494

CM] Original Research June 2017, Volume: 39, Number: 2
Cumbhuriyet Medical Journal 494-500

Impact of sociodemographic attributes on high-
risk pregnancy

Corresponding author:
E-mail:
Received/Accepted:
Conflict of interest:

SUMMARY
Objective: Identifying the association between sociodemographic data and laboratory parameters, and the complications
occurring during the pregnancy monitoring.
Method: This study reviewed 127 high-risk pregnant women (HRP) and other 99 pregnant women in control group. The
sociodemographic data and laboratory results of pregnant women with HRP diagnosis and the preghant women in control
group were compared.
Results: Comparing the sociodemographic data and laboratory parameters of pregnant women with HRP diagnosis and
the pregnant women in control group, it was found that period of marriage, aPTT, AST, ALT, Chlorine and BUN levels
were significantly higher in HRP group(p<0.05). After classifying the pregnant women diagnosed with HRP among
themselves, no difference was found in terms of sociodemographic data(p>0.05), whereas the BUN, creatinine, AST,
ALT and potassium values in hypertension group induced by pregnancy were higher on statistically significant level
compared to the control group(p<0.05). On the other hand, calcium values, PT and INR were significantly lower (p<0.05).
In macrosomia patients, PT and INR were significantly higher (p<0.05). In preterm labor group, white blood cell and
neutrophil counts were higher on statistically significant level (p<0.05). High level of chlorine in the pregnant women
diagnosed with amniotic fluid disorders, preterm labor and macrosomia was statistically significant compared to the
control group (p<0.05).
Conclusions: The challenge remains to estimate beforehand the high-risk conditions occurring during pregnancy
monitoring despite finding differences in sociodemographic and laboratory data.
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INTRODUCTION

One of the most important decisions in human life
is having a baby. Pregnancy and birth is a period
requiring a serious biopsychosocial adaptation for
the parents as well as being a physiological
process. Besides being a source of happiness,
satisfaction, maturity and joy, pregnancy can also
cause anxious waiting, worries and overload.
Pregnancy is the process where changes occur in
women’s psychological and social condition,
family, and roles in the workplace, and parental
relations are established between infants and
mothers 12, Although pregnancy is a physiological
event, a pathological condition affecting the health
of the mother and infant can occur in 5-20% of
pregnancies 3. All such pregnancies might create
risks for healthy women “.

The pregnancy where the risk of morbidity and
mortality of the mother or fetus increases at
remarkable levels is regarded high-risk pregnancy®.
In other words, the pregnancy where the health or
life of the fetus or infant in new-born period
is/might be fully or partially at risk is defined as
“high-risk pregnancy (HRP)” &7,

Overall, antenatal bleeding occurs in 3% of
pregnancies, and poly/oligohydramnios in 0.2 to
3%, and hypertensive diseases in 12-22%, and
IUGG in 4-30%, and preterm labor in 11.9%, and
multiple pregnancies in 3%, and diabetes mellitus
in 7% and severe hyperemesis gravidarum in 0.5-
1% among the reasons of pregnancies carrying risk
as found during the pregnancy monitoring 8.

Epidemiological and observational studies have
shown that good antenatal care from early
pregnancy period reduced mother and infant
mortality and provided more positive pregnancy
results ® In order to achieve a healthy perinatal
result on the highest level, it is vital to define high
risk factors at an early stage in terms of
implementing appropriate and timely treatment >
Present risks might be revealed during the first
antenatal examinations and early precautions might
be taken with suitable follow-up, and this might
help to reduce morbidity and mortality rates * °,

In our study, we examined the pregnant women
diagnosed with HRP and those found as normal
pregnancies, and then identified the association
between sociodemographic data and laboratory
parameters, and complications occurring during
pregnancy monitoring in order to provide required
approaches for reducing morbidity and mortality of
mothers and infants in pregnancies carrying risk.
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MATERIAL AND METHODS

After obtaining the approval of ethical committee
of Cumhuriyet University, 127 women diagnosed
with  HRP during their pregnancies were
determined as the study group, while 99 pregnant
women who were not diagnosed with HRP were
determined as the control group after being
admitted in Gynecology and Obstetrics Clinics of
Research and Application Hospital of Faculty of
Medicine Cumhuriyet University. The diagnosis
was made as a result of anamnesis, physical
examination, USG, laboratory and NST (non-stress
test) examinations. HRP diagnoses were classified
under the headings: those with a hypertensive
course, macrosomia cases, amniotic fluid
disorders, intrauterine growth retardation (IUGR),
preterm labor, and multiple pregnancy. Since they
would not present statistical significance, the
pregnant women diagnosed with placenta previa,
Gestational diabetes mellitus (GMD), fetal
anomaly, malrotation, liver function disorder, DVT
(deep venous thrombosis) and thrombocytopenia
were gathered under the category “others”. Those
not placed into this group were accepted as the
control group.

