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DISCUSSION

Minimal access surgery is a valuable diagnostic 
method for female in the last twenty years and now 
frequently being used in the treatment of gyneco-
logical conditions for diagnostic and therapeutic 
purpose 3.Most studies agreed that laparoscopic 
surgery has a very high diagnostic accuracy 
88-99%20. It is not only more convenient but safe and 
effective by avoiding unnecessary non therapeutic 
surgeries17, delay in diagnosis and treatment4.  Our 
study shows an increase in therapeutic laparoscopy 
over 3 years in Ziauddin Hospital by better techno-
logical advancement and skill of the surgeons. The 
indication for laparoscopy were subfertility 23.9%, 
acute pelvic pain 32.3% and chronic pelvic pain 
43.7% .In acute conditions ovarian cyst torsion/rup-
ture/ hemorrhagic in 30 (18.2%) cases, ectopic 
pregnancy 15 (9.1%) and other non obstetrical 
procedures were 9 (5.0%) proved both diagnostic 
and therapeutic at the same time. Patient with 
chronic abdominal pain 16 (9.58%) due to benign 
ovarian tumors, 22(13.1%) with endometriosis, 22 
(13.1%) simple ovarian cyst, 10(5.98%) adhesion and 
3(1.7%) pelvic inflammatory disease. ovarian 
cystectomy in (47.2%) of  patient with ovarian cyst, 
(8.62%) salpingectomy done in ectopic pregnancy, 
Dye test (27%,) Adhesiolysis (4.06%). Acute appendi-
citis, cholecystitis, small bowel adhesion (5.0%) were 
the most common pathology that was detected 
and treated at the same time.
 
According to the WHO, malnutrition, pelvic tuber-
culosis and perpeural infections leading to tubal 
blockage is the major cause of  infertility 13. Diagnos-
tic Hystero- Laparoscopy (DHL) has become an 
integral part to visualize the tubal patency in infertili-
ty13. There were 25 (15%) cases with primary infertility 
and 15 (9%) with secondary infertility. In chromoper-
tubation, unilateral tubal blockage was in 16(9.6%) 
patient and bilateral tubal 4(2.4%) patients. In two 
patient dye test was not performed because of 
cervical stenosis and in other because of  tubercles 
were found, adherent bilateral tubes diagnosed as 
tuberculosis. In case of chronic pelvic pain laparos-
copy can be useful not only for diagnosing endo-
metriosis ,adhesion, ovarian  cyst/masses and pelvic 
inflammatory disease but it can also be used to 
diagnose abnormal uterine findings such as 
congenital uterine malformation (didelphys,  uni or 
bicornuate) uterus5.Our study highlight that infertility 
has remained the most common indication but the 
use of laparoscopy in operative procedures has 
been increased significantly in acute or chronic 
pelvic pain. The procedures like laparoscopic 
myomectomy, hysterectomy (1.01%) successfully 
completed in our study group, are not very 
common but many studies showed its increased 
used in gynecology. Its widespread use is restricted 
by the necessity for special expertise required 
training, and cost effectiveness. So proper training 
at all levels should be incorporated for better 

patient management.

CONCLUSION

Laparoscopy is a valuable diagnostic and thera-
peutic tool for females in different gynecological 
problem. It is less invasive and more convenient. The 
benefits of laparoscopy to laparotomy are less pain, 
less scaring and quicker recovery.
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ABSTRACT
 

Background: Dengue is a mosquito borne disease with worldwide distribution which has become endemic 
in certain regions of Pakistan and has given rise to a few epidemics. Infection with the Dengue virus can 
manifest itself as a severe, non-fatal viral syndrome or a rapidly progressive and a commonly fatal hemor-
rhagic fever. This study was conducted to investigate the prevalence of Dengue fever in the urban region of 
Karachi, Pakistan.

Methods: This retrospective, cross-sectional study was conducted at the Ziauddin Hospital System comprising 
of three hospitals catering to various socio- economic strata of the society. 823 samples were collected from 
the hematology and microbiology department of the hospital and the Dengue NS 1 antigen ELISA test was 
performed. Patients of all age and both genders were included. 

Results: 823 patients were included in this study, out of which 32.1% (264) were found to have sera positive 
for Dengue IgM. Division according to sex demonstrated a predominance of males at 70.8% (n=177) while 
affected females accounted for 29.2% (n= 77). The most susceptible age group was found to be 30-39 years 
of age.

Conclusion: The inhabitants of Karachi face a high probability of contracting this disease due to the unsani-
tary living conditions and lack of basic amenities .This study has shown the prevalence of Dengue to be 
higher in Karachi than in other cities of Pakistan, therefore effectual methods of prevention and control are 
the need of the hour.
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INTRODUCTION 

Dengue is a disease of viral origin which in recent 
years has become endemic throughout the tropical 
regions of the world with frequent cyclical epidemic 
episodes1.Flavivirus is the causative agent of this 
disease via its four different serotypes;  DEN-1, 
DEN-2, DEN-3 and DEN-4.These are transmitted by 
the bite of a mosquito, principally through Aedes 
aeqypti (A. aegypti), the most common vector2. 
Apart from Aedes aegypti there are two other 
vectors gaining importance namely A. Albopictus 
and A.Polynesiensis2.  Dengue manifests itself 
through a spectrum of clinical symptoms: alternat-
ing from an asymptomatic, undifferentiated mild 

fever, dengue fever,  to dengue hemorrhagic fever 
with or without shock (DSS), which is a potentially 
fatal  illness typified  by plasma leakage secondary 
to increased vascular permeability. The lack of 
antiviral modalities or vaccines to prevent dengue is 
its bane. At the febrile stage, patients most com-
monly experience headache, malaise, rash, weak-
ness, chills, aches and pains, and gastrointestinal 
disturbances. Physical examinations often show 
flushing of the face, lethargy, irritability (amongst 
young children), abdominal pain, hepatomegaly 
and petechial hemorrhages. Both forms of the 
disease, dengue hemorrhagic fever and dengue 
shock syndrome have increased in frequency 
throughout the past decade3.

A regional analysis of the Western Pacific region in 
2011 by the WHO, illustrated that a total of 244,880 
cases of dengue were reported of which 839 died. 
Within Asia, the numbers of reported cases were 
highest in the Philippines and more than a thousand 
cases were reported from the Marshall Islands and 
the Federated States of Micronesia.42 cases were 
reported in New Zealand and 17% of the total cases 
were reported from Thailand, Indonesia and Malay-
sia4. 

It is evident that the whole country is prone to a 
Dengue epidemic in one way or the other through 
the fluctuating trends of climate. Owing to 
Pakistan’s subtropical location along with it’s climat-
ic suitability for vectors, many vector borne diseases 
such as malaria, leishmaniasis, Crimean-Congo 
hemorrhagic fever, dengue haemorrhagic fever, 
West Nile virus, Japanese encephalitis and scrub 
typhus have been reported here5,6. Before 2006, 
Dengue Fever was not as common in Pakistan and 
it was mainly localized in the southern part of the 
country, specially the port city of Karachi, however 
soon it rapidly proliferated in other regions of the 
country. This can partially be attributed to increased 
human mobility, for instance due to internally 
displaced people. Frequent trade and travel 
amongst areas where dengue fever is prevalent has 
led to rapid proliferation as well 7. In Pakistan the first 
outbreak of DF was observed in 1994 9 and sporadic 
cases of suspected dengue infection were reported 
in the years to follow.  According to the WHO, 
dengue is spreading rapidly in Pakistan. This can be 
attributed in part to the occurrence of natural 
calamities, like earthquakes and floods which lead 
to the destruction of infrastructure as well as affect 
the health status of the general population.

The dissemination of dengue fever in Pakistan is 
aided by its overcrowded cities, unsafe drinking 
water and inadequate sanitation facilities. The high 

influx of refugees also aids in the spread of this 
disease. This study aims to analyze prevalence of 
dengue fever in the city of Karachi.

METHODS

This retrospective, cross-sectional study was com-
menced at three different branches of Dr. Ziauddin 
hospitals in Karachi, namely Ziauddin Clifton 
campus, Ziauddin Kemari Campus and Ziauddin 
Nazimabad Campus. These campuses cater to 
various socio- economic tiers of the society. The 
data was collected from the Hematology and 
Microbiology department of the Dr. Ziauddin Hospi-
tals. Inclusion criteria for this study were people 
presenting with symptoms of dengue fever such as 
high grade fever lasting for more than two days, 
rash after the onset of fever, muscle and joint pain 
and head ache. Patients of all age and both 
genders were included. Patients who had a rash or 
headache without fever were excluded. 
The total number of samples collected during the 
study period were 823. These were collected in 
clotted yellow plain vacutainer tubes.  Dengue NS-1 
antigen test was done to check the antigen status 
of the patient. This test allows rapid detection on the 
first day of fever before the appearance of 
antibodies (IgM). This method of detection is 
through enzyme linked immunosorbent assay 
(ELISA).  Dia. Pro diagnostic bioprobes Dengue virus 
IgM kits were used for this test; the sensitivity for IgM 
antibodies is 90% while the specificity of the kit is 
98%. This study was done for the purpose of educat-
ing and creating awareness regarding the preva-
lence of dengue.

