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Abstract 

 
Background: Hypertensive disease of pregnancy (HDP) is one of the most common 

complications of pregnancy, Hypertensive disorders are the second leading cause of 
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maternal deaths, being only behind bleeding, accounting for about 14% of all maternal 

deaths in the world .The aim: To study the impact of educational program on nurses and 

nurse midwives on their knowledge and practices regarding nursing managements of 

pregnancy induced hypertension. Study design: Quasi experimental pre and post test study 

designs one group. Settings: In obstetrics departments in three hospitals (Bashier, Turkey 

and Saad Abuelola) in Khartoum state. Tools: Data was collected from70nursesand nurse 

midwives by structured self administrative questionnaire for participants' knowledge and 

observational check list for their practice. Results: - Results revealed that there was 

significant improvement in participants knowledge concerning classifications of PIH at 

pretest measurement was (2.29SD±0.82), and at posttest was (3.43SD±1.41); T value was 

(-3.9), The mean value of the knowledge of nurses regarding nursing role ANC at pretest 

measurement was (2.40SD±1.97), and at posttest was (3.20SD±1.61); T value was (-2.6) 

indicates significant differences between pre and post test measurements (P < 0.05 

P=0.009). and the mean value of the knowledge of nurses regarding nursing management 

during labor at pretest measurement was (2.11SD±2.01), and at posttest was 

(3.03SD±1.73); T value was (-2.9) indicates significant differences between pre and post 

test measurements (P < 0.05..and there were significant improvement  in  their practices 

The mean value of participants practices scores regarding measuring blood pressure at 

pretest measurement was( 0.17SD±0.46),and at posttest was( 0.97SD±0.17); T value was 

(-4.44)  which indicates significant differences between pre and post test measurements (P 

< 0.05=0.009), The mean value of participants practices scores regarding taking mid stream 

urine sample for proteinuria  and 24hours urine for protein at pretest measurement was( 

0.69SD±0.47)and at posttest was( 1.00SD±0.00); T value was (-5.62)  which indicates 

significant differences between pre and post test measurements (P < 0.05=0.001)and the 

mean value of assessment of fetal wellbeing  (fetal heart rate and fetal movement)at pretest 

measurement was( 0.39±0.49),( 0.34±0.48 ) consequences  at posttest was( 0.86±0.35); ( 

0.76±0.43) T value was (-06.53) (-5.38) which indicates significant differences between 

pre and post test measurements (P < 0.05=0.002,0.003).  conclusion: The study conclude 

there were significant impact  of the  educational program on nurses and nurse /midwives 

at knowledge and  practice  about nursing  managements  of PIH 

Recommendations: Frequent and schedule training programs should be applied for 

nurses and nurse midwives at the hospital for refreshing their knowledge and practices 

about PIH. A manual containing the basic needed  and skill information about PIH.  



V 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 حثمستخلص الب

وتقدر  ثر حدوثا اثناء الحمل وتؤدي الي وفاة الحواملكمرض ارتفاع ضغط الدم لدي لحوامل من الامراض الا مقدمه

 %14.عالميا وفيات الامهات 
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عن  لتعليمياالقابلات قبل وبعد البرنامج والممرضات دراسه تدخليه لتقييم معرفة ومهارات الممرضات و هذه  لاهدافا

 ه لمرض ارتفاع ضغط الدم المصاحب للحمليالعنايه التمريض

قابله من ثلاثه ممرضه ممرضه و 70خذت البيانات قبل وبعد البرنامج التعليمي من عددا-:طريقة البحث

 وقائمة ملاحظة المهارات للمعرفه  بواسطة استبيان وتوليد)بشائر,التركي وسعد ابوالعلا(  من ثلاث اقسام نساءمستشفيات

 . التمريضيه

القابلات بالعنايه الممرضات  ات الممرضات وسارمعرفة ومم متوسط في تحسن لموسهنتيجه واضحه وموكانت الالنتائج

قبل البرنامج  ضغط الدم  عند الحوامل وذلك في تصنيف انواع ارتفاع  لمرضي ارتفاع ضغط الدم للحوامل التمريضيه

العوامل التي تساعد علي حدوث  ومتوسط معرفة (3.43SD±1.41)بعد البرنامجو (2.29SD±0.82التعليمي)

 العنايه التمريضيه اثناء الحملمتوسط معرفة (3.31SD±1.52)قبل البرنامج التعليمي بعد(1.89SD±2.01)المرض

متوسط معرفة العنايه التمريضيه و (3.20SD±1.61)بعد البرنامج التعليمي (2.40SD±1.97)قبل البرنامج التعليمي

ايضا   ;(3.03SD±1.73)بعد البرنامج التعليميو  ,(2.11SD±2.01) اثناء الولاده  قبل البرنامج التعليمي

بعد البرنامج  و ,(0.17SD±0.46 )التعليمي  قبل البرنامج ط الدمغالمشاركين في قياس ض ملاحظةتحسن ممارسة 

بعد البرنامج و (0.69SD±0.47 )قبل البرنامج التعليمي قياس كمية البروتين في البول(0.97SD±0.17) التعليمي 

قبل  تابعة الحاله الصحيه للجنين من قياس نبض الجنين وقياس عدد حركات لجنينوم  ;(1.00SD±0.00 )التعليمي

 (,(0.43±0.76 ) ;(0.35±0.86وبعد البرنامج التعليمي.(( 0.48±0.34  ),(0.49±0.39 )البرنامج التعليمي

القابلات  وايضا تحسن في اداء ا  خلصت الدراسه الي تحسن واضح في معرفة الممرضات والممرضات-الخلاصه:.

 امل.لمرض ارتفاع ضغط الدم لدي الحو لمشاركين في المهارات التمريضيه

والممرضات عمل دورات تدريبيه وورش عمل مستمره لتحسين المعرفه وتجويد الاداء للممرضات :التوصيات ا

لقسم ليسهل لقابلات,توزيع الكتب والكتيبات والمجلات العلميه دوريا وترجمتها الي اللغة الاساسيه للمشاركين وتكن باا

 .تمريضيه لعلاج مرض ارتفاع ضغط الدم لدي الحواملجه ووضع مسوده وخطه علاجيه الرجوع اليها عند الحا
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Chapter one 

1. Introduction 

            Pregnancy induced hypertension (PIH) is the most   common hypertensive disorders 

that appears after 20 week gestation. Is one of the  main causes of severe morbidity, long 

term disability and death among both mothers and their babies.(1) In Africa and Asia, nearly 

one tenth of all maternal deaths are associated with hypertensive disorders of pregnancy, 

whereas one quarter of maternal deaths in Latin America have been associated with those 

complications .A among the hypertensive disorders that complicate pregnancy, pre-

eclampsia and eclampsia stand out as major causes of maternal and prenatal mortality and 

morbidity. The majority of deaths due to pre-eclampsia and eclampsia are avoidable 

through the provision of timely and effective care to the women presenting with these 

complications. (2) 

                  Approximately 1,00,00 women die worldwide per annum because of pregnancy 

induced  hypertension  .It  is  said  that  preeclampsia  and eclampsia  contribute to death 

of a woman every 3 minutes worldwide . The global maternal mortality rate is estimated to  

be  400  per  1,00,000  live  births  due to  pregnancy  or childbirth.(2) An enquiry into 

maternal deaths during 2006-82 conducted by the Centre for Maternal and Child Enquiries 

found that the deaths of several women attributable to pre-eclampsia were lack of routine 

observation of blood pressure and proteinuria and failure to recognize and act on the 

significance of abnormalities.(4)Usually there are three primary characteristics of this 

condition, including high blood pressure, the blood pressure reading higher than 140/90 

mm Hg, or a significant increase in one or both pressures, protein in the urine and edema 

(swelling).It is also, know to be associated with multiple pregnancy and maternal condition 

where there is greater mass of placental tissue .(3)The pathogenesis of pre-eclampsia is only 

partially understood and it is related to disturbances in placentation at the beginning of 

pregnancy, followed by generalized inflammation and progressive endothelial damage. 

There are other uncertainties too: the diagnosis, screening and management of pre-

eclampsia remain controversial, as does the classification of its severity. However, it is 

generally accepted that the onset of a new episode of hypertension during pregnancy (with 

persistent diastolic blood pressure >90 mm Hg) with the occurrence of substantial 

proteinuria (>0.3 g/24 hours) can be used as criteria for identifying pre eclampsia. Although 

patho physiological changes. inadequate placentation exist from very early stages of the 

pregnancy, hypertension and proteinuria usually become apparent in the second half of 
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pregnancy and are present in 2%–8% of all pregnancies overall.(2) It reported that any 

pregnant woman who presents with a headache or abdominal pain (particularly epigastric 

pain) should have their blood pressure recorded and urine tested for protein The majority 

of deaths related to hypertensive disorders can be avoided by providing timely and effective 

care to women presenting with such complication. So the nursing staff should improve their 

knowledge and practice to reduce the hypertension maternal mortality due to pregnancy 

induced hypertension Pregnancy. (5)  

1.0.Research question:- 

          What is the effect of educational interventions on nurses and nurse midwives 

knowledge and practice   regarding nursing mange ment of pregnancy induced 

hypertension?  

1.1. Justification:-  

           In2008, 358,000 women died during or following pregnancy and child birth. 

Almost all of these deaths(99%)occurred in developing countries and most could have 

been prevented nearly80%of the maternal deaths are caused by the five direct obstetric 

causes by hemorrhage ,hypertension, sepsis, obstructed labor and complications of 

abortion,  hypertension in pregnancy(preeclampsia and eclampsia) 

contributesto18%of the deaths, being the second after hemorrhage as the most common 

cause of maternal deaths. (2) 

           A case controlled prospective study of 250 cases of hypertension complicating 

pregnancy (study group) and 400 normal pregnant women (control group) was carried out 

to determine the effect of hypertension on maternal and fetal outcome. Pregnancy induced 

hypertension was present in 96% cases and chronic hypertension in 4% cases. Preterm 

delivery (28.8% versus 3%), labor induction rate (52.8% versus 3.25%), caesarean section 

rate (14.8% versus 3.5%), stillbirth rate (4.8% versus 0.25%) and overall prenatal mortality 

rate (14.8% versus 1%) were higher in study group compared to controls. In study group 

(40%) babies required special nursery care compared to controls (6.75%). From these 

results it can be concluded that maternal hypertension is associated with adverse pregnancy 

outcome (6). Recent evidence suggests that part of the problem that is not showing 

reductions in maternal mortality is as a result of inadequate knowledge, and lack of 

preventive practice. Studies have demonstrated that health system factors include service 

delivery, equipments and inter-personal aspects of care also play an important part. 
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Maternal deaths could be prevented if nursing staff are able to have adequate knowledge 

and well practice. (3) 

1.2. Objective 

1.2.1. General Objectives: - 

         To study the impact of an educational program for nurses knowledge and practice 

regarding nursing mange ment of pregnancy induced hypertension.   

1.2.2. Specific Objectives:- 

-To assess the knowledge of the nursing staff   regarding PIH before and after the 

educational program  

-To assess the practice of the nursing staff regarding PIH before and after the educational 

program. 

 -To evaluate the effect of  the educational program post the study. 
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Chapter two 

2. Literature review: 

                              

               Pregnancy induced hyper tension also known as, Gestational hypertension, PIH 

is the most common medical disorders of pregnancy and is reported to complicate up to 1 

in 10 gestations and affects an estimated 240,000 women in the United States every year (7) 

it is  also the most common hypertensive disorder in pregnancy that appears after 20 weeks’ 

gestation.(8), Preeclampsia a human-pregnancy-specific disease defined as the occurrence 

of hypertension and significant proteinuria in a previously healthy woman on or after the 

20th week of gestation occurs in about 2–8%ofpregnancies(9) 

             Pre-eclampsia affects four million women around the world every year and results 

in about 70,000 maternal deaths. In developed countries, it complicates between 3% and 

6% of all pregnancies. It thus remains a major cause of illness and death for both mother 

and baby. Furthermore, the incidence of the disease hasn’t decreased over the last 20 years 

and, because obesity seems to increase the risk, it could mean more women are developing 

the disorder than ever before. (10)  

 It is the most common medical complication of pregnancy whose incidence has continued 

to increase worldwide, and it is associated with significant maternal morbidity and 

mortality, accounting for about 50,000 deaths worldwide annually. Thus reducing maternal 

mortality by 75% between 1990 and 2015 has been considered as part of the millennium 

development goals of the World Health Organization (WHO) Nations. (11)  

            Hypertension and proteinuria became accepted as warning signs of (preeclampsia), 

and screening of pregnant women was introduced. The commonly used term, pregnancy-

induced hypertension, encompasses hypertension both with proteinuria (preeclampsia) and 

without proteinuria (gestational hypertension). (12). about 5% of all pregnant women 

undergo a rapid rise in arterial blood pressure 

To hypertensive levels during the last few months of pregnancy. Is often characterized by 

excess salt- and water retention by the mother’s kidneys, bodyweight gain, and 

development of edema. (12)  

2.1.Classification of preeclampsia:-The new classification of preeclampsia included the 

development of hypertension with proteinuria, edema, or both commencing after 20 weeks 

gestation. Although preeclampsia fell under the hypertensive disorders of pregnancy, In 

addition to preeclampsia, hypertension that developed during pregnancy excluding the 
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features of preeclampsia was also grouped under the term pregnancy induced hypertension. 

Mild to moderate preeclampsia was classified as the presence of hypertension and edema 

while severe preeclampsia was classified as the presence of hypertension and proteinuria 

with or without edema or cerebral or visual disturbances. (13)  

2.1.1 Gestational Hypertension 

       A woman is said to have Gestational Hypertension when she develops an elevated 

blood pressure (140/90 mmHg) but has no proteinuria or edema. Prenatal mortality is not 

increased with simple gestational hypertension, so no drug therapy is necessary... No 

edema, no proteinuria and blood pressure returns to normal after birth. (14) 

2.1.2Mild Pre-eclampsia 

         A woman is said to be mildly pre-eclampsia when her blood pressure rises to 140/90 

mmHg, taken on two occasions at least 6 hours apart... In addition to the hypertension, a 

woman has proteinuria (1+ or 2+ on a reagent test strip on a random sample). A weight 

gain of more than 1bs/week in the second trimester or0 .4 lb/week in the third trimester 

usually indicates abnormal tissue fluid retention (14). 

2.1.3. Severe Pre-eclampsia 

        A woman has passed from mild to severe preeclampsia when her blood pressure has 

risen to 160 mmHg systolic and 110 mmHg diastolic or above on at least two occasions 6 

hours apart at bed rest. Marked proteinuria. 3+ or 4+ on a random urine sample or more 

than 5 g in a 24 hour sample and extensive edema are also present. With the severe 

preeclampsia, the extreme edema will be noticeable as puffiness in a woman’s face and 

hands (14) It is most readily palpated over bony surfaces. The woman may manifest oliguria 

(altered renal function), elevated serum creatnine (more than 1.2 mg/dL); cerebral or visual 

disturbances (blurred vision); thrombocytopenia and epigastric pain  and  frontal headache  

this  signs and symptoms of impending  eclampsia(14). 