Patients’ sociodemographic data, educational
status, socioeconomic status, place of living, the
number of individuals living in the same house, the
period of marriage, educational status of the
husband, occupation of the husband, blood
relations, blood group, obstetric history, gravida-
para-abortus-curettage numbers, previous delivery
form and smoking history were inquired. Among
the pregnancy data of the patients, NST, form of
delivery, anesthesia type, ultrasound (USG)
measurements, placenta orientation, amniotic fluid
amount; and new-born infant’s weight, Apgar
score, and hospitalization in new-born service and
all laboratory data of the patients were retrieved
from patient files and recorded. In terms of
educational status, those with an educational
background of 8 years or less were considered as
primary school graduates and lower, and those with
8 to 12 years of background were considered as
secondary school graduates, and those with more
than 12 years of background were considered as
higher education graduates. In terms of
socioeconomic status, those receiving minimum
wage were considered to have moderate income,
and those receiving less wage were considered to
have low income, and those receiving wages higher
than minimum wage were considered to have good
income. The place of living was considered under
three categories: rural, town and urban. In terms of



the occupation of the husbands, those without a
steady job were considered as unemployed, and
those working for someone in a workplace as
employees, and those doing their own job as
freelancers, and those working for a public
organization as civil servants.

Statistical Analysis

The data obtained as a result of the study were
loaded into SPSS (ver. 22.0) software. Since
parametric test assumptions were applied in
assessment of the data (Kolmogorov-Smirnov), the
significance test, variance analysis and LSD test of
the difference between two averages in
independent groups were used. In assessment of the
data obtained through count, chi-square test was
used. When chi-square assumptions were not met
in multispan design, Monte Carlo model among
chi-square exact tests was used to calculate chi-
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square value, and level of significant was set as
0,05.

RESULTS

226 pregnant women admitted in Gynecology and
Obstetrics Clinic were evaluated in this study. 127
of these pregnant women (56.2%) with HRP
diagnosis and 99 pregnant women (43.8%) as
control group were included in the study.

Among those with HRP, 22 cases (17.3%) were
identified as hypertensive diseases, and 14 cases
(11%) as macrosomia, and 16 cases (12.6%) as
amniotic fluid disorder, and 19 cases (15%) as
IUGR, and 24 cases (18.9%) as preterm labor, and
15 cases (11.8%) as multiple pregnancy, and 17
cases (13.4%) as “others” (Table 1).

Table 1. Distribution of high-risk pregnancy groups

PIH

Macrosomia

Amniotic fluid disorders

IUGG

Preterm labor

Multiple pregnancy

Others

Total

22 17.3 (%)
14 11.0 (%)
16 12.6 (%)
19 15.0 (%)
24 18.9 (%)
15 11.8 (%)
17 13.4 (%)
(n=127) | 100 (%)

PIH: Pregnancy induced hypertension
IUGG: intrauterine growth retardation

There were no statistically significant difference
between the two groups in terms of age averages,
height averages, bodyweight averages before
conception, body mass index averages, averages of
the number of individuals living in the same house,
weight gained during pregnancy, educational status
of pregnant women, their husbands’ occupation,
smoking habit of pregnant women, place where
pregnant women live, sex of the new-born,

placenta orientation, blood groups, Rh, fasting
blood glucose, creatinine, LHD, sodium, potassium
and calcium values, PT and INR (p>0.05).
Nevertheless, BUN, AST, ALT, Chlorine, aPTT
values and risks during pregnancy in patients with
high risk were higher on a statistically significant
level in the pregnant women with longer marriage
period in terms of marriage period(p<0.05) (Table
2).