All variables were entered into SPSS (Statistical Pack-
age for Social Sciences) version 20.0 and the mean 
age with standard deviation, the prevalence, age 
and sex relationship were calculated for patients 
who had tested positive for Dengus NS -1.

DISCUSSION

Low birth weight is the most important challenge 
confronting those responsible for new born care 
especially in developing country like Pakistan as 
greater proportion of morbidity and mortality fall in 
this group. Death of LBW babies account for about 
50% of neonates and 50% of handicapped infants10.

Current study was performed to confirm the associ-
ation of maternal hypertension with birth weight of 
baby in our population. The association of birth 
weight with pre-eclampsia allows more precise 
estimation of potential effects of pre-eclampsia11. 
Individualized birth weight has been shown to be a 
better estimate of growth potential of a fetus and 
deviation from this standard has been shown to be 
a better predictor of neonatal complications12. So 
the birth weight model was adopted in this study 
which allowed a more precise estimation of the 
potential effects of PIH on neonate.

In this study when birth weights of babies born to 
patients having PIH were compared to those of 
babies born to normotensive mothers at term. There 
was statistically significant difference in both groups 
and birth weights of babies born to hypertensive 
gravidas were lower i.e. 76% versus 16% in controls 
respectively. Our results clearly demonstrated that 
PIH at term is associated with an increase incidence 
of small for gestational age babies and decreased 
neonatal birth weight. P-value was found to be 0.01 
(<0.05).

Babies having weight <2.5kg were taken as low birth 
weight babies13. Majority of low birth weight babies 
born in Pakistan are growth retarded rather than 
preterm14. The incidence of LBW has declined to 
<10% of babies in developed countries due to 

socioeconomic advancement, whereas in devel-
oping countries it is still in the range of 15-40%. In 
Pakistan 12-25% of babies are LBW at birth15. A 
case-control study was conducted at civil hospital 
Karachi Pakistan where maternal and perinatal 
outcome of hypertensive disorders was studied.it 
clearly showed increased incidence of low birth 
weight babies was found in various hypertensive 
disorders16. About 50 percent babies born to moth-
ers having pre eclampsia and eclampsia were low 
birth weight. This study was in agreement with obser-
vation from cross sectional study conducted in 
health care facilities across Pakistan where mater-
nal and fetal effects of eclampsia were studied 
about 70% babies born to mothers having hyperten-
sive disorders were found to be low birth weight 
babies17. In a population based study conducted in 
India regarding hypertensive disorders in pregnan-
cy, it was observed that there was positive associa-
tion between small for gestational age babies and 
PIH18.

Severity of LBW increases as the pathophysiology of 
PIH and pre-eclampsia worsens and this can lead to 
fetal death in extreme cases19. In the present study 
two stillbirths were observed. Both were low birth 
weight babies. Among them one was born to the 
patient having severe pre-eclampsia and the other 
one was born to the patient who had eclampsia 
and the weights of the babies were 1.8 kg and 1.6 
kg respectively.

Another large population based study published in 
2015 conducted in Harare Zimbabwe confirmed 
and quantifies the magnitude of the excess risk of 
low birth weight and stillbirth babies born to women 
with hypertensive disease in pregnancy20. Women 
with any hypertensive disorder, gestational hyper-
tension with or without proteinuria and pre-existing 

hypertension were at a significantly higher risk of 
having small for gestational age infants and stillbirth 
babies21.

Regarding age distribution it was seen that majority 
of the patients in both groups had ages between 
25-35 years i.e. (42% in hypertensive and 56% in 
controls). As this is the peak reproductive age so 
majority of the patients had ages between 25-35 
years. Another observation drawn was that 22% of 
the patients had age >35 years in hypertensive 
group whereas only 8% of the patients had age >35 
in control group however, favoring the increase 
incidence of PIH with increase in the age of mother.
 
In hypertensive group 50% of the patients were 
primigravidas while in control group 24% of the 
patients were having their first baby. This also 
favored the belief on increased incidence of PIH in 
primiparasi  while 64% of the normotensive patients 
were multigarvidas while 38% of the patients were 
multigravidas in hypertensive group which signifies 
that with increasing parity frequency of PIH 
decreases. 

All the babies born alive had Apgar scores of >5 at 
5 minutes. Majority of the babies in hypertensive 
group had Apgar score in between 6-8 while in 
control group the majority of the babies had Apgar 
score 8-10. So overall the babies born to normoten-
sive mothers had better Apgar score as compared 
to the babies born to hypertensive group it can be 
because of the fetal compromise associated with 
low birth weight and growth restricted babies in 
hypertensive patients. Majority of the hypertensive 
patients had systolic blood pressure ranging from 
140-160mmhg and only 4% of the patients had 
systolic BP > 160mmhg, While diastolic blood 
pressure in majority of the patients was 
90-110mmhg. No maternal mortality was seen in 
either group. This may be because of the possibility 
that we included only booked patients in our study 
and they were on regular follow up and treatment.  
However, two stillbirths were seen and majority of 
the babies in hypertensive mothers were low birth 
weight. 

CONCLUSION

PIH is associated with decreased fetal birth weight 
at birth and this proves our hypothesis as 76% of 
babies were found to be low birth weights as com-
pared to 16% in control group. In conclusion there is 
need for further co-ordination to make the best use 
of the available resources to improve the perinatal 
outcome. Proper awareness and timely intervention 
decreases perinatal complication associated with 
PIH. Early recognition, regular follow up, proper 
awareness can decrease the complications associ-

ated with PIH.
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DISCUSSION

Minimal access surgery is a valuable diagnostic 
method for female in the last twenty years and now 
frequently being used in the treatment of gyneco-
logical conditions for diagnostic and therapeutic 
purpose 3.Most studies agreed that laparoscopic 
surgery has a very high diagnostic accuracy 
88-99%20. It is not only more convenient but safe and 
effective by avoiding unnecessary non therapeutic 
surgeries17, delay in diagnosis and treatment4.  Our 
study shows an increase in therapeutic laparoscopy 
over 3 years in Ziauddin Hospital by better techno-
logical advancement and skill of the surgeons. The 
indication for laparoscopy were subfertility 23.9%, 
acute pelvic pain 32.3% and chronic pelvic pain 
43.7% .In acute conditions ovarian cyst torsion/rup-
ture/ hemorrhagic in 30 (18.2%) cases, ectopic 
pregnancy 15 (9.1%) and other non obstetrical 
procedures were 9 (5.0%) proved both diagnostic 
and therapeutic at the same time. Patient with 
chronic abdominal pain 16 (9.58%) due to benign 
ovarian tumors, 22(13.1%) with endometriosis, 22 
(13.1%) simple ovarian cyst, 10(5.98%) adhesion and 
3(1.7%) pelvic inflammatory disease. ovarian 
cystectomy in (47.2%) of  patient with ovarian cyst, 
(8.62%) salpingectomy done in ectopic pregnancy, 
Dye test (27%,) Adhesiolysis (4.06%). Acute appendi-
citis, cholecystitis, small bowel adhesion (5.0%) were 
the most common pathology that was detected 
and treated at the same time.
 
According to the WHO, malnutrition, pelvic tuber-
culosis and perpeural infections leading to tubal 
blockage is the major cause of  infertility 13. Diagnos-
tic Hystero- Laparoscopy (DHL) has become an 
integral part to visualize the tubal patency in infertili-
ty13. There were 25 (15%) cases with primary infertility 
and 15 (9%) with secondary infertility. In chromoper-
tubation, unilateral tubal blockage was in 16(9.6%) 
patient and bilateral tubal 4(2.4%) patients. In two 
patient dye test was not performed because of 
cervical stenosis and in other because of  tubercles 
were found, adherent bilateral tubes diagnosed as 
tuberculosis. In case of chronic pelvic pain laparos-
copy can be useful not only for diagnosing endo-
metriosis ,adhesion, ovarian  cyst/masses and pelvic 
inflammatory disease but it can also be used to 
diagnose abnormal uterine findings such as 
congenital uterine malformation (didelphys,  uni or 
bicornuate) uterus5.Our study highlight that infertility 
has remained the most common indication but the 
use of laparoscopy in operative procedures has 
been increased significantly in acute or chronic 
pelvic pain. The procedures like laparoscopic 
myomectomy, hysterectomy (1.01%) successfully 
completed in our study group, are not very 
common but many studies showed its increased 
used in gynecology. Its widespread use is restricted 
by the necessity for special expertise required 
training, and cost effectiveness. So proper training 
at all levels should be incorporated for better 

patient management.