2.1.4. Eclampsia 

            This is the most severe classification of PIH. A woman has passed into this stage 

when cerebral edema is so acute that seizure or coma occurs. With eclampsia, the maternal 

mortality is high from cause such as cerebral hemorrhage, circulatory collapse or renal 

failure. The fetal prognosis in eclampsia is poor because of hypoxia and consequent fetal 

acidosis. The manifestations are the same accompanied by seizures.(14)  

            Among the various terms used throughout the literature were: hypertensive 

disorders of pregnancy, mild pregnancy-induced hypertension (PIH), severe PIH, chronic 

hypertension with superimposed pre-eclampsia, pre-eclamptic toxemia (PET), severe PET, 
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toxemia of pregnancy, the toxemia syndrome, mild pre-eclampsia, pre-eclampsia, severe 

pre-eclampsia, imminent eclampsia, impending eclampsia and eclampsia  (31).  Simpson and 

Greenhan mentioned that terminology used to describe the pregnancy induced hypertension 

is causing confusion for health care providers. The Lenfant et al. outlines current accepted 

terminology of hypertension disorder with pregnancy (HDP). Clinically, there are two basic 

types of hypertension during pregnancy. Chronic hypertension and PIH, with the distinction 

based on the onset of hypertension in relation to the pregnancy (30) 

2.2. Causes: - The exact cause of preeclampsia is unknown. Experts believe it begins in 

the placenta — the organ that nourishes the fetus throughout pregnancy. Early in 

pregnancy, new blood vessels develop and evolve to efficiently send blood to the placenta. 

In women with preeclampsia, these blood vessels don't seem to develop properly. They're 

narrower than normal blood vessels and react differently to hormonal signaling, which 

limits the amount of blood that can flow through them. Causes of this abnormal 

development may include: Insufficient blood flow to the uterus, Damage to the blood 

vessels, a problem with the immune system certain genes. (.15). Scientists are investigating 

many factors that could contribute to the development and progression of these diseases, 

including: ,Environmental exposures, Nutritional factors, Maternal immunology and 

autoimmune disorder and cardiovascular and inflammatory changes Hormonal 

imbalances.(16)                                                                                        

2.3.Risk Factors of PIH :- It is seen most often in Primi gravidas, especially Those 

younger than 20 or older than 35 years of age, who are in the lower socioeconomic group 

and have poor nutritional Status. Diabetes mellitus, multiple pregnancies, or a family 

history of Gestational hypertension also increases a client’s risk. (16). Other factors that can 

increase a woman's risk include, chronic high blood pressure or renal diseases before 

pregnancy, high blood pressure or preeclampsia in an earlier pregnancy, obesity, women 

who are pregnant with multiple pregnancy. Having a family history of preeclampsia .Pre 

eclampsia is also more common in pregnancies resulting from ovum donation, donor 

insemination, or in vitro fertilization.  

             A case control study was conducted in a tertiary hospital in Nigeria on 1803 women 

to determine the risk factors for pregnancy induced hypertension (PIH). Multiple logistic 

regression analysis was used to determine the risk factors for preeclampsia. Results showed 

that one hundred and thirty seven (7.6%) of the 1803 women who delivered during the 

period had pre-eclampsia /eclampsia of these 

128 (93.4%) were analyzed; ninety one (71.1%) women2 were primigravida.(37) 
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 2.4. Pathophysiology of pregnancy-induced hypertension.                    

          The mechanisms responsible for the pathogenesis of PIH have not yet been fully 

elucidated. Studies during the past decades, however, have provided a better understanding 

of the potential mechanisms responsible for the pathogenesis of PIH. The initiating event 

in PIH appears to be reduced uteroplacental perfusion as a result of abnormal 

cytotrophoblast invasion of spiral arterioles. Placental ischemia is thought to lead to 

widespread activation and dysfunction of the maternal vascular endothelium that results in 

enhanced formation of endothelin and thromboxane, increased vascular sensitivity to 

angiotensin II, and decreased formation of vasodilators such as nitric oxide and 

protocycline. The quantitative importance of the various endothelial and humoral factors 

in mediating the reduction in renal hemodynamic and excretory function and elevation in 

arterial pressure during PIH is still unclear. Investigators are also attempting to elucidate 

the placental factors that are responsible for mediating activation and dysfunction of the 

maternal vascular endothelium. Microarray analysis of genes within the ischemic placenta 

should provide new insights into the link between placental ischemia and hypertension .the 

symptoms  of PIH affect  all  most  organs .the  vascular  spasm  may  be  caused  by  

increased  cardiac  output  that  injured  the  endothelial cells of endothelial cells  of  the  

arteries  and  the action of  prostaglandin(notably decreased  protocycline and increase  

thromoboxane).Normally  blood  vessels  during  pregnancy  are resistant to  the affect of 

presser substances  such  as  angiotensin   and  nor epinephrine so  blood pressure  remains  

normal  during  pregnancy. With PIH  this reduced responsive ness to  blood  pressure  

changes appears  to  be lost .vasoconstriction  occurs  and  blood  pressure increase  

dramatically  with   hyper tension ,the  cardiac   system  can  become  overwhelmed because  

the  heart  is  forced  to  pump against  rising  peripheral  resistance. This  reduces  blood  

supply  to  organs ,most markedly  the  kidney ,pancreas, liver ,brain and  placenta. poor  

placental  perfusion  may  reduce  the  fetal  nutrient  and  oxygen supply .ischemia in  

pancreas  may  result  in  Epigastric  pain and   elevated  amylase  creatnine  ratio ,spasm  

of  the  arteries  in  the  retina  leads  to  vision  changes. If retinal hemorrhages occur, blind 

ness can result .vasospasm in the kidney increase blood flow resistance. degeration changes 

develop in kidney glomerular  because  of  back  pressure .this  leads to  increased 

permeability of  the glomerular  membrane ,allowing  the  serum  protein albumin and  

globulin to escape into the  urine(proteinuria) the  degerative  changes also  result  in  

decreased  glomerular   filtration ,so there  is  allowed  urine output and  clearance  of  
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creatnine increase  kidney  tubular reabsortion of sodium  occurs. Because sodium retains 

fluids edema results. Edema  is  further  increased  as  more  protein  is  lost, the osmotic   

pressure of  the  circulating  blood falls and  fluids  diffuses from  the circulatory system 

into denser interstitial space to  equalize  the  pressure. edema extreme edema can lead to 

cerebral and  pulmonary edema and  seizers(eclampsia).yet another effect  is  that arterial  

spasm   causes the  bulk  of  the  blood  volume in the  maternal  circulation to be  pooled  

in the  venous circulation .so a woman  has  deceptively   low  arterial  intravascular  volume 

.in addition thrombocytopenia or lowed  platelets  counts occurs as platelets clusters at  the  

site  of  the  endothelial  damage. Measuring hemotocorite level helps. To assess the  extent  

of  plasma  loss the  interstitial  space  or  the  extent  of  the  edema.(the  higher  the  

hemotocorite ,the  more  is  being  lost). (17)                    

  2.5. Signs and Symptoms of PIH 

           High blood pressure, too much protein in the urine (proteinuria) - presence of excess 

protein in the urine after 20 weeks of pregnancy, swelling in a woman's face and hands (a 

woman's feet might swell too, but swollen feet are common during pregnancy and may not 

signal a problem) 

 signs and symptoms of Preeclampsia, which can develop gradually or strike suddenly, 

often in the last few weeks of pregnancy .usually asymptomatic and  when  symptoms  

develop this signs  and symptoms  of impending  eclampsia  severe headaches, Changes in 

vision, including temporary loss of vision, blurred vision or light sensitivity, Upper 

abdominal pain, usually under the ribs on the right side, Nausea or vomiting, Dizziness 

,Decreased urine output, Agitation and Sudden weight gain, typically more than 2 pounds 

a week 

Edema – swelling particularly in the face and hands, often accompanies preeclampsia as 

well. Swelling isn’t considered a reliable sign of preeclampsia, however, because it also 

occurs in many normal pregnancies. (18)  

2.6.Signs  and Symptoms of Impending Eclampsia:- a sharp  rise  in   blood  

pressure160/110 mm/Hg or above, oliguria., Massive proteinuria, headache, which is 

usually severe, persistent and frontal in location drowsiness or confusion due to cerebral 

edema, visual disturbances, such as blurring of vision or flashing lights, due to retinal 

edema. Epigastric pain, which denotes liver edema and nausea and vomiting... (19) 
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2.7. Diagnosis of Preeclampsia The diagnosis of preeclampsia is largely based upon 

meeting the characteristic clinical features outlined above which define pregnancy induced 

hypertension or preeclampsia. (20) 

2.7.1. Clinical Assessment 

          The hallmark features in preeclampsia include developing systolic blood pressure 

(SBP) ≥140, or diastolic blood pressure (DBP) ≥90, and proteinuria of 0.3 grams or greater 

in a 24-hour urine specimen after 20 weeks of gestation in a woman who was previously 

normotensive. Hypertension is generally the earliest physical abnormality seen in 

preeclampsia and is the most important clinical clue to the presence of the disease. Since 

SBP and DBP readings are an essential part of the diagnosis of preeclampsia, ensuring that 

the optimal and appropriate ways are employed to measure BP. Using different indices of 

BP to predict preeclampsia has been . This meta-analysis included 34 studies and evaluated 

using SBP (systolic blood pressure), DBP (diastolic blood pressure), mean arterial pressure, 

and the increase over time in BP. The data from this meta-analysis supports the conclusion 

that BP measurements in the first and second trimesters have only a modest ability to 

predict preeclampsia (7) . 

2.7.2. Laboratory Tests  

(I)-Proteinuria:- 

            Although proteinuria is generally considered an essential characteristic of 

preeclampsia, preeclampsia should be suspected in any pregnant woman with hypertension 

and characteristic signs or symptoms, even if proteinuria is absent. 20%of women who 

develop eclampsia have no proteinuria and 10 % of women with other clinical or 

histological manifestations of preeclampsia have no proteinuria. Women with proteinuria 

detected by urine dipstick should undergo quantitative measurement of protein excretion. 

Use of the urine protein: creatinine (P: C) ratio to estimate 24 h protein excretion (7). 

  

 

(II)-Renal Function test:- 

             The renal is the organ most likely to manifest endothelial injury related to 

preeclampsia. Although the plasma creatinine concentration is generally normal or only 
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slightly elevated (1.0 to 1.5 mg/dL (88 to 133 mmol/L), this could represent a decrease by 

30–40% of glomerular filtration rate (GFR) for the values experienced in pregnant 

normotensive controls.  Renal failure is an unusual complication that most often occurs in 

patients who develop severe preeclampsia (7). 

Serum Uric Acid(III)  

            Hyperuricemia was supposedly among the earliest manifestation described in 
)7( preeclampsia 

(IIII) Urinary Calcium Excretion 

           Hypocalciuria has been reported in associations with preeclampsia. (7). 

 2.8. Maternal Complications 

          Outcome for pregnancy complicated by hypertension range from uneventful 

pregnancy in women with chronic controlled hypertension to death in cases of 

preeclampsia-eclampsia. The major adverse outcomes include central nervous system 

(CNS) injuries such as seizures (eclampsia), hemorrhagic and ischemic strokes, hepatic 

damage ranging from transaminase elevation, the so-called “HELLP syndrome” 

(hemolysis, elevated liver enzymes, and low platelets), hepatic failure, renal dysfunction 

(from a trivial reduction in glomerular filtration rate and minimal proteinuria to reversible 

acute renal failure or so-called acute tubular necrosis to even irreversible renal failure 

secondary to renal cortical necrosis) as well as increased frequency of cesarean delivery, 

preterm delivery, and abruptio placentae(7). 

2.9. Fetal Complications 

       The effects of chronic, controlled hypertension in pregnancy on the fetus are minimal. 

However, preeclampsia-eclampsia can lead to higher frequency of induced labor, fetal 

growth restriction, neonatal respiratory distress, and increased frequency of admission to 

neonatal intensive care unit. Hypertension in pregnancy, even in its more severe forms, 

causes only minimal increased risk for prenatal or fetal death(7).      

 

2.10. Treat ment of PIH: 

2.10.1. Medical treatment:- 
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          The predominant mode for treating hypertensive disorders in pregnancy, depending 

on the stage of the disease, anti-hypertensive, anticonvulsants and the termination of 

pregnancy. If the preeclampsia is mild. (7) International guidelines for the treatment of 

hypertension in pregnancy vary with respect to thresholds for starting treatment and 

targeted BP goals. Therapy is recommended in the United states for a BP of 

160/105 mm Hg or greater with no set treatment target; in Canada for women with no co 

morbid conditions therapy is recommended for blood pressure of 140–150/90 or greater, 

targeting diastolic pressure to 80–90 mm Hg and in those with co morbid conditions 

targeting 130–139/80–89 mm Hg(7) .It may be possible to wait to deliver the fetus. To help 

prevent further complications, the health care provider may ask the woman to  be on bed 

rest (to try to lower blood pressure and increase the blood flow to the placenta).Close 

monitoring of the woman and her fetus will be needed. Tests for the mother might include 

blood and urine tests to see if the preeclampsia is progressing (such as tests to assess platelet 

counts, liver enzymes, renal function, and urinary protein levels). Tests for the fetus might 

include ultrasound, heart rate monitoring, assessment of fetal growth, and amniotic fluid 

assessment. In some cases, such as with severe preeclampsia, the woman will be admitted 

to the hospital so she can be monitored closely. Treatment in the hospital might include 

intravenous medication to control blood pressure.(21). 

(I)Antihypertensive Drugs:-That are used to treatment   pregnancy induced  

hypertension. Sympathetic Nervous System Inhibitors. Centrally Acting Agents) 

Methyldopa is one of the most widely used drugs for the treatment of hypertension in 

pregnancy. It is a pro drug metabolized to neither alpha methylnorepinephrine, which then 

replaces nor epinephrine in the neurosecretory vesicles of adrenergic nerve terminals. BP 

control is gradual, over six to eight hours, because of the indirect mechanism of action. It 

is not thought to be teratogenic based on limited data and forty-year clinical experience. 

Treatment with methyldopa has been reported to prevent subsequent progression to severe 

hypertension in pregnancy and does not seem to have adverse effects on uteroplacental or 

fetal hemodynamic .Adverse effects are based on central alpha-2 blocking effect or 

decreased peripheral sympathetic tone. This drug can cause decreased mental alertness and 

impaired sleep, leading to sense of fatigue in some or depression in others. Still other 

observed side effects are decreased salivation, leading to xerostomia (chronic dry mouth), 

elevated liver enzymes in 5%; hepatitis and hepatic necrosis have also been reported.  with 

chronic use, which may occasionally cause clinical hemolytic anemia .(7).Clonidine, a 
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selective alpha-2 agonist, acts similarly and is comparable to methyldopa with respect to 

safety and efficacy , but of some concern is a small controlled follow-up study of 22% 

neonates that reported an excess of sleep disturbance in Clonidine-exposed infants .(7). 

 (II)Peripherally Acting Agents B-blockers have been extensively used in pregnancy. 