Table 2. Demographic characteristics and laboratory findings of study groups

Patients Controls p
(n=127) (n=99)
Age (years) 29.7£5.9 28.9+5.9 0.31
BMI (kg/m?) 25.7+5.0 25.4+5.0 0.71
People living in a house 3.6+1.7 3.8£1.6 0.49
Obstetric history
Gravidity (n) 2.6+1.6 2.7+1.6 0.83
Parity (n) 1.2+1.3 1.2+1.2 0.94
Abortion (n) 0.4+0.6 0.5+0.9 0.41
D&C(n) 0.1+0.3 0.120.1 0.20
Highest level of education
Primary 81(63.8 %) | 54(54.5%)
Secondary 17(13.4%) | 21(21.2%) 0.23
Higher 29 (22.8% | 24(24.2%)
Place of living
Rural 17(13.4%) | 16(16.2%)
Town 22(17.3%) | 21(21.2%) 0.57
Urban 88 (69.3%) | 62(62.6%)
Economic status
Lowest 13(10.2%) | 11(11.1%)
Middle 51(40.2%) | 34(34.3%) 0.67
Highest 63(49.6%) | 54(54.5%)
Biochemical tests
Creatinine(mg/dL) 0.5+£0.2 0.5£0.1 0.28
LDH (U/L) 244.2+93.6 | 273.7+281.6 | 0.27
Sodium ( mEg/L) 135.0+2.1 134.6+1.8 0.17
Potassium ( mEg/L) 4.1+£0.3 4.1+0.3 0.68
Calcium ( mEg/L) 8.5+0.5 8.6+0.4 0.23
BUN (mg/dL) 8.3+£3.2° 74+2.2 0,01
AST (U/L) 24.9+17.3° | 21.0£6.3 0,02
ALT (U/L) 17.0£18.6° | 12.1+5.3 0,01
Chlorine (U/L) 106.0+2.1¢ | 105.0£2.2 0,01
Hematologic tests
White blood cells (10%mL) | 10.6+3.2 10.1£2.6 0.34
Hematocrit (%) 37.0+£3.7 36.6+4.6 0.34
Hemoglobin (g/dL) 12.5+1.4 12.2+1.6 0.21
Platelet count (10%pL) 209.1£56.5 | 210.4+59.2 | 0.90
Coagulation tests
PT (sec) 11.0£7.8 10.2+£0.6 0.21
INR (Sec) 1.0+0.1 0.940.1 0.22
aPTT (Sec) 27.0+3.6° | 25.0+3.1 0.02
Data were presented as mean + SD, and percentage as appropriate.
abeden <0,05 vs. controls.
BMI: Body mass index;D&C: Dilatation & Curettage;
LDH, Lactate dehydrogenase;BUN, blood urea nitrogen;
AST: aspartate aminotransferase; ALT: alanine aminotransferase;
PT,Prothrombin time ; INR, international normalized ratio;
aPTT, activated partial thromboplastin time.
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DISCUSSION

Risky pregnancies, can defined mostly as carrying
increased morbidity or mortality risk after or before
birth of mother, fetus or newborn. All risk factors
for pregnancy, are classified according to periods
during the pregnancy 8.

According to data of 2013 of Turkey Demographic
and Health Survey, women in Turkey have their
highest fertility in their twenties age. The specific
fertility rate of highest age are in the age group of
25-29 ages 1. 249 (54.8%) pregnants in studies
done by Kolgelier S.et al. *2 are in the age group of
26-35. By studies done from Bektas E. 3, pregnants
in age group of 25-34, constitutes 54.5 % of whole
study. By these or similiar studies the pregnants are
evaluated according to classified age groups but
pregnants who are included in our study were not
classified in age groups. The evaluation were done
by calculating of age average from control and case
group and accordingly the age average from all
pregnants are determined as 29.34, the age average
from control group are determined as 28.88 and the
age average of high risk pregnant women are
determined as 29.69. By comparing of averages of
both age groups, no significant difference was
found. In studies of Sahsivar M.% were similiarly
also the age average of high risk pregnants and
control groups evaluated, but no significant
difference was found.

When high risk pregnancy diagnoses of 50 women,
who have risky pregnancies are examined in the
study; by 32% are preterm labor, by 12 %
hypertensive diseases, by 10 % premature
separation of placenta, by 8 % premature rupture of
membranes, by 8 % threatened abortion, by 6 %
oligohydramnios, by 4 % placenta praevia, by 4 %
IUGR, by 2 % severe hyperemesis gravidarum, by
2 % gestational diabetes mellitus was found“. In
another study, which are done on 89 risky pregnant
women, by 69 % preterm labor, by 10 % placenta
praevia, by 10 % premature rupture of membranes
diagnostics were found *. In our study were made
by 18.9 % preterm labor, by 17.3 % Hypertension
induced by pregnancy, by 15 % IUGR, by 12.6 %
amniotic sac defects, by 11.8 % multiple gestation,
by 11 % macrosomia, by 3.9 % placenta praevia,
by 3.1 % gestational diabetes, by 1.6 %
malrotation, by 1.6 % fetal anomalies, by 1.6 %
liver dysfunction, by 0.8 % deep venous
thrombosis and by 0.8 % thrombocytopenia
diagnostics.

