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Abstract

Background: Pregnancy-induced hypertension (PIH) is the most
prevalent complication of pregnancy, the common cause of
maternal death, and it also contributes to neonatal morbidity and
mortality. That influences approximately 10% of all pregnant

women worldwide (Tadele et al., 2020).

Objective: of this study is to determine the effectiveness of an
educational program on nurses' knowledge and attitudes regarding
pregnancy-induced hypertension. And determine the association
between the educational program's effectiveness and the

demographic characteristics of its participants.

Methodology: A quasi-experimental study design was performed
in the Holy Kerbala city's primary health care centers a non-
probability "purposive" sample consisting of 60 nurses was
chosen and divided into 2 groups of 30 nurses in each group.
Only 52 of the 60 samples completed the program, and eight
samples did not complete the implementation test (post-test), so
they were excluded from the study. The final division consisted of
25 nurses as the study group and 27 nurses as the control group. A
pre-test was done for both groups; educational program were
applied only to the study group from February 6™ —10". The post
test was administered after the implementation of the program for
the study group and also done for the control. The study, which
lasted from November 1%, 2021 to May 30", 2022,



Result: of the study revealed that nurses had an increase in
knowledge regarding pregnancy-induced hypertension in primary
health care centers. The association revealed there is no
significant difference between nurses' knowledge and attitudes
with demographic characteristics in the two groups study and

control

Conclusion: that the nurses in the study group had benefited from
an education program in knowledge and attitudes significantly

improved compared with the control group.

Recommendation: Those educational and training programs for
nurses are offered on a regular basis in order to improve their
knowledge of gestational diseases. Educational lectures for nurses
in primary health care centers and hospitals must be done on a
regular basis and updated to assist nurses in spreading health
awareness in order to keep pregnant women and fetuses healthy

and reduce morbidity and mortality.
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Chapter One:
Introduction

1.1. Introduction:

Pregnancy Induced Hypertension (PIH) is the most prevalent
complication of pregnancy, the common causes of maternal death, and they
also contribute to neonatal morbidity and mortality. That influences
approximately 10% of all pregnant women worldwide (Tadele et al., 2020).
One of the most common causes of maternal death during pregnancy and
delivery is hypertension that can be identified and avoided. Prenatal testing
for hypertension and proteinuria, as well as careful monitoring and
treatment of preeclampsia, has been shown in studies to reduce eclampsia
related maternal mortality by 48-68 percent. Preeclampsia and eclampsia
are linked to severe maternal and perinatal morbidity, such as intrauterine
growth retardation, premature birth and early newborn deaths, in addition
to causing mortality (Liljevik & Lohre, 2012).

Pregnancy-induced hypertension is common in young primigravid
women. Primi women over the age of 35, as well as numerous pregnancies
with diabetes and obese mothers, are more likely to develop it. It is
universally prevalent in low-income mothers who are unlikely to receive
routine prenatal care. After 20 weeks of pregnancy, PIH is a pregnhancy-
specific multisystem illness characterized by edema, hypertension, and
proteinuria (Abdalmajed, 2018).

Chronic hypertension, gestational hypertension, preeclampsia,
superimposed preeclampsia, and eclampsia are all examples of
hypertension disorders. Chronic hypertension in women can be detected

before conception or before the 20th week of pregnancy. While
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Preeclampsia occurs after 20 weeks of pregnancy and is described as a
systemic condition characterized by hypertension and protein in urine,
while eclampsia is defined as the occurrence of a seizures, severe
hypertension is more than 160/110 mm Hg (Tadele et al., 2020).

The pathogenesis of hypertension disorder pregnancy (HDP) isn't
totally understood. HDP is a disease that appears to be caused by damage
to maternal endothelial cells and systemic activation, such as hypertension,
protein in urine, a response to systemic inflammation, and a collection of
anti-angiogenic factors, which appear to cause the disease by prevent the
production of major growth factors in glomerular endothelial cells. The
signs and symptoms of preeclampsia are reversed when the pregnancy is
terminated, showing that trophoblastic infestation plays a key part in the

disease's etiology (Sachan et al., 2013).

Endothelial dysfunction, hypertension, and protein in urine have all
been associated to increased placental synthesis of soluble fms-like tyrosine
kinase-1 in preeclampsia, according to a new study. In a multi-study,
chronic hypertension was responsible for about 30% of HDP cases, while
pregnant hypertension/preeclampsia was responsible for 70% (Maynard et
al, 2003). Bleeding, high blood pressure, infection, obstructed labor, and
abortion complications are the five major obstetric reasons account for over
80% of maternal deaths. Pregnancy-induced hypertension such as
preeclampsia and eclampsia is the second most common cause of maternal
death after hemorrhage, contributing for 18% of all mortality (Liljevik &
Lohre, 2012).

Hypertensions may existed pre pregnancy or develop during it;
Preeclampsia (PE) and gestational hypertension (GH) are two hypertensive
diseases that affect pregnant women (Roberts, Davis & Homer, 2017).
Gestational hypertension which arises after 20 weeks of pregnancy is the
most frequent hypertensive disease in pregnancy. Hypertension, edema,
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and proteinuria are the most common symptoms. It is more common in
primigravidas particularly those under the age of 20 or over the age of 35
who come from a lower socioeconomic background and have poor
nutritional status. A client's risk is further increased by diabetes numerous
pregnancies or a family history of gestational hypertension (White et al.,
2011).

Etiology of the gestational hypertension, the primary cause is unknown, but
genetic and immunological influences are suspected. Pregnancy
hypertension is starts in the first trimester of pregnancy and is linked to
abnormalities of the growing placenta. If placental development does not
progress normally after 18 weeks of pregnancy, Vasospasm and ischemia
are caused when the spiral arteries supplying the placental layer remain
restricted and retain their reactions. The mother's blood pressure rises as a
result of this after 20 weeks of pregnancy, vascular constriction, platelet
aggregation, and placental inability are all symptoms of systemic

endothelial injury in the circulatory system (Medforth et al., 2011).

When individual baseline values are unknown, hypertension is
defined as blood pressures equal to or greater than 140/90 mmHg following
at least two measures under optimal conditions and at varying periods, with
a minimum of six hours between readings. If previous blood pressure
measurements are available, a pregnant woman with an increase in blood
pressure of 15 and/or 30 mmHg (Ferreira et al., 2016). Preeclampsia
occurs after the 20th week of pregnancy, during labor, and for up to 48
hours after birth. It affects about 8—-10% of all pregnancies and is a quickly
developing condition marked by elevated blood pressure and proteinuria.
When Preeclampsia is detected early on, the mother is usually
recommended to stay in bed and her blood pressure is regularly monitored.
If the condition worsens, the doctor will be forced to induce labor or
perform a Caesarean section, regardless of whether the baby has reached
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full term or not. Preeclampsia can cause problems with the arteries that
provide blood to the placenta. The fetus receives less oxygen and nutrition
as a result of this, low birth weight, prematurity, or stillbirth (EI-Bahy et
al., 2013).

Preeclampsia is managed by nurses monitor and encourage the
resolution of difficulties, including monitoring vital signs and FHR,
external stimuli should be kept to a minimum, Rest and relaxation are
encouraged, Urine production, protein level, and specific gravity should all
be measured and recorded. Examine the face, arms, hands, legs, ankles, and
feet for edema. Examine for pulmonary edema, a condition in which the
lungs become swollen. Weigh the client on a daily basis. Every 4 hours,
check your deep tendon reflexes. Examine the placenta for detachment.
Headache and vision disturbances, epigastric pain, and altered levels of
awareness are also symptoms of this condition (Shaheen, 2020).

Preventing hypertensive-related mortality requires the supply of
magnesium sulphate for the therapy of preeclampsia at health centers, as
well as qualified health personnel with knowledge and abilities in
hypertension management. Prenatal screening of pregnant women for
routine calcium supplementation for women at high risk of preeclampsia,
and preeclampsia therapy with early birth of women with preeclampsia and
eclampsia has all been linked to magnesium sulphate. They've been well
researched and show promise in lowering the risk of maternal death
(Tadele et al., 2020).

Proteinuria is defined as a loss of protein in the urine, which suggests
that the kidneys have been damaged. It is important to collect urine over
the course of 24 hours in order to assess the overall loss. When 2+/ value >
0.3g or more protein in the 24 hour urine is related with elevated blood
pressure, preeclampsia is identified. Eclampsia is defined by the presence

of seizures in women whose pregnancy has been exacerbated by pre-



Chapter One 6

eclampsia, ruling out other possibilities such as epilepsy, meningitis, and

sepsis (Ferreira et al., 2016).

The prevention and treatment of certain disorders using magnesium
sulfate, is recommended by the World Health Organization (WHO). The
use of sulfate in combination with a high treatment reduces by the risk of

death from preeclampsia or eclampsia by 50% (Ferreira et al., 2016).

Women with gestational hypertension (GH) or preeclampsia (PE)
may need multidisciplinary therapy, admittance to a maternity hospital, and
lengthy postpartum care, which may include time in an acute care facility
such as an Intensive Care Unit (ICU). The physical and psychological
repercussions of hypertension-affected pregnancy, as well as the long-term
health problems, have been documented (Roberts, Davis & Homer, 2017).
When pregnant women are cared for during pregnancy and after childbirth
to prevent and treat preeclampsia, eclampsia is an important step toward
maternal health performance. Maternal health providers' health managers
and other stakeholders require current, evidence-based recommendations to

guide clinical policies and practices (World Health Organization, 2018).
1.2. Important of the study:

Pregnancy induced hypertension (PIH) can be classified to
preeclampsia , chronic hypertension, gestational hypertension. It is a
hypertension condition that occurs during pregnancy (Singh & Srivastava,
2015).

PIH is a prominent reason of maternal death and perinatal morbidity
all over the world (Mission & Caughey, 2013). In general, it responds to
76000 and 500000 maternal and newborn loss of life per year, respectively
(Britt, 2018). Pregnancy-induced hypertension such as preeclampsia and

eclampsia is the second most common cause of maternal death after
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hemorrhage, contributing for 18% of all mortality (Liljevik & Lohre,
2012). Preeclampsia is responsible for 16% of maternal mortality in
underdeveloped countries, Latin America accounts for 25% of maternal
mortality, whereas Asia and Africa account for 10% (Britt, 2018).
According to the Ministry of Health's annual statistical report from 2016,
maternal hypertension accounts for 12.4 percent of maternal deaths in Iraq
and is also the third biggest cause of maternal death after postpartum
hemorrhage and pulmonary embolism (Al Ebrahimy, Al Jobori, & Al Safi,
2019).

The second most common cause of maternal morbidity and mortality
is PIH. Because it is linked to placental abruption, intrauterine growth
restriction with otherwise healthy fetuses, and premature birth, PIH has an
influence on perinatal mortality; 500—600 babies die each year as a result of
PIH (Medforth et al., 2011).

Preventing and treating preeclampsia and eclampsia in pregnant
women and during childbirth is an important step toward achieving the
health goals. Efforts to prevent and minimize morbidity and mortality
associated with these disorders can assist to alleviate global imbalances in
maternal and perinatal health (WHO, 2018)

Nurses can help pregnant women identify risk factors and risk
groups for pregnancy hypertension on the initial visit by taking a complete
medical history as well as personal and family history. Nurses are
particularly important in informing pregnant women about the risks of
preeclampsia, This can happen throughout the second or third trimester of
pregnancy and after the baby is born (Ahmed, Ahmed & Kamal 2021).

If the nurse observes mild hypertension without proteinuria, the
woman will be asked to come in more regularly to check her blood pressure

and urine. Cooperating care is the majority of successful treatment
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methods, and after being sent to a counselor for examination, women can
usually return to healthcare, assuming their condition is stable (Medforth et
al., 2011).

Therefore, the improvement of the nurses' knowledge is important to
improving maternal and neonatal health services among pregnant mothers
in Karbala city. According to the problem, the researcher advanced to study

this issue.
1.3. Research question:

Does the educational program have an effect on nurses' knowledge

and attitudes regarding pregnancy induced hypertension?
1.4. Statement of the Problem:

The current study focused on the effectiveness of education program
on nurses' knowledge and attitudes concerning pregnant hypertension
management. The goal of the study is to reduce maternity complications in
pregnant women who frequent primary health care centers. When nurses
deliver knowledge regarding gestational hypertension care, it is critical to

utilize this information in the workplace.
1.5. Objectives of the study:

This study aims to:-

1. Evaluate Nurses' Knowledge regarding Pregnancy induced

Hypertension and their needs for an education program

2. Evaluate Nurses' Attitudes regarding Pregnancy induced Hypertension

and their needs for an education program

3. Determine the effectiveness of the educational program on Nurses

Knowledge and Attitudes regarding Pregnancy induced Hypertension
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4. Find out the association between the Effect of education program with
their demographic characteristics such as (gender, age, education level,

years of experience, and participation in training courses)

1.6. Definitions of terms:
1.6.1. Effectiveness:

a) Theoretical definition: A change that occurs as a result of or in response
to an activity or other cause (Cambridge Dictionary, 2019).

b) Operational definition: The effect of the program's concept on nurses'
knowledge and attitudes about pregnancy induced hypertension at
primary health care centers.

1.6.2. Education Program

a) Theoretical definition: A collection of educational activities structured to
achieve a predetermined aim or the completion of a prescribed set of
educational objectives for learners to gain information, Skills, and
competence in any personal, social, or professional setting (UNESCO,
2012).

b) Operational definition: An education program prepared and implemented
for nurses to teach them knowledge related to the pregnancy
hypertension care in primary health care centers in Kerbala city.

1.6.3. Knowledge

a) Theoretical definition: The condition of knowing about a certain truth
or scenario that you gain during training or skills, as well as the
information, understanding, and abilities that you gain through
education or experience (Oxfored University, 2015).

b) Operational definition: Information, ideas, and skills about pregnant
hypertension care obtained through experience or training in primary

health care centers.
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1.6.4. Attitudes:

a) Theoretical definition: The way you think and feel about someone or
something; the way you act toward someone or something that reveals
how you think and feel (Oxfored University, 2015).

b) Operational definition: A person's established way of thinking or feeling
about something, which is usually mirrored in their behavior.

1.6.5. Pregnancy induced Hypertension:

a) Theoretical definition: A blood pressure of 140/90 mm Hg or higher is
considered high, without proteinuria, detected during the first time after
mid-pregnancy (Durham & Chapman, 2014).

b)  Operational definition: During pregnancy, many women experience

complications such as hypertension, which includes arising in

systolic and diastolic blood pressure.
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Chapter Two:
Review of Literature

Overview

This chapter covered theoretical material such as hypertensive
disorders definition, causes and categorization, as well as how it's identified
through investigations and pregnant evaluation, and how hypertensive
pregnant are managed. This data has been chosen because of the global
burden of hypertension, Word Health Organization (WHQO) created
comprehensive hypertensive disorders guidelines for underdeveloped and
developing nations (WHO, 2010). Furthermore, it concentrated on
research that contained empirical literature on nurses' understanding and
practice of hypertension. Midwives working in hospitals must be aware of
particular preventable illnesses throughout pregnancy in order to examine,
diagnose, and manage the pregnant patient rapidly and effectively, ensuring
that baby and mother morbidity and death are kept to a minimum
(Stellenberg, & Ngwekazi, 2016).

