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ABSTRACT

It is a leading cause of fetal and maternal morbidity and mortality and represents a considerable healthcare resources
burden in developed countries. Preeclampsia is a one of the most serious multi-organ complication in antenatal women
distinct by the new onset of hypertension and proteinuria at gestational week 20 or after. It is a leading cause of fetal and
maternal morbidity and mortality and represents a considerable healthcare resources burden in developed countries2. The
aim of the study is prevalence of preeclampsia and its associated factors among antenatal women. This cross-sectional
study conducted at Obstetrics and Gynaecology, Sri Lakshmi Narayana Institute of Medical sciences, Pondicherry. A total
of 250 consecutive consenting pregnant women were recruited for the study. The prevalence of inadequate and adequate
knowledge of PE was 86.5% and 12.4%, respectively. For participants with adequate knowledge of PE, 10.1% and 3.2%
had moderate and high knowledge, respectively, based on Bloom’s cut-off point. The awareness of preeclampsia along
with pregnant women is very important, to prevent the cardiovascular sequelae in the offspring including hypertension and

alteredvascular function.
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INTRODUCTION

Preeclampsia is a heterogeneous syndrome driven
by disturbed placental function in early pregnancy and an
imbalance of angiogenic factors. Preeclampsia is a one of
the mostserious multi-organ complication in antenatal
women distinct by the new onset of hypertension and
proteinuria at gestational week 20 or after [1]. It is a
leading cause of fetal and maternal morbidity and mortality
and represents a considerable healthcare resources burden
in developed countries [2]. The first stage take in the
impairment of fetal trophoblastic invasion of the decidua
and local placental hypoxia [3]. 2nd stage related to the
release of placental blood-related factors into the maternal
circulation and aberrant expression of pro-inflammatory,
antiangiogenic and angiogenic factors. [4]

PE is frequently characterized by high blood pressure and
proteinuria, with the clinical manifestation usually
occurring during the 20th week of gestation or late in
pregnancy and regressing post-delivery. It is two main
types: early-onset PE occurring before 34 weeks of
gestation and late-onset PE occurring after 34 weeks of
gestation. [5] Although the presenting features of early-
and late-onset PE may overlap, earlyarrival PE is linked
with increased odds of complications, particularly preterm
birth, fetal growth restriction and maternal morbidity and
mortality compared to late onset PE. Women with PE also
present with various signs and symptoms and symptoms
related to multiple organ systems.

Headaches, visual disturbances, abnormal kidney
feature, extreme hypertension, chest ache, pulmonary
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oedema and occasional oxygen saturation, nausea and
peculiar liver feature are most of the common outcomes of
the multi-organ device disorder in PE6. Risk factors of PE
include first being pregnant, age (being pregnant at a
complicated age or under 18 years of age), circle of
relatives records of PE, non-public history of PE, weight
problems, gestational diabetes, multi fetal gestation and
preexisting clinical conditions consisting of chronic
hypertension [7].

Preeclampsia is a heterogeneous syndrome driven
by disturbed placental function in early pregnancy and an
imbalance of angiogenic factors, such as soluble fms-like
tyrosine Kkinase-1 (sFlt-1; also known as sVEGFR-1),
placental growth factor (PIGF) and soluble endoglin
(sEng).In preeclampsia, excess placental secretion of sFlt-1
and sEng inhibits vascular endothelial growth
factor(VEGF) and transforming growth factor B1 signaling,
respectively, resulting in endothelial cell dysfunction. sFlt-
1 also antagonizes circulating pro-angiogenic PIGF,
resulting in decreased PIGF expression in preeclamptic
women [8].

Late-onset preeclampsia (after 34 weeks) is
associated with less dramatic dysregulation of angiogenic
factors than early-onset preeclampsia.The ratio between
the anti-angiogenic factor sFlt-1 and pro-angiogenic PIGF
has been shown to be elevated in women with diagnosed
preeclampsia and markedly elevated before clinical onset
[9]. Therefore adequate knowledge about a disorder
contributesgreatly to its prevention, control and
management, Reports showed that patients’ knowledge
about a disease has significant benefits on compliance to
treatment and helps to abate complications associated with
the disease, the aim of the study to Prevalence of
preeclampsia and its associated factors among antenatal
women.