Many studies about effects from educational status
to pregnancy of pregnant women has been done *
16,17 In a study of Pisirgen T.%® pregnant women ,
who have the diagnostic of risky pregancy, 66,7 %
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are graduated from primary school, 24 % are
graduated from high-school and 29,3 % are
graduated from university. In cases without risky
pregnancy 29,3 % are graduated from primary
school, 40,0 % are graduated from high- school,
30,7 % are graduated from university. In studies of
Pesavento et al. 14, 6 % of pregnants without risk
and 24 % of risk pregnants have education in
primary school degree, 58 % of pregnants without
risk and 58 % of risk pregnants are have education
in high school degree, 36 % of pregnants without
risk and 18 % of risk pregnants have education in
university degree. When the risk status of
pregnancies of pregnant women are examined
according to their educational level, on studies of
Kilig et al.Y’, which has done in Turkey on 200
pregnants, no statistically significant difference are
determined. In our study were not determined any
significant connection between education level and
risky pregnancy.

In  studies, were not seen effects of
sociodemographic attributes as, number of persons
living at home, consanguineous marriages,
smoking status of pregnant women, parity, abortus,
education level of husband, on risky pregnancy
31617 \We have determined, that the
abovementioned parametres have no effects on
high risk groups.

In some studies, by pregnant’s husbands who are
officer, were seen a low frequency of risky
pregnancy >, In another contrary study, were
found, that husband’s occupation has no any
connection to high risk group . In our study were
similiarly seen, that husband’s occupation has not
any relation to high risk group.

In studies were seen, that cases with high risk group
diagnostics has low income and also the number of
pregnancy are 4 and up 3. In contrary of this,
were indicated that the total monthly income and
number pregnancy has no relation to pregnancy
risks . In our studies were determined that the
income status and number of pregnancy has no
relation with high risk group.

In comparison with biochemical tests, in our
studies were by high risk group high value of BUN,
AST, ALT and chlorine determined. By evaluation
after classification of high risk group, were found
high values of BUN, creatine, AST and potassium
only in group with hypertensive, and low value of
calcium were found only with hypertensive. The
evaluation result after high risk group classified,
high value of ALT were found in hypertensive and
in other pregnancy group topics. This could be
caused of hepatic damage by hypertensive
pregnants, and in diagnostics under other topics



could be caused by pregnants with isolated liver
dysfunction diagnostic *°. Karabi et al.?* found out,
that in cases of hypertension induced by pregnancy,
the value of calcium are low and values of BUN,
creatin, potassium and AST are high. From the
point of coagulometric tests, in high risk group
only a high value of aPTT was found out. But in
analysis after self- classificiation of high risk group
could not found any significant differences. By
pregnant with hypertensive was the level of PT and
INR low, by pregnant with macrosomia diagnostic
was the level of PT and INR high.

By comparing of serum chlorine level in our
studies, the difference between both groups was
found statistically significant. By evaluation after
classification of high risk group was by pregnants
in group of macrosomia, amniotic sac defects and
preterm labor indicated a high level of chlorine. In
spite of decrease of chlorine level during
pregnancy, the high level of chlorine in some risk
groups here, could indicate to dehydration, renal
tubular acidosis, diarrhea.

In our studies was also the blood parameters
analyzed. By comparing of hemogram values of
both groups were in spite of not any significant
differences, in analysis, which are done after self-
classification of high risk group, it have been
detected that the blood cell count and neutrophil
count are significantly high. This could be arise
from infections, which are the most frequent reason
for premature rupture of membranes that constitues
25 % of preterm labor 2,

In  conclusion, although sociodemographic
attributes and  significant  differences are
determined in laboratory findings, the difficulty to
forecast complications which arises during
pregnancy follow-up continues. And this topic is
still one of the most important topics, which need
to be dealt not only by gynaecologist indeed by all
health personnel.

REFERENCES

1. Roos A, Faure S, Lochner C, Vythilingum
B, Stein DJ. Predictors of distress and
anxiety during pregnancy. Afr J
Psychiatry (Johannesbg). 2013; 16: 118-
22.

2. Dunkel Schetter C. Psychological science
on  pregnancy:  Stress  processes,
biopsychosocial models, and emerging
research issues. Annu Rev Psychol. 2011,
62: 531-58.

3. Sahsivar SM.  Riskli
depresyon ve  yasam

gebeliklerde
kalitesinin

10.

11.

12.

13.

499

degerlendirilmesi. S.U. Uzmanlk Tezi,
Meram Tip Fakiiltesi Aile Hekimligi,
Konya 2007.