2.1. Historical Background of Hypertensive in pregnancy.

Hypertension, also known as high blood pressure, is a situation in
which the systolic blood pressure is greater than 140 mmHg and the
diastolic blood pressure is greater than 90 mmHg (WHO, 2015). Suffering,
ilness, and death are all too common among women approximately 15% of
pregnant women are predicted to experience life-threatening problems at
some point in pregnancy, delivery, or the postpartum period. Hypertensive
disorders of pregnancy (HDP) are a major cause of these complications and

sufferings (WHO, 2017). If a two sequential measurements blood pressure



Chapter Two 13

for pregnant woman's result is greater than or equal to 140/90 mmHg in,
women is considered hypertensive. Hypertensive disorders of pregnancy
(HDP) are a general term referred to increased blood pressure throughout
pregnancy. It involves pregnancy-induced hypertension (without
proteinuria), preeclampsia (with proteinuria) and eclampsia (preeclampsia
with convulsions), gestational hypertension and chronic hypertension
(Berhe et al., 2018). Hypertensive disorders of pregnancy are global health
issues and women with HDP are more probably to perinatal loss of life
(WHO, 2011).

Diagnosis of pregnancy-related hypertensive diseases after a period
of rest in a calm atmosphere, women's blood pressure should be checked
using a standardized procedure in a sitting posture with their arm at the
level of the heart using an adequately sized cuff (i.e., length 1.5 times the
circumference of the arm). For hypertension diagnosis and monitoring, the
arm with the higher BP results should be used. Non-severely raised blood
pressure should be re-measured at the same visit, with at least a 15-minute

delay between the first and second measurements (Butalia, et al., 2018).

Pregnancy-induced hypertension (PIH) was defined as new
hypertension that appears at more than 20 weeks of gestational age of
pregnancy with or without proteinuria, which involves gestational
hypertension, pre-eclampsia, and eclampsia. PIH is a globally significant
public health threat both in developed and developing countries,
contributing factors to high perinatal deaths (Berhe et al., 2020). PIH is
common in young primi gravid women. It is more common in Prime
mothers over the age of 35, as well as with numerous pregnancies, diabetes,
and obese mothers. It is more common in low-income mothers who are less
likely to receive routine prenatal care. After 20 weeks of pregnancy, PIH is

a multisystem illness characterized by edema, hypertension, and
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proteinuria. Premature birth, intrauterine growth retardation (IUGR),
abruptio placentae, and intrauterine death are all linked to PIH
(Abdalmajed, 2018). Preeclampsia, eclampsia, and gestational hypertension
are hypertensive disorders of pregnancy that influence on ten percentages
of pregnancies and the linked with elevated rate disease and death for both
the women and the fetus (Braunthal, & Brateanu, 2019).

2.2. Concepts of Hypertensive Disorders in pregnancy:

Preeclampsia, eclampsia, and gestational hypertension are
hypertensive disorders of pregnancy. Hypertension that appears at more
than 20 weeks of gestational age of pregnancy with proteinuria, whereas
seizures without a causative condition characterized is eclampsia (Malek,
2021). Pregnancy-induced hypertension (PIH) is described as systolic
blood pressure (SBP) greater than one hundred forty mmHg and diastolic
blood pressure (DBP) greater than ninety mmHg. It occurs in
approximately 6-10% of pregnancies. It is divided into three levels: mild
level when SBP measures 140-149 and DBP measures 90-99 mmHg,
moderate level when measures of SBP are between 150 to 159 and DBP
between 100 to 109 mmHg, and severe level when the measures result in
SBP greater than 160 and DBP greater than 110 mmHg (Kintiraki et al.,
2015).

The stages of hypertension are shown in table 1: optimum, normal
blood pressure, pre-hypertension (also known as high normal),
hypertension stage one, hypertension stage two, and emergency
hypertension (also known as grade 3 hypertension). A systolic pressure of
less than 120 and a diastolic pressure of less than 80 mmHg are considered
optimal hypertension. Normal blood pressure is defined as 120-129 mmHg
systolic and 80-84 mmHg diastolic. When systolic blood pressure is 130-
139 and/or diastolic blood pressure is 85-89mm Hg, it is considered high
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normal hypertension (pre Hypertension). Grade 1 hypertension is defined
as a systolic pressure of 140-159 mmHg and/or a diastolic pressure of 90-
99 mmHg. The diastolic and systolic blood pressures with grade2
hypertension are 160-179 and/or 100-109 mmHg, respectively. Grade3
hypertension (hypertension crisis) is defined as blood pressure that is
greater than or equivalent to 180 mm Hg and/or 110 mm Hg
(Nyirabazungu, 2017).

Category Svstolic Diastolic
Optimal <120 And <80

Normal 120-129 and/or 80-84

High normal 130-139 and/or §5-89

Grade 1 hypertension 140-159 and/or 90-99

Grade 2 hypertension 160-179 and/or 100-109

Grade 3 hypertension = or equal to180 and/or = or equal to 110
Isolated systolic =orequal to 140 | And <90
hypertension

Table (2-1): Classification of BP levels (Nyirabazungu, 2017).

Hypertensive disorders are the second leading cause of maternal
death, accounting for 19% of pregnancy-related fatalities in women after a
live birth and 20% of pregnancy-related deaths in women after a stillbirth
(Fortner, 2009).

2.3. Classification of hypertension in pregnancy:

The basic classification was kept because it describes four different

kinds of hypertension: Pregnancy-Induced Hypertension (PIH) is a term
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used to describe hypertension caused by pregnancy; Preeclampsia and
eclampsia are two conditions that can occur during pregnancy, Chronic
hypertension of any etiology, Preeclampsia superimposed on chronic
hypertension (Al-bahadily et al., 2017).

2.3.1. Pregnancy induced hypertension also know gestational

hypertension.

Gestational hypertension occurs when blood pressure levels are
equal to or higher than 140/90 for the first time after 20 weeks without
proteinuria. Nearly half of pregnant women with gestational hypertension
develop preeclampsia syndrome. When the blood pressure is elevated, it
can be a risk problem for the woman and the fetus (Durham & Chapman,
2014).

2.3.2. Preeclampsia and eclampsia.

Preeclampsia / Eclampsia: Hypertension after 20th week of gestation
with proteinuria or hypertension and target organ damage with or without
proteinuria Preeclampsia that develops in a woman with chronic
hypertension or chronic renal disease (Al Ebrahimy et al., 2019).
Eclampsia, coma and convulsion are considered as characteristics of
eclampsia, it may happen early in the postpartum period, during labor,
before the onset of labor. Late postpartum eclampsia (convulsions
happening over 48 hours after birth) happens once in a while however it
has been reported. A few women experience just a single convulsion,
particularly if it happens late in the process of giving birth or postpartum
period, others may have from 2 to at least 20, except if they happen
repetitively, the lady comes back the conscious state between convulsions
(Davidson et al., 2012).
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2.3.3. Chronic hypertension:

It is diagnosed as hypertension before pregnancy or before the
twenty weeks of pregnancy, with a blood pressure (BP) of 140/90 mmHg
on at least two occasions 4 hours a part (Sinkey et al., 2020). Hypertension
diagnosed firstly in pregnancy that continues beyond the postpartum period

and is categorized as chronic hypertension (Littleton et al., 2002).
2.3.4. Preeclampsia superimposed on chronic hypertension

Preeclampsia with chronic hypertension: that means women that
have Hypertensive and new onset proteinuria before the twenty weeks of
pregnancy, or a sudden increase in proteinuria or blood pressure in women
with hypertension and proteinuria before the 20th week of pregnancy.
Preeclampsia affects nearly a one-quarter of women with persistent

hypertension (Durham & Chapman, 2014).
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Chronic f
pre-pregnancy
hypertension

<20 weeks gestation
(At risk of developing
superimposed
preeclampsia)

SBP 2140 mm Hg Mo target organ

andfor involvement

DBP 290 mm Hg*

Gestational
Hypertension

Presence of target
organ involvement?

220 weeks gestation (symptoms, clinica

findings, laboratory
abnormalities)

Target organ

involvernent
Preeclampsia

Includes:

- Non-severe
preeclampsia

- Severe preeclampsia
- HELLP syndrome

- Eclampsia

Figure (2-1): Hypertensive Disorders of Pregnancy Classification
(Butalia, et al., 2018).

2.4. Gestational Hypertension:

Gestational hypertension is High blood pressure most commonly
occurring after the 20th week of pregnancy without any organ involvement

in a nulliparous woman (Roberts, Davis & Homer, 2017).
2.4.1. Pathophysiology of pregnancy induced hypertension

Increased cardiac output is common during pregnancy, and it can
harm artery epithelial cells, reducing the wvascular response to blood
pressure, causing vasoconstriction and high blood pressure. Reduced
uteroplacental perfusion occurs from abnormal invasion of cytotrophoblasts
of the spiral arteries show to be beginning event in PIH. The maternal
vascular endothelium is thought to be activated or dysfunctional as a result

of placental ischemia, leading to elevated endothelin and thromboxane
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production, increased vascular sensitivity to angiotensin Il, and decreased
production of vasodilators such prostacyclin and nitric oxide. It is remain
unknown the role of endothelial and humoral mechanisms in mediating the
decrease in renal hemodynamic and excretory function, as well as the

increase in arterial pressure during PIH (Abdalmajed, 2018).
2.4.2. Risk Factors for Gestational Hypertension (GH) include:

many risk factors of pregnancy induced hypertension include: Null
parity, Over the age of 40, More than ten years between pregnancies,
Multi-fetal pregnancy, Family history of preeclampsia, Body Mass Index
(BMI) greater than thirty five kg/m2, Previous history of preeclampsia or
gestational hypertension, Gestational age at presentation , Pre-existing

kidney disease and Pre-existing vascular disease (NICE guideline, 2019).
2.4.3. Manifestation of Gestational Hypertension:

Vasospasm impedes blood flow to the mother’s organs and placenta,
leading to one or more of these signs: hypertension, proteinuria (protein in
the urine), and edema. GH in sever stage can also affect the central nervous
system, urinary tract, gastrointestinal system, liver, eyes, and blood clotting
function ( Chapman & Durham, 2009).

2.4.4. Management of pregnant with Gestational Hypertension

In women with gestational hypertension should be doing a
comprehensive assessment out in the health care setting by a healthcare
professional who is trained in the management of hypertensive disorders of
pregnancy. Maintain a blood pressure range of 110 to 140 systolic /85
diastolic mmHg, Evaluate development of pre-eclampsia, Delayed delivery

until thirty nine weeks when blood pressure can be controlled, Monitor
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fetus growth especially if maternal uric acid is high , Pre-eclampsia has not

developed, and fetal monitoring is reassuring (Brown et al., 2018).

Management of pregnancy in women with gestational hypertension

disease:

According to the degree of hypertension if blood pressure is mild or
moderate (the result is measured at 140/90 or 159/109 mmHg) the
admission to hospital does not routinely. Offer pharmacological treatment
if BP remains above 140/90mmhg the aim to decrease BP, Measure blood
pressure once or twice a week until it is less than 135/85 mmhg, Fetal
assessment includes fetal heart auscultation at every antenatal checkup and
ultrasound examination of the fetus at the time of diagnosis, Reassess every
two to four weeks if clinically indicated. Where Blood pressure Sever
(160/110mmhg or more) the admission to hospital, however, if blood
pressure falls below 160/110 mmHg, treat as if it were hypertension, all
women should receive pharmacological treatment, Every 15-30 minutes
measure Blood pressure until the result of measure is less than 160/110
mmHg, Assess complete blood count test, renal and liver function
tests as required and then weekly fetal assessment, At every antenatal
appointment, Perform fetal heart auscultation and ultrasound assessment of
the fetus at the time of diagnosis, and reassess every 2 weeks if severe

hypertension continues (NICE, 2020).
2.4.5. Timing of birth:

Early birth before 37 weeks is not offered to pregnant women who
have suffered from gestational hypertension whose blood pressure measure
is 160/110 mmHg or less, unless there are other medical indications. The
woman and the senior obstetrician should agree on the timing of birth and

maternal and fetal indications for birth for women with gestational
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hypertension whose blood pressure is lower than 160/110 mmHg after 37
weeks. If an early birth is required, prescribe antenatal corticosteroids and

magnesium sulfate if necessary (NICE guideline, 2019).
2.5. Preeclampsia (PE):

Preeclampsia is a human pregnancy-specific disease defined as
hypertension and significant proteinuria in a previously healthy woman on
or after the 20th week of pregnancy. It affects about 2—-8% of pregnancies
(Ghulmiyyah & Sibai, 2012). PE is the leading cause of maternal and
perinatal morbidity and mortality, accounting for 14 percent of all maternal
deaths and more than 500,000 fetal deaths each year. Despite the fact that it
usually presents late in pregnancy and has a mild clinical course, severe
maternal complications are common, resulting in marked hypertension and

dysfunction of end-organ (Sunjaya & Sunjaya, 2019).
2.5.1. Classification and Degrees of Preeclampsia:

Hypertension is classified as mild (140/90-149/99 mmHg),
moderate (150/100-159/109 mmHg) or severe (160/110+ mmHg),

classifications of pre-eclampsia including:

Mild Preeclampsia women may show few if any symptoms. The
blood pressure is elevated to 140/90 mm Hg or higher and the proteinuria is
1 g or less in 24 hours (2+ dipsticks). Although edema is no longer
considered as a diagnostic criterion, generalized edema, seen as puffy
hands or face, and may be present in dependent areas such as the ankles.
Edema is identified by a weight gain of more than (1.5 kg) per month in the
second trimester or more than 0.5 kg a week in the third trimester. Edema

is assessed on a 1+ to 4+ scale (Ladewig et al., 2014).
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Moderate preeclampsia: Moderately excessive blood pressure (140 to
159 mm Hg systolic or 90 to 159 mm Hg diastolic, measured two times at a
minimum of 4 hours apart) necessitates cautious evaluation and
monitoring. Severe preeclampsia is described as blood pressure that is
higher than one hundred sixty mm Hg systolic or higher than one hundred
and ten mm Hg diastolic (Herman & Sukhija, 2017).

Severe preeclampsia may occur suddenly. While the woman is
resting on the bed, blood pressure rises to greater than 160 mmHg diastolic
and 110 mmHg systolic in two time measures through a six-hour period.
"Severe PE can cause: renal failure; hemolysis, elevated liver enzymes, and
low platelet (HELLP) syndrome"; liver and cerebral hemorrhage; and
maternal death. A pregnant woman is exposed in many conditions to a
higher risk of complications and death. Approximately 10% to 25% of all
PE cases result in maternal death, and another 15 to 20% result in

premature births (Jeyabalan, 2013).
2.5.2. Pathogenesis of preeclampsia:

The pathophysiologic processes underlying this disorder are
described as occurring in two stages, despite the fact that the precise cause
1s unknown. “The first stage is marked by abnormal placentation, reduced
placental perfusion, impaired trophoblast invasion, and inadequate uterine
spiral artery remodeling. The second stage describes the maternal systemic
symptoms, which are characterized by inflammatory, metabolic, and
thrombotic responses that conspire to alter vascular function, potentially

resulting in multi-organ damage”(Steegers et al., 2010).
2.5.3. Diagnosis of preeclampsia:

Preeclampsia is diagnosed when there is a combination of high

blood pressure and proteinuria. After the 20th week of pregnancy,
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hypertension is defined as a blood pressure of at least 140 mm Hg (systolic)
or at least 90 mm Hg (diastolic) on at least two occasions and at least 4-6 h
apart. High blood pressure is assessed as severe if there are persistent
increases in blood pressure greater than 160 mm Hg systolic pressure,
greater than 110 mm Hg diastolic pressure, or both (Buchbinder et al.,
2002).