METHODS

This cross-sectional study conducted at the
(Antenatal Care Unit) Obstetrics and Gynaecology, Sri
Lakshmi Narayana Institute of Medical sciences,
Pondicherry. The sample size for this study was calculated
using the MedCalc Statistical Software version 189. Atotal
of 250 consecutive consenting pregnant women were
recruited for the study. All preghant women who consented
after the aim and objectives had been explained to them
were eligible to participate in the study. Excluded
participants were pregnant women who were in critical
condition

Investigator-administered validated well-
structured questionnaire was used to collect data from all
enrolled participants. The questionnaire was designed by
reviewing previous studies of similar objectives,
afterwhich experts consultation was sought to ascertain its
validity in public health perspective [11]. Required
modifications were made and the questionnaire was
administered in the language the participants understand.

Information  collected includes  socio-demographic
information and history of PE (age, gestational age, marital
status, employment status, residence, educational status,
parity, personal and family history of PE).

Knowledge of PE was assessed based on a series
of question regarding the awareness, signs/symptoms, risk
factors and complications of PE. The questionnaire was
close-ended with predefined choices. For instance, What
are some of the signs/symptoms of PE?” with response
choices of “High blood pressure (during pregnancy) [Yes],
[No] and [I don’t know]”. A scoring system, where a
correct answer attracts a score of one (1) and a wrong or no
response (or I don’t know) attracts a score of zero (0) was
used to scale participants’ knowledge of PE. The scores
were expressed as percentages and Bloom’s cut-off point
was employed to classify knowledge of PE into three
levels: low (< 60%), moderate (60-80%) and high (80—
100%). We then re-stratified the knowledge score into
adequate (having a % score of >60%) and inadequate
knowledge of PE (having a % score of < 60%).

Data analysis

Categorical and continuous variables were
expressed as frequencies (percentages) and means £ SD,
respectively. Univariate logistic regression analysis was
used to evaluate factors associated with adequate
knowledge of PE. Variables with p-values < 0.25 from
univariate analysis were selected for multivariate logistic
regression analysis. A p-value < 0.05 was considered
statistically significant. Statistical analyses were performed
using GraphPad Prism 8 version 8.02.

RESULTS

A total of 250 pregnant women with mean age
and gestational age of 32.2 years and 26.6 weeks,
respectively, were included in this study. A higher
proportion of the participants were married (86.5%),
employed (82.2%), resided in urban centers (89.0%) and
had secondary education or below (59.5%). Four percent
(3.0%) had experienced PE before and 5.6% had family
history of PE. Table - 1

The prevalence of inadequate and adequate
knowledge of PE was 86.5% (mean score = 53.4 + 4.2) and
12.4% (mean score = 74.3 = 5.9), respectively. For
participants with adequate knowledge of PE, 10.1% (mean
score = 76.4 £ 7.9) and 4.2% (mean score =88.2 + 5.1) had
moderate and high knowledge, respectively,based on
Bloom’s cut-off point. Table 1 Sociodemographic
characteristics and history of PE

More than half of the participant had heard of PE
(63.6%). The highest proportion of correct responses
regarding the signs/symptoms of PE were high blood
pressure during pregnancy (41.2%) followed by persistent
headache (35.6%) and oedema (21.2%). Family history of
PE (39.6%) and having prior PE (35.2%) were the most
correctly reported risk factors of PE whereas maternal

198 |Page



Vol 6| Issue 4| 2016 | 197-200.

death (48.9%) and fetal death (47.6%) were the most
accurately reported complications of PE. About 19.1% of
the participants correctly responded that PE could be
experienced at >20 weeks of gestation.

Using univariate logistic regression models, being
older (> 35 years old) [cOR = 3.09, 85% CI (0.88-10.88),
p = 0.049] and having a higher level of education (> SHS
education) [cOR = 4.45, 95% Cl (2.18-9.10), p <
0.0001]were significantly associated with greater odds of
having adequate knowledge of PE. After controlling for
potential confounders in multivariate logistic regression
analysis, we found higher level of education to be
independently associated with adequate knowledge of PE
[aOR =3.87, 97% CI (1.31-6.30), p = 0.008].