Concern still remains about their safety in pregnancy based on data derived from a few 

small studies, which suggests an association with low birth weight infants. Atenolol, for 

example, in one such study started at twelve to twenty-four weeks’ gestation, resulted in 

clinically significant fetal growth restriction and decreased placental weight compared with 

placebo .None of the b-blockers have been associated with teratogenicity. Oral agents have 

been associated with none clinically significant neonatal Brady cardia. Parenteral therapy 

has been found to increase the risk of neonatal bradycardia in one of six newborns. .In a 

recent Cochrane analysis, B-blockers were found to be more effective in lowering BP than 

methyldopa in ten trials.(7)Labetalol, a nonselective beta- and alpha-blocker has gained 

wide acceptance in pregnancy. Oral administration is considered safe and effective as 

methyldopa, although neonatal hypoglycemia is reported at high doses. Based on one 

placebo trial, it has been associated with growth restriction when used in management of 

preeclampsia remote from term. Parent rally it is used to treat severe hypertension, and 

because of a lower incidence of maternal hypotension and other side effects, many find this 

drug preferable to Hydralazine. Reported adverse events are fatigue, lethargy, exercise 

intolerance, peripheral vasoconstriction, sleep disturbance, and bronchi constriction. (7)  

(III) Calcium Channel Blockers. These drugs have been used to manage chronic 

hypertension, mild pre-eclampsia presenting late in gestation and urgent hypertension 

associated with preeclampsia. Both Nifedipine a nondihydropyridine calcium channel 

blocker and verapamil are not associated with teratogenic risks to fetus exposed in first 

trimester .Maternal adverse effects with Nifedipine include tachycardia, palpitations, 

peripheral edema, headaches, and facial flushing. A concern with the use of calcium 

antagonists for BP control in preeclampsia has been the concomitant use of magnesium 

sulfate to prevent seizures. Drug interactions between Nifedipine and magnesium sulfate 

were reported to cause neuromuscular blockade, myocardial depression, or, in some cases, 

circulatory collapse. Despite this concern, recent evaluation showed that these medications 

are commonly used together without increased risk. (7) 
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(IIII)Diuretics::Diuretics are first-line agents to be used in management of essential 

hypertension prior to conception and, based on their apparent safety, they may be continued 

during pregnancy alone or in combination with other agents especially in women more 

likely to have salt-responsive hypertension .Concerns regarding volume contraction leading 

).(7to limited fetal growth have not been supported in studies  

(IIII) Direct vasodilators: Hydralazine: selectively relaxes arteriolar smooth muscle by 

an as yet unknown mechanism. The most important indication is severe hypertension or a 

third-line agent in control of refractory hypertension. It can be used orally, intravenously, 

or intramuscularly. Adverse effects are due to excessive vasodilatation or sympathetic 

activation (headache, nausea, flushing, or palpitations). Chronic use can lead to (in rare 

cases) a pyridoxine-responsive poly neuropathy or to immunologic reactions, including a 

drug-induced lupus syndrome. Hydralazine has been used in all trimesters of pregnancy, 

and data have not shown an association with teratogenicity. (7) 

(IIIII)A sedative such as phenobarbital or diazepam (Valium) may be given to help the 

client rest quietly, and prevent seizures or other complications as well as steroid injections 

to help speed up the development of the fetus's lungs. (18) 

(IIIIII)Anticonvulsive Medication, such as magnesium sulfate, might be used to prevent 

a seizure. . The World Health Organization (WHO) has identified magnesium sulfate 

(MgSO4) as the most effective, safe, and low-cost medication for preventing and treating 

convulsions in severe preeclampsia and eclampsia... To improve consistent, safe use of 

MgSO4, the following items must be available at all levels of care: MgSO4 and a delivery 

system that facilitates its safe administration, calcium gluconate (the antidote for MgSO4), 

and the loading dose of MgSO4 may be administered by continuous intravenous (IV) 

infusion or, alternately, by giving an IV bolus and IM doses. This is followed by four-

hourly IM injections. Both IV and IM administration are appropriate. IM administration of 

the undiluted 50 percent solution results in therapeutic plasma levels in 60 minutes, whereas 

IV doses will provide a therapeutic level almost immediately.  

The WHO-recommended regimens are:  

 Loading dose. Slow IV injection of 4 g (20 mL of 20 percent solution in dextrose 5) at a 

rate of 1 g/5 minutes over 5 to 20 minutes.  

 Maintenance regimen (IM). Immediately after the loading dose, administer 5 g of 50 

percent solution to each buttock (10 g total IM dose) as a deep IM injection. This should 
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be followed by 5 g of 50 percent solution every 4 hours to alternate buttocks. MgSO4 

treatment should be continued for 24 hours after delivery or the last convulsion (2).The only 

cure for preeclampsia when it occurs during pregnancy is delivering the fetus. Treatment 

decisions need to take into account the severity of the condition and the potential for 

maternal complications, how far along the pregnancy is, and the potential risks to the fetus. 

Ideally, the health care provider will minimize risks to the mother while giving the fetus as 

much time as possible to mature before delivery. If the fetus is at 37 weeks or later, the 

health care provider will usually want to deliver it to avoid further complications. If the 

fetus is younger than 37 weeks, however, the woman and her health care provider may want 

to consider other options that give the fetus more time to develop, depending on how severe 

the condition is. A health care provider may consider the following treatment options: 

When a woman has severe preeclampsia, the doctor will probably want to deliver the fetus 

as soon as possible Delivery can be induced with oxytocin and prostaglandin. ..If induction 

fails, cesarean delivery is indicated.  Delivery usually is suggested if the pregnancy has 

lasted more than 34 weeks. If the fetus is less than 34 weeks, the doctor will probably 

prescribe corticosteroids to help speed up the maturation of the fetus lungs. In some cases, 

the doctor must deliver the fetus prematurely; even if that means likely complications for 

the fetus because of the risk of severe maternal complications (comprehensive review). (7)    

2.11. Nursing Management:- 

As in the past, the current role of nurses in the management of preeclampsia-eclampsia 

continues to revolve around the protection of maternal and fetal wellbeing and optimization 

of positive health outcomes. Given that effective preventative measures and screening tools 

are presently lacking, routine nursing assessments of the signs and symptoms indicative of 

preeclampsia-eclampsia remains critical to the detection, monitoring, and effective 

management of preeclampsia-eclampsia. Nurse patient education and the provision of a 

supportive environment are also essential to the optimal management of preeclampsia-

eclampsia. Active participation in one’s care can be promoted through nurse- education 

related to self monitoring of fetal activity and maternal symptoms (e.g., headaches, blurred 

vision, and epigastric pain). Furthermore, review of the rationale behind all tests (e.g., 

laboratory analysis, non-stress test) and treatments (e.g., magnesium sulfate, 

antihypertensive) keeps patients informed and may help to alleviate stress and anxiety 

during an emotionally and physically trying time (13).                                                                                                        

Nursing Responsibilities of Pregnancy Induced Hypertension (PIH) screening for 
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preeclampsia risk, assessment and classification according to the level of risk begins at the 

first prenatal visit that takes place after 20 weeks of gestation.  

As clinical risk factors have a low positive predictive value, all women receiving routine 

prenatal care, regardless of gestational age, should be appropriately screened and assessed 

for preeclampsia at each prenatal visit .However, early identification of risk status is crucial. 

Those high-risk women should be closely monitored, every two weeks, beginning at the 

20th week of gestation. At the first prenatal visit. (19)   

2.11.0.Antenatal Care:-  

The aim of Antenatal care is to assist women to remain healthy, finding and correcting 

adverse conditions when present, and thus aid the health of the unborn baby. Complex 

examinations and a variety of combination of interventions are part of modern ANC. 

Nevertheless, there is a huge variety of tests and medical procedures included in routine 

ANC worldwide. A comprehensive strategy to detect pre-eclampsia includes an individual 

risk assessment for preeclampsia at first visit, accurate blood pressure measurement, urine 

test for proteinuria and education on recognition of advanced pre-eclampsia symptoms. At 

least one-third of pre-eclampsia cases develop in women with normal blood pressure. 

Women presenting risk factors for pre-eclampsia, as established in the first prenatal visit, 

should be assessed more frequently. Since blood pressure measurement is prone to 

inaccuracy, standardized equipment, as well as standardized techniques and conditions for 

blood-pressure measurement, should be used by all personnel in order to have valid 

Comparisons of measurement. When measuring blood pressure, a urine sample should be 

tested for proteinuria. Pregnant women should be informed of the symptoms of advanced 

pre-eclampsia, as they may be associated with poorer pregnancy outcomes for the mother 

and fetus. (22) 

 as PIH disorders are  likely to  be  prevented early  detection and appropriate  management  

can minimize  severity  of the  condition a high standard of antenatal care  will  contribute 

to  maintenance  of   optimum   health .the  nurse  midwife is  in   a position to  identify  

those  women with a predisposing to   pre-eclampsia.(19)  

2.11.01. Comprehensive history taken and physical examination, taking at first prenatal 

visit. These will identify:-  

Health History:- 

      Age :-Adolescents (younger than age 19) have an increased Women of advanced 

maternal age (over age 35) have an increased incidence of pregnancy induced hypertension, 



16 

 

pregnancies complicated by underlying medical problems such as diabetes, multiple 

gestation and pregnancy induced hypertension.(24)adverse  social circumstance  or  poverty  

which  could  prevent  the  women  from  attending  for  regular antenatal  care.(19) 

2.11.02Family History:-Includes maternal history, heart disease, hypertension, and 

chronic illness. 

2.11.03. Woman's past medical and surgical History:-Major illnesses, surgery 

(especially of the reproductive tract, spinal surgery or appendectomy), blood transfusions. 

Chronic medical conditions, such as epilepsy, hypertension diabetes mellitus. Drug 

sensitivities.  

2.11.04. Gynecologic history (sexually transmitted diseases, contraceptive use, and 

menstrual history. 

 2.11.05. Obstetric History; - date of previous pregnancies, and deliveries "dates; infant 

weights; length of labors; types of deliveries; multiple births; abortions; and maternal, fetal, 

and neonatal complications .past illnesses associated with pregnancy. Woman's   perception 

of past pregnancy, labor, and delivery for herself  and effect on her family. (23 Gravidity,  

parity. Date of last menstrual period. Estimated   date of birth ". 

2.11.06. Physical Assessment: General Examination. The woman is asked to empty her 

bladder before the examination to enhance her comfort and to facilitate palpation of her 

uterus and pelvic organs during the vaginal examination. Assessment of the woman's 

weight and blood pressure .Examination of the eyes, ears, and nose during pregnancy 

.Examination of the mouth, teeth, throat, and thyroid.  

           Inspection of breasts and nipples the breasts may be enlarged and tender; nipple and 

areolas pigment may be darkened... Abdominal Examination:-Examination for scars or 

striations, (Palpation of the abdomen for height of the fundus (palpable after 13 weeks of 

pregnancy); measurement recorded and used as guideline for subsequent calculations. 

Palpation of the abdomen for fetal outline and position (Leopold's maneuvers) at the”third 

trimester. Checks of FHR.FHR are audible with ultrasound after 10 to 12 weeks and at 18 

to 20 weeks with a fetoscope .Record fetal position, presentation, and FHTs. (24) Pelvic 

Examination. Inspection of external genitalia. 
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Vaginal examination is done to rule out abnormalities of the birth canal. Leopold's 

maneuvers:-Determined by abdominal palpation First maneuver to determine fetal 

presentation (longitudinal axis) or the part of the fetus (fetal head or breech) that is in the 

upper uterine fundus.  

           While facing the woman, place the hands on top and side of the uterus (fundus) and 

palpate. Note the size, shape, and consistency of what is in the fundus (upper portion of the 

uterus). The head feels smooth, hard/firm, and round, freely movable and ballot able. A 

breech feels irregular, softer, and is less mobile. Second maneuver to determine the fetal 

position or identify the relationship of the fetal back and the small parts to the front, back, 

or sides of the maternal pelvis... Next, palpate, applying gentle but deep pressure, beginning 

at the midline near the fundus and continue down the side (posterior) toward the woman's 

back.. If firm, smooth, and a hard continuous structure, it is likely to be the fetal back; if 

smaller, knobby, irregular, protruding, and moving, it is likely to be the small body parts 

(extremities). 

           Third maneuver to determine the portion of the fetus that is presenting. While facing 

the woman, grasp the part of the fetus situated in the lower uterine segment between the 

thumb and middle finger of one hand. Using firm, gentle pressure, determine if the head is 

the presenting part. Pay close attention to the size, contour, and consistency of the 

presenting part. The head will feel firm and globular. Fourth maneuver to determine fetal 

attitude or the greatest prominence of the fetal head over the pelvic brim. In this maneuver, 

the examiner faces the woman's feet. The examiner places his or her hands on the sides of 

the uterus, below the umbilicus and pointing them toward the symphysis pubis... If the 

hands converge (come together) around the presenting part, it is floating. If the hands 

diverge (stay/move apart), the presenting part is either dipping or engaged in the pelvis. (23)  

 

2.11.08Taking Vital Signs;- 

             Temperature, Pulse, Respiration, Blood pressure Taking vital signs are defined as 

the procedure that takes the sign of basic physiology that includes Temperature, pulse, 

respiration and blood pressure. If any abnormality occurs in the body, vital signs change 

immediately. 
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Purpose of taking vital signs to assess the client’s condition, to determine the baseline 

values for future comparisons and to detect changes and abnormalities in the condition of 

the client. Taking axillary temperature by glass thermometer. Measuring a Radial Pulse,(24)  

Counting Respiration:-Monitoring the involuntary process of inspiration and expiration in 

a patient to determine number of respiration occurring per minute 

2.11.09. Measuring Blood Pressure:-Monitoring blood pressure using 

sphygmomanometer. 

Purpose: To obtain baseline data for diagnosis and treatment, to compare with subsequent 

changes that may occur during care of patient, to assist in evaluating status of patient’s 

blood volume, cardiac output and vascular system and to evaluate patient’s response to 

changes in physical condition as a result of treatment with fluids or medications(24). 

2.11.10.In subsequent  visit the  nurse  midwife  must  take  note of  any  further pregnancy  

associated risk  factors such  as  multiple  pregnancy. The  two essential  features of  pre 

eclampsia hypertension and  proteinuria ,are assessed for  at  regular  intervals  throughout  

pregnancy diagnosis is  usually  based on  the rise  in  blood  pressure and  the  presence  of  

proteinuria  after 20 weeks gestation.(19) . Blood  pressure measurement:-in order  to  detect  

increases  in  blood  pressure, the  nurse  midwife  should  take  the  mother's blood   pressure 

early in  pregnancy and   compare  this   with  all subsequent  recording. And it is important 

to consider several factors in assessing blood pressure: 

-the blood pressure sphago manometer should be calibrated for use in pregnancy and 

regularly maintained (19). 

Mercurary  sphygmomanometer  is  still considered  the  gold stander for  blood  pressure  

measurement .as automated  devices  have   not  been validated  for  use  in  pregnancy, in  

addition  automated blood  pressure measuring  devices  can  systematically  under estimate  

blood  pressure  by  at least 10mmHg .Blood  pressure  should  not  be  taken   immediately  

after  a woman  has experience ,anxiety ,pain, a period  of  exercise a, and should  be after 

10 mint  rest   period ,the  position  of  patient  is  important  should be  sitting or  lying  in 

left  lateral  position with  the  sphygmomanometer cuff approximately at level  of the  heart. 

The question   of whether to use korotokoff IV (muffling   sound) or V (disappearance of 

sound).korotoff V has been found to be easier to obtain. (19)   .     

2.11.11. Urine analysis:-proteinuria in the absence of urinary tract infection is indicative 

of glomerular endothliosis. The amount  of protein  in the  urine  is  frequently  taken  as  
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index  of  severity of  pre eclampsia .a significant  increase in  protein uria coupled with  

diminished urinary  output indicate renal  impairment. 

Vaginal  discharge, blood ,amniotic   fluid and  bacteria  can  contaminate the  specimen  

and   give   a false  positive   reading.A24 hour   urine  collection  for  total   protein 

measurement will b  required and  provide an accurate  quantitative assessment  of   protein  

loss .a finding of>3g/24 hours is  considered  to  be  indicative of  mild t o  moderate pre 

eclampsia, and>5g/24hours is considered  to  be severe.(19)  

Assessment of Proteinuria 

The optimal frequency, ideal method and ultimate value of screening for urinary protein 

have not been established. Current opinion suggests dipstick testing is an appropriate 

method of screening for preeclampsia. A negative dipstick reading does not necessarily rule 

out proteinuria, and a positive urine dipstick reading, in the absence of new hypertension, 

is prone to false positives. Midwives should provide 

Adequate education to clients about urine collection and urinalysis, including how to read 

urine dipsticks and what to do in the case of an elevated reading. 