Preeclampsia can be recognized by:

Blood pressure measure is more than 140 mmHg for systolic while more
than 90 mmHg for diastolic .Edema may be apparent on inspection.
Proteinuria: Ensure 24 hour urine samples are full before forwarding to the
laboratory for analysis. Ankle edema is a typical occurrence during
pregnancy, and it usually goes away overnight. Broader edema putting
pressure on the pretibial area, face, hands, abdomen, and sacrum,
particularly if it occurs suddenly, should be investigated extensively. The
severity of the edema increases with the severity of the preeclampsia, Urine
sample or 24-hour urine collection to quantify proteinuria, Full blood count
to check for platelet consumption and hemolysis. Due to
hemoconcentration, the hemoglobin concentration in preeclampsia might
be elevated. Renal dysfunction is assessed using urea and electrolytes.
Liver enzymes are used to evaluate liver function and look for
transaminases. Ultrasound is used to evaluate fetal development and the
volume of amniotic fluid, as well as Doppler velocimetry of the umbilical
arteries (Marshall & Raynor, 2014).

2.5.4. Manifestations of preeclampsia:

The clinical signs and symptoms of preeclampsia include: systolic
blood pressure equal or more than 160 mmHg or diastolic blood pressure

equal or more than 110 mmHg, urinary protein secretion of approximately
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five grams in a one-day collection, neurologic disorder, pulmonary edema,
hepatic and renal disorder (creatinine levels greater than 1.2 mg/dL are
abnormal in women without a history of renal disease), deficiency of

platelets in the blood, fetal growth reduction (Jeyabalan, 2013).
2.5.5. Risk factors of preeclampsia include:

Risk factors come in two varieties: maternal preexisting
characteristics and pregnancy woman specific qualities. In addition to using
artificial reproductive technology, which increases the chance of numerous
fetal gestations, preeclampsia may be associated with a higher incidence of
predisposing illnesses such hypertension or diabetes mellitus or
childbearing delay (Berg et al., 2009).

Pregnancy-specific factors

“The risk factors including: Null parity, Partner-related factors (new
paternity, limited sperm exposure such as barrier contraception, Multifetal

gestation and, Hydatidiform mole)”.
Preexisting maternal conditions

such as: “elderly women, Pregestational diabetes, Increased body
mass index, Chronic hypertension, connective tissue disorder,
Antiphospholipid antibody syndrome ,Renal disease , and who have a

family history of preeclampsia” (Jeyabalan, 2013).
2.5.6. Complications on mothers and fetus:

Preeclampsia can have an impact on a woman's entire body, resulting
in more pregnancy-related issues such HELLP syndrome and neurologic
diseases as well as complications with the renal systems, uterine,
cerebrovascular, cardiovascular, hepatic, and pulmonary. According to

studies, newborns can have an impact on the arteries that deliver blood to
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the placenta. As a result, the fetus receives insufficient oxygen and
nourishment, which results in low birth weight, sluggish body growth,
stillbirth, prematurity, and breathing problems after birth. The placenta may
separate from the uterus prior to delivery as a result of preeclampsia
(placenta abruption). Also, Eclampsia (Preeclampsia with seizures) can
occur if Preeclampsia is uncontrolled for more than 24 hours (Sabry, Atia
& Abd Elkhalek, 2021). Infant mortality from preeclampsia is three times
higher in low-resource settings than in high-income ones due to a lack of
neonatal intensive care facilities (Jeyabalan, 2013). Women who do not
receive antenatal treatment are seven times more likely to die from
preeclampsia complications than women who receive good prenatal care.
Although preeclampsia cannot always be avoided, many deaths caused by
it can be avoided. To reduce preeclampsia-related mortality, every woman
should get comprehensive antenatal care. Preeclampsia requires close
monitoring, early discovery, and treatment in order to reduce mortality
associated with the disorder (Hadian et al., 2018).

2.5.7. Hospital care for mild and sever preeclampsia:
2.5.7.1. Hospital care for mild preeclampsia:

The woman is placed in bed, generally lying on her left side, to
reduce the pressure on the vein cava, thereby enhancing venous return,
circulatory volume, and placental and renal perfusion. Her diet should be
well-balanced and healthy. Avoid eating items that are very salty, and keep
your daily sodium intake to no more than 6 gram, Nonetheless, diuretics
and rigorous sodium restriction are no longer utilized to treat preeclampsia,
tests to evaluate fetal status are done more frequently as a pregnant
woman’s preeclampsia progresses.

These examinations are Monitoring fetal well-being is critical to

ensuring the fetus's safety. The tests used are as follows: Non-stress test
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NST, fetal movement record, Ultrasonography should be done at least
every 3 to 4 weeks to monitor growth. To detect fetal impairment, doppler
velocimetry is started around 30 to 32 weeks, biophysical profile, and
amniocentesis to detect fetal lung maturity.

The following are the methods used to monitored maternal well-
being:
check blood pressure for four times during 24 hours, Monitor weight and
evaluation for edema daily, long term headache, visual disorder, or
epigastric pain, evaluate urine dipstick for protein daily, Assessment of
some important laboratory values to include complete blood count
(CBC), serum creatinine, lactic dehydrogenase (LDH), uric acid, liver
function tests (aspartate transaminase AST, alanine aminotransferase ALT),
bilirubin, and assess urine for protein and creatinine clearance for 24-hour
at least (Davidson et al., 2012)

2.5.7.2. Hospital care for sever preeclampsia:

Severe preeclampsia patients are admitted to the hospital
immediately. Childbirth is considered in all pregnant women with pre-
eclampsia after 34 weeks of gestation because the risk factors for prolonged
pregnancy for the mother are too severe. Expectant treatment may be
utilized in some women who are fewer than 34 weeks pregnant since it
improves newborn outcomes dramatically (Cunningham et al., 2010). The
well-being of the fetus is monitored on a daily basis, and if the mother or
fetal condition deteriorates, birth is recommended regardless of gestational
age. The following are some more medicinal treatments for severe
preeclampsia: Complete bed rest is required, Stimuli that may bring on a
convulsion should be reduced Diet, and Anticonvulsants Magnesium
sulfate. To promote fetal lung maturity, betamethasone or dexamethasone

is frequently given to a mother whose fetus has an immature lung profile
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Dexamethasone. Dexamethasone can be given intravenously, which may
affect its efficiency. Fluid and electrolyte supplementation are also
important. Antihypertensive: The most common reason for taking
antihypertensive medication is to prevent stroke. Antihypertensive therapy
Is usually prescribed for people who have a systolic blood pressure of 160
mm Hg or above while a diastolic blood pressure of the range between 105

and 110 mm Hg or greater (Davidson et al., 2012).
2.5.8. Prevention of preeclampsia:

Prevention of preeclampsia is classified into three levels: primary,
secondary, or tertiary (Alkema et al., 2016). Primary prevention focuses on
avoiding or preventing pregnancy in pregnant women at high risk for
preeclampsia. For these women, primary prevention includes modifying
lifestyle, promoting women's healthy nutrient intake, reducing the stressors
associated with pregnancy, and promoting mental health in women with
high-risk pregnancy factors (Hadian et al., 2018). Pregnancy at high risk
for preeclampsia; using thromboxane as a vasoconstriction; using
prostacyclin as a vasodilator that is responsible for platelet compilation by
using a low dose of aspirin beginning at or before 16 weeks of pregnancy;
prophylactic use of antioxidants such as vitamin C or E (Sabry, Atia & Abd
Elkhalek, 2021).

Secondary prevention is based on pathophysiological mechanisms of
the disease rather than its development. Secondary prevention focused on
high-risk women to provide a productive intervention as possible to help
antenatal results promote management and attention when assessing
proteinuria to avoid the major complications through the safe use of an

automated strip reading device (Poon & Sahota, 2019).



Chapter Two 28

Tertiary prevention is based on making use of treatment for
preeclampsia and reducing complications. As a result, clinical judgment-
based care can result in fewer premature newborns and shorter hospital
stays with higher costs for babies with low birth weight use of magnesium
sulfate and antihypertensive drugs to prevent seizures. The rate of
preeclampsia can be minimized by the use of magnesium sulfate (Sabry,
Atia & Abd Elkhalek, 2021).

2.6. Eclampsia:

Eclampsia is distinguished by the presence of seizures in women
whose pregnancy was complicated because of pre-eclampsia, excluding
other differential diagnoses, such as epilepsy, meningitis, sepsis, among
others (Ferreira et al., 2016).

Eclampsia is split into three types: antepartum, intrapartum, and
postpartum eclampsia. It can start in the third trimester and get worse as

labor progresses (Utami et al., 2020).
2.6.1. Pathophysiology of eclampsia:

Preeclampsia/eclampsia is believed to result from abnormal placental
development. Placental ischaemia is caused by significant pathogenic
alterations in the placental vascular bed (Munro, 2000). Several ideas and
etiologic mechanisms have been suggested as potential etiologic factors,
but none have been established satisfactorily. Some of the etiologic factors
include cerebral edema, cerebral infarction, cerebral hemorrhage, cerebral
vasoconstriction,  metabolic  encephalopathy, and  hypertensive
encephalopathy that have been involved in the pathophysiology of
eclamptic convulsions. However, it's unclear if these findings are related to

or caused by the convulsions (Sibai, 2005).
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2.6.2. Clinical Manifestation of Eclampsia:

Seizures or convulsions in a pregnant woman, woman in labor, or
within 42 days following birth who does not have a history of epilepsy are
the primary symptoms of eclampsia. Muscle aches and pains, agitation, loss
of consciousness, stroke, coma, and death can all be signs of eclampsia in
both the mother and the fetus (Khatun, Mohammad & Chowdhury, 2017).
Clinical symptoms including: Persistent occipital or frontal headaches,
blurred vision, photophobia, epigastria or right upper quadrant painor both,

altered mental state (Cooray et al., 2011).
2.6.3. Risk factors associated with eclampsia:
Risk factors for preeclampsia and eclampsia include:

primiparity, Primigravida, a history of preeclampsia or eclampsia, kidney
disease, pre-existing hypertension prior to pregnancy, repeated
pregnancies, and obesity are all risk factors for preeclampsia and
eclampsia. However, determining the most significant risk factor among
these risk variables is difficult (Utami et al., 2020). Patient above 35 years
of age, Teenage pregnancy, and Previous pregnancies had poor outcomes,
such as intrauterine growth retardation, placental abruption, and fetal
mortality (Al-Rabeei et al., 2018).

2.6.4. The diagnosis of eclampsia:

Eclampsia is considered secure in the status of presence of
generalized edema, proteinuria, convulsions, and hypertension. Women
with preeclampsia are characterized by a different set of signs, which can
range from severe hypertension, severe proteinuria, and generalized edema
to sometimes signs including absence or minimal hypertension, no

proteinuria, and no edema. The presence of hypertension is a defining
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feature of eclampsia. In 20-54 percent of instances, hypertension is severe
(systolic blood pressure of at least 160 mm Hg and/or diastolic blood
pressure of at least 110 mm Hg) and in 30-60 percent of cases,
hypertension is mild (systolic blood pressure of 140-160 mm Hg or
diastolic blood pressure of 90-110 mm Hg). However, hypertension may
not be present in 16% of instances. Proteinuria is commonly present when
eclampsia is diagnosed. Consistent frontal or occipital headaches, vision
disorder, epigastric discomfort, and altered mental health are all symptoms
that might occur before or after the commencement of convulsions (Sibali,
2005).

2.6.5. Complication of eclampsia:

Cardiovascular disease, renal disease, and cerebrovascular disease
are all complications of eclampsia, and they all diminish life expectancy. In
addition, intrauterine growth restriction, small for gestational age,
respiratory distress syndrome, transient tachypnea of the newborn, anemia,
apnea, asphyxia, prior intraventricular hemorrhage, cardiomyopathy,
cerebral palsy, and persistent pulmonary hypertension of the newborn are
all negative fetal effects of PEE. Preeclampsia and eclampsia are also

primary causes of perinatal death (EL Sebaey Soliman et al., 2021).

Women with preeclampsia with severe characteristics and eclampsia
who are diagnosed early, receive prompt treatment, and deliver their babies
on time have fewer maternal and fetal problems and mortality. In terms of
maternal and neonatal morbidity and mortality, nurses' knowledge and
abilities in diagnosis and care of these disorders are crucial (Angelina et al.,
2020).
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2.6.6. Management of eclampsia:

Management of eclampsia consists of prevention or treatment of
seizures, control of blood pressure and ultimately, delivery of the infant
Immediate management of eclampsia including: Secure and safety airway
and administer high flow oxygen, Place wedge under right hip, Secure and
safety intravenous access and draw blood for CBC, Urea & Electrolytes,
liver function tests (LFTSs), clotting screen, cross match, and Kleihauer test
if abruption suspected, Control seizures, Control hypertension, Monitor
vital signs including BP, Electrocardiogram ECG, Respiratory Rate RR,
Saturation of Oxygen Sa0O2 and fetal heart rate and, Catheterize bladder,

monitor urine output, and test urine for protein (Munro, 2000).
2.6.7. Nursing Interventions for an Eclampsia Seizure:
When the seizure begins:

Keeping an eye on the patient during a seizure entails: In need of
assistance, by assessing the patient's airway and breathing, you can ensure
their safety. Keeping the woman's head turned to one side by lowering the
bed's head to reduce the danger of aspiration, anticipate the need for
suctioning. Preventing maternal injury and aspiration is the major cause of
maternal mortality. To prevent tongue injury, a padded tongue blade should
be placed if possible (a tongue blade is still recommended by guidelines but
rarely utilized in clinical practice). If possible, keep the side rails up and
padded Notifying the physician and recording the time, length, and type of

seizure activity.
After the seizure, the following is done:

Determine the health of the mother and the fetus in a timely manner,

Assess airway; suction if necessary; provide supplemental oxygen at a rate
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of ten L/min via mask. Ascertain IV access. As directed, provide
magnesium sulfate. Create a peaceful atmosphere (Durham & Chapman,
2014).

2.7. Chronic Hypertension with Superimposed Preeclampsia:

Women who have previously been diagnosed with chronic
hypertension the studies reveal preeclampsia may be developed in about
22% of these women. The onset of superimposed preeclampsia is difficult
to detect. The presence of proteinuria and increasing hypertension after 20
weeks of gestation point to superimposed preeclampsia. It may be
exceedingly challenging to confirm the diagnosis of superimposed
preeclampsia if the woman has underlying renal disease Preeclampsia is
diagnosed by a spike in serum uric acid, which usually occurs when
gestation is in the late second trimester or early third (Davidson, London &
Wieland Ladewig, 2014).