CONCLUSION

Laparoscopy is a valuable diagnostic and thera-
peutic tool for females in different gynecological 
problem. It is less invasive and more convenient. The 
benefits of laparoscopy to laparotomy are less pain, 
less scaring and quicker recovery.
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INTRODUCTION 

Dengue is a disease of viral origin which in recent 
years has become endemic throughout the tropical 
regions of the world with frequent cyclical epidemic 
episodes1.Flavivirus is the causative agent of this 
disease via its four different serotypes;  DEN-1, 
DEN-2, DEN-3 and DEN-4.These are transmitted by 
the bite of a mosquito, principally through Aedes 
aeqypti (A. aegypti), the most common vector2. 
Apart from Aedes aegypti there are two other 
vectors gaining importance namely A. Albopictus 
and A.Polynesiensis2.  Dengue manifests itself 
through a spectrum of clinical symptoms: alternat-
ing from an asymptomatic, undifferentiated mild 

fever, dengue fever,  to dengue hemorrhagic fever 
with or without shock (DSS), which is a potentially 
fatal  illness typified  by plasma leakage secondary 
to increased vascular permeability. The lack of 
antiviral modalities or vaccines to prevent dengue is 
its bane. At the febrile stage, patients most com-
monly experience headache, malaise, rash, weak-
ness, chills, aches and pains, and gastrointestinal 
disturbances. Physical examinations often show 
flushing of the face, lethargy, irritability (amongst 
young children), abdominal pain, hepatomegaly 
and petechial hemorrhages. Both forms of the 
disease, dengue hemorrhagic fever and dengue 
shock syndrome have increased in frequency 
throughout the past decade3.

A regional analysis of the Western Pacific region in 
2011 by the WHO, illustrated that a total of 244,880 
cases of dengue were reported of which 839 died. 
Within Asia, the numbers of reported cases were 
highest in the Philippines and more than a thousand 
cases were reported from the Marshall Islands and 
the Federated States of Micronesia.42 cases were 
reported in New Zealand and 17% of the total cases 
were reported from Thailand, Indonesia and Malay-
sia4. 

It is evident that the whole country is prone to a 
Dengue epidemic in one way or the other through 
the fluctuating trends of climate. Owing to 
Pakistan’s subtropical location along with it’s climat-
ic suitability for vectors, many vector borne diseases 
such as malaria, leishmaniasis, Crimean-Congo 
hemorrhagic fever, dengue haemorrhagic fever, 
West Nile virus, Japanese encephalitis and scrub 
typhus have been reported here5,6. Before 2006, 
Dengue Fever was not as common in Pakistan and 
it was mainly localized in the southern part of the 
country, specially the port city of Karachi, however 
soon it rapidly proliferated in other regions of the 
country. This can partially be attributed to increased 
human mobility, for instance due to internally 
displaced people. Frequent trade and travel 
amongst areas where dengue fever is prevalent has 
led to rapid proliferation as well 7. In Pakistan the first 
outbreak of DF was observed in 1994 9 and sporadic 
cases of suspected dengue infection were reported 
in the years to follow.  According to the WHO, 
dengue is spreading rapidly in Pakistan. This can be 
attributed in part to the occurrence of natural 
calamities, like earthquakes and floods which lead 
to the destruction of infrastructure as well as affect 
the health status of the general population.

The dissemination of dengue fever in Pakistan is 
aided by its overcrowded cities, unsafe drinking 
water and inadequate sanitation facilities. The high 

influx of refugees also aids in the spread of this 
disease. This study aims to analyze prevalence of 
dengue fever in the city of Karachi.

METHODS

This retrospective, cross-sectional study was com-
menced at three different branches of Dr. Ziauddin 
hospitals in Karachi, namely Ziauddin Clifton 
campus, Ziauddin Kemari Campus and Ziauddin 
Nazimabad Campus. These campuses cater to 
various socio- economic tiers of the society. The 
data was collected from the Hematology and 
Microbiology department of the Dr. Ziauddin Hospi-
tals. Inclusion criteria for this study were people 
presenting with symptoms of dengue fever such as 
high grade fever lasting for more than two days, 
rash after the onset of fever, muscle and joint pain 
and head ache. Patients of all age and both 
genders were included. Patients who had a rash or 
headache without fever were excluded. 
The total number of samples collected during the 
study period were 823. These were collected in 
clotted yellow plain vacutainer tubes.  Dengue NS-1 
antigen test was done to check the antigen status 
of the patient. This test allows rapid detection on the 
first day of fever before the appearance of 
antibodies (IgM). This method of detection is 
through enzyme linked immunosorbent assay 
(ELISA).  Dia. Pro diagnostic bioprobes Dengue virus 
IgM kits were used for this test; the sensitivity for IgM 
antibodies is 90% while the specificity of the kit is 
98%. This study was done for the purpose of educat-
ing and creating awareness regarding the preva-
lence of dengue.

All variables were entered into SPSS (Statistical Pack-
age for Social Sciences) version 20.0 and the mean 
age with standard deviation, the prevalence, age 
and sex relationship were calculated for patients 
who had tested positive for Dengus NS -1.

Table: 1 The Age and Sex Relationship of Dengue affected patients

DISCUSSION

Low birth weight is the most important challenge 
confronting those responsible for new born care 
especially in developing country like Pakistan as 
greater proportion of morbidity and mortality fall in 
this group. Death of LBW babies account for about 
50% of neonates and 50% of handicapped infants10.

Current study was performed to confirm the associ-
ation of maternal hypertension with birth weight of 
baby in our population. The association of birth 
weight with pre-eclampsia allows more precise 
estimation of potential effects of pre-eclampsia11. 
Individualized birth weight has been shown to be a 
better estimate of growth potential of a fetus and 
deviation from this standard has been shown to be 
a better predictor of neonatal complications12. So 
the birth weight model was adopted in this study 
which allowed a more precise estimation of the 
potential effects of PIH on neonate.

In this study when birth weights of babies born to 
patients having PIH were compared to those of 
babies born to normotensive mothers at term. There 
was statistically significant difference in both groups 
and birth weights of babies born to hypertensive 
gravidas were lower i.e. 76% versus 16% in controls 
respectively. Our results clearly demonstrated that 
PIH at term is associated with an increase incidence 
of small for gestational age babies and decreased 
neonatal birth weight. P-value was found to be 0.01 
(<0.05).

Babies having weight <2.5kg were taken as low birth 
weight babies13. Majority of low birth weight babies 
born in Pakistan are growth retarded rather than 
preterm14. The incidence of LBW has declined to 
<10% of babies in developed countries due to 

socioeconomic advancement, whereas in devel-
oping countries it is still in the range of 15-40%. In 
Pakistan 12-25% of babies are LBW at birth15. A 
case-control study was conducted at civil hospital 
Karachi Pakistan where maternal and perinatal 
outcome of hypertensive disorders was studied.it 
clearly showed increased incidence of low birth 
weight babies was found in various hypertensive 
disorders16. About 50 percent babies born to moth-
ers having pre eclampsia and eclampsia were low 
birth weight. This study was in agreement with obser-
vation from cross sectional study conducted in 
health care facilities across Pakistan where mater-
nal and fetal effects of eclampsia were studied 
about 70% babies born to mothers having hyperten-
sive disorders were found to be low birth weight 
babies17. In a population based study conducted in 
India regarding hypertensive disorders in pregnan-
cy, it was observed that there was positive associa-
tion between small for gestational age babies and 
PIH18.

Severity of LBW increases as the pathophysiology of 
PIH and pre-eclampsia worsens and this can lead to 
fetal death in extreme cases19. In the present study 
two stillbirths were observed. Both were low birth 
weight babies. Among them one was born to the 
patient having severe pre-eclampsia and the other 
one was born to the patient who had eclampsia 
and the weights of the babies were 1.8 kg and 1.6 
kg respectively.

Another large population based study published in 
2015 conducted in Harare Zimbabwe confirmed 
and quantifies the magnitude of the excess risk of 
low birth weight and stillbirth babies born to women 
with hypertensive disease in pregnancy20. Women 
with any hypertensive disorder, gestational hyper-
tension with or without proteinuria and pre-existing 

hypertension were at a significantly higher risk of 
having small for gestational age infants and stillbirth 
babies21.