A urine dipstick value ≥ +1 is considered to be equivalent to ≥ 0.3 g/L (≥ 0.3 g/day by 24-

hour urinalysis). For women who test positive for urinary protein upon dipstick analysis, 

and have confirmed hypertension, further 

assessment and consultation with a physician is appropriate(26) .Edema  and  excessive  

weight  gain:- Total weight gain in a normal-weighted woman should be approximately 25 

to 35 pounds, distributed as follows: Weeks 1 to 12: 2 to 4 pound s and weeks 13 to 40: 1 

pound/week(9).There  used    to  be included  in  the  diagnostic criteria for  pre eclampsia. 

Clinically ,edema  may  be  mild  or  severe .the  severity  is  worsening  of  pre eclampsia. 

Edema  of  the  ankles  in  late  pregnancy is  common and  usually  dis  appear over night 

and  is  not  significant  in  the absence of  raised  blood   pressure and  proteinuria. the  

sudden severe  widespread appearance of  edema is  suggestive of  pre eclampsia .this 

edema pits on  pressure and  may  be  found in non  dependant anatomical  areas  such  as   

the  face  ,hand, lower  abdomen ,vulvas  and  sacral  areas(19) .  

2.11.12. Laboratory test:- 

 These  now   make   a significant  contribution  to  assessment  and  diagnosis  of  pre 

eclampsia when  the  presentation  atypical and  hypertension  or  proteinuria,  or  both  the  

expected  normal  blood  value  in  pregnancy. 
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Full blood count (for hemoglobin, hemotocorite and platelet count), renal function test 

(creatnine and uric acid), liver function test 

Following alliteration in hemoglobin and biochemical parameters are indicative of 

preeclampsia:- 

-increase hemoglobin level& hoematocrit level. 

 -prolong clotting time 

-raised serum creatnine &blood urea level 

-raised serum uric acid level 

) 19. (abnormal liver function tests particularly raised transemanase- 

 2.12. Care and management in the hospital admission:-I 

The aim  of  care   is  to  monitor  the  condition  of  the  women  and  her  fetus  and  if 

possible   to  prevent  the hypertensive   disorders worsening  by  using  appropriate  

intervention and  treatment .The ultimate  aim  is  to prolong the  pregnancy   until the  

fetus  is  sufficiently  mature to  survive, while safeguarding  the   mother  live(19)..If the  

nurse  midwife discovered that patient has   hypertension or proteinuria(signs of  pre  

eclampsia  during  pregnancy, the women should  be  referred  to  the  doctor or  directly  

to   maternity  unite for  assessment and managements 

.Rest:-women  are  advised  to  rest as much  as possible and  may  be  admitted to  hospital 

to  facilitate  this. admission to hospital is requisite to monitor and evaluate   the maternal 

and fetal condition. 

            A qualitative exploratory study was conducted in North America on 24 women by 

convenience sampling to explain the effectiveness of bed rest for reducing the edema in 

pregnancy induced hypertension. The result says that 10% reduction in edema was found 

over a 4 week period rest. 

The study shows that mothers with PIH had reduced their3 edema after taking bed rest 

either at home or at hospital  .(37) 

       Diet there  is  a little  evidence  to  support dietary intervention for  preventing or  

restricting the  advance  of  pre eclampsia as  for  any  pregnant  .women diet should be rich 

in protein, fiber and vitamin. 
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       Calcium  supplementation appears to  be  beneficial  for  women of  high  risk  of  

developing  PIH. Pilot  study  under taken  by (Chappell)suggest  that  the  use  of  

antioxidant  supplement vit  C and E may  be  effective  in  decreasing oxidant   stress and  

improving  vascular   endothelial function.(19) 

     Weight  gain:- The efficacy  of  routine   weighing  during  antenatal  visit  has been  

questioned  and  in  many  areas   has now   been  abandonet  as   a form    of  antenatal  

screening  for  pre eclampsia. however  weigh  gain  may  be  useful  for  monitoring   the  

progression of  pre eclampsia  in  conjunction   with  other  parameters .the  initial    body  

mass index is  considered a more  useful  predictor of  hypertension   in  pregnancy. 

          Blood pressure and urine analysis:-blood pressure should be monitored every 4 hour 

.Urine should be   tested for protein daily in amid-stream specimen of urine. Collecting 

urine specimen nurse always should follow the principle steps as the following: Label 

specimen tubes or bottles with the client’s name, age, sex, date, time, inpatient no. and other 

data if needed before collecting the specimen. Always perform hand hygiene before and 

after collecting any specimen to diagnose illness. to monitor the disease process and to 

evaluate the efficacy of treatment.(25) 

         A24 hour urine collection is investigated in  order  to determine  renal  function. 

Abdominal  examination is  carried  out  daily ,any  discomfort  or  tender ness should  be  

recorded  and  reported immediately  and  this  may  be  signs  of  placenta abruption. Upper 

abdominal pain   is highly significant and indicative of HELLPsyndrome. 

2.13.Fetal assessment:-it is  advisable  to  undertake  abio physical profile  in  order  to  

determine   fetal  health and  well being .this  is  done  by the use  of  the  following ,kick 

counts, fetal heart sound .and serial ultrasound scans to check fetal growth. 

2.14.Antihypertensive therapy:-The use of  antihypertensive   therapy  as prophylaxis for  

prolonging   pregnancy  and  improving  of  maternal  and  fetal  out  come . Step the 

principle procedure for safety and the best-efficacy based on 5 Rights: Right drug, right 

dose, right route, right time and right client (, Right form) Check the medicine as the points: 

name, components, dose, expiry date (Rationale: to provide safe and efficient medication). 

 prior to administration ensure that the nurse midwives are knowledgeable about the 

drug(s) to be administered. This 
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Should include: therapeutic use, normal dosage, routes/forms, potential side effects, 

Contra-indications. (Rationale: to ensure safety and well-being of client and enable you to 

identify 

Any errors in prescribing) 

 Confirm identity of client verbally and with chart, prescription, checking full name, 

age, date: Right client. (Rationale: to ensure that the correct drug is being administered to 

the correct client)(24). 

Methyldopa is  the  most   widely   used  drug   in   women  with  mild  to moderate  pre 

eclampsia and  appears  to  be  safe and  effective  for  both mother  and  fetus  . 

Magnesium sulphate in severe preeclampsia 

Beta blocker such as atenalol and labtalol are considered safe in pregnancy. 

Nifedipine, a calcium   channel blocker is increasingly used  to treat severe PIH. 

Antithrombotic agents:-Early activation of  the clotting system   may  contribute  to  the  

later pathology   of  pre eclampsia ,as  a result  the use of  anticoagulant or  anti platelet  

agents  has  been  considered   for   prevention  of  preeclampsia  and  fetal  growth  

restriction. 

Aspirin is thought   to inhibit   the production of the platelet aggregation agent 

thromoboxane. (19)
  

2.15.Intrapartum   care:-The  midwife   should  remain  with  the  woman   throughout   

the  course  of  labor  as  the pre eclampsia   can  suddenly worsen at  any  time.  

         Vital signs. blood  pressure  is  measured  half  hourly ,15 to  20 minutes  in  severe   

pre eclampsia. observation  of  respiratory   rate  and  pulse  rate  is  measured   half  

hourly .temperature  should  be   recorded  hourly. 

Fluid balance:- 

        The  reduced  intravascular   compart ment  in pre eclampsia  together   with  poorly   

controlled   fluid  balance  can  result  circulatory  over  load ,pulmonary  edema  adult  

respiratory distress  syndrome and  ultimately   death ,  the  nurse mid wife   should  

monitor   fluid    balance  strictly   

Use of infusion pump when admintration of intravenous   fluid  

-Oxytocin should be administered with caution 
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Urinary output should be monitored closely 

-Urine  analysis  should  be  monitored   closely  and  every  4 hour  to  detect  the  

presence  of  (protein, sugar ,acetone. 

-In  severe  pre eclampsia a urinary  catheter   should  be  inserted  and  urine  output  is  

measure hourly a level  of more  than  30ml/h reflect  adequate   renal  function(19).  

Fetal condition:-the fetal heart sound should be monitored closely. 

Birth  plan:-when  the  second  stage  commences  the obstetrician  and  pediatrian  should  

be  notified .a short  second  stage  may  be  describe  depend  on  the   maternal  condition, 

in instance  aventouse extraction  or  forceps  will be  performed  by  obstetrician .if  

maternal  and  fetal  condition  shows    significant  deterioration  during  the  first  stage  

of  labor a caesarean    section   will  be  undertaken  .Oxytocin  is    the preferred   agent  

for  the  mange ment   of  the  third  stage  of  labor. 

Ergometrine and syntometrine   will cause peripheral vaso constriction and increase 

hypertension.  

2.16.Post partum  care :- 

           The  maternal  condition  should  be  continue  to  be monitored  at  least  every  4  

hours  for  the  next24  hours  following   child  birth as  there  is  still  the  potential  danger  

of  the  mother  developing  eclampsia.(19) Postpartum Considerations:-PIH may resolve 

immediately following delivery, or can persist for several weeks or months postpartum. 

Hypertension and/or preeclampsia can also arise for the first time in the postpartum period 

after a normotensive pregnancy. Similar to its antepartum manifestation, postpartum 

hypertension varies in its symptoms, signs and severity and the incidence, natural 

progression and optimal management of postpartum hypertension is not well understood(26) 

BP is thought to peak at 3 to 6 days postpartum, as extracellular fluid accumulated during 

pregnancy begins to mobilize, increasing intravascular volume and producing 

hypertension. 

          These effects may be exacerbated by intravenous fluids administered during labor 

and delivery as well as the vasoconstrictive effects of medications used for pain relief or 

uterine atony. (26) Gestational hypertension (with or without preeclampsia) and/or 

proteinuria may worsen at this stage, or new hypertension may arise. In a retrospective 



24 

 

cohort study of 152 women readmitted to hospital with preeclampsia between 2 days and 

6 weeks postpartum, a mean of 7 to 8 days elapsed between delivery and readmission. 

Almost two-thirds of 

These women had not been diagnosed with a hypertensive disorder prior to or during 

pregnancy. (25)  

         Management of Postpartum Hypertension and Preeclampsia Options for evaluation 

and management of postpartum hypertension or preeclampsia vary according to diagnosis, 

severity, laboratory findings and response to treatment. A study conducted among pre 

eclamptic women in the Netherlands suggested that resolution time increased with severity 

of the disease (as determined by maximal BP) and time between diagnosis and delivery. 

By 3 months postpartum, 61% of the women in the study were normotensive. In light of 

these findings, women who have had a PIH should be monitored closely in the postpartum 

period. Measure blood pressure at all regularly scheduled postpartum visits for the first 2 

weeks postpartum or until blood pressure has returned to normal for 2consecutive visits. 

Midwives should ensure clients are able to contact them if signs and symptoms of 

preeclampsia occur in the postpartum period. For women in whom blood pressure remains 

elevated, or continues to rise, more frequent monitoring should occur by scheduling 

additional postpartum visits and/or arranging a consultation with a physician depending on 

the client’s overall clinical picture (25)  

2.17. Prevention of Preeclampsia:-  

         Preventing hypertension-induced complications in pregnancy 

Requires nurses to use their assessment, advocacy, 

And counseling skills (26). Several multicenter studies are currently underway, but there is 

not yet a consensus on the optimal method for prevention .Comprehensive strategy to detect 

pre-eclampsia includes an individual risk assessment for preeclampsia at first visit, accurate 

blood pressure measurement, urine test for proteinuria and education on recognition of 

advanced pre-eclampsia symptoms... Women presenting risk factors for pre-eclampsia, as 

established in the first prenatal visit, should be assessed more frequently... Pregnant women 

should be informed of the symptoms of advanced pre-eclampsia (22) there are numerous 

reports and clinical trials describing the use of various methods to prevent or reduce the 

incidence of preeclampsia .Methods used have included. Salt restriction or prophylactic 

diuretic therap. Low-dose aspirin .Calcium supplementation Calcium supplementation 
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appears to reduce the risk of high blood pressure in pregnancy. Administration of fish oil 

or evening primrose oil antioxidant therapy (27). 

         Study was conducted at Minia University Hospital for up to date nurses knowledge 

about preeclamptic patients' care. Research design: An educational intervention designed 

for nursing staff member based on nurses' needs assessment in relation to knowledge and 

practice. The main aim of this intervention is to improve the nurses' knowledge about 

preeclampsia and care given for the woman. An educational intervention was conducted as 

a printed poster (2 meter * 1.5 meter) attached to the wall of preeclamptic patients room to 

cover all information towards preeclampsia and care given for the woman.  

              Setting: This study was conducted at Maternal and Child Health department at 

Minia University Hospital in the period from September 2011 till December 2011. Subject 

and Methods: A structured pre and post test used questionnaire about preeclamptic patients’ 

care knowledge was used and included 17 basic knowledge questions.  

         A total of 25 nursing staff participated in this study who works in Obstetrics and 

Gynecology Department at Minia University Hospital. Tools: Interviewing sheet was used 

for data collection which included, educational level, years  of experience, number of 

training courses the nurse attended. Results: Data analysis revealed that a sizable proportion 

of the participants have incorrect, improper knowledge about preeclampsia (a basic 

knowledge about preeclampsia and how to care women) in pre test. Concerning knowledge 

of nurses in post test, significantly improved in their knowledge. Conclusion: Experience 

is an important source of knowledge but education is a neglected area that impact on how 

nurses update their knowledge. Recommendation: Only through adequate  knowledge and 

hard-working follow through, we can move women to care earlier and thus improve the 

worst of the 

adverse outcomes, so the study results have indicated the following recommendation, more 

attention must be paid to health educational programs for nurses by the policy makers and 

health services.(28) 

          The study was conducted at port Said University  Objectives: The aim of this study 

was to examine the impact of pregnancy induced hypertension nursing educational program 

for maternity nurses on their knowledge.  

Subjects and Methods: The study was carried out in the Obstetric and Gynecological 

Departments in Port Said Hospitals using a quasi-experimental (pre & post test) design. 

The subjects of the study were 30 nurses working in the Obstetric and Gynecological 
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Departments in Port Said Hospitals. Data were collected using one tools devised 

specifically for the study.  

Results: The results revealed that there was a significant improvement in the nurses' 

knowledge score about pregnancy induced hypertension especially definition, types, 

incidence, signs and symptom, complications of the mothers and fetus, high risk group and 

diagnosis and nursing management mean-while, the scores in the follow-up (after 3 

months) tend to decline.  

Conclusion: Educational program has a significant and improvement impact on the nurse's 

knowledge regarding pregnancy induced hypertension that tends to decline with the 

progress of time.(30) 

              Study was conducted by WHO for promoting antenatal care services for early 

detection of pre-eclampsia. Quasi-experimental study was carried out in 2009 at urban 

health centers of five townships of Mandalay, Myanmar, to improve the skill of midwives  

in diagnosis and referral of pre-eclampsia from urban health centers  to the Central 

Women’s Hospital  and to enhance the supervision of midwives by lady health visitors . 