2.8. HELLP syndrome (Hemolysis, Elevated Liver enzymes,

and Low Platelets)

Red blood cells are destroyed as they move through constricted
channels, resulting in hemolysis. Reduced blood supply and injury to the
liver cause elevated liver enzymes. Platelets aggregating at the location of
injured vascular endothelium cause platelet consumption and
thrombocytopenia, resulting in few platelets. HELLP syndrome is often
associated with preeclampsia, as up to 20% of women with severe
preeclampsia develop HELLP syndrome (Durham & Chapman, 2014).
2.8.1. Pathophysiology of HELLP Syndrome:

HELLP syndrome is comparable to preeclampsia in that it causes
aberrant placentation, immune cell activation, and endothelial dysfunction
in women. The HELLP syndrome has also been linked to an increase in
maternal morbidity and mortality. While the causes of preeclampsia and
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HELLP syndrome are unknown, the clinical manifestations of edema,
hypertension, proteinuria, and renal insufficiency can be explained by the

disease's typical changes in renal physiology (Szczepanski et al., 2020).
2.8.2. Clinical Manifestations of HELLP Syndrome and diagnosis

The clinical signs and symptoms, Nausea/vomiting, Epigastric pain,
Visual changes, Headache, and Jaundice (Herman & Sukhija, 2017).
Additionally, laboratory tests are utilized to recognize HELLP syndrome.
Tennessee and Mississippi are the two classifications used to diagnose
HELLP syndrome.

The Tennessee classification system diagnostic criteria for HELLP
are: Hemolysis, Increased Lactic dehydrogenase LDH (> or =600 IU/L),
Increased AST (>or =70 IU/L), Low platelets (< 100 x 10(9)/L) (Rimaitis
etal., 2019)

The HELLP syndrome is 2 classifications may be complete or

incomplete:

Complete Syndrome includes: including all three features, Partial HELLP —
severe preeclampsia with one or two features but not all three (Herman &
Sukhija, 2017).

The Mississippi classification uses the lowest observed platelet
count, as well as the other two key clinical criteria, to determine the
severity of the illness (LDH and AST). “In comparison to the other two
classifications, Class | is the most severe, with a higher risk of morbidity
and mortality: A platelet count of less than 50,000/microL is indicative of
Class | HELLP syndrome. Class Il HELLP syndrome is defined by a
platelet count of 50,000 to 100,000/microL (LDH> or=600 IU/L, AST>
or=70 IU/L). Class Il HELLP syndrome is defined by a platelet count of
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100,000 to 150,000/microL. (LDH> or=600 IU/L, AST> or=70 IU/L)”
(Rimaitis et al., 2019).
2.8.3. Complication of HELLP Syndrome on mother and fetus:

HELLP syndrome is considered a life-threatening illness associated
with a high percentage of women and newborn death (Lam & Dierking,
2017). HELLP syndrome is a preeclampsia or eclampsia complication
linked to an increased risk of maternal mortality and serious maternal
complications such as pulmonary edema, acute renal failure, and
disseminated intravascular coagulation (DIC), as well as hemorrhage,
sepsis, hepatic failure, and abruptio placentae. As a result of placental
malfunction, this syndrome is linked to a significantly higher risk of
perinatal mortality and a bad outcome for fetuses (Gedik et al., 2017).
Fetal complication such as intrauterine growth restriction (IUGR),
respiratory distress syndrome, and preterm delivery (Jiang, Wang & He,
2020).

2.8.4. Management of HELLP Syndrome:

The gestational age of manifestation determines how the HELLP
syndrome is treated. For both the mother and the fetus, HELLP syndrome
has the capacity to actually become life-threatening. As a result, it is
always recommended to hospitalize patients so that test values may be
closely monitored. Through hospitalization, patients should be addressed as
if they are severely pre-eclamptic, using magnesium sulfate for seizure
prevention and blood pressure control with used hydralazine, labetalol, or
nifedipine as needed (Sibai, 2004). Maternal-fetal monitoring should be
done at every stage of treatment since, for real HELLP patients, save those
with stable maternal-fetal states between 24 and 34 weeks of pregnancy,
early delivery is usually suggested. Giving corticosteroids (betamethasone
intramuscular (12mg) every 12 hours for 2 doses or dexamethasone

intravenously (12mg) every 12 hours for 4 doses) and then delivering 24
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hours after the last dosage is recommended for this group of patients.
Steroid therapy is beneficial not just to the fetus in terms of lung maturity,
but also to patients in terms of improving laboratory values, notably
platelet counts. Transfusions of red blood cells, platelets, and plasma may
be beneficial to some patients (Khalid & Tonismae, 2021).

2.9. Postpartum management:

Pregnant women should be monitored for preeclampsia
complications for at least a few days after giving birth, and their blood
pressure and general health should be checked at least every four hours
while they are awake. It is recommended to continue antenatal
antihypertensive medication and to start antihypertensive therapy for any
hypertension before day 6 postpartum. Antihypertensive therapy can then
be gradually tapered off over days rather than abruptly stopped. It's vital to
remember that eclamptic seizures might appear suddenly in the early
postpartum period.For at least 3 days after delivery, blood pressure check
every 4 to 6 hours through the day. As with redelivery, keep an eye on your
overall well-being and neurological function; eclampsia can happen after
delivery. If any of these tests reveal Hb, platelets, liver transaminases, and
creatinine were abnormal before delivery, repeat the tests the day after
delivery and then twice daily until stable within the normal range. Unless
the woman's blood pressure drops below 110/70 mm Hg or without
symptoms in the meanwhile, antihypertensive therapy should be begun
after delivery and decreased gently after 3 to 6 days postpartum. Most
women can be discharged on day 5 after giving birth, especially if they can
manage their blood pressure at home. Women with preeclampsia Avoid
non-steroidal anti-inflammatory drugs if possible, notably in the setting of
acute kidney injury (AKI), and use different pain relief (Brown et al.,
2018).
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2.10. Treatment of pregnancy induced hypertension (PIH):

Treatment for PIH is based on criteria such as blood pressure,
gestational age, symptom severity, and risk factors.
Mild to moderate hypertension:

Pregnant women with mild to moderate PIH who do not meet the
criteria for pharmacologic treatment might consider non-pharmacological
treatment. Lifestyle changes, such as complete bed rest and salt limitation,
are not indicated in PIH or PE, according to the WHO. Risk factors for
PIH, PE, and eclampsia include obesity and an increase in gestational
weight, hence following the recommendations for pre-pregnancy BMI
dependent recommended weight growth is critical (Gaillard et al., 2011).
Women at high risk of PE should take 75 mg of aspirin and calcium
supplements every day, especially if their dietary calcium consumption is
inadequate. Due to a lack of evidence, the vitamins (C, E, and D) are not
recommended for PE therapy (Mancia et al., 2013). Magnesium sulphate
(MgSO4) is advised for eclampsia prophylaxis or as an additional therapy
option in eclampsia in women with severe PE.

Severe hypertension

Varying health organizations have different blood pressure limits for
starting medication treatment in PIH. Because of its effectiveness and
lengthy track record of safety, methyldopa is regarded the medication of
choice during pregnancy. In an emergency, they can be given labetalol
intravenously. Calcium channel blockers (CCBs), such as nifedipine per os
or isradipine 1V, are efficacious and do not pose a significant teratogenic
risk. It's important to note the possibility of a synergism with MgSO4 that
could cause hypotension. Atenolol and metoprolol are considered effective
and safe for late pregnancy. Due of perinatal side effects and a slower
treatment response, hydralazine is no longer the preferred parenteral

medication in emergency situations (Kintiraki et al., 2015).
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Figure (2-2): Management of Hypertension in Pregnancy (Butalia, et
al., 2018).

2.11. Antihypertensive medications

Pregnant women with an average SBP of 140 mm Hg or DBP of 90
mmHg were recommended antihypertensive treatment for chronic
hypertension, gestational hypertension, or preeclampsia. Oral labetalol, oral
methyldopa, long-acting oral nifedipine, or other oral -blockers are used as
monotherapy (acebutolol, metoprolol, pindolol, and propranolol) should be
used as the initial antihypertensive therapy.
Clonidine, hydralazine, and thiazide diuretics are examples of
antihypertensive medicines that can be considered second-line. Once a
woman becomes pregnant, Angiotensin-converting enzyme ACE inhibitors
and Angiotensin 11 receptor blockers (ARBs) should be avoided. Pregnant

women on antihypertensive medication for chronic hypertension or
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gestational hypertension should aim for a DBP of 85 mm Hg (Butalia, et
al., 2018).

First-Line medication

IV infusion of hydralazine (Apresoline, Neopreol) vasodilator is used
in cases of severe preeclampsia; nevertheless, vigilance must be exercised
to avoid fast blood pressure drops. Rapid maternal blood pressure lowering
can reduce uteroplacental perfusion and oxygen delivery to the fetus.
Methyldopa (Aldomet): Exact mechanism uncertain; may operate on the
central nervous system. Because the onset of this medicine can take many
days, it is not recommended for use in an emergency. There are no long-
term impacts on the fetus, according to research. Labetalol (beta blocker):
Lowers systemic vascular resistance and slows heart rate. There hasn't been
much research done on the long-term impacts on the fetus.

Medication of Second-Line

Nifedipine is a calcium channel blocker increases cardiac index,
increases urine output, and promptly controls hypertension (Durham &
Chapman, 2014).

First Line Oral Drugs Second Line Oral Medications to Avaid
(Grade C) Drugs

(Grade D))
Labetalol Clomdine ACE1* (Grade C)
Methvidopa Hydralazine ARBs™ (Grade D)
Long-aciing oral Thiazide diuretics *fetotoxacity of renal
mfedipine svstem
Orther [f-blockers
{acebutolol. metoprolol,
pindolol, & propranclol)

Table (2-2): Common Antihypertensive Drugs used during Pregnancy
(Butalia, et al., 2018).
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2.12. The Nurse's knowledge in Care of Pregnant Women

with Hypertension:

Pregnancy-related hypertension is prevalent, and nurses are
frequently involved in the care of women who develop hypertension during
their pregnancy. Pregnant women must be educated, carefully screened,
and diagnosed early. If a woman does not recognize or understand the signs
of preeclampsia, she is less likely to seek medical help. A factor in
maternal preeclampsia mortality has been discovered as a lack of
understanding regarding the severity of symptoms. Women with
preeclampsia who are detected and treated early have fewer negative
outcomes than those who are diagnosed later. To avoid potentially fatal
effects, hypertensive emergencies must be recognized, evaluated, and

treated as soon as possible (Folk, 2018).
2.13. Timing of birth

The birth of women with pregnancy hypertension is one of the
primary alterations in therapy. Preterm birth is linked to infant respiratory
difficulties, admission to the hospital, and neonatal death. Birth at or
beyond 37 weeks' gestation is suggested for women with mild gestational
hypertension or preeclampsia without severe symptoms. Those with severe
preeclampsia at 34 weeks or beyond, as well as maternal or fetal instability
states, should be allowed to give birth as soon as the pregnant woman's
stability is established, regardless of gestational age, And also be Birth to a
woman with HELLP syndrome at 34 weeks of pregnancy (Obstetricians,
2013).
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The Nurse's knowledge and Attitudes about pregnancy

induces hypertension:

In obstetric emergencies, nurses are the first medical professionals to
come into touch with pregnant women; hence it is crucial that their
decisions be informed by the most recent scientific research (WHO 2012).
The gathering of information, thorough physical examination,
consideration of blood pressure characteristics and other preeclampsia
signals, early case recognition, collection and screening of laboratory
testing, particularly 24 hour proteinuria and fetal assessment, and pushing
What's more, those who are claiming prenatal consultations, making the
right and prompt interventions, calling for assistance, giving oxygen,
establishing caliber venous access, and beginning magnesium sulfate
therapy are actions that, if taken, will ensure care and the reduction of fetal
and maternal mortality (Abdalhafze et al.,2018). During the first visit,
nurses can assist in identifying the risk factors and risk groups for
preeclampsia by asking expectant patients about their personal histories as
well as their full medical and family histories. Pregnant women need to be
informed about the dangers of preeclampsia, which can manifest in the
second trimester of pregnancy and throughout the postpartum period.
Nurses can do this by assessing symptoms, checking blood pressure, and
more (Sabry et al., 2021).

2.15. Previous Studies:
First study:

Shaheen, (2020), conduct study to Effect of Educational Program on
the Knowledge of Nurses Caring for Women with Eclampsia and Pre
Eclampsia. The study samples include (160) nurses who worked in
Obestetric and Gynecology department The main findings, There was a
highly statistical significant difference between pre and posttest regarding
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nurses' knowledge about preeclampsia and eclampsia. Conclusion, it’s
important to improve nurses' knowledge regarding preeclampsia and
eclampsia. Recommendation: Continuous educational program to improve
nurses’ knowledge regarding care of preeclampsia and eclampsia.

Second study:

Khatun, Mohammad & Chowdhury (2017), Conduct a research to
examine nurses' knowledge of eclampsia management at a private hospital
in Bangladesh. the study samples include (105) nurses. Results show that
the mean of the respondents was 31.6 years. Slightly above half (51.4%) of
the respondents were unmarried and the rest of them were married.
Majority of the participants (52.5%) had B.Sc. nursing; however 70.5% of
the respondents knew about the current management of Eclampsia. The
results of this study demonstrated that the majority of the nurses who took
part in it had a sufficient degree of knowledge regarding eclampsia care.
Third study:

Sabry et al., (2021), conducted study to evaluate effect of precede
model educational program on nurses ' knowledge and attitude toward
health promotion of preeclampsia. The study sample includes a purposive
sample of 30 nurses. The Results Level of knowledge, enabling factors and
reinforcing factors have been increased with statistical significance
immediately and after one month of precede model educational program.
Nurses had good attitude toward health promotion of preeclampsia one -
month post precede model educational program in comparison to the pre -
educational program. Conclusion: PRECEDE model educational program
for nurses was effective in improving their knowledge and attitude toward
health promotion of preeclampsia. The recommendation: PRECEDE model
educational program toward health promotion of preeclampsia should be
incorporated with the antenatal care for pregnant women in the study

setting.
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Fourth study:

Abdalmajed, (2018), conduct study to assessment Nurses’
Knowledge regarding Nursing Care of Pregnancy Induced Hypertension at
Kassala Saudi New Hospital, Kassala State. The study sample include (42)
of nurses. Results show that (45.2%) of the studied population had poor
knowledge about gestational hypertension, (50.0%) of the studied
population had poor knowledge about nursing interventions regarding
impaired tissue perfusion. The concluded Nurses’ knowledge regarding
pregnancy induced hypertension showed sufficient level of knowledge in
general. The study recommended that Standard guidelines of nursing
intervention for pregnancy induced hypertension should be available,

training staff and encourage them to increase their knowledge.

Fifth Study:

Ayed & Ilbrahim (2021), conducted the study about the effect of
educational program of eclampsia management on knowledge of maternity
nurses at mosul teaching hospitals. The study sample includes (30) nurses
were selected by purposive sampling. The results of the study showed the
educational program on nurses' knowledge regarding eclampsia is effective,
highly significant differences after implementation of the educational
program compared to their knowledge before the educational program in
study group. According to the findings, 53.3 % of nurses had poor
knowledge of prior implementation of the educational program. However,
after implementation, 70.0 % of them had excellent knowledge.
Conclusions: The educational program has a positive effect on nurse's
knowledge of eclampsia treatment, according to the study's conclusion.The
Recommendation, Continuous educational program to improve nurses’

knowledge regarding care of preeclampsia and eclampsia.
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Sixth Study:

Tadele, et al., (2020), conducted the study to evaluate the knowledge
and skills of nursing staff in the gynecology emergency room about
pregnancy-induced hypertension in the Ethiopia.The study samples include
(78) of nurses. The average age of the responders was 25.62 years,
according to the findings. Only 54 (67.9%) of the total study participants
were found to have acceptable understanding about pregnancy-induced
hypertension. However, out of the 78 charts examined, 39 (50 percent)
showed good practice when it came to pregnancy-induced hypertension.
Only training has a significant relationship to knowledge of PIH (P =
0.003), yet, none of another variables are connection with the practice of

pregnancy-induced hypertension.



