
Controls | 33 2.12 1.58

Elective LSCS Cases 10 5.30 2.16 | 3.64 P = 0.002 | Highly Significant
Controls | 8 1.88 1.73

On comparing the cases and control group based on
PP complications and GS, statistically significant
association was noted with p-value being 0.018,
with higher GS in cases group, indicating more
complications.

On comparing the cases and control group based on
NICU admission and GS, statistically significant
association was noted with p-value being 0.003,
indicating that in the cases with higher GS, more
fetus were shifted to NICU, which here was a
measure of fetal outcome.

Discussion

The incidence of PE was 2-8% of all pregnancies
[1]. In this study the incidence was noted that 8%
developed PE which is similar to the general
incidence, and less than that seen in study done by
Upadhyay et.al. Which was 13.7% [20] and higher
than that noted by Khan B et.al. In their study
which was 3% [21].

Maximum pregnant women were noted to be in the
26-30 years of age in both the groups with a
median of 26.6 and 26 in cases and control group
respectively which was similar to that noted by
Syeda Tuba in her study which was 25.71+/-5.9
[22].

40% women were primigravida which was much
lesser compared to study done by Syeda Tuba [22]
and multigravida were 60%. In a study done by
Ranu Manahar et.al. Most women who developed
PE were above 30 years of age [23].

Most of the pregnant women had ML of <10 years
in both the groups. In cases group, 3 women had
MLX<I year and in control group 6 people had ML
<l year, but among them, no one developed PE.
This was in contrast to another study conducted by
Jon I. Einarsson et.al. Where he concluded that
fewer months of cohabitation - < 4 months had a
higher risk of developing PE compared to exposure
more than 12 months [24]. Women with previous
history of HDP in past pregnancy had no
association with development of HDP in present
pregnancy, which was similar to that noted by
Sangeeta Pahwa et al in her study [25].

Most common comorbidity noted among the cases
group was hypothyroidism — 34%. Thyroid disease
in pregnancy is an important contributor to HDP
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according to a study done by Carney et al. [26], but
no statistical significance was noted in our study.

In this study it was noted that 56 women had GS
>/=3 and 44 had GS < 3, which was less than that
noted in a study done by Ramya Sravani et.al,
where they had 68 women with GS >/=3 and 32
women with GS <3 [27].

Excessive weight gain and its association with GS
showed no statistical significance, which was in
contrast to that noted in a study done by
Lewandowska M et.al in their study which showed
that excessive weight gain and high pre-pregnancy
had a higher risk of developing HDP and GDM
[28].

The sensitivity, specificity, PPV, NPV and
predictive accuracy in this study was noted to be
100%, 29.27%, 21.62%, 100% and 40.82%
respectively, in contrast to that noted by Upadhyay
et.al in their study, that is 72.7%, 94.6%, 68.4%,
95.5% and 91.6% respectively20, and Priya
Khanijo et.al in their study, that is 84.38%, 93.18%,
81.82%, 94.25% and 90.83% respectively [29].

The predictive accuracy of GS in cases and control
group were 40.82% and 55.10% respectively,
which was much lesser compared to study done by
Syeda in her study which was 96.12% [22] and
lesser than that noted by Meeta Gupta et.al. in her
study — 95.35% [30].

The GS and mode of delivery and GS and PP
complications showed statistically significant
outcome, that is in those with GS >/=3, majority of
the patients underwent caesarean delivery — 74%
and had postpartum complications — 36%, like
anemia, PPH, PE in the postnatal period. The GS
and fetal outcome showed that women with higher
GS had fetus with more NICU admission
requirement — 48% which was statistically
significant, which was higher than that noted by
Manisha Jain et.al in her study which was 25%
[31].

GS is a useful predictor of PE which can enable to
detect and prevent adverse feto-maternal
complications by early intervention [32] and help
in better management of high risk pregnancies [33].

Limitations

Larger sample size can help in predicting the
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outcomes better.

The modifiable risk factors like obesity, pre
gestational diabetes, dyslipidemia, and
hypothyroidism, anemia which if corrected prior to
pregnancy or preconceptionally can be more useful
and help reduce PE risk.

Conclusion

Hypertensive disorders of pregnancy is the most
common medical complication occurring in
pregnancy. In this study the GS had a sensitivity,
specificity, PPV, NPV and predictive accuracy of
100%, 29.27%, 21.62%, 100% and 40.82%
respectively in predicting onset of PE among the
cases. Though the sensitivity was 100%, the
specificity was low. The sensitivity being high, can
help enable early detection and appropriate
intervention to prevent the associated maternal and
fetal complications. HDP — GS is a simple scoring
system which allows for easy assessment of at risk
women and follow wup with feto-maternal
surveillance for better feto-maternal outcomes.
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