The intervention was training on quality antenatal care focusing on preeclampsia using an 

updated training manual. Altogether, 75 health care providers 

( midwives and lady heath visitors) participated. In this study, data were extracted from 

patient registers and monthly reports of  urban health centers  and  Central Women’s 

Hospital. Interviewers were trained regarding the conduct of semi-structured questionnaires 

to elicit knowledge and to use checklists in observation of skills in screening of  pre-

eclampsia, measuring blood pressure and urine protein (dipstick test). A guide for lady 

heath visitors was also used to obtain data, and data was collected six months prior to and 

after the intervention. Significant 

improvements from baseline to end line survey occurred in the knowledge (p<0.001) and 

skill levels (p<0.001) including skills for screening, measuring blood pressure and urine 

protein. At  Central Women’s Hospital, there 

was an increase in referred cases of  pre-eclampsia after the intervention, from 1.25% to 

2.56% (p<0.001). In conclusion, this study highlights the early detection of pre-eclampsia 

by widespread use of quality antenatal care, education and training of health-care 

providers to improve their performance and increase human resources for health care, in 

order to enable women in our society to have healthy pregnancies and healthy babies.(29) 
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Chapter three 

-3-Research methodology 

3.1. Study Design: 

Quasi experimental pre and post interventional study  design for one group. 

3.2. Study Period: 

from May 2014to April 2017  

3.3. Study Settings: -  

The study was carried out in  obstetrics departments at three  hospital  in antenatal ward, 

labor room and post natal ward ,its include   Basher    hospital in south of  Khartoum state 

in Jubal Awlia locality in Alnasir city ,Turkey teaching   hospital also in the  south  of  

Khartoum  state  in Alkalakla city and Saad Abu elela hospital in Alaamarat city at 

Mohammed Nageeb avenue crossing 61 street in Khartoum locality. All these hospitals 

24hours services patients had received at emergency departments, obstetrical department's 

antenatal ward, delivery room and postnatal wards and had HDU for severe PIH patients 

and obstetric and gynecological emergency. .  

3.4. Study Population:-  

 

All categories with different qualifications nurses and nurse/midwives work in obstetrical 

departments at three obstetric departments in three hospitals. 

3.4.a-Inclusion Criteria: 

Nurse's and nurse midwives permanent job one year and more than one years. In 

obstetrical departments  

3.4. b-Exclusion Criterion: less than one year. 

3.5. Sample Size: 
)31(.or less 200for small populations  census isa  census) (by sizeTotal coverage sample  

Number of  participants Hospital Name No 

15nurse and nurse /midwives Bashier Hospital 1 

30nurse and nurse/midwives Turkey Hospital 2 

25nursead nurse/nurse midwives Saad Abuellela Hospital 3 

70 Total  

 

So the total number of study sample  =70 

tel:200
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3.6. Data Collection Tools:- 

       Data was collected by using self administered questionnaire for participant's 

knowledge with scale correct =1 in correct=0 . 

 observational check list for their practice with the scale done=1 not done= 0 (Annexes) 

3.7. Data Collection and Techniques: -  

      data was collected by researcher and the researcher assistants (Two sisters were trained 

for data collection). Self administered questionnaire and observational check list were used, 

question and procedures were designed by researcher according to research objectives, 

literature review, as well as theoretical frame work of the study. Data was collected within 

a period of nine months, three months baseline data, every study area was take one month 

and designed educational program was done, implementation of the program and post 

educational data in a period of three month after post test and three  month period for data 

collection. The same questionnaire and observational check list were given after 

educational program. 

3.8. Pilot Study: - A pilot study, which was carried out on 10% from participants. The 

main purposes of the pilot study were to test the clarity, feasibility of the tools and 

whether it was understandable, and to determine the time needed to fill the tool. 

3.9. Interventional Phase: - Following the pilot study, the process of data. In three 

phases:- 

(a)-Basic assessment of knowledge and practice regarding nursing managements of PIH 
patients. 

(b)-Provide an educational interventional program about nursing management of PIH. 

(c)-Assessment the impacts of educational interventional program about PIH nursing 

managements.     

 Collection and implementation of educational program was going on, in three phases' 

preparatory phase, interventional phase and post interventional phase three month after 

educational program . 

          The pre test  questionnaire  and observational check list were administered and the 

researcher declared for educational  program by the nursing administrators(Matron) at three 

study areas the participants were given one lecture (one session power point about nursing 
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management of  pregnancy induced hypertension ) a period of four hours at every study 

area ,and the researcher demonstrated the procedures in  check list and reinforced by 

booklet was given for each participant ,which include ,introduction ,definition ,types ,risk 

factors, signs and symptoms ,management ,nursing management during  antenatal period , 

labor and post natal periods  after the interventional education  program  the post test data 

was  collected after three month  by the same questionnaire and observational check list.  

Educational program about PIH 

Definition PIH: 

It is  the  most  common hypertensive  disorders in  pregnancy  that  appears  after 20th  

weeks gestation  and it is  also  known as gestation  hypertension. The definition of 

pregnancy induced hypertension is a diastolic Blood pressure (dBP) of 90 mmHg or more, 

based on the Average of at least two measurements taken using the Same arm blood 

pressure (BP) ≥ 140/90 mmHg on subsequent measurement. Other definition is occurrence 

of hypertension and significant proteinuria in previously   healthy   women    after   20th 

week gestation. Or a rapid rise in blood pressure of 30ױmmױHg systolic or 15ױmmױHg 

diastolic should be sufficient to diagnose pregnancy induced hypertension. 

Incidences:- 

PIH affects four million women   around the world every  year. And result in about 70,000 

maternal deaths. 

Classification of PIH:- 

The new classification of PIH included the development of hypertension with proteinuria, 

edema or both appeared after 20th week gestation. 

1-Gestational hypertension:- 

When pregnant woman develop an elevated blood pressure 140/90mm/Hg but has no 

proteinuria or edema. 

2-Mild PIH or preeclampsia:- 

When blood pressure rises to 140/90mm/Hg, taken on two occasions   at least 6 hour apart. 

In addition to the hypertension, a woman has proteinuria (1+ or 2+ on a reagent test strip 

on a random sample). A weight gain of more than 1 lbs/week in the second trimester or .4 

lb/week in the third trimester usually indicates abnormal tissue fluid retention. 
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.,proteinuria after 20th  week gestation  and  eight gain more  than  2lb/month in  second  

trimester or  1lb /week  in  the  third  trimester. 

3-Severe preeclampsia:-- 

Blood  pressure  risen  to   about  160/110mm/Hg or  above   on  at  least two occasion 6 

hours apart at  bed  rest .marked  proteinuria 3 to  4 cross  n   random   urine  sample, with  

extreme  edema will be   noticeable  as puffiness  in  women  face and  hands. 

The women  may  manifest  oliguria (altered renal  function) cerebral  or  visual  

disturbances and epigastric  pain signs  of  impending   eclampsia. 

4-Eclampsia:-  is   sever  calcification   of   PIH, a woman   has   passed  into  this  stage  

when  cerebral  edema  is  so    acute  that    seizer   or  coma  occurs. 

With   eclampsia   the  maternal  mortality  is   high and  may  cause    cerebral  hemorrhage, 

circulatory collapse and  renal  failure  may  develop. 

Causes:-  the  exact  cause  of  PIH  is  unknown .some experts  believe  it   begin in  the  

placenta due  to   abnormal  implantation  or  the  blood  vessels  don't seem to  develop  

properly and  thus  due to :- 

(a)-insuffient blood flow to the uterus. 

(b)-damage in the blood vessels. 

(c)- Problems in the immune system. 

Risk factors:- 

It seem   most often    in Primi   gravida especially   those   younger     than   20   or elder 

than 35 years of age. 

Poor nutrition status 

Diabetes 

Multiple pregnancies 

Family   history   of gestational hypertension. 

Chronic hypertension and renal diseases. 
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Pathophysiology:- 

 Reducing   retro placental perfusion as  result of  abnormal cytotrophoblast invasion of  

spiral   arterioles ,placental  ischemia  result  and  lead  to  wide    spread  activation and  

dysfunction of  maternal  vascular  endothelium. That enhancing formation   of   

thromboxane and   endothelin. 

Signs and symptoms ofPIH:- 

-High blood pressure blood pressure (BP) ≥ 140/90 MmHg 

-Proteinuria after 20th weeks gestation 

-Edema (swelling    in a women   face and hands) Signs and symptoms of severe  

preeclampsia which can develop gradually or strike suddenly 

-Severe headache, blurred vision, or light sensitivity. 

-Upper abdominal pain or pain on the right side. 

Nausea and vomiting Decrease   urine output less than 30ml/hour or less than 400ml /24 

hours. 

-Dizziness 

-Sudden weight gain. 

Diagnosis of PIH:-  

The diagnosis of preeclampsia is largely based upon meeting the characteristic clinical 

features outlined above which define pregnancy induced hypertension or preeclampsia. The 

hallmark features in preeclampsia include developing systolic blood pressure (SBP) ≥140, 

or diastolic blood pressure (DBP) ≥90, and proteinuria of 0.3 grams or greater in a 24-hour 

urine specimen after 20 weeks of gestation in a woman who was previously normotensive., 

 

Laboratory Tests 

Proteinuria:-. Although proteinuria is generally considered an essential characteristic of 

preeclampsia, preeclampsia should be suspected in any pregnant woman with hypertension 

and characteristic signs or symptoms, even if proteinuria is absent. Twenty percent of 
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women who develop eclampsia have no proteinuria and 10 percent of women with other 

clinical and/or histological manifestations of preeclampsia have no proteinuria. Women 

with proteinuria detected by urine dipstick should undergo quantitative measurement of 

protein excretion. Use of the urine protein: creatinine (P:ױC) ratio to estimate 24ױh protein 

excretion. 

2- Renal Function test:- 

The renal is the organ most likely to manifest endothelial injury related to 

preeclampsia. Although the plasma creatinine concentration is generally normal or only 

slightly elevated (1.0 to 1.5ױmg/dL (88 to 133ױmmol/L)), this could represent a decrease by 

30–40% of glomerular filtration rate (GFR) for the values experienced in pregnant 

normotensive controls.  Renal failure is an unusual complication that most often occurs in 

patients who develop severe preeclampsia. 

3-Serum Uric Acid 

Hyperuricemia was purportedly among the earliest manifestation described in 

preeclampsia. Different theories were explored trying to explain this finding.  

Management of PIH:- 

Medical or obstetrical management 

Surgical management 

Medical management   : - 

 Depending   on the stage of disease. 

-Antihypertensive drugs 

-Anticonvulsant drugs 

Surgical termination   of pregnancy by caesarean section. 

In case   of severe preeclampsia   the women will be admitted to the hospital 

Treat ment include medication to control blood pressure, anti hypertension medication  

Sympathetic Nervous System Inhibitors 
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. Centrally Acting Agents 

Methyl dopa is the drug of choice for mild and, moderate preeclampsia. 

 Peripherally Acting Agents B-blockers have been extensively used in pregnancy 

(Atenolol). 

 Calcium Channel Blocker 

These drugs have been used to manage chronic hypertension, mild pre-eclampsia 

presenting late in gestation and urgent hypertension associated with preeclampsia. 

Nifedipine. 

 Direct Vasodilators 

Hydralazine: selectively relaxes arteriolar smooth muscle by an as yet unknown 

mechanism. The most important indication is severe hypertension 

 -Sedative such as diazepam 

- Anticonvulsive medication, such as magnesium sulfate, might be used to prevent a 

seizure. .   

-The only  cure   of  preeclampsia is  he  delivery  of  the  fetus .treat ment   decision  need  

to take  into  account the  severity   of  the  condition and  the  potential  risk    for   maternal  

complication  and  potential    risk   to  the  fetus, delivery  usually  suggested  if  the  

pregnancy  has lasted  more  than   34  weeks . 

The nursing management:-  

Antenatal care: _  

The aim of Antenatal care is to assist women to remain healthy, finding and 

correcting adverse conditions when present, and thus aid the health of the unborn baby. 

Complex examinations and a variety of combination of interventions are part of modern 

ANC. 

Nevertheless, there is a huge variety of tests and medical procedures included in 

routine ANC Worldwide. A comprehensive strategy to detect pre-eclampsia includes an 

individual risk assessment for preeclampsia at first visit, accurate blood pressure 

measurement, urine test for proteinuria and education on recognition of advanced pre-

eclampsia symptoms. 
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The current role of the nurses in the management of PIH. 

-To revolve around the   protection of maternal and fetal condition   from worsen. 

-Given  effective  preventive measures  and  screening  tools .as PIH are  likely   to  be   

prevented  by  early    detection and  appropriate   management   can  minimize  severity  

of the   disease. 

This can be   in antenatal clinic in the   initial visit. 

-Comprehensive   history taken 

Age :-Adolescents (younger than age 19) and  have an increased Women of advanced 

maternal age (over age 35) have an increased incidence of pregnancy induced hypertension, 

pregnancies complicated by underlying medical problems such as diabetes,  

-Adverse  social  circumstances example poverty  which  could  prevent the  women  from  

attending  regular  antenatal  visit. 

-Mother age  and  parity  Primi  gravida. 

-Family history of hypertensive disorder. 

-Past  history  of  preeclampsia and  presences  of  underline medical   disorder for  example  

renal  diseases. 

-the nurse midwife must note of any further pregnancy associated risk factors such as 

multiple pregnancies. 

Physical Assessment:- 

General Examination. The woman is asked to empty her bladder before the examination to 

enhance her comfort and to facilitate palpation of her uterus and pelvic organs during the 

vaginal examination. 

-urine analysis:-proteinuria in the  absent of  UTI is indicative of  glomerular  endothliosis  

the  amount  of protein  in the u rine is  frequently taken  as index of  severity of  pre 

eclampsia. 

Taking Vital Signs  

Temperature, Pulse, Respiration, Blood pressure 



36 

 

Taking vital signs are defined as the procedure that takes the sign of basic physiology that 

includes 

Temperature, pulse, respiration and blood pressure. If any abnormality occurs in the body, 

vital signs change immediately. 

Purpose of taking vital signs 

1. To assess the client’s condition 

2. To determine the baseline values for future comparisons 

3. To detect changes and abnormalities in the condition of the client. Taking axillary 

temperature by glass thermometer. Measuring a Radial Pulse. 

 -blood pressure measurement;-the  nurse midwives should take  the  women  blood 

pressure early in pregnancy and  compare  this  with subsequent recording .mercury 

sphygmomanometer s  still  consider  the  gold  standard  for  blood  pressure  measure 

ment ,the  position  of  pts should  be sitting or lying  on left  lateral  position. 

-a24houre  urine collection  for  total  protein  measurement  will  be  required  and  provide  

and  accurate  quantitative   assessment  of   protein loss .finding of>3g/24 hour is  consider  

mild to  moderate pre eclampsia and>5g/24hours is  considered to   be  severe. 

Assessment of Proteinuria:- 

The optimal frequency, ideal method and ultimate value of screening for urinary protein 

have not been established. Current opinion suggests dipstick testing is an appropriate 

method of screening for preeclampsia . A negative dipstick reading does not necessarily 

rule out proteinuria, and a positive urine dipstick reading, in the absence of new 

hypertension, is prone to false positives. Midwives should provide. 

Adequate education to the patient about urine collection and urinalysis, including how to 

read urine dipsticks and what to do in the case of an elevated reading. 

A urine dipstick value ≥ +1 is considered to be equivalent to ≥ 0.3 g/L (≥ 0.3 g/day by 24-

hour urinalysis). For women who test positive for urinary protein upon dipstick analysis, 

and have confirmed hypertension, further 

Assessment and consultation with a physician is appropriate 

Edema and excessive weight gain used to included in the diagnostic criteria for pre 

eclampsia. .. Clinically ,edema  may  be  mild  or  severe .the  severity  is  worsening  of  

pre eclampsia. Edema  of  the  ankles  in  late  pregnancy is  common and  usually  disappear 

over night and  is  not  significant  in  the absence of  raised  blood   pressure and  proteinuria. 
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the  sudden severe  widespread appearance of  edema is  suggestive of  pre eclampsia .This 

edema pits on  pressure and  may  be  found in non dependant anatomical  areas  such  as   

the  face  ,hand, lower  abdomen ,vulvas  and  sacral  areas. 