Regarding age distribution it was seen that majority 
of the patients in both groups had ages between 
25-35 years i.e. (42% in hypertensive and 56% in 
controls). As this is the peak reproductive age so 
majority of the patients had ages between 25-35 
years. Another observation drawn was that 22% of 
the patients had age >35 years in hypertensive 
group whereas only 8% of the patients had age >35 
in control group however, favoring the increase 
incidence of PIH with increase in the age of mother.
 
In hypertensive group 50% of the patients were 
primigravidas while in control group 24% of the 
patients were having their first baby. This also 
favored the belief on increased incidence of PIH in 
primiparasi  while 64% of the normotensive patients 
were multigarvidas while 38% of the patients were 
multigravidas in hypertensive group which signifies 
that with increasing parity frequency of PIH 
decreases. 

All the babies born alive had Apgar scores of >5 at 
5 minutes. Majority of the babies in hypertensive 
group had Apgar score in between 6-8 while in 
control group the majority of the babies had Apgar 
score 8-10. So overall the babies born to normoten-
sive mothers had better Apgar score as compared 
to the babies born to hypertensive group it can be 
because of the fetal compromise associated with 
low birth weight and growth restricted babies in 
hypertensive patients. Majority of the hypertensive 
patients had systolic blood pressure ranging from 
140-160mmhg and only 4% of the patients had 
systolic BP > 160mmhg, While diastolic blood 
pressure in majority of the patients was 
90-110mmhg. No maternal mortality was seen in 
either group. This may be because of the possibility 
that we included only booked patients in our study 
and they were on regular follow up and treatment.  
However, two stillbirths were seen and majority of 
the babies in hypertensive mothers were low birth 
weight. 

CONCLUSION

PIH is associated with decreased fetal birth weight 
at birth and this proves our hypothesis as 76% of 
babies were found to be low birth weights as com-
pared to 16% in control group. In conclusion there is 
need for further co-ordination to make the best use 
of the available resources to improve the perinatal 
outcome. Proper awareness and timely intervention 
decreases perinatal complication associated with 
PIH. Early recognition, regular follow up, proper 
awareness can decrease the complications associ-

ated with PIH.
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RESULTS AND DISCUSSION

 
Age group  

Sex   

Total  Male ( n=187)  Female (n=77)  

0 -9  n=6 (2.27%)  n=8(3.03%)  n=14 (5.3%)  

10 -19  n=5 (1.89%)  n=7 (2.65%)  n=12 (4.54%)  

20 -29  n=25 (9.46%)  n=23 (8.71%)  n=48 (18.18%)  

30 -39   n=42 (15.9%)  n=22 (8.33%)  n=64 (24.24%)  

40 -49  n=42 (15.9%)  n=4 (1.15%)  n=46 (17.42%)  

50 -59  n=31(11.74%)  n=8 (3.03%)  n=39 (14.77%)  

60 -69  n=26 (9.84%)  n=4 (1.51%)  n=30 (11.36%)  

70 -79  n=8 (3.03%)  n=1 (0.37%)  n=9 (3.41%)  

80 -89  n=1 (0.37%)  n=0 (0%)  n=1 (0.37%)  

90 above  n=1 (0.37%)  n=0 (0%)  n=1 (0.37%)  

TOTAL  n=187 (70.8%)  n=77 (29.2%)  n=264(100%)  
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DISCUSSION

Minimal access surgery is a valuable diagnostic 
method for female in the last twenty years and now 
frequently being used in the treatment of gyneco-
logical conditions for diagnostic and therapeutic 
purpose 3.Most studies agreed that laparoscopic 
surgery has a very high diagnostic accuracy 
88-99%20. It is not only more convenient but safe and 
effective by avoiding unnecessary non therapeutic 
surgeries17, delay in diagnosis and treatment4.  Our 
study shows an increase in therapeutic laparoscopy 
over 3 years in Ziauddin Hospital by better techno-
logical advancement and skill of the surgeons. The 
indication for laparoscopy were subfertility 23.9%, 
acute pelvic pain 32.3% and chronic pelvic pain 
43.7% .In acute conditions ovarian cyst torsion/rup-
ture/ hemorrhagic in 30 (18.2%) cases, ectopic 
pregnancy 15 (9.1%) and other non obstetrical 
procedures were 9 (5.0%) proved both diagnostic 
and therapeutic at the same time. Patient with 
chronic abdominal pain 16 (9.58%) due to benign 
ovarian tumors, 22(13.1%) with endometriosis, 22 
(13.1%) simple ovarian cyst, 10(5.98%) adhesion and 
3(1.7%) pelvic inflammatory disease. ovarian 
cystectomy in (47.2%) of  patient with ovarian cyst, 
(8.62%) salpingectomy done in ectopic pregnancy, 
Dye test (27%,) Adhesiolysis (4.06%). Acute appendi-
citis, cholecystitis, small bowel adhesion (5.0%) were 
the most common pathology that was detected 
and treated at the same time.
 
According to the WHO, malnutrition, pelvic tuber-
culosis and perpeural infections leading to tubal 
blockage is the major cause of  infertility 13. Diagnos-
tic Hystero- Laparoscopy (DHL) has become an 
integral part to visualize the tubal patency in infertili-
ty13. There were 25 (15%) cases with primary infertility 
and 15 (9%) with secondary infertility. In chromoper-
tubation, unilateral tubal blockage was in 16(9.6%) 
patient and bilateral tubal 4(2.4%) patients. In two 
patient dye test was not performed because of 
cervical stenosis and in other because of  tubercles 
were found, adherent bilateral tubes diagnosed as 
tuberculosis. In case of chronic pelvic pain laparos-
copy can be useful not only for diagnosing endo-
metriosis ,adhesion, ovarian  cyst/masses and pelvic 
inflammatory disease but it can also be used to 
diagnose abnormal uterine findings such as 
congenital uterine malformation (didelphys,  uni or 
bicornuate) uterus5.Our study highlight that infertility 
has remained the most common indication but the 
use of laparoscopy in operative procedures has 
been increased significantly in acute or chronic 
pelvic pain. The procedures like laparoscopic 
myomectomy, hysterectomy (1.01%) successfully 
completed in our study group, are not very 
common but many studies showed its increased 
used in gynecology. Its widespread use is restricted 
by the necessity for special expertise required 
training, and cost effectiveness. So proper training 
at all levels should be incorporated for better 

patient management.

CONCLUSION

Laparoscopy is a valuable diagnostic and thera-
peutic tool for females in different gynecological 
problem. It is less invasive and more convenient. The 
benefits of laparoscopy to laparotomy are less pain, 
less scaring and quicker recovery.
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In recent years Dengue has become a vice for 
Pakistan which, despite the government’s relentless 
efforts has not yet been controlled. Dengue virus 
belongs to the genus Flavivirus and comprises four 
different serotypes; (DEN 1- DEN 4). Infection from 
one of the four serotypes confers lifelong immunity 
to that specific serotype but there is cross immunity 
to the other serotypes for a few months only 8. 
Consecutive infection with two different serotypes 
culminates in severe disease, characterized as 
DHF8.  Although all four serotypes namely, DEN-1, 
DEN-2, DEN-3, and DEN-4 of this virus have been 
reported to cause this infection but serotypes DEN-2 
and DEN-3 have emerged as the major causative 
serotypes in humans world-wide as well as in 
Pakistan9.   The WHO defined DHF (Dengue Hemor-
rhagic Fever) as an acute febrile disease caused by 
one of the 4 serotypes of Dengue viruses and char-
acterized by a bleeding diathesis which evolves to 
shock, DSS (Dengue Shock Syndrome). When 
Dengue first emerged in Karachi as an epidemic, 
collected samples had to be sent to Singapore for 
analysis due to the lack of serotyping facilities at 
that moment in time. Out of the 16 samples sent to 
Singapore, 15 were positive for IgM against Dengue 
virus10.

Dengue is widely existent among the tropical and 
sub-tropical countries of the world. It estimated that 
2.5 billion people in approximately 100 countries are 
at a risk of contracting this disease 
(http://apps.who.int/ iris/bitstreamz/10665/75303/1/ 
9789241504034_eng.pdf). (http://www.who.int/me-
diacentre/factsheets/ fs117/en/.)

An estimated 50 million people are infected world-
wide, of which half a million people are diagnosed 
with DHF and there are 20,000 deaths. South Asian 
countries carry a high burden of Dengue Fever and 
Dengue Hemorrhagic Fever and are faced with 
frequent cyclical epidemics11.All four serotypes are 
freely circulating globally12. Between 2001 and 2008 
there were more than a million cases in Cambodia, 
Malaysia, Philippines and Vietnam15. 