Chapter Three:
Methodology



Chapter Three

45

Chapter Three:

Methodology

This chapter explains the methodology and design of the current

study. Administrative Arrangement, study setting, study sample and

sampling, study phases, data collection methods, pilot study, educational

program implementation, instrument and educational program reliability

and validity, data analysis, and study constraints are also included.

3.1. Design of the Study:

A quasi-experimental study was adopted utilizing a system of pre-

and post-testing procedure for both the studied and the control groups to

meet the study's objectives Which conducted for the period of 1* Nov/

2020 to the 30" / May /2022

Experiment

Pretest

A4

/ Class
Quasi

Experiment

Control
Class

Figure 3-1: Steps of quasi-experimental study

W
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ﬁw Postest

v

W

Posttest

Quasi-experiment is an experiential study that involves non-random

specification to measure the direct effect of the intervention (education

program) on a target sample (nurses). It generally allows the researcher to

observe and control the task under the treatment condition but using some

criterion other than random assignment



Chapter Three 46

3.2. Administrative Arrangements:

The official permissions were obtained from relevant authorities

before collecting the study data as follow:

1. Protocol of research and official permission taken from University of
Kerbala/ College of Nursing to conduct the study.

2. The title, constructed educational program and questionnaire were
presented to the Ethics Committee formed within the College of Nursing,
which reviewed the study tools (program and questionnaire), and
therefore agreed to conduct the study (Appendix Al).

3. In the last step of the administrative arrangements, an official letter by
the (Training Department and Development) Kerbala Health Directorate
(Appendix A2).

4. An official permission presented at primary health care sectors to
formally access the primary health care centers (Appendix A4) and
(Appendix A5).

5. In addition, the consent of the nurse to participate in the study, after
explaining the objectives and usefulness of the study to them and
assuring that all information provided will be confidential and for

scientific and research purposes (autonomy and privacy).
3. 3. Sitting of the Study:

The study takes place in ten primary health care centers throughout
Holy Kerbala City, divided into two health sectors (Appendix B).

3.4. Sample of the Study:

A non-probability "purposive" sample consisting from 60 nurses was

chosen and divided into 2 groups with 30 nurses in each group. Only 52 of
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the 60 samples completed the program. The implementation test was not
finished by eight samples (post-test), so they were excluded from the study.
The final division consisted of 25 nurses as the study group and 27 nurses
as the control group. The study group is exposed to the educational
program that deals with nurses' knowledge and attitudes towards
pregnancy-induced hypertension. The educational program was not

presented to the second group.

3.4.1. Inclusion Criteria:

1. Nurses who have one year and more experience.
2. Nurses who are different educational levels.

3. Nurses who performed poorly on the pretest.

4, Nurses who are ready to participate in research.
3.4.2. Exclusion Criteria:

1. Nursing staff that rejected to take part in the study.
Nurses with a pre-test score of at least 60%.
Nurses with less than one year of experience.
Nurses who declined to finish the study.

Nurses who selected for pilot study.
5. Steps of the Study:

w oA W N

3.5.1. Preliminary Assessment of Nurses Knowledge and Attitudes

about Pregnancy Induced Hypertension

Before implementing the educational program, the researcher
constructed a preliminary need assessment consist from close ended
questions through the review of literature and previous study, which
applied on nurses to assess their knowledge toward pregnancy induced
hypertension to determine the need for educational program. Data were
collected from (20) nurses that worked in (PHCCs) from the period of
December 2021 to January 2022.
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Every nurse had 15-30 minutes to respond to the questions. The

nurses' expertise in pregnancy-induced hypertension was found to be poor.

As a result of this assessment, the researcher was willing to formulate
an educational program that focuses the most critical topics that nurses
need to know about pregnancy-induced hypertension in primary health care

settings see the (Appendix C).
3.5.2. Construction of the Educational Program:

The educational program was created in response to the demands of
nurses, as well as information obtained through a review of relevant
scientific literature, past studies, and the researcher's own experience.
Experts in several fields of nursing sciences examined the program's
content (Appendix G). Based on the views and suggestions of these
specialists, the contents of the program form were revised. They all thought
that the curriculum was well-designed to help nurses improve their

knowledge and attitudes (Appendix E).
3. 6. Group Assignment:

3. 6.1. The Control Group:

Samples from the control group were just administered to the study
instrument and their information according to their profession and

academic study. In this study, only two tests were taken (pre-post tests)
3. 6.2. Study Group:

The study group's nurses received the same information, in addition to
getting an educational program aimed at enhancing knowledge concerning

pregnancy-induced hypertension.
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The following are some of the steps involved in implementing the

program that was presented to the study group:
a. Nurses provided personal information, and a pre-test was conducted.

b. The pregnancy-induced hypertension educational program is designed
and presented in eight sessions throughout a one week period. Every

session lasted about an hour and a half, and there were (25) nurses in study

group.
c. The place: in the College of Nursing / University of Kerbala.

d. Each session deals the follows:

Lectures, discussions, computer and data presentations (Power Point),
video, and photographs are all used. All of the program's sessions employ

these techniques.

First Session:

Hypertension during Pregnancy

1. Introduction about Hypertension during Pregnancy.

2. Definition of high blood pressure.

3. Methods for measuring and determining blood pressure.
4, Classifications of high blood pressure during pregnancy.
Second Session:

Hypertension during Pregnancy

1. The first type is Pregnancy-induced hypertension.

2. Causes of hypertension during pregnant.

3. Risk factors for hypertension.

4. Complications of hypertension.

Third Session:

1. Diagnosis of hypertension during pregnant.
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2. Signs and symptoms of high blood pressure during pregnancy.

3. Methods of managing hypertensive patients during pregnancy.

Fourth Session:

Chronic Hypertension

1. Chronic blood pressure.

2. Classification and reasons of blood pressure.

3. Therapeutic measures.

4, Nursing evaluation of chronic hypertension.

Fifth Session:

Preeclampsia

1 What mean the Preeclampsia.

2 Risk factors for preeclampsia.

3. Tests for preeclampsia.

4 Signs and symptoms of preeclampsia.

5 Risks to the mother and fetus.

Sixth Session: Eclampsia

1. What is Eclampsia.

2. Warning signs of a possible infection or preeclampsia.

3. Care during and after the seizure.

Seventh Session: HELEP Syndrome.

1. What is HELEP Syndrome (Hemolysis, Elevated Liver Enzyme, and
Platelet Low).

2. Medical management in HLEB syndrome.

Eighth Session:

Comprehensive Nursing Management

1. Comprehensive nursing procedures for pressure disorders during

pregnancy.

2. Prevention of high blood pressure during pregnancy.

3. Educating the patient on appropriate home care treatment methods.
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2.7. Study Instrument

The study created this questionnaire with the goal of explaining the
study's objectives and importance by getting responses to the study's
questions. The questionnaire is one of the tools used to help gather data that

contributes to checking the outcomes expected by the study.

The following three parts were utilized by the researcher to gather

information from study participant respondents:

First Part: demographic characteristics including (gender, age, years

of experience, education grade and participation in training sessions).

Second Part: knowledge of the nurses, it was constructed based on
extensive review of related studies and available literatures to measures

nurses' knowledge regarding pregnancy induced hypertension.

Third Part: nurses attitudes, it was constructed based on extensive
review of related studies and available literatures to measures nurses'

attitudes regarding pregnancy induced hypertension.

The researcher followed the guidelines for creating the questionnaire
suitable to the importance of the information that the investigator is keen to
be adequate and complete for all parts of the problem and can be relied on
and accepted. The questions were closed-ended, which required responding

according to what was proper.
3.8. The Validity of the Study Instrument:

Validity refers to ensuring that the questionnaire will measure what it
was planned to measure, and honesty to the questionnaire's inclusion of all

elements that must be included in the analysis, and the clarity of its
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paragraphs and vocabulary, so that it is understandable to everyone who

uses it.

To improve the questionnaire's validity, it was given to (12) experts
from various domains. Experts were required to show their opinions and
comments on the items of the questionnaire regarding their language
suitability and relation to the dimension of study variables they were

allocated to as well as suitability for the study participants (appendix G).

The experts’ comments indicated that minor adjustments to some
things should be made, and these were adjusted in accordance with their
recommendations, after which the final document was created in order to

conduct the study.
3.9. The Pilot Study:

The objective of the pilot study was to test the study tool's stability
and credibility, clarity and its efficiency, which confirmed the standard
time required to collect data for each subject, which can be estimated due
to the method of data collection interview procedures and to difficulties

identification that may be encounter.

The pilot study aimed to achieve the following objectives.

1. Developing and testing adequacy of research instruments.
2. Assessing the feasibility of instrument.
3. Identifying potential issues with the proposed data analysis

approaches.
4, Estimate the time during collected data by the researcher.
Results of Pilot Study:

1. The questionnaire is reliable.
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2.

3.

The time required for answering the questionnaire ranged from (20-
30) minutes.
The instrument items were clarify and understood the knowledge of
nurses about pregnancy induced hypertension (Table 3-1).

Before the questionnaire reached its final form, it went through

the following stages:

1.

Determining the data that will be collected through the questionnaire

according to the study questions.

. Determining the method and format of the questionnaire.

. Determining the type of criterion that determines the type of answer in

the questionnaire.

. Presenting the questionnaire to the supervising to express his opinion

and observations in developing the questionnaire and modifying it based

on his observations.

. Presenting the questionnaire to a number of panels of experts to express

their opinion and observations in developing the questionnaire and

modifying it based on what they submitted.

. Conducting a reliability test on it by distributing the questionnaire to a

sample of 10 nurses.

. Writing the questionnaire in its final form, then printing, reviewing and

distributing it in a same formula before and after education program.

Reliability of the Questionnaire:

The reliability of study instruments refers to the assurance that the

response will be nearly identical whether it is given to the same person at

multiple periods.

The researcher was used test-retest reliability method to apply on a

random exploratory sample of ten nurses, where each nurse received the

questionnaire without being aware that they were being used as a sample to
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assess the tool's stability. Later, the participants in this sample were not
included in the original sample used to conduct the final study. The
confidence coefficient is computed using the Alpha Cronbach sample

coefficient, as illustrated below.

Table 3-1: Reliability of the Studied Questionnaire (n=10)

- o Evaluation
Scale (Reliability Coefficient) | Cronbach's Alpha Value | Standard Value
Knowledge (30-items) 0.80
0.70
Attitudes(10-items) 0.78 Pass

3.10. Ethical Considerations:

Ethical obligations are one of the most important things that the
researcher must follow and abide it when doing the study. Before the
starting of collect the data from the community that has been identified for
the study, the researcher should clarify the main purpose and desired goal
of conducting this study for the sample to be including in the study, as well
as adhere to the strict confidentiality of the data taken from the study

sample and pledge to use it for scientific purposes related to the study only.

Before the beginning of the collection of information from the
sample who are participating in the study. The researcher provided a brief
explanation about the research methodology of the project, the objective of
conducting it, and the responsibilities of the nurses who participate in this
research, in order to give everyone a complete and clear picture of the
study to be carried out.

On the other hand, the researcher emphasized that all nurses who are
participating in the study had the right to not complete their participation
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and withdraw from this study in the event that they felt uncomfortable or
annoyed with some of the items in the questionnaire that was prepared as a

research tool or the researcher’s method of collecting data or anything else.

3.11. Methods of Data Collection

The implementation was carried out in the University of Kerbala /

College of Nursing throughout the period from 6™ t010" /February/2022

The following were included in the program's implementation, which

was presented to the study group:

3.11.1. Each nurse in the study and control groups completed a data form by

Self-report use.

3.11.2. All of the study's nurses performed a pre-test to evaluate their

knowledge and attitudes, the pre-test lasted (20-30) minutes.

3.11.3. Nurses were recalled to present in the same classroom so they could

participate in a course.

3.11.4. The nurses' knowledge test included thirty questions and ten
questions on the nurses' attitudes. Both the study and control groups
were given various alternatives. The examination was designed to
evaluate the nurses' knowledge and attitudes with regards pregnancy

induced hypertension.
3.11.5. Each class will take 60-90 minutes to complete.

3.11.6. In this study, all nurses in the study and control groups were given a

post-test immediately following program completion.
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3.11.7. The control group had the same procedures as the study group, with

the exception of the educational program.

3.11.8. These sessions included the following teaching materials:

(classroom, lectures, white board, computer, data show)
3.12. Statistical Analysis Approach:

The researcher used the SPSS-20 and Microsoft Excel (2010)
programs to statistically analyze the data gathered from the study sample in
order to deduction the link between the variables, and gain the research

final findings based on a series of statistical tests.
3.12.1. Descriptive approach:

Descriptive statistics includes a set of mathematical and statistical
methods that are adopted to describe the main features of a data
quantitatively by using tables and charts. Descriptive statistics always aim
to present and describe the data which is required to be processed,
organized, summarized and categorized, as well as presenting them in a
simple and clear manner that makes it easier for the recipient to recognize

and understand its content. The analysis performed through use:

A.  Statistical tables "Frequencies and percent" which are:
B.  Statistical SPSS.
The average score can be calculated by using the following:

The overall responses according to total mean of score which follow:
For knowledge
Statistical Mean = 30-44 refer to Poor Knowledge

Statistical Mean = 45-52 refer to Fair Knowledge
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Statistical Mean = 53-60 refer to Good Knowledge
For Attitudes

Statistical Mean = 10-19 refer to Negative Attitudes
Statistical Mean =20-25 refer to Neutral Attitudes
Statistical Mean = 26-30 refer to Positive Attitudes
C.  Standard Deviation (£SD).

D. It uses a correlational coefficient "Cronbach alpha™ used in
estimating the internal consistency of the study tool, which can be
calculated by using:

The investigate covariance between the items | and j is K, where K is
the item number of questions. It's important to note that this is the variance,

not the standard deviation, of item I.
3.12.2. Inferential approach:
1. t-test

A.  Paired Sample t-test
To determine the significance of a difference in pre-test and post-test

in a single group, such as a pre-post study group and a pre-post control

group.

B.  Independent Sample t-test
To assess the significance difference between two groups of measurement,
such as pre-test of study group and pre-test of control group; post-test of

study group and post-test of control group
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To determine if the means of the related population differ

statistically, the Independent Samples t-test examines the means of two

independent groups.

2. Analysis of Variance:

ANOVA for equality of Means (testing for coincidence when the mean's

parameter differs).