In severe pre eclampsia the  patients  should be  referred  to  the  doctors or  directly  to  the  

maternity  unite  for  management. 

- Complete bed rest as much as possible, and admission to hospital to facilitate this. 

- -Diet should be rich in protein fibers and vitamins. 

- -Blood pressure and other vital signs should be monitored 4 hourly. 

- -Midstream urine   sample for proteinuria daily. 

-Antihypertensive   therapy  such as  methyl  dopa for mild and  moderate  cases as 

prescribed .Bata  blocker and  calcium channel  Blocker for  severe  cases The use of  

antihypertensive   therapy  as prophylaxis for  prolonging   pregnancy  and  improving  of  

maternal  and  fetal out come . Step the principle procedure for safety and the best-efficacy 

based on 5 Rights: Right drug, Right dose, 

Right route, Right time, Right client (, Right form) Check the medicine as the points: name, 

components, dose, expiry date (Rationale: to provide safe 

And efficient medication) 

-  Prior to administration ensure that the nurse midwives are knowledgeable about 

the drug(s) to be administered. 

- -A24 hours urine collection in order to determine   renal function. 

- -Abdominal  examination is  to  be  carried  out   daily ,discomfort or  abdominal  

tenderness should  be  reported immediately. This may be signs of placenta 

abruption. 

- - Fetal  assessment   to  determine  fetal  well being by:- 

- -Kick count. 

- -Fetal  heart  sound.- 

- -Serial ultrasound to check   fetal growth. 

Intra partum care:- 

- The midwives   should remain with   the   women throughout labor as preeclampsia   

can suddenly worsen at any  time. 

- -Vital signs especially blood pressure is measure   30 hourly. 
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- -Fluid balance should be monitored closely by using infusion pump when   

administration intravenous fluids. 

- -Oxytocin should be administered   with caution. 

-Intake and  output should  be  measured closely in  severe  cases urinary  catheter   should  

be  inserted and  urine  output  should  be  measured  hourly. 

 Fetal condition:-The fetal heart sound should be monitored closely. 

Birth  plan:-When  the  second  stage  commences  the obstetrician  and  pediatrian  

should  be  notified .A short  second  stage  may  be  described  depend  on  the maternal 

condition, in instance  aventouse extraction  or  forceps  will be  performed  by  obstetrician 

.if  maternal  and  fetal  condition  shows significant  deterioration  during  the  first  stage  

of  labor a caesarean  section   will  be  undertaken  . 

Oxytocin is the preferred   agent for the management   of the third stage of labor. 

Ergometrine will cause peripheral vaso constriction and increase hypertension is 

Contraindication...  

Post partum care:- 

The  maternal  condition  should  be monitored  at  least  every  4  hours  for  the  first 

24  hours  following   child  birth as  there  is  still  the  potential  danger  of  the  mother  

developing  eclampsia.  

Postpartum Considerations 

PIH may resolve immediately following delivery, or can persist for several weeks or 

months postpartum. Hypertension and/or preeclampsia can also arise for the first time in 

the postpartum period after a normotensive pregnancy. Similar to its antepartum 

manifestation, postpartum hypertension varies in its symptoms, signs and severity and the 

incidence, natural progression and optimal management of postpartum hypertension is not 

well understood. BP is thought to peak at 3 to 6 days postpartum, as extracellular fluid 

accumulated during pregnancy begins to mobilize, increasing intravascular volume and 

producing hypertension. 

 Management of Postpartum Hypertension:- 

Management of postpartum hypertension or preeclampsia vary according to 

diagnosis, severity, laboratory findings and response to treatment... By 3 months 

postpartum, women who  had a PIH should be monitored closely in the postpartum period. 
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Measure blood pressure at  regularly scheduled postpartum visits for the first 2 weeks 

postpartum or until blood pressure has returned to normal for 2consecutive visits. Midwives 

should ensure clients are able to contact them if signs and symptoms of preeclampsia occur 

in the postpartum period. For women in whom blood pressure remains elevated, or 

continues to rise, more frequent monitoring should occur by scheduling additional 

postpartum visits and/or arranging a consultation with a physician depending on the client’s 

overall clinical picture... 

Prevention:- 

Several multicenter studies are currently underway, but there is not yet a consensus 

on the optimal method for prevention or amelioration of this disease:- 

 Comprehensive strategy to detect pre-eclampsia includes an individual risk assessment for 

preeclampsia at first visit, accurate blood pressure measurement, urine test for proteinuria 

and education on recognition of advanced pre-eclampsia symptoms. Women presenting 

risk factors for pre-eclampsia, as established in the first prenatal visit, should be assessed 

more frequently. 

Pregnant women should be informed of the symptoms of advanced pre-eclampsia,  

There are numerous reports and clinical trials describing the use of various methods to 

prevent or reduce the incidence of preeclampsia. 

Methods used have included:- 

Salt restriction or prophylactic diuretic therapy 

Low-dose aspirin 

Calcium supplementation Calcium supplementation appears to reduce the risk of high 

blood pressure in pregnancy. 

Administration of fish oil or evening primrose oil 

Antioxidant therapy and Micronutrient Supplementation .Deficiencies in pyridoxine 

(vitamin B6), zinc and magnesium have been hypothesized to increase the risk of 

PIH. Cochrane reviews have investigated the relationships. 

Between these micronutrients and maternal, fetal. 
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And neonatal outcomes, including outcomes associated with PIH and related 

complications.  

Regular exercise has been proposed as a preventative strategy for PIH based on the well-

established association between physical activity and reduced risk of hypertension in non-

pregnant women.  

3.10. Data Process: 

          Data was analyzed and processed by using SPSS (Statistical package for social 

sciences) version20.Data presented in pie chart for demographic data and frequency tables 

and cross tabulation and pair t -test was used  with  confidence interval 95% DF(degree of  

different=n-1=69 with  to determine the statistically significant differences in the 

proportions of the pre- and post-intervention data .P value<0.05. 

 3.11. Study Variables:- 

Demographic characteristics:- 

¶ Age, years of experiences and qualifications  

¶  Knowledge about:  

¶ Pregnancy induced hypertension definition. Causes. 

¶  risk factors, patho physiology   

¶ Therapeutic  management  and  root  of  administrations  

¶ Nursing care (antenatal, labor and post natal). 

¶ Practice about:- 

¶ Physical assessment. 

¶ Measuring  vital signs and blood pressure 

¶ Weighing of  pt  

¶ Urine  test  for  protein 

¶ Given antihypertensive drugs as prescribed 

¶ Provide emotional support and  bed rest 

¶ Fetal wellbeing(fetal heart rate and kick count) 

3.12. Ethical consideration:- 

          Ethical approval was taken from of  The Ribat National university research ethical 

committee, approval from state ministry of health and agreement of hospitals mangers 

and verbal consent from participants. 
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Chapter Four 

4. Results 

 

 

 

 

 

Figure (I) distribution of the participants according to age. N=70 

Figure (I) showed age among study population and revealed that the majority of study 

population  about  20 to30 years old (90%). 
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Figure (II) Distribution of participants according to qualification:-N=70 

Figure (II) represented the participant's qualification that majority had Bsc degree (60%) 

while (9%) had master degree. 
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Figure (III) distribution of participants according to -years of 

experience .N=70 

Figure (III)  shows  (66%)  of study population years of experiences between (1-5 years) 

.  
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Table (1) Distribution of the participants according to their knowledge 

regarding definition and classification of PIH.N=70  

Statements   

Pre  Post  

Correct  In correct  Correct  Incorrect  

N % N % N % N % 

Definition of pregnancy induced 

hypertension 
67 95.7 3 4.3 70 

100.

0 
0 0.0 

mild pre eclampsia 40 57.1 30 42.9 60 85.7 10 14.3 

Severe pre eclampsia 37 52.9 33 47.1 47 67.1 23 32.9 

Eclampsia is serious form of PIH 70 
100.

0 
0 0.0 70 

100.

0 
0 0.0 

  

Correct answer of the nurses regarding the definition of the PIH was mentioned by 

67(95.5%) of them at pretest measurement increased to all of them at post measurement. 

Regarding the types of PIH associated with mild preeclampsia the correct answer was 

mentioned by 40(57.1%) at pretest increased to 60(85.7%) at posttest measurement. Correct 

answer on severe preeclampsia was mentioned by 37(52.9%) of the nurses at pretest 

increased to 47(67.1%) at posttest. Regarding the statement eclampsia is a serious form of 

PIH the correct answer at pretest measurement was mentioned by all of the nurses and the 

same at posttest measurement .    
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Table (2) comparison of the participant's knowledge regarding the 

definition and classification of pregnancy induced hypertension pre and 

post educational program. (N=70) 

Statements  

Pre  Post  

SE 

C/I 95% 

t DF P 

Mean SD Mean SD Lower Upper 

Definition of pregnancy  

induced hypertension 

3.83 0.82 4.00 0.00 0.10 -0.36 0.02 -1.8 69 0.081 

  

mild pre eclampsia 

2.29 1.99 3.43 1.41 0.29 -1.72 -0.57 -3.9 69 0.001 

Severe  pre eclampsia 2.11 2.01 2.69 1.89 0.33 -1.22 0.08 -1.7 69 0.085 

Eclampsia is serious 

form  

of PIH 

4.00 0.00 4.00 0.00 0.30 -2.42 --- --- --- ---- 
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Table (3) Distribution of the study population according to their 

knowledge regarding causes and risk factors of pregnancy induced 

hypertension:-N=70 

  

Statements   

Pre  Post  

Correct  In correct  Correct  Incorrect  

N % N % N % N % 

cause of induced  hypertension 15 21.4 55 78.6 47 67.1 23 32.9 

Risk  factors  that  predispose  to  PIH 33 47.1 37 52.9 58 82.9 12 17.1 

  

Correct answer of the nurses regarding the possible causes of PIH was mentioned by 

15(21.4%) of them at pretest measurement increased to 47(67.1%) at post measurement. 

Regarding the risk factors that predispose PIH the correct answer was mentioned by 

33(47.1%) at pretest increased to 58(82.9%) at posttest measurement . 
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Table (4) comparison of the participant's knowledge regarding 

 causes and risk factors of pregnancy induced hypertension (N=70). 

 

 

 

 

 

 

 

 

 

 

Statements Pre Post SE C/I 95% t DF P 

 

  

 

 

   

Mean SD Mean SD 
Lowe

r 

Uppe

r 

cause of pregnancy 

induced   

hypertension 

0.86 1.65 2.69 1.89 0.30 -2.42 -1.23 -6.1 69 0.002 

Risk  factors  that  

predispose   

to  PIH 

1.89 2.01 3.31 1.52 0.30 -2.02 -0.83 -4.7 69 0.005 
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Table (5) Distribution of the participants according to their knowledge 

regarding the treatment of pregnancy induced hypertension .N=70 

Statements   

Pre  Post  

Correct  In correct  Correct  Incorrect  

N % N % N % N % 

treatments  of PIH depend  

on  the  severity    

of  disease 

54 77.1 16 22.9 57 81.4 13 18.6 

Components  of  

therapeutic   management  

of PIH 

47 67.1 23 32.9 64 91.4 6 8.6 

Magnesium  sulphate  the  

drug  that given  

in severe  PIH 

41 58.6 29 41.4 62 88.6 8 11.4 

  

Correct answer of the nurses regarding the statement that treatment of PIH depends on 

severity of the disease was mentioned by 54(77.1%) of them at pretest measurement 

increased to 57(81.4%) at post measurement. Regarding the components of therapeutic 

management of PIH the correct answer was mentioned by 47(67.1%) at pretest increased 

to 64(91.4%) at posttest measurement. Correct answer on the statement that magnesium 

sulphate given for severe PIH was mentioned by 41(58.6%) of the nurses at pretest 

increased to 62(88.6%) at posttest . 
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Table (6) comparison of the participants knowledge regarding treatment 

of PIH pre and post test (N=70) 

Statements  

Pre  Post  

SE 

C/I 95% 

T DF P 

Mean SD 
Mea

n 
SD 

Lowe

r 
Upper 

treatment  of PIH 

depend  on   

the  severity   of  

disease 

0.77 0.42 0.81 0.39 0.07 -0.09 0.18 -0.6 69 0.534 

Component  of  

therapeutic    

management of 

PIH 

2.69 1.89 3.66 1.13 0.26 -1.49 -0.45 -3.7 69 0.003 

Magnesium  

sulphate  the  drug   

that given in 

severe  PIH 

2.34 1.98 3.54 1.28 0.28 -1.76 -0.64 -4.2 69 0.004 
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Table (7) Distribution of the participants according to their knowledge 

regarding nursing management of pregnancy induced hypertension 

.N=70  

Statements   

Pre  Post  

Correct  In correct  Correct  Incorrect  

N % N % N % N % 

In first  antenatal  visit 42 60.0 28 40.0 56 80.0 14 20.0 

In subsequent visits 45 64.3 25 35.7 62 88.6 8 11.4 

Anti hypertensive management 37 52.9 33 47.1 53 75.7 17 24.3 

The  nursing  management during  labor 37 52.9 33 47.1 53 75.7 17 24.3 

Oxytocin and Ergometrine injection 27 38.6 43 61.4 51 72.9 19 27.1 

 

Correct answer of the nurses regarding the role of  the nurse in  the management of PIH at 

first ANC visit was mentioned by 42(60%) of them at pretest measurement increased to 

56(80%) at post measurement. Regarding the nursing role at subsequent visits the correct 

answer was mentioned by 45(64.3%) at pretest increased to 62(88.6%) at posttest 

measurement. Correct answer on antihypertensive management was mentioned by 

37(52.9%) of the nurses at pretest increased to 53(75.7%) at posttest. Correct answer on 

nursing management of PIH during labor was mentioned by 37(52.9%) of the nurses at 

pretest increased to 53(75.7%) at posttest. Regarding their knowledge on oxytocin and 

Ergometrine injection the correct answer at pretest measurement was mentioned 27(38.6%) 

of the nurses increased to 51(72.9%) at posttest measurement . 
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Table (8) comparison of the participant's knowledge regarding nursing 

role in management of PIH pre and post test. (N=70) 

Statements  

Pre  Post  

SE 

C/I 95% 

T DF P 

Mean SD Mean SD Lower Upper 

In first  antenatal  visit 2.40 1.97 3.20 1.61 0.30 -1.40 -0.20 -2.6 69 0.009 

In subsequent visits 2.57 1.93 3.54 1.28 0.28 -1.52 -0.42 -3.5 69 0.001 

Anti hypertensive management 2.11 2.01 3.03 1.73 0.32 -1.54 -0.29 -2.9 69 0.004 

The  nursing  management  

during  labor 2.11 2.01 3.03 1.73 0.32 -1.54 -0.29 -2.9 69 0.005 

Oxytocin and Ergometrine  

injection 1.54 1.96 2.91 1.79 0.32 -2.00 -0.74 -4.3 69 0.002 
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Table (9) Distribution of the participants according to their knowledge 

regarding nursing role in assessment and monitoring of pregnancy 

induced hypertension. N=70  

Statements   

Pre  Post  

Correct  In correct  Correct  Incorrect  

N % N % N % N % 

Purpose of urine analysis 34 48.6 36 51.4 59 84.3 11 15.7 

Signs of edema and excessive  

weight to be observed 

38 54.3 32 45.7 61 87.1 9 12.9 

Abdominal  examination  is  to  be  carried daily   

for  discomfort  and tenderness 

68 97.1 2 2.9 70 100.0 0 0.0 

Items of fetal assessment for  fetal   

health  and  wellbeing 

67 95.7 3 4.3 70 100.0 0 0.0 

  

Correct answer of the nurses regarding the purpose of urine analysis in cases of PIH was 

mentioned by 34(48.6%) of them at pretest measurement increased to 59(84.3%) at post 

measurement. Regarding their knowledge about observation of the signs of edema and 

excessive weight the correct answer was mentioned by 38(54.3%) at pretest increased to 

61(87.1%) at posttest measurement. Correct answer on daily abdominal examination for 

discomfort and tenderness was mentioned by 68(97.1%) of the nurses at pretest increased 

to all of them at posttest. Regarding the items of fetal assessment for fetal health well being 

in cases of PIH the correct answer at pretest measurement was mentioned by 67(95.7%) at 

of the nurses at pretest and increased to all of them at posttest measurement . 
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Table (10) comparison of the participants knowledge regarding nursing 

role in assessment and monitoring of PIH (N=70) 

Statements  

Pre  Post  

SE 

C/I 95% 

T DF P 

Mean SD Mean SD Lower Upper 

 urine analysis for protein 1.94 2.01 3.37 1.47 0.30 -2.02 -0.84 -4.8 69 0.004 

Signs of edema and excessive  

weight to be observed 

2.17 2.01 3.49 1.35 0.29 -1.89 -0.74 -4.5 69 0.001 

Abdominal  examination  is  to  be   

carried daily  for  discomfort  and  

 tenderness 

3.89 0.67 4.00 0.00 0.08 -0.04 0.27 -1.4 69 0.08 

fetal assessment for  fetal   

health  and  wellbeing 

3.83 0.82 4.00 0.00 0.10 -0.36 0.02 -1.8 69 0.10 
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Table (11) Distribution of the participants according to their practice 

regarding nursing managements of pregnancy induced hypertension 

.N=70 

 

The result of participants practices that to be done for patients who admitted to the hospital 

revealed that. the participants should  keep the patients  in complete bed rest pre educational 

program,44(63%) and increased post educational program to70(100%).their practice 

regarding providing emotional support41(58%) and increased post educational program 

to69(98%),about history taken and physical assessment the results represented pre 

educational program 43(61%)46(65%)and  increased to67(95%)66(94%)post educational 

program. 