Dengue is not new to Pakistan therefore many 
studies have been done on its prevalence but most 
of them focus in the province of Punjab, whereas 
the city of Karachi has been experiencing a rise in 
the numbers of Dengue cases. A prevalence report 
from Punjab, Pakistan, with a sample size of 11,283 
patients for the year of 2011, delineated values as 
high as 18.3% in Data Ghanj Bakhsh Town to as low 
as 1.5% in Wagha Town1. Our study shows the preva-
lence of Dengue in Karachi to be a startling 32.1% 
(n=264), from a sample size of 823 patients. 
Amongst the positive cases, division according to 
sex demonstrated a male predominance, making 
up for 70.8% (n=177)of the total while females 
accounted for 29.2% (n= 77) .This gender pattern 
was similar to what Ali et al reported in 2015, show-
ing 69.11 % males and 30.88 % females. Tahir et al 

(2010) observed the prevalence of Dengue in 
Lahore to be around 58.55% in males whilst 41.44% 
of the cases were females14. Mehmood et al 2009 
reported that male to female ratio of Dengue in 
Pakistan to be 1.25:115, reinforcing the high male to 
female ratio observed amongst our study as well as 
others from Pakistan. This relationship was also 
observed by a  Malaysian study 16 as well as a report 
by the WHO , comparing male- female differences 
in the number of reported Dengue fever cases 
amongst Asian countries17 with the proportion of 
males shown to be significantly greater (p<0•001) 
than that of females, for all age groups.

An important reason for the reduced number of 
cases amongst females could be that be it summer 
or winter, females of this region mostly don the tradi-
tional “kameez ” which consists of numerous flairs 
and folds of cloth, often accompanied by full 
sleeves , a long trouser and a “dupatta” which 
mostly covers the head or is draped around the 
neck . Covering oneself optimizes protection from 
being bitten by mosquitoes and has been docu-
mented as a major preventive measure which 
should be strongly emphasized (http://won-
der .cdc.gov/wonder/prevgu id/p0000443/ 
p0000443).

The higher percentage of cases amongst males 
could also be attributed to the role of males as the 
chief bread earners, who are out and about at work 
during the mid-morning or early afternoon thus 
exposing them to the Aedes mosquito at its peak 
biting time. 

DHF has been considered as a disease of the paedi-
atric population and is now one of the leading 
causes of hospitalization and death among 
children18. However, reports from Singapore, Indo-
nesia, Bangladesh and Thailand19-21 indicate a rise in 
the incidence of Dengue amongst older age 
groups. Our study exhibited that patients lying in the 
age group of  30-39 years were most affected, 
making up for 24.2% (n=64) of the total cases 
positive for Dengue. Cases reported in Lahore by Ali 
et al in 2015 showed that patients who were most 
affected belonged to the age group of 21-30 years, 
comprising 23.1% of the total cases1. Reports from 
Faisalabad in 2011 showed the age group of 21-30 
years to constitute 38% of the total cases22.A brief 
report based on the epidemiology of dengue fever 
in Pakistan showed that the mean age amongst 
patients is 32 years 23 while our research shows that 
the mean age was 37.95 ± 16.32. Reports from other 
endemic countries are also in concordance with 
this observation. From India, Gupta et al 2006 23 
presented the maximum number of cases to occur 
between the ages of 21 and 30 years and similarly 
data from the 2005 outbreak in Singapore showed 
that it was predominantly young adults who were 
affected by DHF24. The age and sex relationship of 
dengue is shown in table 1.The age distribution 

presented shows that the evident trend is similar to 
researches done previously in Faisalabad and 
Lahore.

CONCLUSION

Karachi is the largest city of the province Sindh, 
Pakistan, populated by more than 15 million popu-
lation who are mostly living in poorly built houses 
under unsanitary conditions, lacking basic facilities 
such as clean water and a waste disposal system. 
This study has shown the prevalence of Dengue is 
higher in Karachi than other cities such as Lahore 
and Faisalabad, therefore further studies are 
warranted on a larger scale to locate disease infest-
ed pockets in the city so that a stronger initiative 
can be made to prevent further spread of this virus. 
A local surveillance and disease notification 
program is required, so that the number of patients 
with suspected DHF from different hospitals in the 
city can be ascertained for a more accurate report. 
The health department should act quickly and 
develop a systematic approach towards preven-
tion and control. A coordinated surveillance system 
and an effective disease prevention programme 
should be launched, targeting vector control via 
chemical or environmental measures, along with 
mass education of the community to seek medical 
help as soon as possible. Family physicians/general 
practitioners’ knowledge regarding dengue should 
be fortified so they learn to recognize the warning 
signs and reduce the number of misdiagnosed 
cases. 
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DISCUSSION

Low birth weight is the most important challenge 
confronting those responsible for new born care 
especially in developing country like Pakistan as 
greater proportion of morbidity and mortality fall in 
this group. Death of LBW babies account for about 
50% of neonates and 50% of handicapped infants10.

Current study was performed to confirm the associ-
ation of maternal hypertension with birth weight of 
baby in our population. The association of birth 
weight with pre-eclampsia allows more precise 
estimation of potential effects of pre-eclampsia11. 
Individualized birth weight has been shown to be a 
better estimate of growth potential of a fetus and 
deviation from this standard has been shown to be 
a better predictor of neonatal complications12. So 
the birth weight model was adopted in this study 
which allowed a more precise estimation of the 
potential effects of PIH on neonate.

In this study when birth weights of babies born to 
patients having PIH were compared to those of 
babies born to normotensive mothers at term. There 
was statistically significant difference in both groups 
and birth weights of babies born to hypertensive 
gravidas were lower i.e. 76% versus 16% in controls 
respectively. Our results clearly demonstrated that 
PIH at term is associated with an increase incidence 
of small for gestational age babies and decreased 
neonatal birth weight. P-value was found to be 0.01 
(<0.05).

Babies having weight <2.5kg were taken as low birth 
weight babies13. Majority of low birth weight babies 
born in Pakistan are growth retarded rather than 
preterm14. The incidence of LBW has declined to 
<10% of babies in developed countries due to 

socioeconomic advancement, whereas in devel-
oping countries it is still in the range of 15-40%. In 
Pakistan 12-25% of babies are LBW at birth15. A 
case-control study was conducted at civil hospital 
Karachi Pakistan where maternal and perinatal 
outcome of hypertensive disorders was studied.it 
clearly showed increased incidence of low birth 
weight babies was found in various hypertensive 
disorders16. About 50 percent babies born to moth-
ers having pre eclampsia and eclampsia were low 
birth weight. This study was in agreement with obser-
vation from cross sectional study conducted in 
health care facilities across Pakistan where mater-
nal and fetal effects of eclampsia were studied 
about 70% babies born to mothers having hyperten-
sive disorders were found to be low birth weight 
babies17. In a population based study conducted in 
India regarding hypertensive disorders in pregnan-
cy, it was observed that there was positive associa-
tion between small for gestational age babies and 
PIH18.

Severity of LBW increases as the pathophysiology of 
PIH and pre-eclampsia worsens and this can lead to 
fetal death in extreme cases19. In the present study 
two stillbirths were observed. Both were low birth 
weight babies. Among them one was born to the 
patient having severe pre-eclampsia and the other 
one was born to the patient who had eclampsia 
and the weights of the babies were 1.8 kg and 1.6 
kg respectively.

Another large population based study published in 
2015 conducted in Harare Zimbabwe confirmed 
and quantifies the magnitude of the excess risk of 
low birth weight and stillbirth babies born to women 
with hypertensive disease in pregnancy20. Women 
with any hypertensive disorder, gestational hyper-
tension with or without proteinuria and pre-existing 

hypertension were at a significantly higher risk of 
having small for gestational age infants and stillbirth 
babies21.

Regarding age distribution it was seen that majority 
of the patients in both groups had ages between 
25-35 years i.e. (42% in hypertensive and 56% in 
controls). As this is the peak reproductive age so 
majority of the patients had ages between 25-35 
years. Another observation drawn was that 22% of 
the patients had age >35 years in hypertensive 
group whereas only 8% of the patients had age >35 
in control group however, favoring the increase 
incidence of PIH with increase in the age of mother.
 
In hypertensive group 50% of the patients were 
primigravidas while in control group 24% of the 
patients were having their first baby. This also 
favored the belief on increased incidence of PIH in 
primiparasi  while 64% of the normotensive patients 
were multigarvidas while 38% of the patients were 
multigravidas in hypertensive group which signifies 
that with increasing parity frequency of PIH 
decreases. 

All the babies born alive had Apgar scores of >5 at 
5 minutes. Majority of the babies in hypertensive 
group had Apgar score in between 6-8 while in 
control group the majority of the babies had Apgar 
score 8-10. So overall the babies born to normoten-
sive mothers had better Apgar score as compared 
to the babies born to hypertensive group it can be 
because of the fetal compromise associated with 
low birth weight and growth restricted babies in 
hypertensive patients. Majority of the hypertensive 
patients had systolic blood pressure ranging from 
140-160mmhg and only 4% of the patients had 
systolic BP > 160mmhg, While diastolic blood 
pressure in majority of the patients was 
90-110mmhg. No maternal mortality was seen in 
either group. This may be because of the possibility 
that we included only booked patients in our study 
and they were on regular follow up and treatment.  
However, two stillbirths were seen and majority of 
the babies in hypertensive mothers were low birth 
weight. 