Table 3-2: Analysis of V

ariance (ANOVA)

Source of Degree Mean F-
Z Sum of squares of of B
variance statistics
freedom square
Between 2 2 DFB=1 SSB MSE
groups (XX (IX) MR | el
SSB=)_ -
n n
Within 2 2 DF=N-K SSW
groups SSW=(2X) _ (2X) DFW
n
Total 2 2 DFT=N-1
SST=(2.X) _ (2X)
n

P-value (<0.05)
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Chapter Four:
Results of the Study

This chapter deals with results of the study. The data analysis
systematically in figures and tables, which are corresponded with the

objectives of the study as follows:

Table 4-1: Descriptive Statistic of Demographic Characteristics of the

Study — Control Groups

Variable Study group Control group
F. % F. %
20-24 12 48.0 8 29.6
25-29 8 32.0 11 40.7
Age 30-34 1 4.0 3 11.1
35 and > 4 16.0 5 18.5
Total 25 100.0 27 100.0
Male 10 40.0 6 22.2
Gender Female 15 60.0 21 77.8
Total 25 100.0 27 100.0
school 8 32.0 7 25.9
Nursing
Levelof | DiPlomain 13 52.0 15 55.6
. Nursing
education Bachelor in
. 4 16.0 5 18.5
nursing
Total 25 100.0 27 100.0
1-5 15 60.0 13 48.1
Years of 6-10 6 24.0 8 29.6
Experience 11 and > 4 16.0 6 22.2
Total 25 100.0 27 100.0

F=Frequency, %= percent, >=greater than.
Table (4-1) reveals that the majority of the sample were at age (20-

29) years old (80%) in study group while (70.3%) in control group.

Regarding the gender, Female nurses predominated among nurses in each
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study, and control groups were (60%) and (77.8%) respectively. In terms

level of education at the study participants expressed a diploma nursing in

study and control groups (52.0%) and (55.6). Concerning the years of

experiences, the greater percentage of nurses participants in the study

sample had about (1-5) years in the study and control groups with a

percentage (60.0) (48.1) respectively.

Table 4-2: Nurses’ Knowledge regarding Pregnancy Induced

Hypertension (Study and Control Group)

Table 4-2-1: Comparison between Nurses Responses at Study Group in

Pre-posttests Regarding to Knowledge about Pregnancy Indu ced

Hypertension

Study Group Knowledge pretest Flostest
Mean| Sd. |Eval.|Mean| Sd. |Eval.
1. When dogs high blood pressure 160 | 500 | fair | 1.92 | 277 | Good
occur during pregnancy?
2. The appropriate position for
measuring blood pressure for a 1.80 | .408 | good | 1.96 | .200 |Good
pregnant woman
3. Chronic hypertension mean 1.48 | .510 | poor | 1.80 | .408 |Good
4. Factors Fhat increase th? risk of 1.48 | 510 | poor | 1.88 | 332 | Good
developing preeclampsia are
5. When does Preeclampsia occur? 1.16 | .374 | poor | 1.68 | .476 | Fair
6. What does the Eclampsia mean? 1.20 | .408 | poor | 1.88 | .332 |Good
7. When does superimposed 1.08 | 277 | poor | 1.52 | 510 | Fair
preeclampsia occur?
8. What is the Edema? 1.88 |.332 | good | 1.96 | .200 | Good
9. What is HELLP syndrome? 1.28 | .458 | poor | 1.80 | .408 | Good
10. What are the factors that play a role
to increase blood pressure? Choose 1.36 | .490 | poor | 1.92 | .277 |Good
all the possible correct answers
11. What are risk factors of preeclampsia 152 | 510 | Fair | 2.00 | 000 | Good
include?
12. What is the effect of preclampsia on 116 | 374 | poor | 1.72 | 458 | Fair
fetal outcome?
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13. What is the effect of chronic
hypertension on pregnant women 1.56 |.507 | Fair | 1.88 | .332 |Good
outcome?
14. The signs and symptoms of 1.40 | 500 | Poor | 1.92 | .277 | Good
Preeclampsia are
15. What is suggested the treatment for
general non-pharmacological
treatment of pregnant women with 1.60 | .500 | fair | 2.00 | .000 |Good
mild to moderate high blood pressure
during pregnancy
16. Why s bed restenc,touragedfor i 1.36 | .490 | poor | 1.76 | .436 | Fair
pregnant women with preeclampsia
17. How does the nurse-midwife monitor
the health of the mother's fetus 1.36 | .490 | poor | 1.80 | .408 |Good
before preeclampsia?
18. What should the nurse do before .
administering (MaSo4)? 1.60 | .500 | fair | 1.96 |.200 |Good
19. How to give magnesium sulfate
MgSo4 to pregnant women through? 140|500 | poor | 2.00 | .000 | Good
20. Nursing care during taking MgSo4. 1.08 | .277 | poor | 1.64 | .490 | Fair
21.What|sthenursmg_caretreatedfor 1.04 | 200 | poor | 1.68 | 476 | Fair
severe pre-eclampsia?
22. What methods can help prevent 1.48 | 510 | poor | 1.96 | .200 | Good
gestational hypertension?
23.Wh_at|smeasureth§motherneeds 112 | 332 | poor | 1.60 | 500 | Fair
during Pre-eclamptic:
24. When should the midwife inform a
pregnant woman having a 1.16 | .374 | poor | 1.76 | .436 | Fair
hypertensive disorder?
25. How will you manage woman with
pre-eclampsia? 1.36 | .490 | poor | 1.84 | .374 |Good
26. What nutritional advice would you
give to a woman with preeclampsia? 1.24 | 436 | poor | 1.80 | .408 | Good
27. What treatment would you prescribe
for pre-eclampsia? 1.16 | .374 | poor | 1.84 | .374 |Good
28. Nursing care for mild pre-eclampsia
el 1.04 | .200 | poor | 1.96 | .200 |Good
29. Nursing care for severe pre-
eclampsia includes 1.12 | .332 | poor | 1.80 | .408 | Good
30. The aim of antihypertensive 164 | 490 | Fair | 1.96 | 200 | Good

treatment is to:

S.D. = Standard Deviation; Eval.= Evaluation(poor=1-1.4; Fair=1.5-1.7; Good 1.8-2)
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Results related to knowledge respondents regarding to pregnancy
induced hypertension in PHC centers, are presented in table (4.2.1). The
result indicate that the nurses at the pretest in study group are poor at all
studied items (mean score = 1-1.4) except, the items number (1,
11,13,15,18 and 30) the responses were fair (mean = 1.5-1.7) the item (2)
the response was good (mean = 1.8-2). Between the pretest and posttest of
the program, the percentage sufficiency of the knowledge responders was

higher in the posttest than it was in the pretest for the educational program.

Table 4.2.2: Overall Total Skill Knowledge Comparison between Pre and
Posttests in Study Group Responses Pregnancy Induced Hypertension

Total knowledge pretest Total knowledge posttest

Levelof | 1 o5 |Mean| sD. | “¥¥19T | £ | o6 [Mean|sD.
knowledge knowledge

Poor 16 64.0 poor 0 0

Fair 9 36.0 Fair 3 12

1.36 | .489 1.88 |.331
Good 0 0 Good 22 88
Total 25 |100.0 Total 25 100.0

F. =Frequency; %= percentage; SD. = standard Deviation ;( poor=1-1.4; Fair=1.5-
1.7; Good 1.8-2)

Results illustrated that the (64.0%) of nurses expressed a poor level
of knowledge at the pretest period of measurement (mean score =1.36; SD
= 0.489) with regard pregnancy induced hypertension. while, after
application of education program, findings demonstrated that (88%) of
nurses expressed a good level of knowledge at the posttest period of

measurement (mean = 1.88; SD= 0.331).



Chapter Four

64

m Total knowledge pretest

m Total knowledge posttest
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Total knowledge comparison between
pre and posttest study group

Figure 4-1: Total Knowledge Comparison between Pre-Posttests Study

Group
Table 4.2.3: Comparison between Nurses' Responses at Control Group in
Pre-posttests Regarding to Knowledge about Pregnancy Induced
Hypertension
Pretest posttest
I Knowl
Control Group Knowledge Mean | SD. |Eval.|Mean| SD. |Eval.
1. When does high blood pressure |, o) | 500 | rair | 152 | 500 | Fair
occur during pregnancy?
2. The appropriate position for
measuring blood pressure for a 1.48 | .509 | poor | 1.44 | .506 | poor
pregnant woman
3. Chronic hypertension mean 1.37 | .492 | poor | 1.37 | .492 | poor
4. Factorthatlncreaseth_e risk of 151 | 509 | Fair | 1.44 | 506 | Poor
developing preeclampsia are
5. When does Preeclampsia occur? 1.29 | .465 | Poor | 1.30 | .465 | Poor
6. What does the Eclampsia mean? 1.22 | .423 | Poor | 1.30 | .465 | Poor
7. When does superimposed 1.29 | 465 | Poor | 1.30 | .465 | Poor
preeclampsia occur?
8. What is the Edema? 1.51 | .509 | Fair | 1.48 | .509 | Poor
9. What is HELLP syndrome? 1.33 | .480 | Poor | 1.33 | .480 | Poor
10. What are the factors that play a
' 2
role to increase blood pressure? |, oo | )46 | poor | 1.30 | 465 | Poor
Choose all the possible correct
answers
11. What are risk factors of 1.29 | 465 | Poor | 1.37 | 492 | Poor
preeclampsia include?
12. What is the effect of preclampsia 129 | 465 | Poor | 1.30 | 465 | Poor
on fetal outcome?
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13.

What is the effect of chronic
hypertension on pregnant women
outcome?

1.55

.506

fair

1.52

.509

Fair

14.

The signs and symptoms of
Preeclampsia are

1.33

480

Poor

1.37

492

Poor

15.

What is suggested the treatment for
general non-pharmacological
treatment of pregnant women with
mild to moderate high blood
pressure during pregnancy

1.62

492

fair

1.67

480

fair

16.

Why is bed rest encouraged for
pregnant women with
preeclampsia

1.33

480

Poor

1.33

480

Poor

17.

How does the nurse-midwife
monitor the health of the mother's
fetus before preeclampsia?

1.29

465

Poor

1.30

465

Poor

18.

What should the nurse do before
administering (MgSo4)?

1.59

.500

fair

1.67

480

fair

19.

How to give magnesium sulfate
MgSo4 to pregnant women
through?

1.29

465

Poor

1.22

424

Poor

20.

Nursing care during taking MgSo4.

1.29

465

Poor

1.30

465

Poor

21.

What is the nursing care treated for
severe pre-eclampsia?

1.37

492

Poor

1.30

465

Poor

22.

What methods can help prevent
gestational hypertension?

1.37

492

Poor

1.37

492

Poor

23.

What is measure the mother needs
during Pre-eclamptic:

1.25

446

Poor

1.33

480

Poor

24,

When should the midwife inform a
pregnant woman having a
hypertensive disorder?

1.22

423

Poor

1.26

447

Poor

25.

How will you manage woman with
pre-eclampsia?

1.25

446

Poor

1.30

465

Poor

26.

What nutritional advice would you
give to a woman with
preeclampsia?

1.29

465

Poor

1.26

447

Poor

27.

What treatment would you
prescribe for pre-eclampsia?

1.33

480

Poor

1.41

501

Poor

28.

Nursing care for mild pre-
eclampsia includes

1.22

423

Poor

1.26

447

Poor

29.

Nursing care for severe pre-
eclampsia includes

1.29

465

Poor

1.22

424

Poor
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30. The aim of antihypertensive
treatment is to:
S.D. = standard Deviation; Eval. = Evaluation (poor=1-1.4; Fair=1.5-1.7; Good 1.8-2)

159 | 500 | fair | 1.48 | .509 | Poor

The results showed that the pre-post tests were used to evaluate the
study sample responses with regard knowledge towards pregnancy induced
hypertension. The results indicate that the nurses at the pre —posttest in
control group are poor at all studied items (mean= 1-1.4) except, the items
number (1, 4, 8,13,15,18 and 30) the responses were fair (mean = 1.5-1.7).
While the responses in posttest are poor at all studies items except, the

number (1, 13, 15 and 18) the responses were fair.

Table 4.2.4: Overall Total skill Knowledge Comparison between Pre-
posttests in Control Group responses Pregnancy Induced Hypertension

Total knowledge pretest control group | Total knowledge posttest control group
Level of F. % | Mean | SD. Level of F. % |Mean| SD.
knowledge knowledge
Poor 23 | 85.2 Poor 24 | 88.9
i 4 14, i 111
Fair 8 114 | 362 Fair 3 1.11 | .320
good 0 0 good 0 0
Total 27 |100.0 Total 27 | 100.0

F. =Frequency; %= percentage; SD. = standard Deviation ;( poor=1-1.4; Fair=1.5-1.7;
Good 1.8-2)

Results illustrated that the (85%) of nurses expressed a poor level of
knowledge at the pre-test period of measurement (mean= 1.14; SD= 0.362)
with regard pregnancy induced hypertension. And after a period of time
passed, results demonstrated that (88.9%) of nurses expressed a poor level
of knowledge at the posttest period of measurement (mean = 1.11; SD=
0.320).
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Figure 4-2: Total Knowledge Comparison between Pre and Posttest Control
Group

Table 4-3: Paired Samples t-test of the difference between pretest and
posttest study group Knowledge

Paired Differences - DFf Si

M S.D. Y
Total knowledge 1152 585 12970 | 24 | 000
pretest — posttest

M= Mean, SD = Standard Deviation, T-value = T-Test, d.f= Degree of Freedom, Sig=
significance

The study results reveal a highly significant difference within the
study group's knowledge responses in pre-post-tests (p = 0.000). The study
findings show a perfection in the nurses' knowledge of pregnancy-induced
hypertension (M = 1.52, SD = 0.585).
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Table 4-4: Paired Sample t-test of the difference between pretest and
posttest control group Knowledge

Paired Differences
M S.D.

T-value | Df Sig.

Total knowledge

pretest — posttest
M= Mean, SD = Standard Deviation, T- value= T-Test, d.f= Degree of Freedom, Sig=
significance

.037 337 570 26 574

The study results reveal a non-significant difference that’s found
between the knowledge level in the pretest and posttest for the control
group (p= 0.574), the study findings show no refinement in the nurses'
knowledge towards pregnancy-induced hypertension (M=0.037, SD=
0.337).

Table 4-5: Nurses’ Attitudes towards Pregnancy Induced Hypertension
(Study and Control Groups):

Table 4-5-1: Comparison between Nurses Responses at Pre-Posttests in
Study Group Regarding to Attitudes towards Pregnancy Induced
Hypertension

Pre test Post test

Atti
Study Group Attitude M sD. | Eval M | SD. | Eval.

1. I think that high blood
pressure in pregnant
women is an uncommon
health problem.

2.52 .823 | Neutral | 2.92 | .400 | Positive

2. | believe it is essential to
measure the blood pressure
of every pregnant woman 2.80 | .500 | Positive | 2.96 | .200 | Positive
during every antenatal care
visit

3. Itis not anurse's duty to
educate pregnant women
about high blood pressure
during pregnancy.

2.84 .374 | Positive | 3.00 .000 | Positive
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4. 1think it is the nurse's duty
to educate pregnant women
about the importance of 2.72 | .678 | Positive | 3.00 | .000 | Positive
prenatal care in primary
health care centers

5. Ido not think it is the
nurse's duty to educate
pregnant women with high | 2.80 | .500 | Positive | 2.72 | .678 | Positive
blood pressure not to need
bed rest.

6. | believe that most pregnant
women with chronic high
blood pressure are at risk of
developing preeclampsia.