 

 

 

 

Table (12) comparison of the participants according their practices 

regarding nursing management of pregnancy induced hypertension 

(N=70) 

procedures 

Pre  Post  

Done Not done  Done  Not done  

N % N % N % N % 

Keep patient in complete bed rest 44 62.9 26 37.1 70 100.0 0 0.0 

Provide emotional support 41 58.6 29 41.4 69 98.6 1 1.4 

Ask the obstetrical History 43 61.4 27 38.6 67 95.7 3 4.3 

Do physical and obstetrical  

examination 46 65.7 24 34.3 66 94.3 4 5.7 
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procedures 

Pre  Post  

SE 

C/I 95% 

T DF P 

Mean SD 
Mea

n 
SD 

Low

er 

Uppe

r 

Keep patient in complete 

bed rest 0.63 0.49 1.00 0.00 0.06 -0.49 -0.26 -6.39 
69 

0.02 

Provide emotional support 0.59 0.50 0.99 0.12 0.06 -0.52 -0.28 -6.56 69 0.002 

Ask the obstetrical History 0.61 0.49 0.96 0.20 0.06 -0.47 -0.22 -5.40 69 0.008 

Do physical and 

obstetrical  

examination 0.66 0.48 0.94 0.23 0.06 -0.41 -0.16 -4.49 

69 

0.005 

 

 

 

 

 

 

 

 

 

Table (13) Distribution of the participants according to their practice 

regarding nursing managements of pregnancy induced hypertension 

.N=70 
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their practice about checking vital signs and blood pressure and recording them were done 

pre educational program 50(71%) and increased post educational program 

to68(97%).regarding practice of weighing the patient and record it was done45(64%)pre 

interventional and increased to59(84%) post educational program. about taking midstream 

urine sample for proteinuria and measuring 24 hours  urine for protein  were done pre 

educational program 48(68%),23(34%)  increased to70(100%),56(80%) post educational 

program. the results  about giving medications and antihypertensive drugs as prescribed 

revealed 42(60% ) pre and increased to 65(92%)post educational program. 

 

 

 

 

Table (14) comparison of the participants according their practices 

regarding nursing management of pregnancy induced hypertension 

(N=70) 

procedures 

Pre  Post  

Done Not done  Done  Not done  

N % N % N % N % 

Check vital signs especially BP  

and record them 50 71.4 20 28.6 68 97.1 2 2.9 

Weighing the patient and record it 45 64.3 25 35.7 59 84.3 11 15.7 

take mid stream urine sample for  

proteinuria 48 68.6 22 31.4 70 100.0 0 0.0 

Give antihypertensive drugs as  

prescribed 42 60.0 28 40.0 65 92.9 5 7.1 

Give other medication as prescribed 45 64.3 25 35.7 62 88.6 8 11.4 



57 

 

procedures 

Pre  Post  

SE 

C/I 95% 

T DF P 

Mean SD 
Mea

n 
SD 

Low

er 
Upper 

Check vital signs especially 

BP  

and record them 0.71 0.46 0.97 

0.1

7 0.06 -0.37 -0.14 -4.44 

69 

0.009 

Weighing the patient and 

record it 0.64 0.48 0.84 

0.3

7 0.07 -0.34 -0.06 -2.76 
69 

0.006 

take mid stream urine 

sample for  

proteinuria 0.69 0.47 1.00 

0.0

0 0.06 -0.42 -0.20 -5.62 

69 

0.001 

Give antihypertensive drugs 

as  

prescribed 0.60 0.49 0.93 

0.2

6 0.07 -0.46 -0.20 -4.93 

69 

0.003 

Give other medication as 

prescribed 0.64 0.48 0.89 

0.3

2 0.07 -0.38 -0.11 -3.51 
69 

0.001 

 

 

 

 

 

 

 

 

Table (15) Distribution of the participants according to their practice 

regarding nursing managements of pregnancy induced hypertension. 

.N=70 
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 The result about teaching the patients about nutrition and increased protein intake in  the 

diet represent 36(51%)pre interventional increased to63(90%) post educational program, 

about teaching the patient about measuring intake and output charting was done pre 

educational program 27(38%) to increased to 61(87%) post educational  program, the 

results about assessment  of  fetal  wellbeing  by measuring fetal heart rate and fetal 

movements represent pre 27 (38.6%),24(34%) increased to60(85.6%),53(75%) post 

educational program . 

 

 

 

Table (16) comparison of the participants according their practices 

regarding nursing management of pregnancy induced hypertension 

(N=70) 

 

procedures Pre  Post  SE C/I 95% 

Procedures 

Pre  Post  

Done Not done  Done  Not done  

N % N % N % N % 

Teach the patient about nutrition  

and increase protein intake 36 51.4 34 48.6 63 90.0 7 10.0 

Teach the patient to keep the out put and record intake  

and output charting 27 38.6 43 61.4 61 87.1 9 12.9 

Measurement of 24 hour urine for proteinuria 23 32.9 47 67.1 56 80.0 14 20.0 

Measure fetal heart sound 27 38.6 43 61.4 60 85.7 10 14.3 

Teach the patient calculation kick count 24 34.3 46 65.7 53 75.7 17 24.3 
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Mea

n 
SD 

Mea

n 
SD 

Low

er 

Uppe

r 
T DF P 

Teach the patient about 

nutrition  

and increase protein intake 0.51 0.50 0.90 0.30 0.07 -0.52 -0.25 -5.50 

69 

0.002 

Teach the patient to keep 

output and record intake  

and output charting 0.39 0.49 0.87 0.34 0.07 -0.63 -0.35 -6.83 

69 

0.001 

Measure of 24 hour urine 

for proteinuria 0.33 0.47 0.80 0.40 0.07 -0.62 -0.32 -6.35 
69 

0.003 

Measure fetal heart sound 0.39 0.49 0.86 0.35 0.07 -0.61 -0.33 -6.53 69 0.002 

Teach the patient how to 

calculate kick count 0.34 0.48 0.76 0.43 0.08 -0.57 -0.26 -5.38 
69 

0.003 
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Chapter five 

Discussion 

           This study  was taken to study the impact of an educational  program on nurses 

knowledge and practice regarding nursing management of pregnancy  induced 

hypertension  at obstetrics department. 

 90% the participants age are between 20 to 30 years, 60% are bachelorette qualification 

and66%  of them the years of experience between 1 to 5 years 

       The mean value of the knowledge of nurses regarding definition and the classification 

of PIH at pretest measurement was (3.83±0.82) and at posttest was (4.0±0.0) T value was 

(-1.8) indicates no significant differences between pre and post test measurements 

regarding knowledge of the nurses about definition of PIH (P > 0.05). Comparing with 

similar study was conducted in port Said University reached 100.0% in the immediate post-

test and there was improve ment in  participants  knowledge in  both study.(30) the nurse and 

nurse midwives  should  know the  definition  of  pregnancy induced hypertension  that 

increase blood  pressure 140/90 mm /Hg or above after 20 gestation .Simpson and Greenhan 

mentioned that terminology used to describe the pregnancy induced hypertension is causing 

confusion for health care providers. The Lenfant et al. outlines current accepted 

terminology of hypertension disorder with pregnancy (HDP). Clinically, there are two basic 

types of hypertension during pregnancy. Chronic hypertension and PIH, with the distinction 

based on the onset of hypertension in relation to the pregnancy. (30). To know the 

classification of  pregnancy  induced hypertension is guided the  nurse and  nurse midwives 

to  perfect nursing management.  

            Causes and risk factors :-The mean value of the knowledge of nurses regarding 

causes of PIH at pretest measurement was (0.86±1.65), and at posttest was (4.0±0.0); T 

value was (-6.1) indicates significant differences between pre and post test measurements 

regarding knowledge of the nurses about causes of PIH (P < 0.05).  The mean value of the 

knowledge of nurses regarding risk factors of PIH at pretest measurement was (1.89±2.01), 

and at posttest was (3.31±1.52); T value was (-4.7) indicates significant differences 

between pre and post test measurements regarding knowledge of the nurses about risk 

factors of PIH (P < 0.05)  

          So that the nurse could identify the risk group  of  pregnancy induce hypertension 

such as nulliparity and hypertension increased the risk of preeclampsia , High pre-
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pregnancy weight was related to a higher risk of mild and moderate preeclampsia, whereas 

previous preeclampsia strongly increased the risk of early onset preeclampsia .(32) 

.          Concerning the participants  knowledge about PIH mange ment The mean value of 

the knowledge of nurses regarding treatment of PIH depends on the severity of disease at 

pretest measurement was (0.77±0.42), and at posttest was (0.81±0.39); T value was (-0.6) 

indicates no significant differences between pre and post test measurements (P > 0.05).  

The mean value of the knowledge of nurses regarding components of therapeutic 

management of PIH at pretest measurement was (2.69±1.89), and at posttest was 

(3.66±1.13); T value was (-3.7) indicates significant differences between pre and post test 

measurements regarding knowledge of the nurses about components of treatment (P < 

0.05). The mean value of the knowledge of nurses regarding magnesium sulphate at pretest 

measurement was (2.34±1.98), and at posttest was (3.54±1.28); T value was (-4.2) indicates 

significant differences between pre and post test measurements regarding knowledge of the 

nurses about magnesium sulphate as drug of choice in severe PIH (P < 0.05) . 

              Detection and prevention of maternal hypertensive disorders is important in order 

to avoid morbidity and mortality associated with the. Potential interventions for reducing 

the risk of preeclampsia include calcium and aspirin used for prevention and use of anti-

hypertensive drugs and magnesium sulphate for management of preeclampsia. A 17% 

reduction in the risk of preeclampsia was noted with the use of anti platelet agents mostly 

low dose aspirin (33) 

        Many authors Potter & Perry  and Cole , stated that; the administration of medication 

places great responsibility on the nurses. Knowledge of specific drugs classification and 

guideline is important. The nurse must learn legal guidelines in order to meet expected 

standards of law when administering medication. The nurse should have knowledge before 

administering medication to patient: Basic math for calculation of correct dosages of 

medications guidelines for administering medication, abbreviations and symbols and legal 

aspects to meet the standards of accountability & responsibility; drug preparations & 

appropriate administration techniques; and principles of administering medication 

including the five rights.(30) 

                The current role of nurses in the management of preeclampsia-eclampsia 

continues to revolve around the protection of maternal/fetal wellbeing and optimization of 

positive health outcomes. 
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Antenatal care:- The mean value of the knowledge of nurses regarding nursing role at first 

ANC visit at pretest measurement was (2.40±1.97) and at posttest was (3.20±1.61) T value 

was (-2.6) indicates significant differences between pre and post test measurements 

regarding knowledge of the nurses about nursing role in management of PIH in first ANC 

visit (P < 0.05).   

          The mean value of the knowledge of nurses regarding nursing role in subsequent 

ANC visits at pretest measurement was( 2.57±1.93) and at posttest was( 3.54±1.28)T value 

was (-3.5) indicates significant differences between pre and post test measurements 

regarding knowledge of the nurses about nursing role in management of PIH at subsequent 

ANC visits (P < 0.05). Antenatal care is 

one of the pillars of safe motherhood, as formulated by the Maternal Health and Safe 

Motherhood Programme, The benefits of antenatal care are recognized and identify the risk  

groups ,early detection and protect mothers from complications due to pregnancy including 

pregnancy induced hypertension. Timely diagnosis and proper management  that prevent 

the complications . 

        The knowledge of the nurses about nursing management of PIH during labor ,and 

about the admintration of oxytocin and Ergometrine the mean score of the nurses at pretest 

measurement was (1.54±1.96) and posttest measurements was (2.91±1.79)T value was (-

2.9) indicates significant differences between pre and post test measurements regarding 

knowledge of the nurses about giving oxytocin and Ergometrine for women with PIH (P < 

0.05) . 

        Similar study conducted  by Tin Tin Thein etal in Mandalay Promoting antenatal care 

services for early detection of pre-eclampsia Significant improvements from baseline to 

end line survey occurred in the participants knowledge (p<0.001) . One message that comes 

through clearly in the literature is that booked patients are less likely to develop pregnancy 

induced hypertension when compared to unbooked women. This trend is not surprising as 

women who attend ANC will be more likely to be screened for pregnancy induced 

hypertension and receive preventative care and careful monitoring before the condition 

worsens. Women who do not attend ANC are unlikely to be aware of any problem until 

eclamptic seizures begin(29).  

        Given that effective preventative measures and screening tools ,identifying the patient 

who at risk, routine nursing assessments of the signs/symptoms indicative of preeclampsia-
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eclampsia remains critical to the detection, monitoring, and effective management of 

preeclampsia-eclampsia. Nurses and nurse midwives lead education and the provision of a 

supportive environment are also essential to the optimal management of pregnancy induced 

hypertension. Active participation in one’s care can be promoted through nurses education 

related to self monitoring of fetal activity and maternal symptoms. 