CONCLUSION

PIH is associated with decreased fetal birth weight 
at birth and this proves our hypothesis as 76% of 
babies were found to be low birth weights as com-
pared to 16% in control group. In conclusion there is 
need for further co-ordination to make the best use 
of the available resources to improve the perinatal 
outcome. Proper awareness and timely intervention 
decreases perinatal complication associated with 
PIH. Early recognition, regular follow up, proper 
awareness can decrease the complications associ-

ated with PIH.
REFERENCES

1. Garg AX, Nevis IF, McArthur E, Sontrop JM, Koval 
JJ, Lam NN, Hildebrand AM, Reese PP, Storsley L, Gill 
JS, Segev DL, Habbous S, Bugeja A, Knoll GA, 
Dipchand C, Monroy-Cuadros M, Lentine KL; 
DONOR Network. Gestational hypertension and 
preeclampsia in living kidney donors. NEJM. 2015; 
372(2):124-33. 
2. Khalil A, Jauniaux E, Harrington K. Antihyperten-
sive therapy and central hemodynamics in women 
with hypertensive disorders in pregnancy. Obstet 
Gynecol. 2009; 113(3):646-54.
3. Hansen AR, Barnés CM, Folkman J, McElrath TF. 
Maternal preeclampsia predicts the development 
of bronchopulmonary dysplasia. J Pediatr. 2010; 
156(4):532-6. 
4. Barton JR, Barton LA, Desch CN, Rhea DJ, Stanzia-
no GJ, Sibai BM. Elective delivery at 340/7 to 366/7 
weeks' gestation and its impact on neonatal 
outcomes in women with stable mild gestational 
hypertension. AJOG. 2011; 204(1):26-31.
5. Park JE, Park K. Text Book of Preventive and Social 
Medicine. Jabalpur: Banarsidas Bhanot Publishers; 
2011; 20th Ed.
6. MMUpadhyay, Biccha RP, Sherpa MT, Shrestha R, 
Panta PP. Association between maternal body 
mass index and the birth weight of neonates. Nepal 
Med Coll J. 2011;13 (1):42-5.
7. DeshpandeJayant D., Phalke DB.,Bangal 
VB.,Peeyuusha D., Sushen Bhatt. Maternal Risk 
Factors For Low Birth Weight Neonates: A Hospital 
Based Case-Control Study In Rural Area Of Western 
Maharashtra, India. NJCM. 2011;2(3):394-398
8. Navbir P. Placental morphology and its co-rela-
tion with foetal outcome in pregnancy-induced 
hypertension. Int. J Basic Appl. Med. Sc. 2012;2 
(3):120-125
9. Sumit G. Correlation of placental weight and fetal 
outcome in pregnancy induced hypertension. 
Journal of Obstet Gynecol India. 2013; 170-5.
10. Jitendra P, Ravi DP, Ritesh KS. Morphological 
study of placenta in normal uncomplicated preg-
nancy in Gujarat region. IJBMR 2013; 4(2):3155-3158.
11. Raghavendra. A. Y, Vinay. K.V ,VeenaPai.  A 
Study of Placental Weight and Fetal Outcome in 
Different Grades of Pregnancy Induced Hyperten-
sion. Int J Anat Res 2014; 2(4):625-629.  
12. Albu AR, Horhoianu IA, Dumitrascu MC, Horhoia-
nu V. Growth assessment in diagnosis of Fetal 
Growth Restriction. Review. J Med Life. 2014; 
7(2):150-4. 
13. Odendaal ES1, Steyn DW, Odendaal HJ. Obstet-
ric causes for delivery of very-low-birth-weight 
babies at Tygerberg Hospital. SAMJ 2003;93(1):61-4
14. Nisar YB1, Dibley MJ. Determinants of neonatal 
mortality in Pakistan: secondary analysis of Pakistan 
Demographic and Health Survey 2006-07. BMC 

Public Health. 2014;14: 663. 
15. Khan A, Nasrullah FD and Jaleel R Frequency 
and risk factors of low birth weight in term pregnan-
cy. PJMS. 2016; 32(1): 138–142. 
16. Hossain N, Shah N, Khan N, Lata S and Khan 
NH.Maternal and Perinatal Outcome of Hyperten-
sive Disorders of Pregnancy at a Tertiary Care Hospi-
tal. JDUHS 2011, 5(1): 12-16 
17. Aftab S,  Mazhar B, ArfaTabassum A,  Bhutta S, 
Arif Tajjamul A, Maternal and Neonatal Outcome of 
Eclampsia in WHO Multi Country Survey on Maternal 
and Newborn Health. JSOGP 2014; 4(4):252-258.
18. Kumar S, Bansal D,Hota D, Jain M,Singh P and 
Pandey BL. Assessment of clinical outcomes and 

prescribing behaviours among inpatients with 
severe preeclampsia and eclampsia: Indian J Phar-
macol. 2014; 46(1): 18–23.
19. Bhalerao A, Kulkarni S, Ghike S, Kawthalkar A, 
Joshi S, Somal war S. Eclampsia: Maternal and Fetal 
outcome. SAFOG  2013: 5(1):19-21.
20. Ministry of Health and Child Welfare (2010). 
National Child Survival Strategy for Zimbabwe 
2010-2015. Harare, Zimbabwe. P: 12-26.
21. Chen XK, Wen SW, Smith G, Yang Q, Walker M. 
Pregnancy-induced hypertension and infant 
mortality: Roles of birth weight centiles and gesta-
tional age.   BJOG. 2007;114(1):24-31



30 PAKISTAN JOURNAL OF MEDICINE AND DENTISTRY 2016, VOL. 5 (04)

DISCUSSION

Minimal access surgery is a valuable diagnostic 
method for female in the last twenty years and now 
frequently being used in the treatment of gyneco-
logical conditions for diagnostic and therapeutic 
purpose 3.Most studies agreed that laparoscopic 
surgery has a very high diagnostic accuracy 
88-99%20. It is not only more convenient but safe and 
effective by avoiding unnecessary non therapeutic 
surgeries17, delay in diagnosis and treatment4.  Our 
study shows an increase in therapeutic laparoscopy 
over 3 years in Ziauddin Hospital by better techno-
logical advancement and skill of the surgeons. The 
indication for laparoscopy were subfertility 23.9%, 
acute pelvic pain 32.3% and chronic pelvic pain 
43.7% .In acute conditions ovarian cyst torsion/rup-
ture/ hemorrhagic in 30 (18.2%) cases, ectopic 
pregnancy 15 (9.1%) and other non obstetrical 
procedures were 9 (5.0%) proved both diagnostic 
and therapeutic at the same time. Patient with 
chronic abdominal pain 16 (9.58%) due to benign 
ovarian tumors, 22(13.1%) with endometriosis, 22 
(13.1%) simple ovarian cyst, 10(5.98%) adhesion and 
3(1.7%) pelvic inflammatory disease. ovarian 
cystectomy in (47.2%) of  patient with ovarian cyst, 
(8.62%) salpingectomy done in ectopic pregnancy, 
Dye test (27%,) Adhesiolysis (4.06%). Acute appendi-
citis, cholecystitis, small bowel adhesion (5.0%) were 
the most common pathology that was detected 
and treated at the same time.
 
According to the WHO, malnutrition, pelvic tuber-
culosis and perpeural infections leading to tubal 
blockage is the major cause of  infertility 13. Diagnos-
tic Hystero- Laparoscopy (DHL) has become an 
integral part to visualize the tubal patency in infertili-
ty13. There were 25 (15%) cases with primary infertility 
and 15 (9%) with secondary infertility. In chromoper-
tubation, unilateral tubal blockage was in 16(9.6%) 
patient and bilateral tubal 4(2.4%) patients. In two 
patient dye test was not performed because of 
cervical stenosis and in other because of  tubercles 
were found, adherent bilateral tubes diagnosed as 
tuberculosis. In case of chronic pelvic pain laparos-
copy can be useful not only for diagnosing endo-
metriosis ,adhesion, ovarian  cyst/masses and pelvic 
inflammatory disease but it can also be used to 
diagnose abnormal uterine findings such as 
congenital uterine malformation (didelphys,  uni or 
bicornuate) uterus5.Our study highlight that infertility 
has remained the most common indication but the 
use of laparoscopy in operative procedures has 
been increased significantly in acute or chronic 
pelvic pain. The procedures like laparoscopic 
myomectomy, hysterectomy (1.01%) successfully 
completed in our study group, are not very 
common but many studies showed its increased 
used in gynecology. Its widespread use is restricted 
by the necessity for special expertise required 
training, and cost effectiveness. So proper training 
at all levels should be incorporated for better 

patient management.