Williams LM, Morrow B, Lansky A, Beck
LF, Barfield W, Helms K, Lipscomb L,
Whitehead N; Surveillance for selected
maternal behaviors and experiences
before, during, and after pregnancy.
MMWR Surveill Summ. 2003 14; 52: 1-
14.

Gilbert E, Harmon J. Yiiksek Riskli
Gebelik ve Dogum El Kitabt 2. Baski
Ceviri  Editorii  Taskin L., Palme
Yayincilik, Ankara 2002.

G. Fraser Fellows , Graham W. Chance.
High Risk Pregnancy: Detection and
Management. Can Fam Physician. 1982;
28: 1553-7.

Simgek Z. Kabalcioglu F. Kurger M.A.
Sanlurfa Dogumevi’'nde Dogum Yapan
Kadinlarda ve Bebeklerinde Ortaya Cikan
Komplikasyonlarla Miskili Risk
Faktorleri, Saglik ve Toplum 2005; 15:
90-5.

Turgay Sener. Preterm eylem ve dogum.
Kisnis¢i H, Goksin E, Durukan T, Ustay
K, Ayhan A, Giirkan T, Onderoglu L.
(editorler) Temel Kadin Hastaliklar1 ve
Dogum Bilgisi’'nde. Ankara: Giines
Kitabevi, 1996:1465-80.

Asundep NN1, Jolly PE, Carson A,
Turpin CA, Zhang K, Tameru B.
Antenatal care attendance, a surrogate for
pregnancy outcome? The case of Kumasi,
Ghana. Matern Child Health J. 2014;
18:1085-94.

Kugu N, Akyiiz G. Gebelikte ruhsal
durum. Cumhuriyet Universitesi Tip
Fakiiltesi Dergisi 2001; 23:61-4.

Hacettepe Universitesi Niifus Etiitleri
Enstitiisi, Tiirkiye Niifus ve Saglik
Arastirmas1 2013. Hacettepe Universitesi
Niifus Etiitleri Enstitiisii, Saglik Bakanlig1
Ana Cocuk Sagligr ve Aile Planlamasi
Genel Mudirliigii, Devlet Planlama
Teskilat1 ve Avrupa Birligi, Ankara 2013.

Kolgelier S, Demir Arslan H, Katas B,
Giiler G. Gebelerde toxoplazma gondi
seroprevalanst. Dicle Tip Dergisi 2009;
36: 170-2.

Bektas E. Hastanemiz gebe poliklinigine
basvuran gebelerde normal dogum ve



14.

15.

16.

17.

tercihi ve nedenleri ile ilgili anket
caligsmasi. Uzmanlik Tezi Dr. Liitfi Kirdar
Kartal Egitim Arastirma Hastanesi Aile
Hekimligi, istanbul 2008.

Pesavento F, Marconcini E, Drago D.
Quality of life and depression in normal
and in high-risk pregnancy. Analysis of a
sample of 100 women, Minerva Ginecol
2005; 57: 451-60.

Appleby L, Fox H, Shaw M and Kumar R.
The psychiatrist in the obstetric unit.
Establishing a liaison service. Brit J of
Psych 1989; 154: 510-15.

Pisirgen T. Riskli gebeliklerde depresyon
ve anksiyete diizeylerinin
degerlendirilmesi. = Uzmanlhik  Tezi,
Eskisehir Osmangazi Universitesi Tip
Fakiiltesi Aile Hekimligi, Eskisehir 2011.

Kili¢ S, Ugar M, Temir P, Erten U, Sahin
E, Karaca B, Yiiksel S, Ozkir F. Hamile
kadinlarda dogum Oncesi bakim alma

18.

19.

20.

21.

500

siklig1 ve bunu etkileyen faktorler. Kor
Hek 2007; 6: 91-7.

Haas DM, Pazdernik LA. Partner
deployment and stress in pregnant
women. J Reprod Med. 2007; 52: 901-6.

Van Pampus MG, Aarnoudse JG. Long-
Term outcomes after preeclampsia
Clinical Obstetrics and Gynecology 2005;
48: 489-94.

Karabi B, Choudhury B, Borgohain M.K,
Choudhury N.H A.comparattive study of
serum calcium level in normal pregnant
and preeclamptic women attending
Gauhati Medical College and Hospital,
International Journal of Biomedical and
Advance Research 2015; 6: 776-9.

Al Riyami N, Al-Ruheili I, Al-Shezaw F,
Al-Khabori M.  Extreme preterm
premature rupture of membranes: risk
factors and feto maternal outcomes. Oman
Med J.2013 ; 28: 108-11.



