


Table 11
Parity Distribution (N = 145)

No. of cases Percentage
Primis 92 62.75
Mulu 32 22.06
P & above o2 15.21

Table 111,

Gestation and l’retfeatmcnt B.P.

(restation Naid Moderate  Severe Total
i whe ()
<2¥ - 01 02 03 (2.0
BRSS! 06 13 14 33(23.0)
38 37 07 07 07 20 (145
>37 18 44 26 88 (60.5)
Total 31 05 49 145

Table TV.
Reduction of Systolic B.P.

Rangce ol Pre 17T B.P. MM/HG.

Full post T/T

AINHGH 40 ON=64) | 150 (IN=30) ] 160 (IN=20H >160 (N=21)
18] S 20 07 -

20 I 06 i0 01

30 02 04 13 06
+0) - - - 10

> 40 - - - 04

Parity distribution s shown m Table 1. Fiftyfour cases
137337 were muluparous and none of them had
previous history of PHHL This study stresses the fact that
parity had no role m genesis of PIH. Table 1 shows the
pretreatment blood pressure and gestation period. 60.5%
showed PIH in gestation period of more than 37 wecks
followed by 239 m 28-34 weeks gestation.

Clinical exanmination of cases showed that 20% cases had
no ocdema, 209 had mimmial oedema and 60% gross
ocdema. Protemuria was present in +.3% of cases. But,

90 out of these had no proteinuria after one week of

Table V.
Reduction of Diastolic B.P.

Range of Pre T/ Diastolic B P i MAHCG
fall B P
(mnvHG) |90 IN=15)| 100 (N=4b | TT0 0N 220 0N 30| -12008 14
10 15 26 12 03 -
20 - 12 10 05 03
30 - 06 0% 4 -
40 : - 04 14 02
>4() - - - - 08

Table VI

Fundoscopic Changes
(N = 145)
WNL GR. 1 GR. 1 GRUII

Mild 24 5 - 02
Moderate 39 19 06 01
Severe 30 10 05 04

Table VII
o Complete Response (in days)

Mday 2%day 3 day  Total
No. of mild cases 06 03 [ 27
No. of moderate cases 14 21 25 60
No. of severe cases 05 09 20 34

treatment. On Obstetrical examination 100% cases he
multiple pregnancy.

In 20% cases serum urca was 26-46 mg% while in the
rest 1t was 15-25 mg%. Only 10 cases had raised

creatinine fevel upto 1.1 to 1.6 mg%.

In our study there was fall of B.P. within 20-30 ninutes
ranging from 10-20 mm Hg in mild to moderate cases on
first day of treatment. But this fall was maximum (ranging
from 30-40 mm Hg)) in cases of severe PIH where B
was 160/120 mm Hg. (Table TV. V).

Fundus was normal in 93 cases: of these 30 had severe
PIH. Grade 11l hypertensive retinopathy was seen in 7
cases (Table - VD). With treatment Grade T11 retinopathy
reverted to Grade [ and Grade 1T & 1t reverted to normad

within 3-5 days of treatment.  Thus in all these cases
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magnesium sulphate was omitted and nifedipine
continued (Table VII).

In all cases urine albumin reverted to traces or normal

within one week.,

In this study, 16 cases of severe PIH were detected at 28-
34 weeks of gestation. Out of these 16, 6 cases required
repetetion of magnesium sulphate at 32 weeks of
pregnancy as there was appearance of albuminuria. But
all cases continued pregnancy till term. Two cases
requited LSCS while the rest delivered vaginally.

All the cases were followed till delivery with monitoring
of their B.P. and fetal growth. 75% of these cases
delivered vaginally out of which 2% were forceps
deliveries. LSCS was done in 25% of the cases; 10%
had fetal distress and CPD. Out of 145 cases neonatal
losses were 3 and 2 cases were of IUD at the time of
admission before treatment was begun. No cases had
eclampsia or failure of response. Mild headache was
present in 10% cases while 5% had tachycardia.

It was seen that there was a distinct relationship between
basal B.P. and range of fall of B.P. after medication. The
higher the B.P. more is the fall. However, hypotension
was not observed irrespective of dose of drug. With
regard to fall of B.P. our cases had mean fall of B.P. our
cases had mean fall of B.P. of 25.37 / 18.12 mm Hg
systolic & diastolic which is comparable with study of
Jain et al (1987)), Kulshreshtha, et al (1989) and Raman
and Mukherjee (1994).

With the combination drug thereby acceptable range of
fall of B.P. was observed upto third day in all cases. Rapid
fall in B.P. is comparable to study of Walters and Radmen
(1984). Jain et al (1987).

None of the case progressed to eclampsia. Though in
the present study there were 2% of cases below 28 wks

who progressed till term with normal fetal outcome.

In the present series 2 cases of PIH with IUD and 2 cases

of gestational diabetes with preterm labour accounted for
4 perinatal losses. Rest attained maturity and delivered.
None required induction before term due to PIH.

Combination of nifedipine and magnesium sulphate
appears to be effective and administrable hypotensive
agent in PIH. Low dose magnesium sulphate had no side
effects in mother and fetus.

The study supports effectiveness & advantages of the
combination therapy in cases of PIH resulting in better
perinatal outcome and decreased maternal morbidity and
mortality.

Conclusion

Nifedipine and magnesium sulphate in low doses in cases
of PIH definitely relieves the obstetrician’s dilemma in
management of PIH and helps in preventing maternal
morbidity and mortality as well as perinatal mortality.
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