2.72 542 | Positive | 2.96 | .200 | Positive

7. Itis very important to
evaluate edema in pregnant
women with high blood
pressure

2.44 .651 | Neutral 2.92 277 | Positive

8. The electronic
sphygmomanometer is the
best tool for measuring 2.08 | .862 | Neutral | 2.88 | .440 | Positive
blood pressure to get the
correct reading

9. The use of a blood test as a
routine screening tool is
very essential for predicting
preeclampsia.

1.64 | .638 | Negative | 2.04 | .978 | Neutral

10. I believe that epigastric
pain and headache are
always clinical signs of
preeclampsia.

M=Mean, S.D. = Standard Deviation, level of Evaluation (Negative=1-1.9, Neutral=2-
2.5, Positive=2.6-3)

2.00 577 | Neutral 2.96 .200 | Positive

The pretest-posttest results revealed an assessment of the study
sample's attitudes toward pregnancy-induced hypertension. The results
show that the nurses at the pre-test in study group are Positive (M=2.6-3) at
studies items (2,3,4,5 and 6) except, the items number (1,7,8,and 10) the
responses were neutral (2-2.5) and the item (9) the response was negative

(M=1-1.9). While, after the application of education program, nurses
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expressed at post-test a positive responses except the item (9) response

neutral in attitudes.

Table 4.5.2.Comparison between Pre-Posttests in Study Group responses
towards Pregnancy Induced Hypertension Attitudes

pretest group Posttest group
F. |% M |S.d. F. % Mean |S.d.
Negative|1 |40 Positive | 25 100

Total

. Neutral |11 [44.0 2.480.585

attitude — 300 |000
study Positive |13 |52.0 Total 25 100 : :
group [TOR |0 11600

F= Frequency, %=percentage, M=Mean, S.D. = Standard Deviation, level of Evaluation
(Negative=1-1.9, Neutral=2-2.5, Positive=2.6-3)

Results illustrated that the (52%) of nurses expressed positive
attitudes at the pre-test period of measurement (M =2.48, SD =0.585) with
regard pregnancy induced hypertension. While, after application of
education program, findings demonstrated that the (100%) of nurses
expressed positive attitudes at the post-test period of measurement (M =3,
SD=0.000).

total attitude pretest for study group

60

| 50
j 40
@
30 ©
[
j=1

20

10

0

Positive Neutral negative
| m Percent 52 44 4

Figure 4-3: Overall Responses in Attitudes Scores for Study Group
(Pre-test)
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B Total attitude pretest

B Total attitude posttest

positive Neutral Negative

attitude

Figure 4-4: Overall Responses in Attitudes Scores for Study Group
(Pre-posttests)

Table 4-5-3: Nurses' Responses at Pre-Posttests in Control Group
Regarding to Attitudes towards Pregnancy Induced Hypertension

Pretest group Posttest group

Control Group Attitudes
Mean | Sd. Eval. [ Mean| Sd. Eval.

1. |think that high blood
pressure in pregnant
women is an uncommon
health problem.

244 | 847 | Neutral | 2.37 | .884 | Neutral

2. | believe it is essential to
measure the blood pressure
of every pregnant woman 2.18 | .786 | neutral | 2.19 | .534 | Neutral
during every antenatal care
visit

3. Itis not anurse's duty to
educate pregnant women
about high blood pressure
during pregnancy.

2.18 | .786 | Neutral | 2.11 | .847 | Neutral
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4. 1think it is the nurse's duty
to educate pregnant women
about the importance of 2.37 | .741 | Neutral | 2.30 | .775 | Neutral
prenatal care in primary
health care centers

5. Ido not think it is the
nurse's duty to educate
pregnant women with high | 2.18 | .681 | Neutral | 2.07 | .675 | Neutral
blood pressure not to need
bed rest.

6. | believe that most pregnant
women with chronic high
blood pressure are at risk of
developing preeclampsia.

2.25 | .712 | neutral | 2.11 | .678 | Neutral

7. Itis very important to
evaluate edema in pregnant
women with high blood
pressure

2.37 | .687 | Neutral | 2.37 | .688 | Neutral

8. The electronic
sphygmomanometer is the
best tool for measuring 2.44 | 577 | Neutral | 2.41 | .636 | Neutral
blood pressure to get the
correct reading

9. The use of a blood test as a
routine screening tool is
very essential for
predicting preeclampsia.

1.81 | .483 |Negative| 1.78 | .577 |Negative

10. I believe that epigastric
pain and headache are
always clinical signs of
preeclampsia.

2.18 | .557 | Neutral | 2.11 | .506 | Neutral

M=Mean, S.D. = Standard Deviation, level of Evaluation (Negative=1-1.9, Neutral=2-
2.5, Positive=2.6-3).

Results show that the nurses at the pretest in control group is neutral
at all studied items (M=2-2.5) except, the item number (9) the responses
were negative (M=1-1.9). While, period of time has been passed, the nurses

expressed constant attitudes as in the first test.
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Table 4.5.4 .Overall Nurses' Attitudes towards Pregnancy Induced
Hypertension in control Group
Pretest group Posttest group
F.| % |Mean]| Sd. F. % |Mean| Sd.
Total Natural | 26 | 96.3 192 |Negative| 3 | 11.1
attitude | Positive| 1 | 3.7 | 2.03 Neutral | 24 | 88.9 | ; oo | 39
Control
Total | 27 [100.0 Total 27 1100.0
group

F= Frequency, %=percentage, M=Mean, S.D. = Standard Deviation, level of Evaluation
(Negative=1-1.9, Neutral=2-2.5, Positive=2.6-3)

Results illustrated that the (96.3%) of nurses expressed a neutral
attitudes at the pre-test period of measurement (M =2.03, SD =0.192) with

regard pregnancy induced hypertension. While, after period of time has

been passed, findings demonstrated that the (88.9%) of nurses expressed

same attitudes as first test at the post-test period of measurement (M =1.88,
SD =0.320).

B Total attitude pretest

B Total attitude posttest

30

| positive

Neutral

attitude

25

20

15

10

| Negative

Figure 4-5: Total Attitude Comparison between Pre-Posttests (Control

Group)
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Table 4-6: Paired Samples T-Test of the difference between pretest and
posttest study group Attitude

Paired Differences t-value Df Sj
Mean Sd. v
Total attitude pretest _ 5D 585 -4.437 24 .000
- posttest

M= Mean, SD = Standard Deviation, T- value= T-Test, d.f= Degree of Freedom, Sig=
significance

The study results reveal a highly-significant distinction between the
study group attitudes responses in pre-test and post-test (P = 0.000). The
findings show a refinement in the nurses' attitude towards pregnancy
induced hypertension (M=0.52, SD= 0.585).

Table 4-7: Paired Samples t-test of the difference between pretest and
posttest in control group Attitude

Paired Differences
M Sd.

T Df Sig.

Total attitude pretest - total
attitude posttest

M= Mean, SD = Standard Deviation, T- value= T-Test, d.f= Degree of Freedom, Sig=
significance

.074 .384 1.000 26 327

Results show that there were non-significant difference that’s found
between the attitudes level in the pretest and posttest for the control group
(p=0.327), The results of the study show that there was a statistical mean
were no improvement in the nurses' attitudes towards pregnancy induced

hypertension at the post-test as time passed. (M =0.07,S.D= 0.384).
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Table 4-8: Statistical Differences between Nurses' Knowledge regarding
Pregnancy Induced Hypertension and Type of Demographic Characteristic

in study and control groups (ANOVA).

ANOVA
Sum of Mean .
Df F :
Squares Square Sig
Between Groups .701 1 701
A 577 NS.
ge Within Groups | 27.939 23 1215 | - 455
Total 28.640 24
Between Groups 242 1 242
Gender 968 NS.
ende Within Groups | 5.758 23 250 ' 335
Total 6.000 24
Between Groups .087 1 .087
Level of 178 NS.
Education Within Groups 11.273 23 490 ' 677
Total 11.360 24
Between Groups 75 1 75
Years of 283 NS.
experience Within Groups 13.985 23 .608 ' 597
Total 14.160 24

d.f= Degree of Freedom, F = Frequency, Sig = Significance, NS= Non Significant

The table (4-8) demonstrates there is no statistically significant
difference between nurses' knowledge levels and the demographic

characteristics in study and control groups at (p-value=0.05).
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Table 4-9: Statistical

Differences between Nurses Attitudes towards

pregnancy induced hypertension and type of Demographic Characteristic
in study and control groups.

ANOVA
Sum of Mean
f F ig.
Squares d Square Sig
Between | g7 1 807
Groups NS
Age Within | 2833 | 23 | 1210 | 7 | 423
Groups
Total 28.640 24
Between | 475 1 375
Groups NS
Gender Within 5 625 23 245 1.533 208
Groups
Total 6.000 24
Between | 57 1 027
Groups NS
Level of Education Within 11.333 23 193 .054 318
Groups
Total 11.360 24
Between | 55 1 327
Groups NS
Years of experience |  Within 13.833 93 501 543 169
Groups
Total 14.160 24

d.f= Degree of Freedom, F = Frequency, Sig = Significance, NS= Non Significant

The table (4-9) demonstrates there is no statistically significant

difference between nurses' attitudes levels and demographic characteristics

in study and control groups at (p-value=0.05).
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Chapter Five:

Discussion

This chapter presents a comprehensive description of both the
current study's findings as well as a discussion of those findings,
which are supported by relevant literature and studies. Those findings
were based on nurses' responses in study group and control group to

the Pretest and posttest on pregnancy-induced hypertension.

5 .1: Discussion of the Demographic Characteristics of the

Nurses in the Primary Health Care Centers:

Following the analysis of demographic characteristics as
indicated in (table 4-1), the majority of nurses were aged 20-29 years
old (80%) in the study group and (70.3%) in the control group. This
finding is consistent with Ayed, and Ibrahim, (2021), who show that
most (73.3) of the nurse in studies were ages (21-30) years old ,also
agree with Gudeta and Regassa (2019), who revealed that the majority
of nurses (68%) of the study participants were aged 20-29 years old.
However, it disagrees with Abdalmajed (2018), who revealed that less
than half (35.7%) of the study participants fell into their age group
(20-30) years old.

Regarding gender, the study results revealed that the majority
female nurses are predominated among nurses in both study and
control groups at (60.6%) and (77.8%), respectively (Table 4-1).These
findings agree with Olaoye et al. (2019), who revealed that (70.9%) of
the nurse study sample was females; Angelina, et al., (2020) reported
that (84.3%) of the study nurses had females.
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Level of education in the study and control groups, 52.0 and
55.6 percent of study participants had a diploma in nursing,
respectively (Table 4-1).These findings agree with those of EL Sebaey
Soliman, et al,. (2021) reported that (61.7%) of the study nurses
graduated from an institute or had a diploma; El-Bahy, et al., (2013)
revealed that (86.7%) of the study sample had a diploma in nursing;
while this study disagreed with Shaheen, (2020) who revealed that
(12.5%) of the study sample had a Technical Institute of Nursing;
Liljevik & Lohre (2012), who revealed that (52.9%) of the studies

nurses had diploma.

The study's findings indicate that in terms of the years of
expertise that a higher percentage of nurses in the study and control
groups had 1-5 years of experience, with percentages of (60%) and
(48.1%), respectively (Table 4-1).These findings agree with Shaheen,
(2020), who revealed that (51.3%) of the studied nurses had less than
five years of experience; Ayed, and Ibrahim, (2021) revealed that the
majority (53.3%) of study participants had 1-5 years of experience.

5.2. Discussion the Effect of Education Program on
Nurses Knowledge toward Pregnancy Induced

Hypertension in PHC Centers:

The results of the study group's understanding of pregnancy-
induced hypertension at primary health care facilities improved
significantly following exposure to an educational program, compared
to the two times (pretest and posttest)

The current study's educational program about pregnancy-
induced hypertension measures for the study group is effective, as

revealed by good posttest grades compared to poor and fair pretest
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grades for all questioners are presented in table (4.2.1), The result
indicates that the nurses at the pretest in study group are poor at all
studied items (mean score = 1-1.4) except, the items number (1,
11,13,15,18 and 30) the responses were fair (mean = 1.5-1.7) the item
(2) the response was good (mean = 1.8-2). In the education program's
posttest, the knowledge results were greater than the pretest. The
results reveal that the (64%) of nurses expressed a poor level of
knowledge at the pretest period of measurement. while, after
application of education program, findings demonstrated that (88%) of
nurses expressed a good level of knowledge at the posttest period of

measurement (table 4.2.2).

The findings of this study reveal that the change after the
education program indicates that the program's activity connected to
nurses' knowledge is beneficial. The researcher feels that the
improvement in nurse knowledge that occurs after the educational
program is implemented demonstrates that the program is successful
in enhancing the level of knowledge about pregnancy-induced

hypertension.

These results are supported by Emam, and Saber, (2018);
more than a quarter (30.0 percent) of nurses had poor knowledge
before the program was implemented, whereas approximately 75.0
percent of nurses had good knowledge after the program was
implemented. The results showed a statistical difference in knowledge
of eclampsia women's care before and after the training. The findings
of this study were supported by a quasi-experimental study conducted
by El-Bahy et al. in 2013 to assess how an education program about
pregnancy-induced hypertension affects maternity nurses' knowledge

which observed that more than half of them were unaware of the
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issue. This disparity could be attributed to their educational
backgrounds. Mousa et al. (2013) Pre- and post-test knowledge levels
on preeclampsia were recorded among the study sample. Pre-test
knowledge was found to be (59%) while post-test knowledge was
found to be (74 percent). In the pre and post-test, the SD was 6.7 and
2.4, respectively.

This study agrees with Ayed, & lbrahim, (2021) found a
considerable improvement in nurses' knowledge results for the study
group in eclampsia care, with 53.34 percent of the study group having
poor knowledge at pre-test and 70.0 percent having excellent

knowledge at post-test.

Before to the training program, it was observed that more than
half of the nurses did not know the proper answer to the definition and
kinds of hypertension during pregnancy. This lack of information

could be due to a lack of training opportunities.

In the (table 4.2.3.) the findings demonstrated evaluation of the
study sample of control group responses at the pre-posttests with
regard knowledge towards pregnancy induced hypertension. The
results indicate that the nurses knowledge are poor at all studied items
(mean= 1-1.4) except, the items number (1, 4, 8,13,15,18 and 30) the
response were fair (mean = 1.5-1.7). While the response in posttest are
poor at all studies items except, the number (1, 13, 15 and 18) the

response were fair.

Findings show that the (85%) of nurses expressed a poor level
of knowledge at the pre-test period of measurement with regard
pregnancy induced hypertension. And after period of time passed,

findings demonstrated that (88.9%) of nurses expressed a poor level of
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knowledge at the posttest period of measurement. this results
supported with Stellenberg & Ngwekazi (2016) They reveal
significant gaps in midwives' knowledge of HDPs, particularly its

assessment, diagnosis, and management.

There is a poor of knowledge concerning pregnancy-induced
hypertension, according to the findings of the current study. This
could be due to a lack of information or a requirement for recurrent in
service training on high-risk factors that can cause to hypertension

during pregnancy.

