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Abstract

Pregnancy induced hypertension (PIH) is among the
leading cause of mortality amongst women who are
pregnant worldwide. United Nations classifies PIH
as chronic Hypertension, gestational hypertension
and Preeclampsia or in severe situation Eclampsia.
PIH is a significant global health issue with global
prevalence 7.3%, 8.7% in sub Saharan Africa and
5.6% in Kenya. The aim of the study was to
investigate the prevalence of pregnhancy induced
hypertension among pregnant women seeking
Antenatal care services. The study was undertaken
at Nyali Children and Women Hospital, Mombasa
County. A cross sectional study design was used.
Both primary and secondary data were collected
from the patients, health care providers using
checklist, interviews and questionnaires. The
collected was analyzed using Ms excel and SPSS
version 20. Data was interpreted using tables and pie
charts. The study clearance was obtained from TUM
SERC, permission sought from the hospital
administration and participants recruited via
consent. The study found out that the incidence rate
and prevalence rate to be 7.4% and 8.4%
consecutively.  Family  history  (100%) of
hypertension was a predominant risk factor among
the respondents. Methyldopa 250mg twice a day
was the drug of choice for first, second and third
trimester clients. The age, gravida, family history to
diabetes and hypertension, stress and alcohol were
found to be statistically significant to the prevalence
of PIH. The study recommends comprehensive
counseling of ANC women on the risks of
developing PIH especially those with obvious risk
factors, training of health care providers on early
detection of the risk factors and prompt treatment.

Keywords; Pregnancy induced hypertension,
prevalence, predisposing factors, preeclampsia and
eclampsia

I.  Introduction
Pregnancy induced hypertension and its
related complications has been a major public health

threat in developed and developing countries, which
has led to high level of maternal and infant mortality
worldwide. The mortality rates remain unacceptably
high posing a significant public health challenge.
According to world Health Organization (WHO)
approximately 295,000 women died during
pregnancy or childbirths in 2017 with a big
percentage occurring in low income countries
(WHO, 2019).

Africa has the highest maternal and infant
mortality rate in the world, accounting for more than
fifty percent of maternal death globally. The lack of
quality healthcare services, limited availability of
trained healthcare providers and social economic
challenges contribute to the soaring statistics.
According to the world health organization (WHO,
2019), Africa experienced 533 maternal deaths per
100,000 live births in 2017. The global average
stood at 211 maternal deaths per 100,000 live births.
This shows a higher maternal mortality rate in
Africa compared to the world average.

Maternal and infant mortality rates remain
alarming, despite some progress made in recent
years. The Kenya Demographic and Health Survey
(KNBS, 2015) reported an estimated maternal
mortality rate of 362 deaths per 100,000 live births,
with an infant mortality rate of 39 deaths per 1,000
live births in 2014.

Il.  Methodology

The study was carried out at carried out at
Nyali Children and Women Hospital (NCWH).
NCWH is a level four hospital in Kisauni
Constituency, in Mombasa County. It is located on
Mombasa Malindi Highway. A descriptive cross
sectional study design was used. The study design
was useful in gathering information on prevalence,
treatment regimens, management and management
of pregnancy induced hypertension. The target
population were pregnant women who visited the
hospital for ANC services and willing to take part in
the study during the time of the study.

WWW.ajprr.com

Page | 47



Advance Journal of Pharmaceutical Research & Review
Volume 2, Issue 1, January 2025, PP: 47-54, ISSN No: 3048-491X

A sample size of 45 participants was calculated
using Cochranes formula (1963)

Z*pq
eZ

g —

1)

Where:
N= required sample size
Z?= Standard normal deviation for two tailed test
based on 95% confidence level (1.96)
p = proportional of Pregnant women with PIH
which is 3.06% (KNBS, 2011)
g =1- p = Proportion of Pregnant women without
Pregnancy induced Hypertension (1 - 0.306 =
0.9694)
e = Margin of error at 5%
N = 1.962x0.0306x0.9694