Table 1: Characteristics

Variable | Frequency | Percentage
Marital status

single 34 13.6%
Married 216 86.5%
Employment status

Unemployed 207 82.2%
Employed 43 17.2%
Residence

Rural 28 11.2%
Urban 222 89%
Educational status

<SHS 149 59.5%
>SHS 101 40.4%
Is this your first pregnancy?

No 133 53.2%
Yes 117 46.8%
Parity

<2 156 62.4%
>2 94 37.6%
Experienced PE before?

Yes 8 3.2%
No 42 16.8%
I do not know 200 80%
Family history of PE

Yes 16 5.6%
No 159 63.6%
I do not know 75 30%
DISCUSSION

In current studies have also reported low
knowledge of PE among women.Which is correlated with
Eze et al [13] reported that 60% of Tanzanian women had
inadequate knowledge of PE.HoweverYou et al [14]., in
the US reported a 43.3% knowledge of PE among women,
with only 14% being able to provide the information that
accurately define the syndrome. In Malaysia, a study by
Teng and Keng found only 18.4% of women to have
adequate knowledge of PE [15].

Table 2: Antenatal women response to questions on
knowledge of PE, risk factors, symptoms and
complications

Response | Frequency | Percentage
Have you heard of PE?

Yes 159 63.6%
No 81 32.4%
What are some of the signs/symptoms of PE?
High blood pressure | 103 41.2%
Persistent headache 89 35.6%
Oedema 53 21.2%
Blurred vision 3 1.2%
chest pain 4 1.6%
abdominal pain 3 1.2%
Nausea and vomiting | 7 2.8%
Back pain 3 1.2%
What are some of the risk factor PE?
Family history of PE | 99 39.6%
Having prior PE 88 35.2%
Obesity 46 18.4%
Diabetes 10 4%
Unhealthy lifestyle 4 1.6%
Multiple births 3 1.2%
What are the some complications of PE?
Maternal death 122 48.8%
Fetal death 119 47.6%
Heart disease 4 1.6%
Kidney dysfunction 5 2%
How severe is PE?

Very severe 123 49.2%
Severe 15 6%
Not severe 3 1.2%

I do not know 103 41.2%
When is one likely to experience PE?

>20 weeks of | 59 23.6%
gestation

Hypertensive disorders of pregnancy affect 10%
of pregnancies and are defined by the International Society
for the Study of Hypertension in Pregnancy (ISSHP) as
new onset hypertension (140 mmHg systolic or 90 mmHg
diastolic) after 20 weeks’ gestation.In present study results
showed thathigh incidences of inadequate knowledge of
preeclampsia among our antenatal women’s 216(86.5%).
Furthermore, with participants with adequate knowledge
34(13.6%), only 4.2% had high knowledge of PE based on
Bloom’s cut-off point. This study indicates a correlation
between good knowledge of PE and better clinical
outcomes and vice versa. Thus, assessing and improving
the knowledge of PE among high risk subjects such as
pregnant women may be essential in mitigating the
increasing prevalence of the disease and its associated
adverse complications. More women would seek prompt
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medical care when they are aware of the
consequences of the symptoms they experience.
Though disquieting, the low knowledge of PE
observed in this study could however be remedied since
factors that influenced knowledge of PE were not static or
general demographic factors. Evidently, the only
significant factor that was independently associated with
adequate knowledge of PE after adjusting for covariates
that could confound the association was high educational
level. This finding suggest that the use of an effective
mode of educating women, possibly at antenatal visits and
through. A study by Owolabi et al [16. in Nigeria also
reported that women with PE were more likely to be
illiterate. Cumulatively, owing to the plausible relationship
between PE knowledge and improved clinical outcomes,
these previous findingsreinforce our deposition that
improving the knowledge ofPE among pregnant women

likely

may be crucial to reducingthe prevalence, complications
and mortalities associatedwith the disease.

CONCLUSION

This study is however limited by observational
design as it could not elucidate what kind, how much and
to what extent an educational intervention will improve
knowledge of PE or reduce adverse clinical outcomes.
Another limitation of this study is that it was conducted in
an urban setting and might not be generalizable to other
areas especially rural areas. The awareness of preeclampsia
along with pregnant women is low. The distinguished
aspect that enables adequacy of information of PE is a
better degree of education. This underscores the need for
intensified effort to improve knowledge of PE among
women for improved pregnhancy outcomes.
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