      The mean value of the knowledge of nurses regarding urine analysis in cases of PIH at 

pretest measurement was (1.94±2.01) and at posttest was (3.37±1.41) T value was (-4.8) 

indicates significant differences between pre and post test measurements regarding 

knowledge of the nurses about  urine analysis in cases of PIH (P < 0.05).  The mean value 

of the knowledge of nurses regarding observation of the signs of edema and excessive 

weight gain at pretest measurement was (2.17±2.01) and at posttest was (3.49±1.35)T value 

was (-4.5) indicates significant differences between pre and post test measurements 

regarding knowledge of the nurses about observation of the signs of edema and excessive 

weight (P < 0.05). The mean value of the knowledge of nurses regarding daily abdominal 

examination for discomfort and tenderness at pretest measurement was (3.89±0.67) and at 

posttest was (4.0±0.0) T value was (-1.4) indicates no significant differences between pre 

and post test measurements regarding knowledge of the nurses about daily abdominal 

examination for discomfort and tenderness (P > 0.05). similar study was conducted by 

WHO and skill levels including skills for screening, measuring proteinuria. this study highlights 

the early detection of pre-eclampsia by widespread use of quality antenatal care
(29") 

 

         The  nursing  knowledge in two study was  better than pre test .the nurse should  be 

aware about   the  weight gain during pregnancy and when the  patient developed   

pathological  edema and should know that when patient  complain  from severe symptoms 

of  preeclampsia such as  right hypo chonderial  pain ,epigastric pain 

         The mean value  of  the participants correct practices regarding  keep the PIH patients 

in complete  bed rest at pretest measurement was( 0.6±49), and at posttest was( 1±0.00); T 

value was (-6.39) which indicates  no significant differences between pre and post test 

measurements regarding practices (P > 0.05 ). Lowdermilk et al. (30) stated that advising 

women to take enough rest with laying on left side position was especially emphasized, as 

it was considered a key element in the therapy. Another study done by Dickason et al. , 

revealed that bed rest during pregnancy has both risks and benefits. Periods of modified 

bed rest in lateral position are often recommended in mild hypertension. Complete bed rest 
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is currently questioned because of its potential side effects. Gilbert & Hartman (30) added 

that; resting in bed in the lateral recumbent position should be maintained until the pressure 

of gravid uterus decreases from inferior vena cava, this facilitates venous return, increasing 

the circulatory volume, decreases of angeotension II which increase renal blood flow and 

promotes diuresis. The mean value of participants  correct practices scores  regarding 

providing  emotional support at pretest measurement was( 0.59±.50), and at posttest was( 

.99±.12); T value was (-6.56) which indicates significant differences between pre and post 

test measurements (P=0.002, < 0.05). 

            The mean value of participants practices scores regarding measuring blood pressure 

and vital signs at pretest measurement was( 0.17±0.46),and at posttest was( 0.97±0.17); T 

value was (-4.44)  which indicates significant differences between pre and post test 

measurements (P < 0.05=0.009) .The mean value of participants practices scores regarding 

weighing the patients at pretest measurement was( 0.64±0.48)and at posttest was( 

0.84±0.37); T value was (-2.76)  which indicates significant differences between pre and 

post test measurements (P < 0.05=0.006). 

         The nurses  should  be skillful in monitoring  blood pressure contiousely and be 

observed closely and give the  patient proper management  when  needed and also  should  

monitor respiration because the patient  may developed  pulmonary edema when severe 

preeclampsia worsen.    

         The mean value of participants practices scores regarding taking mid stream urine 

sample for proteinuria  and 24hours urine for protein at pretest measurement was( 

0.69±0.47)and at posttest was( 1.00±0.00); T value was (-5.62)  which indicates significant 

differences between pre and post test measurements (P < 0.05=0.001). 

           The nurses should be aware and skillful about dip stick monitor for proteinuria and  

to teach the patient about who to collect the intake and out put and collecting samples 

.Study was carried out in 2009 at urban health centers of five townships of Mandalay, 

Myanmar, to improve the skill of midwives The skill of midwives was assessed by (lady 

health visitors and research assistants using checklists. We observed the skill of midwives 

in screening, assessment of blood pressure and urine protein at the booking. they used the 

checklist for midwives while they were measuring blood pressure and urine protein of 

pregnant women. There was statistical significance between baseline and end-line survey 
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in regard to these three components (p<0.001). At the baseline survey, the mean score on 

skill among midwives was 12.45 and at the end-line, it was 18.21(p<0.001(29). 

       The mean value of participants practices scores regarding teaching patients about 

nutrition and increased protein intake in her diet at pretest measurement was( 

0.51±0.50)and at posttest was( 0.90±0.30); T value was (-5.50)  which indicates significant 

differences between pre and post test measurements (P < 0.05=0.002) .The nurse should 

teach the patient about  increase the protein intake because in this condition due to  disease 

pathology that protein  passes outside the body.   

        The mean value of participants practices scores regarding assessment of fetal well 

being (fetal heart rate and fetal movement)at pretest measurement was( 0.39±0.49),( 

0.34±0.48 ) consequences  at posttest was( 0.86±0.35); ( 0.76±0.43) T value was (-06.53) 

(-5.38) which indicates significant differences between pre and post test measurements (P 

< 0.05=0.002,0.003).That the  nurse and nurse midwives should  assess fetal  wellbeing by 

monitoring fetal heart  rate and should teach the patient  how to calculate fetal movement. 

 

 

 

 

 

 

  

Conclusion 

 
× Based on study findings, that concluded impacts of educational program of nurses 

and nurse/midwives nursing managements of pregnancy induced hypertension had 

a significant differences and improvement on the nurse's knowledge pre and post 

interventional program. 
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(i) Results revealed that there was significant improvement in participants 

knowledge concerning classifications of PIH at pretest measurement was 

(2.29SD±0.82), and at posttest was (3.43SD±1.41)  

(ii) The mean value of the knowledge of nurses regarding nursing role ANC at 

pretest measurement was (2.40SD±1.97), and at posttest was (3.20SD±1.61) 

indicates significant differences between pre and post test measurements (P 

< 0.05 P=0.009).  

(iii) The mean value of the knowledge of nurses regarding nursing management 

during labor at pretest measurement was (2.11SD±2.01), and at posttest was 

(3.03SD±1.73) indicates significant differences between pre and post test 

measurements (P < 0.05.) 

×  Education program improved the practice of the nurse and nurse midwives.  that 

should  improved quality of  health care services and well trained and skillful nurses 

and midwives could provide essential maternal care,and there were significant 

improvement  in  their practices  

(i)The mean value of participants practices scores regarding measuring blood 

pressure at pretest measurement was( 0.17SD±0.46),and at posttest was( 

0.97SD±0.17) which indicates significant differences between pre and post test 

measurements (P < 0.05=0.009), 

(ii) The mean value of participants practices scores regarding taking mid stream 

urine sample for proteinuria  and 24hours urine for protein at pretest measurement 

was( 0.69SD±0.47)and at posttest was( 1.00SD±0.00) which indicates significant 

differences between pre and post test measurements (P < 0.05=0.001) 

 (iii)The mean value of assessment of fetal wellbeing  (fetal heart rate and fetal 

movement)at pretest measurement was( 0.39±0.49),( 0.34±0.48 ) consequences  at 

posttest was( 0.86±0.35); ( 0.76±0.43)  which indicates significant differences 

between pre and post test measurements (P < 0.05=0.002,0.003)/ 

  

Recommendations 

× Frequent and schedule training programs should be applied for nurses at the hospital 

for refreshing their knowledge and practices about PIH.  

× A manual containing the basic needed information about PIH, as well as how to 

counsel and teach the patients should be available at the obstetrical departments.  
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× Establish library with recent scientific books and magazines in an Arabic language 

about nursing mange ment of PIH. 

×  Encourage nurses to attend continuing education programs in the form of 

workshops, conferences, training programs and review update nursing care related to 

PIH. 

× Protocols for treatment of   PIH should be developed   about nursing management of 

PIH. 

× Future researches should be encouraged for also take patients' contributions into 

consideration and focus on patient outcomes and satisfaction. It is necessary to 

review the basic knowledge about pregnancy induced hypertension about definition 

classification and severe signs and symptoms managements and antennal care and  

care of laboring  woman 

× It is necessary to review the skills of the nurse and nurse midwives about blood 

pressure measuring, urine for protein and described medication and fetal heart sound 

and kick count.  
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 بسم الله  الرحمن الرحيم

The National Ribat  University 

Post Graduate Collage 

Questionnaire for assessment of nurse s and nurse midwives knowledge   of pre and post  

interventional  programme of nursing management of pregnancy induced  hypertension.. 

Demographic data 

1-Age:- 

(a)-2 0-30  years  (   ) 

(b)-31-40years  (   ) 

(c)-41-50 years.(   ) 

(d) Above 50 years.(  ) 

2-Level of education:- 

(a)- Intermediate nursing  certificate.(  ) 

(b)-Diploma ( ) 

(c)-Bachelor ( ) 

(d)-Master(  ) 

3-years of experiences:- 

(a)-1-5 years (-) 

(b)-6-10 years(-) 

(c)-11-15years(  ) 

(d)-More than15years 

4-Gender:- 

(a)-Female(  ) 

(b)-Male(  ) 
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-Knowledge; 

-:Pregnancy induced hypertension is-1 

(a)-Is high BP measurement in or after 20 weeks gestation ( _) 

(b) Is high BP140\90mml\Hg and above, proteinuria in or  after 20 week gestation.(   ) 

(c)Proteinuria and marked edema.(  ) 

-:Gestational hypertension is one of the types of PIH-2 

(a)-High BP without proteinuria after 20 week gestation.(  ) 

(b)-BP140/90mmHg and above with headache.(  ) 

-Mild pre eclampsia is: -3 

(a)-BP is about 140/90 mm/Hg or above. (   ) 

(b)-Increase systolic and diastolic BP15mm/Hg than normal in two sequence 6hours 

apart.  

(c)-BP140/90mm/Hg, appearance of one cross proteinuria in dipstick urine sample(   ) 

Sever pre eclampsia is  -4 

(a)-BP is about 160/110 mm/Hg or more after 20 week gestation. (  ) 

(b)-Proteinuria is 3 to 4 + dipstick mid stream urine sample (  ) 

(c)- Marked edema on face and hands or generalized edema.(  ) 

(d)-Patients  complain  of frontal head ache and burled  vision,BP160/110mm/Hg.(  ) 

(e)-Appearance of all above symptoms and decrease urine output.(  )  

Eclampsia is serious complications for of PIH-5 

(a)-Convulsions ,BP160/110mm/Hg and above.(  ) 

(b)-High blood pressure 160/110 mm/Hg or more ,epigastric pain.(  ) 

(c) Signs of impending eclampsia e.g.(sever headache ,burred of vision )alarming 

convulsions(  ) 

The  exact cause  of  pregnancy  induced  hypertension  is  unknown  but  it  seem   -6

-: to  be 

(a)-Insufficient blood flow to the placenta. (  ) 

(b)-Abnormal implantation of placenta.(  ) 
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(c)-It may be causes by maternal immune system and auto immune dis order 

e.g.  ante phospholipids syndrome(  ). 

(d)-Nutritional deficiency.(  ) 

-The risk  factors  that  predispose  to  PIH are: -7 

(a)-Primi gravida.(  ) 

(b)- Diabetic Mellitus with pregnancy .(  ) 

(c)-Multiple pregnancy.(  ) 

(d)- Obesity of the pregnant woman (  ) 

(e)- Renal diseases and chronic hypertension with pregnancy.(  ) 

.The treat ment of PIH  depend  on  the  severity   of  disease-8 

(a)Yes (  ) 

b)No (  )) 

-of  therapeutic   management of PIH are:  the  components-9  

(a)-Antihypertensive managements. (  ) 

(b)-Anti convulsions such as magnesium sulphate and diazepam  

(c)-Interruption of pregnancy(termination of  pregnancy by caesarean section.(  

) 

e  drug  that given in severe  PIH .Magnesium  sulphate  th   -10 

(a)- Most effective   medication.(   )       

(b)- Safe during pregnancy and low cost.(  ) 

(c)-preventing and treating convulsion (  ) 

-The  nursing   role  in management  of  PIH  are:-11 

In first  antenatal  visit   the   nurse mid wives   should  identify  those  women 

in  risk  of  pregnancy  induced  hypertension by:- 

(a)-comprehensive history taken from the pregnant woman.(  ) 

(b)-mother age and parity.(  ) 

(c)-family history of hypertensive disorders.(  ) 

(d)previous history of  pregnant induced hypertension.(  ) 

(e)-presences of renal diseases and diabetes (  ) 

(f)-should take baseline BP and weighing base line.(  ) 

-In subsequent visit should:-12 

(a)- Identify risk factors such as multiple pregnancy.(  ) 

(b)-Take BP and weighing and compare with base line.(  )  

(c) Mercury sphagomamometer is gold stander of BP measuring. (  ) 

(d)-Good reading of BP measuring in sitting or laying position (  ) 

-:   Urine analysis -13 

(a)- For proteinuria in the absent of UTI (  ) 

(b)-The amount of proteinuria is taken as index of severty of PIH.(  ) 

(c)-A24 hours  urine  collection   for  total  protein is an accurate  quantitative  

assessment  of  protein  loss.(  ) 

-Edema and excessive weight gain is to be observed by:-14 

(a)-Weighing every visit (  ) 

(b)- Observe excessive weight gain about than 2alb per week in second and 

third trimester.(  ) 
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(c)- Marked  or generalized edema in face , hands, sacral and lower abdomen.(  

) 

(d)Maintain fluid intake as prescribe or 1ml/hour/kg because patient may 

developed pulmonary edema(  ) 

-:Thenursing management  of PIH  patients -15 

(a)-Patients should be in bed rest as much as possible.(  ) 

(b)- Woman  diet  should  be  rich  in  protein ,fiber and  vitamins.(  ) 

(c)-Decrease salt the  patient diet 

(d)-In carriage increase calcium supplementation.(  ) 

Abdominal  examination  is  to  be  carried  daily  for  discomfort  and   -16

 -tender ness(to assess for right hypo chonderial pain): 

(a)- It is indication of abruption placente and should be reported. (  ) 

(b) Is  one of worsen signs and symptom of sever PIH.(  ) 

-wellbeing include :  sessment for fetaletal asF-17 

(a)- Fetal heart sound.(  ) 

(b)- Kick  count(fetal movement)  should  be  from  10  to  12  movement  in  

12 hours.(  ) 

-Anti hypertensive managements should be given as prescribe:-18 

(a)-Is given as management and prophylaxis PIH worsen.(  ) 

(b)-Improving maternal and fetal outcome.(  ) 

(c)-Methyl dopa for mild and moderate PIH.(  ) 

(d)-Nifedipine one  of  drugs  that given for sever PIH.(  ) 

(f)-Antithrombotic agent such as small dose of aspirin.(  ) 

-The  nursing  mange  ment during  labor: -19 

(a)-The nurse midwives should   remain   with patient through labor 

progressing(stages of  labor (  ) 

(b)-The pre eclampsia can be sudden worsen to fits(  ) 

(c)-Vital signs especially BP measured 15 to 20 mint.(  ) 

(d)-Proteinuria checked 6hourly.(  ) 

(e)-Fluid intake should be balance and should be monitored closely (  ) 

(f)-Oxytocin can  be  given  with  caution  because  can  increase  fluid  

retention( ) 

(g)-Ergometrine injection is contra indication in third stage of labor  (  )  
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 بسم الله الرحمن  الرحيم

The Ribat National University 

Post graduate collage 

 

 

Observational check list:-   

 

Not  done done procedures No 

  Keep patient in complete  bed rest 1 

  Provide  emotional  support 2 

  Ask  the obstetrical  history 3 

  Do physical and obstetrical  

examinations 

4 

  Check vital signs especially BP and 

record them  

5 

  Weighing  the patient and  record it 6 

  Take mid stream urine sample for 

proteinuria 

7 

  Give antihypertensive drugs as 

prescribe 

8 

  Give other  medications  as 

prescribe(magnesium sulphate) 

9 

  Teach the patient about nutrition and  

increase  protein  intake. 

10 

  Teach the PT and  record  intake and  

out put charting 

11 

  24hours urine  for protein measuring 12 

  Measure fetal  heart  sound 13 

  Teach the  patient  calculation  kick  

count 

14 

 

 

 