CONCLUSION

Laparoscopy is a valuable diagnostic and thera-
peutic tool for females in different gynecological 
problem. It is less invasive and more convenient. The 
benefits of laparoscopy to laparotomy are less pain, 
less scaring and quicker recovery.
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In recent years Dengue has become a vice for 
Pakistan which, despite the government’s relentless 
efforts has not yet been controlled. Dengue virus 
belongs to the genus Flavivirus and comprises four 
different serotypes; (DEN 1- DEN 4). Infection from 
one of the four serotypes confers lifelong immunity 
to that specific serotype but there is cross immunity 
to the other serotypes for a few months only 8. 
Consecutive infection with two different serotypes 
culminates in severe disease, characterized as 
DHF8.  Although all four serotypes namely, DEN-1, 
DEN-2, DEN-3, and DEN-4 of this virus have been 
reported to cause this infection but serotypes DEN-2 
and DEN-3 have emerged as the major causative 
serotypes in humans world-wide as well as in 
Pakistan9.   The WHO defined DHF (Dengue Hemor-
rhagic Fever) as an acute febrile disease caused by 
one of the 4 serotypes of Dengue viruses and char-
acterized by a bleeding diathesis which evolves to 
shock, DSS (Dengue Shock Syndrome). When 
Dengue first emerged in Karachi as an epidemic, 
collected samples had to be sent to Singapore for 
analysis due to the lack of serotyping facilities at 
that moment in time. Out of the 16 samples sent to 
Singapore, 15 were positive for IgM against Dengue 
virus10.

Dengue is widely existent among the tropical and 
sub-tropical countries of the world. It estimated that 
2.5 billion people in approximately 100 countries are 
at a risk of contracting this disease 
(http://apps.who.int/ iris/bitstreamz/10665/75303/1/ 
9789241504034_eng.pdf). (http://www.who.int/me-
diacentre/factsheets/ fs117/en/.)

An estimated 50 million people are infected world-
wide, of which half a million people are diagnosed 
with DHF and there are 20,000 deaths. South Asian 
countries carry a high burden of Dengue Fever and 
Dengue Hemorrhagic Fever and are faced with 
frequent cyclical epidemics11.All four serotypes are 
freely circulating globally12. Between 2001 and 2008 
there were more than a million cases in Cambodia, 
Malaysia, Philippines and Vietnam15. 

Dengue is not new to Pakistan therefore many 
studies have been done on its prevalence but most 
of them focus in the province of Punjab, whereas 
the city of Karachi has been experiencing a rise in 
the numbers of Dengue cases. A prevalence report 
from Punjab, Pakistan, with a sample size of 11,283 
patients for the year of 2011, delineated values as 
high as 18.3% in Data Ghanj Bakhsh Town to as low 
as 1.5% in Wagha Town1. Our study shows the preva-
lence of Dengue in Karachi to be a startling 32.1% 
(n=264), from a sample size of 823 patients. 
Amongst the positive cases, division according to 
sex demonstrated a male predominance, making 
up for 70.8% (n=177)of the total while females 
accounted for 29.2% (n= 77) .This gender pattern 
was similar to what Ali et al reported in 2015, show-
ing 69.11 % males and 30.88 % females. Tahir et al 

(2010) observed the prevalence of Dengue in 
Lahore to be around 58.55% in males whilst 41.44% 
of the cases were females14. Mehmood et al 2009 
reported that male to female ratio of Dengue in 
Pakistan to be 1.25:115, reinforcing the high male to 
female ratio observed amongst our study as well as 
others from Pakistan. This relationship was also 
observed by a  Malaysian study 16 as well as a report 
by the WHO , comparing male- female differences 
in the number of reported Dengue fever cases 
amongst Asian countries17 with the proportion of 
males shown to be significantly greater (p<0•001) 
than that of females, for all age groups.

An important reason for the reduced number of 
cases amongst females could be that be it summer 
or winter, females of this region mostly don the tradi-
tional “kameez ” which consists of numerous flairs 
and folds of cloth, often accompanied by full 
sleeves , a long trouser and a “dupatta” which 
mostly covers the head or is draped around the 
neck . Covering oneself optimizes protection from 
being bitten by mosquitoes and has been docu-
mented as a major preventive measure which 
should be strongly emphasized (http://won-
der .cdc.gov/wonder/prevgu id/p0000443/ 
p0000443).

The higher percentage of cases amongst males 
could also be attributed to the role of males as the 
chief bread earners, who are out and about at work 
during the mid-morning or early afternoon thus 
exposing them to the Aedes mosquito at its peak 
biting time. 

DHF has been considered as a disease of the paedi-
atric population and is now one of the leading 
causes of hospitalization and death among 
children18. However, reports from Singapore, Indo-
nesia, Bangladesh and Thailand19-21 indicate a rise in 
the incidence of Dengue amongst older age 
groups. Our study exhibited that patients lying in the 
age group of  30-39 years were most affected, 
making up for 24.2% (n=64) of the total cases 
positive for Dengue. Cases reported in Lahore by Ali 
et al in 2015 showed that patients who were most 
affected belonged to the age group of 21-30 years, 
comprising 23.1% of the total cases1. Reports from 
Faisalabad in 2011 showed the age group of 21-30 
years to constitute 38% of the total cases22.A brief 
report based on the epidemiology of dengue fever 
in Pakistan showed that the mean age amongst 
patients is 32 years 23 while our research shows that 
the mean age was 37.95 ± 16.32. Reports from other 
endemic countries are also in concordance with 
this observation. From India, Gupta et al 2006 23 
presented the maximum number of cases to occur 
between the ages of 21 and 30 years and similarly 
data from the 2005 outbreak in Singapore showed 
that it was predominantly young adults who were 
affected by DHF24. The age and sex relationship of 
dengue is shown in table 1.The age distribution 

presented shows that the evident trend is similar to 
researches done previously in Faisalabad and 
Lahore.

CONCLUSION

Karachi is the largest city of the province Sindh, 
Pakistan, populated by more than 15 million popu-
lation who are mostly living in poorly built houses 
under unsanitary conditions, lacking basic facilities 
such as clean water and a waste disposal system. 
This study has shown the prevalence of Dengue is 
higher in Karachi than other cities such as Lahore 
and Faisalabad, therefore further studies are 
warranted on a larger scale to locate disease infest-
ed pockets in the city so that a stronger initiative 
can be made to prevent further spread of this virus. 
A local surveillance and disease notification 
program is required, so that the number of patients 
with suspected DHF from different hospitals in the 
city can be ascertained for a more accurate report. 
The health department should act quickly and 
develop a systematic approach towards preven-
tion and control. A coordinated surveillance system 
and an effective disease prevention programme 
should be launched, targeting vector control via 
chemical or environmental measures, along with 
mass education of the community to seek medical 
help as soon as possible. Family physicians/general 
practitioners’ knowledge regarding dengue should 
be fortified so they learn to recognize the warning 
signs and reduce the number of misdiagnosed 
cases. 
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DISCUSSION

Low birth weight is the most important challenge 
confronting those responsible for new born care 
especially in developing country like Pakistan as 
greater proportion of morbidity and mortality fall in 
this group. Death of LBW babies account for about 
50% of neonates and 50% of handicapped infants10.

Current study was performed to confirm the associ-
ation of maternal hypertension with birth weight of 
baby in our population. The association of birth 
weight with pre-eclampsia allows more precise 
estimation of potential effects of pre-eclampsia11. 
Individualized birth weight has been shown to be a 
better estimate of growth potential of a fetus and 
deviation from this standard has been shown to be 
a better predictor of neonatal complications12. So 
the birth weight model was adopted in this study 
which allowed a more precise estimation of the 
potential effects of PIH on neonate.

In this study when birth weights of babies born to 
patients having PIH were compared to those of 
babies born to normotensive mothers at term. There 
was statistically significant difference in both groups 
and birth weights of babies born to hypertensive 
gravidas were lower i.e. 76% versus 16% in controls 
respectively. Our results clearly demonstrated that 
PIH at term is associated with an increase incidence 
of small for gestational age babies and decreased 
neonatal birth weight. P-value was found to be 0.01 
(<0.05).