0.052
=45 Participants

.
3.1 Incidence of hypertension in pregnancy

However, to cater for non-response rate, an
attrition rate of 15% will be used to upwardly adjust
the sample size. Thus the final sample size will be
52 subjects. A purposive non random sampling
technique was used to recruit the study participants
during their clinic visits. Both qualitative and
quantitative data were collected using a checklist
and a structured questionnaire. The collected data
was entered into a secure database, cleaned and
verified to ensure accuracy and completeness then
analyzed and interpreted using statistical methods.
Patients’ confidentiality was protected. Data
security protocol such as computer password was
put in place to prevent access or data breaches. Data
was analyzed using SPSS version 20 for analysis
and presented using tables

The study clearance was sought from
Technical University of Mombasa graduate school
Ethical review committee (SERC).The authority to
conduct this research was sought from the
management of Nyali children and Women
Hospital. The subjects were taken through the study
objectives, benefits, risks, rights before consenting.
All ethical protocols will be adhered to

Results

Table 3.1: Incidence rate

Variable Category Proportion
N=54
Normal <120/80 mmHg 36 (66.7%)
Elevated 120-129/<80mmHg 14 (25.9%)
Stagel Hypertension 130-139/80-89mmHg 4 (7.4%)
Stage 2 Hypertension >140/90mmHg 0 (0%)

3.2 Prevalence rate of HIP

Prevalence rate =No. of pregnant women with HIP in Nyali ANC 2022/2023 x100

No. of pregnant women visiting Nyali ANC in 2022/ 2023

PR= (52/612) X100
PR = 8.4%

3.3 Sociodemographic factors

(2)

Table 3.2: Sociodemographic factors of the respondents

Variables Category Proportion Hypertension in pregnancy
N=54
NO (n=50) YES (n=4)
Age (years) <25 8(14.8%) 8 (100%) 0
25-30 20 (37.0%) 20 (100%) 0
30-35 18 (33.3%) 15 (83.3%) 3 (16.7%)
35-40 6 (11.2%) 5 (83.3%) 1 (16.7%)
40-45 2 (3.7%) 2 (100%) 0
Gravida Prima 10 (18.5%) 10 (100%) 0
Multi 44 (81.5%) 40 (90.9%) 4 (9.1%)

WWW.ajprr.com

Page | 48



Advance Journal of Pharmaceutical Research & Review
Volume 2, Issue 1, January 2025, PP: 47-54, ISSN No: 3048-491X

3.4 Predisposing factors

Table 3.3: Predisposing factors to HIP

Variables Category Proportion Hypertension in pregnancy
N=54
NO n-50 YES n=4
Family history in Yes 7(12.9%) 6 (85.7%) 1 (14.3%)
hypertension No 47(87.1%) 44 (93.6%) 3 (6.4%)
Family history of diabetes Yes 4(7.4%) 2 (50%) 2 (50%)
No 50(92.6%) 48 (96%) 2 (4%)
Family history of PIH Yes 2(3.7%) 0 2 (100%)
No 52(96.3%) 50 (96.2%) 2 (3.8%)
Drink alcohol Yes 24(44.4%) 22 (91.7%) 2 (8.3%)
No 30(55.6%) 28 (93.3%) 2 (6.7%)
Stress during Pregnhancy Yes 15(27.8%) 12 (80%) 3 (20%)
No 39(72.2%) 38 (97.4%) 1 (2.6%)
3.5 Treatment of hypertension in pregnancy
Table 3.4: Gestational and treatment
Gestation Proportion Stagel Drugs
hypertension
20-28 weeks 28 (51.9%) 1 Methyldopa 250mg twice a day
Nifedipine 20 mg orally every 24 hours
29-32 weeks 10 (18.5%) 1 Methyldopa 250mg twice a day
33-40 weeks 16 (29.6) 2 Methyldopa 250mg twice a day
Table 4.5: Bivariate analysis of pregnant women characteristics
Variable Category | Proportion Have No hypertension DF Chi p- value
Hypertension square
Age (years) | <25 8(14.8%) 0 8 (100%) 4 13.569 | 0.009
25-30 20 (37.0%) 0 20 (100%)
30-35 18 (33.3%) 3 (16.7%) 15 (83.3%)
35-40 6 (11.2%) 1 (16.7%) 5 (83.3%)
40-45 2 (3.7%) 0 2 (100%)
Gravida Prima 10 (18.5%) 0 10 (100%) 1 14.787 | 0.000
Multi 44 (81.5%) 4 (9.1%) 40 (90.9%)
Table 3.6: Bivariate analysis on predisposing factors to HIP
Variable Category | Proportion | Have No DF | Chi p- value
hypertension | hypertension square
Family history in | Yes 7(12.9%) 1 (14.3%) 6 (85.7%) 1 69.422 | 0.000
hypertension No 47(87.1%) 3 (6.4%) 44 (93.6%)
Family history of | Yes 4 (7.4%) 2 (50%) 2 (509%) 1 94.154 | 0.000
diabetes No 50 (92.6%) | 2 (4%) 48 (96%)
Family history of | Yes 2 (3.7%) 2 (100%) 0 1 28.630 | 0.000
PIH No 52 (96.3%) | 2 (3.8%) 50 (96.2%)
Drink alcohol Yes 24 (44.4%) | 2 (8.3%) 22 (91.7%) 1 15.760 | 0.000
No 30 (55.6%) | 2 (6/7%) 28 (93.3%)
Stress during Yes 15 (27.8%) | 3 (20%) 12 (80%) 1 23.152 | 0.000
Pregnancy No 39 (72.2%) 1 (2.6%) 38 (97.4%)
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Table 3.7: Multivariate logistic regression hypertension in pregnancy