The findings showed a highly significant difference in before-
test and after-test knowledge responses across the study group (P =
0.001), the study results indicate that there is an improvement in the
nurses knowledge towards pregnancy induced hypertension in the
(table 4-3).this supported with Shaheen , (2020) who show the study
nurses' knowledge of eclampsia before and after-test. It was
discovered a very statistical difference in the study samples'

knowledge of eclampsia between pre and posttests (P value < 0.001)

5.3: Discussion of the Effect of Education Program on
Nurses  Attitudes toward  Pregnancy  Induced

Hypertension:

The findings of data analysis show that the evaluation of the
education program in two periods pretest and posttest of the
implemented has a favorable influence on nurses' attitudes in the study
group after implementation of the education program on nurses in

primary health care centers in Kerbala city.
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The effect of the educational program about (PIH) in this
research may be shown in the positive posttest grades compared to the
pretest grades in the study group. The findings indicate that the nurses
at the pre-test in study group are Positive at studies items(2,3,4,5and
6) except, the items number (1,7,8,and 10) the responses were neutral
and the item (9) the response was negative .While, after the
application of education program, nurses expressed at post-test a
positive responses except the item (9) response neutral in attitudes
(table 4.5.1). The findings of this study show that (52%) of studies
sample expressed a positive attitudes at the pre-test period of
measurement. While, after application of education program, findings
demonstrated that the (100%) of nurses expressed a positive attitudes

at the post-test period of measurement (Table 4.5.2).

The current study findings reveal that there is a highly-
significant difference between the study group attitudes responses in
pre-posttests (P = 0.001), the study results indicate that there is an
improvement in the nurses attitude towards pregnancy induced

hypertension (table 4-6).

The current study supports the findings of Ahmed Mohammed
Sabry, et al., (2021), who found a highly statistically significant
differences (p>0.001) between nurses' attitudes before and after the
program, with the majority of nurses (75%) having a negative attitude
before the program and the majority (95%) having a positive attitude
after the program. This is also supported by Sangeetha and Baby
(2018), who found that majority 83 percent of (PIH) women, had a
positive attitude after the program. Another study, conducted by
Fadare, Akpor, and Oziegbe, (2016), looked at pregnant women's

attitudes about PIH management. The results were similar to the
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current study, with the majority of pregnant women having a positive

attitude toward PIH care.

5.4: Discussion of the Association between Effects of
education program Nurses Knowledge with Demographic

Characteristics:

In terms of comparing the effects of nurses’ knowledge
improvement on their demographic characteristics, the current
findings show that there are no significant differences in nurses'
knowledge levels and demographic characteristics such as gender,
age, education level, and years of experience in the pretest for the

study and control groups (table 4-8).

These findings are consistent with those of EL-BAHY (2013),
who found no statistically significant changes in mean knowledge
scores based on age, place of employment, or years of experience in

the health area.

These finding of the study Disagree with the shaheen, 2020)
who Shows the mean score of knowledge about severe gestational
hypertension of the study sample in rapport to their level of education
before and after test. There was a highly statistically significant
difference regarding overall knowledge in relation to their level of
education and years of experience in pretest, where (P value <0.001).
However, whilst there was no statistically significant variation
regarding the overall knowledge score in link to their level of

education and years of experience in posttest, where (P value >0.05).

The outcomes in the current study, the mean score of the total

knowledge of the nurses tested showed no statistically significant
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variation in connection to their years of experience. This contradicts
the findings of Abd Alhafez, Ahmed, and Mohamed (2018), which
looked at the impact of an international preeclampsia management
training program on maternity nurses' expertise. These investigations
discovered a link between a nurse's knowledge and their years of

experience.

5.5: Discussion of the Association between Effects of
education program Nurses Attitudes with Demographic

Characteristics:

The current findings reveal that there is no significant difference
between nurses' attitudes level and demographic characteristics such
as gender, age, education level, and years of experience in the pretest

for study and control groups at ( P-value 0.05) (Table 4-9)

The finding agree with the findings of the research by
Sangeetha and Baby, (2018) who revealed that there were no
statistical significant relation between attitudes of preeclampsia and
demographic characteristics, also with the study by Fadare, Akpor, &
Oziegbe, (2016), who revealed that there were no statistical significant
relation between attitudes of pregnancy induced hypertension and

demographic characteristics.
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Chapter Six:

Conclusions and Recommendations

6.1. Conclusions:

This chapter presents the conclusions based on the interpretation
and discussion of the study findings, as well as important
recommendations that may aid in the development of strategic
planning to improve nurses' knowledge and attitudes regarding
pregnancy-induced hypertension. The researcher concluded the

following based on the findings of the current study:

1. The demographic characteristics of the current study's reveal that the
majority of nurses' participants are between the ages of 20 and 29, are
mostly female, have a diploma, and have worked in nursing for less than 5
years. Furthermore, the majority of participants have received no training

in antenatal care or gestational hypertension

2. The pre-test assessment of knowledge and attitudes about pregnancy-
induced hypertension in PHC centers found a low level of assessment in

both groups (control and study group).

3. After the educational program was implemented, the findings revealed a
high level of nurses' knowledge and attitudes for post-test in the study
group regarding pregnancy-induced hypertension. While the control
group's degree of knowledge and attitudes show a low level this indicates

the effect of the educational program on nurses of the study group.

4. According to the findings, there was no statistically significant
relationship between nurses' knowledge and attitudes with the demographic

characteristics of the participants.
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6.2. Recommendations

The following are some of the recommendations made by this

study:
1. A manual containing the basic need information about PIH

2. Providing nurses with a regular training and education program to

improve their knowledge of pregnancy-induced hypertension.

3. Standardized protocols for treatment, management, and nursing care

about pregnancy induced hypertension.

4. Encourage nurses to participate in continuing education activities
such as workshops, conferences, and training programs, as well as
to review and update nursing care related to hypertensive disorders

in pregnancy.

5. Educational lectures for nurses in hospitals and primary health care
centers should be done on a regular basis and updated to assist
nurses in spreading health awareness for the purpose of maintaining

pregnant and fetus health.
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Questionnaire

Part (I): Socio-Demographic and Personal characteristics

1. Gender? male female

2. Age in years?

3. Level of Education?

Secondary Nursing School

Institute

Bachelor

Other (master, doctor)

4. Years of experience?

e From1-5

e From6-10

e From11-15

e From 16 and above
5. Have you participated in training courses on pregnant women caring

(how many number)

° Yes No
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Part (I1) : General Knowledge of Nurses regarding Pregnancy
Induced Hypertension.

Answer the following questions carefully and circle the right answer

Questions

Options

. When does high
blood pressure
occur during

pregnancy?

a. Onset of hypertension without proteinuria, after 20
weeks of pregnancy.

b. Onset of hypertension with proteinuria within 20 weeks
pregnancy.

c. Onset of hypertension with proteinuria after 35 weeks
of pregnancy.

hypertension
mean.

d. Occur before pregnant and continue after delivery.
e. 1 do not know.
a. Sitting position with the arm at heart level
. The appropriate b. st_an_ding pqs_ition _
position for C. ﬁétatlr?g position with the arm lower than the level of the
measuring blood d. Sitting position with the arm higher than the level of
pressure for a the heart
pregnant woman: e. | do not know.
a. Hypertension develops after 20 weeks of gestation and
characterized by hypertension and proteinuria
b. Hypertension present before the pregnancy or
Chronic diagnosed before 20 weeks of gestation

c. Presence of systolic blood pressure > 160 mmHg or
diastolic blood pressure > 110 mmHg and proteinuria
> 29/24 hr. urine specimen or > 2+ on dipstick
Hypertension occurs during pregnant.

.1 do not know.
Factors that a amily history of pre-eclampsia
i i b. Obesity.
increase the risk _
of developing ¢. Pneumonia.
d. Heart disease.

preeclampsia are:

e. 1do not know.

. When does

Preeclampsia
occur?

a. Preeclampsia begins after the 20th week of pregnancy in
pregnant women whose blood pressure was normal with
signs of organic damage such as the liver and kidneys.

b. Women who have high blood pressure ( over 140/90)
before pregnancy early in pregnancy (before 20 weeks )
or continue to have it after delivery

c. Hypertension without proteinuria, detected after 20

weeks of pregnancy
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d. Preeclampsia occurs when a case of no voluntary
convulsions appears in a pregnant woman

e. | do not know

6.

What does the
Eclampsia mean?

a. It's New hypertension presenting after 20 weeks without
significant proteinuria and goes away after delivery
hypertension

b. It's high blood pressure before pregnancy early in
Pregnancy (before 20 weeks ) or continue to have it
after delivery

c. It's a convulsive condition associated with preeclampsia

d. It's a hypertension with found protein in urine

e. | do not know

When does
superimposed
preeclampsia
occur?

a. develops in a women with chronic hypertension

b. Women who have high blood pressure before
pregnancy early in pregnancy (before 20 weeks ) or
continue to have it after delivery

c. Hypertension without proteinuria , detected after 20
weeks of pregnancy ours collection

d. Occur during pregnant.

e. | do not know

What is the
Edema?

a. Weight gain of lower than 1 kg in any one week

b. It is a swelling resulting from excess fluid sequestered in
the tissues of the body and is more noticeable in the legs
and arms.

c. weight gain is not present about two — thirds of patient
with PIH

d. edema is decrease in weight.

e. | do not know.

What is HELLP
syndrome?

a. Haemolysis , elevated liver enzyme and low platelets
count

b. Haemolysis , elevated stomach enzyme and low platelets
count

c. Haemolysis , elevated liver enzyme and high platelets

count

d. Haemolysis , low liver enzyme and elevated platelets
count.

e. | do not know.

10.

What are the
factors that play a
role to increase

a. Obesity and too much salt in your diet , stress
b. Non-steroidal Anti-inflammatory Drugs , a diet low in
vitamin D, Too little potassium in your diet
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blood pressure?
Choose all the
possible correct

c. Bothaand b

d. nutrient contain low amount of salt.

answers e. | do not know
11. What are risk a. Obesity prior hypertension , diabetes mellitus
factors of b. Maternal age above 35 years , gestational diabetes
. c.Bothaand b
preeclampsia .
: d. multi pregnant women.
include? e. | do not know.
a. IUGR ( Intra Uterine Growth Retardation )
b. Meningitis

12.

What is the effect
of preclampsia on
fetal outcome?

c. The death of the fetus inside the womb.
d. premature delivery.

e. | do not know.

13. What is the effect | a. Placental a bruption , Oliguria
of chronic b. Central nervus system dysfunction , thrombocytopenia
hypertensionon | ¢ Bothaandb
pregnant women d. prevents the continuation of pregnancy correctly
e. | do not know.
outcome?
a. Decrease nausea and vomiting
b. Edema and protein in the urine
14. The signs and c. Tachycardia

symptoms of
Preeclampsia are:

d. decrease in blood pressure.

e. | do not know.
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Part (I11): Nurses Knowledge Regarding Treatment and Prevention of
Pregnancy Induced Hypertension

Answer The Following Questions Carefully And Circle The Right Answer

Questions

Options

1.

What is suggested the
treatment for general
non-pharmacological
treatment of pregnant
women with mild to
moderate high blood
pressure during
pregnancy

a. Saltrestriction

b. abstain from smoking
c.bothaandb

d. Diuretics

e. | do not know

2. Why is bed rest a. Reduce vomiting
encouraged for b. Reduce blood pressure
pregnant women with | C- Improve utero-placental blood flow
preeclampsia d. decrease utero-placental blood flow
e. | do not know.
3. How does the nurse- | a. Kick chart
midwife monitor the | b. Fetal heart rate with Doppler or electronic fetal
health of the mother's monitors
fetus before c. Fetal respiratory rate
reeclampsia? .
P P d. The movement of the fetus inside the womb
e. | do not know.
4. What should the a. Explain purpose of administration of drugs to patient
nurse do before b. measure blood pressure
administering c.bothaandb
(MgSo4)? d. Monitor body temperature
e. | do not know.
5. How to give a. Muscular only.
magnesium sulfate b. Intravenously.
MgSo4 to pregnant c. Inside the dermis.
women through? d. Orally
e. 1 do not know.
6. Nursing care during a. Continuous electronic monitoring of the fetus

taking MgSo4.

b. maintain fluid balance
c. Providing emotional support
d. Increase fluid intake
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e. | do not know.

7.

What is the nursing
care treated for severe
pre-eclampsia?

a. Monitor fetal heart sound every 4 hours
b. Monitor respiratory rate every 4 hours
c. Monitor pulse rate every 4 hours

d. Monitoring the movement of the fetus every 4 hours

. 1 do not know.

(0]

What methods can
help prevent
gestational
hypertension?

. Drink at least 8 glasses of water a day

. Get enough rest and use salt as needed for taste
. Exercise

. all above answers are correct

. I do not know.

What is measure the
mother needs during
Pre-eclamptic:

. Measuring Weight every day

. Measuring Body temperature every day
. Measuring Pulse rate every day

. Measuring blood pressure every day

. I do not know.

O O O T 99 d® o O T 2

10.

When should the
midwife inform a

a. When the woman is not responding to the
management given by the midwife

Eregnam woman b. When the woman is having rapid rise in blood
hav:ar;?e?]sive pressure, rapid gain in weight and severe headache
dif:)rder? c. When the woman presents with oliguria
d. When a woman is exposed to a rapid rise in( BP).
e. | do not know.
11. How will you manage | a. Use low dose aspirin, calcium, magnesium and zinc

woman with pre-
eclampsia?

intake
b. Encourage low protein intake and encourage sodium
intake
c. Encourage her to eat sodium
d. Asking the pregnant woman to visit the primary
health care centers before giving birth every month or
less

e. | do not know.

12.

What nutritional
advice would you
give to a woman with
preeclampsia?

a. Use high sodium and high protein diet
b. Use low salt and high fat in diet
c. Reduce the amount of fruit

d. Use vegetables and fish oil




Appendix

144

e. | do not know.

13.

What treatment
would you prescribe
for pre-eclampsia?

a. Phenobarbitone

b. Diuretics e.g. Lasix

C. angiotensin-enzyme inhibitor
d. Magnesium sulfate(MgSo4)
e. | do not know.

14.

Nursing care for mild
pre-eclampsia
includes:

a. The birth of the fetus and the placenta.
b. The position of the woman on the left side

c. treatment of severe high blood pressure
d. Administration of magnesium sulfate

e. | do not know.

15.

Nursing care for
severe pre-eclampsia
includes:

. Encouraging the intake of low amounts of sodium
rest in bed

. Increase fluid intake

. Administration of magnesium sulfate

. 1 'do not know.

16.

The aim of
antihypertensive
treatment is to:

a. Prevent complication

b. Helps the continued growth of the fetus inside the
womb

c. Prolonging pregnancy without risks.

d. all above answers are correct

e. | do not know.

Part (1) Nurses attitudes regarding pregnancy induced hypertension

No Statements Response
agree | Neutral | Disagree
1. | I think that high blood pressure in pregnant
women is an uncommon health problem.
2. | | believe it is essential to measure the blood
pressure of every pregnant woman during every
antenatal care visit
3. It is not a nurse's duty to educate pregnant
women about high blood pressure during
pregnancy.
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| think it is the nurse's duty to educate pregnant
women about the importance of prenatal care in
primary health care centers

| do not think it is the nurse's duty to educate
pregnant women with high blood pressure not to
need bed rest.

| believe that most pregnant women with chronic
high blood pressure are at risk of developing pre-
eclampsia

It is very important to evaluate edema in
pregnant women with high blood pressure

The electronic sphygmomanometer is the best
tool for measuring blood pressure to get the
correct reading during pregnancy.

The use of a blood test as a routine screening
tool is very essential for predicting pre-
eclampsia.

10

| believe that epigastric pain and headache are
always clinical signs of preeclampsia.
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