Variable Category Hypertension | No AOR P —value
hypertension

Gravida Prima 0 10 (100%) | 0.202, (0.085,0.482) | 0.000
Multi 4 (9.1%) 40 (90.9%)

Family history in Yes 7(12.9%) 1 (14.3%) 120.3(15.4,940.8) 0.000

hypertension No 47(87.1%) 3 (6.4%)

Family history of diabetes | Yes 4 (7.4%) 2 (50%) 46.823(17.7,124.1) 0.000
No 50 (92.6%) 2 (4%)

Family history of PIH Yes 2 (3.7%) 2 (100%) 9.3(3.7,23.4) 0.000
No 52 (96.3%) 2 (3.8%)

Drink alcohol Yes 24 (44.4%) 2 (8.3%) 4.5 (2.6,9.7) 0.000
No 30 (55.6%) 2 (6/7%)

Stress during Pregnancy Yes 15 (27.8%) 3 (20%) - 0.000
No 39 (72.2%) 1 (2.6%)

IV.  Discussion

Prevalence of PIH stood at 7.4%. whi was
higher compared to national prevalence of 5.6%. A
cross sectional study done in Ethiopia reported
prevalence of PIH to be 7.9% (Tesfaya&Tilahun,
2019).

Many studies have reported on the risk
factors associated with PIH with the most common
ones being early adolescent null parity, illiteracy,
lack of occupation and family history of
hypertension (Tebeu et al. 2011). Similarly, Ayele et
al. (2016) stated previous history of PIH, advanced
maternal age (Ayele et al., 2016; Jones et al., 2017;
Owiredu 2012) and lack of awareness on risk of
hypertension (Ayele et al., 2016) as common risk
factors for PIH

V.  Conclusion

In conclusion, the current study has found
the prevalence of PIH to be 7.0% among pregnant
women seeking care from The Nyali Children and
Women Hospital should. Results of this and other
studies have suggested that women who encounter
Pregnancy Induced Hypertension (PIH) are greatly
challenged with pregnancy outcomes including
maternal mortality. Broadly, majority of the
pregnant women are ill-informed about PIH
including its signs and symptoms, complications and
management. Apparently, an improvement in
knowledge on PIH among pregnant women will lead
to an improvement in early reporting and
management of PIH cases in early stages. The role
of health care providers in health education and
early management of PIH among pregnant women
cannot be underestimated as this forms the baseline
for reducing complications arising from PIH. It
therefore implies that there should be increased
human resources, capacity building and in-service
training of staff on proper management of PIH.

VI. Recommendations

The study recommends the following

a) The health care providers at the hospital should
organize routine health talks among pregnant
women on matters PIH from the first ANC visit

b) Pregnant women should be well informed on
the predisposing factors to PIH in order to
reduce the risk

c) The hospital should improve both human
resources (doctors with cardiovascular
specialization) and drugs to be able to reduce
morbidity and mortality through provision of
specialized services
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