Babies having weight <2.5kg were taken as low birth 
weight babies13. Majority of low birth weight babies 
born in Pakistan are growth retarded rather than 
preterm14. The incidence of LBW has declined to 
<10% of babies in developed countries due to 

socioeconomic advancement, whereas in devel-
oping countries it is still in the range of 15-40%. In 
Pakistan 12-25% of babies are LBW at birth15. A 
case-control study was conducted at civil hospital 
Karachi Pakistan where maternal and perinatal 
outcome of hypertensive disorders was studied.it 
clearly showed increased incidence of low birth 
weight babies was found in various hypertensive 
disorders16. About 50 percent babies born to moth-
ers having pre eclampsia and eclampsia were low 
birth weight. This study was in agreement with obser-
vation from cross sectional study conducted in 
health care facilities across Pakistan where mater-
nal and fetal effects of eclampsia were studied 
about 70% babies born to mothers having hyperten-
sive disorders were found to be low birth weight 
babies17. In a population based study conducted in 
India regarding hypertensive disorders in pregnan-
cy, it was observed that there was positive associa-
tion between small for gestational age babies and 
PIH18.

Severity of LBW increases as the pathophysiology of 
PIH and pre-eclampsia worsens and this can lead to 
fetal death in extreme cases19. In the present study 
two stillbirths were observed. Both were low birth 
weight babies. Among them one was born to the 
patient having severe pre-eclampsia and the other 
one was born to the patient who had eclampsia 
and the weights of the babies were 1.8 kg and 1.6 
kg respectively.

Another large population based study published in 
2015 conducted in Harare Zimbabwe confirmed 
and quantifies the magnitude of the excess risk of 
low birth weight and stillbirth babies born to women 
with hypertensive disease in pregnancy20. Women 
with any hypertensive disorder, gestational hyper-
tension with or without proteinuria and pre-existing 

hypertension were at a significantly higher risk of 
having small for gestational age infants and stillbirth 
babies21.

Regarding age distribution it was seen that majority 
of the patients in both groups had ages between 
25-35 years i.e. (42% in hypertensive and 56% in 
controls). As this is the peak reproductive age so 
majority of the patients had ages between 25-35 
years. Another observation drawn was that 22% of 
the patients had age >35 years in hypertensive 
group whereas only 8% of the patients had age >35 
in control group however, favoring the increase 
incidence of PIH with increase in the age of mother.
 
In hypertensive group 50% of the patients were 
primigravidas while in control group 24% of the 
patients were having their first baby. This also 
favored the belief on increased incidence of PIH in 
primiparasi  while 64% of the normotensive patients 
were multigarvidas while 38% of the patients were 
multigravidas in hypertensive group which signifies 
that with increasing parity frequency of PIH 
decreases. 

All the babies born alive had Apgar scores of >5 at 
5 minutes. Majority of the babies in hypertensive 
group had Apgar score in between 6-8 while in 
control group the majority of the babies had Apgar 
score 8-10. So overall the babies born to normoten-
sive mothers had better Apgar score as compared 
to the babies born to hypertensive group it can be 
because of the fetal compromise associated with 
low birth weight and growth restricted babies in 
hypertensive patients. Majority of the hypertensive 
patients had systolic blood pressure ranging from 
140-160mmhg and only 4% of the patients had 
systolic BP > 160mmhg, While diastolic blood 
pressure in majority of the patients was 
90-110mmhg. No maternal mortality was seen in 
either group. This may be because of the possibility 
that we included only booked patients in our study 
and they were on regular follow up and treatment.  
However, two stillbirths were seen and majority of 
the babies in hypertensive mothers were low birth 
weight. 

CONCLUSION

PIH is associated with decreased fetal birth weight 
at birth and this proves our hypothesis as 76% of 
babies were found to be low birth weights as com-
pared to 16% in control group. In conclusion there is 
need for further co-ordination to make the best use 
of the available resources to improve the perinatal 
outcome. Proper awareness and timely intervention 
decreases perinatal complication associated with 
PIH. Early recognition, regular follow up, proper 
awareness can decrease the complications associ-

ated with PIH.
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DISCUSSION

Minimal access surgery is a valuable diagnostic 
method for female in the last twenty years and now 
frequently being used in the treatment of gyneco-
logical conditions for diagnostic and therapeutic 
purpose 3.Most studies agreed that laparoscopic 
surgery has a very high diagnostic accuracy 
88-99%20. It is not only more convenient but safe and 
effective by avoiding unnecessary non therapeutic 
surgeries17, delay in diagnosis and treatment4.  Our 
study shows an increase in therapeutic laparoscopy 
over 3 years in Ziauddin Hospital by better techno-
logical advancement and skill of the surgeons. The 
indication for laparoscopy were subfertility 23.9%, 
acute pelvic pain 32.3% and chronic pelvic pain 
43.7% .In acute conditions ovarian cyst torsion/rup-
ture/ hemorrhagic in 30 (18.2%) cases, ectopic 
pregnancy 15 (9.1%) and other non obstetrical 
procedures were 9 (5.0%) proved both diagnostic 
and therapeutic at the same time. Patient with 
chronic abdominal pain 16 (9.58%) due to benign 
ovarian tumors, 22(13.1%) with endometriosis, 22 
(13.1%) simple ovarian cyst, 10(5.98%) adhesion and 
3(1.7%) pelvic inflammatory disease. ovarian 
cystectomy in (47.2%) of  patient with ovarian cyst, 
(8.62%) salpingectomy done in ectopic pregnancy, 
Dye test (27%,) Adhesiolysis (4.06%). Acute appendi-
citis, cholecystitis, small bowel adhesion (5.0%) were 
the most common pathology that was detected 
and treated at the same time.
 
According to the WHO, malnutrition, pelvic tuber-
culosis and perpeural infections leading to tubal 
blockage is the major cause of  infertility 13. Diagnos-
tic Hystero- Laparoscopy (DHL) has become an 
integral part to visualize the tubal patency in infertili-
ty13. There were 25 (15%) cases with primary infertility 
and 15 (9%) with secondary infertility. In chromoper-
tubation, unilateral tubal blockage was in 16(9.6%) 
patient and bilateral tubal 4(2.4%) patients. In two 
patient dye test was not performed because of 
cervical stenosis and in other because of  tubercles 
were found, adherent bilateral tubes diagnosed as 
tuberculosis. In case of chronic pelvic pain laparos-
copy can be useful not only for diagnosing endo-
metriosis ,adhesion, ovarian  cyst/masses and pelvic 
inflammatory disease but it can also be used to 
diagnose abnormal uterine findings such as 
congenital uterine malformation (didelphys,  uni or 
bicornuate) uterus5.Our study highlight that infertility 
has remained the most common indication but the 
use of laparoscopy in operative procedures has 
been increased significantly in acute or chronic 
pelvic pain. The procedures like laparoscopic 
myomectomy, hysterectomy (1.01%) successfully 
completed in our study group, are not very 
common but many studies showed its increased 
used in gynecology. Its widespread use is restricted 
by the necessity for special expertise required 
training, and cost effectiveness. So proper training 
at all levels should be incorporated for better 

patient management.

CONCLUSION

Laparoscopy is a valuable diagnostic and thera-
peutic tool for females in different gynecological 
problem. It is less invasive and more convenient. The 
benefits of laparoscopy to laparotomy are less pain, 
less scaring and quicker recovery.
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In recent years Dengue has become a vice for 
Pakistan which, despite the government’s relentless 
efforts has not yet been controlled. Dengue virus 
belongs to the genus Flavivirus and comprises four 
different serotypes; (DEN 1- DEN 4). Infection from 
one of the four serotypes confers lifelong immunity 
to that specific serotype but there is cross immunity 
to the other serotypes for a few months only 8. 
Consecutive infection with two different serotypes 
culminates in severe disease, characterized as 
DHF8.  Although all four serotypes namely, DEN-1, 
DEN-2, DEN-3, and DEN-4 of this virus have been 
reported to cause this infection but serotypes DEN-2 
and DEN-3 have emerged as the major causative 
serotypes in humans world-wide as well as in 
Pakistan9.   The WHO defined DHF (Dengue Hemor-
rhagic Fever) as an acute febrile disease caused by 
one of the 4 serotypes of Dengue viruses and char-
acterized by a bleeding diathesis which evolves to 
shock, DSS (Dengue Shock Syndrome). When 
Dengue first emerged in Karachi as an epidemic, 
collected samples had to be sent to Singapore for 
analysis due to the lack of serotyping facilities at 
that moment in time. Out of the 16 samples sent to 
Singapore, 15 were positive for IgM against Dengue 
virus10.

Dengue is widely existent among the tropical and 
sub-tropical countries of the world. It estimated that 
2.5 billion people in approximately 100 countries are 
at a risk of contracting this disease 
(http://apps.who.int/ iris/bitstreamz/10665/75303/1/ 
9789241504034_eng.pdf). (http://www.who.int/me-
diacentre/factsheets/ fs117/en/.)

An estimated 50 million people are infected world-
wide, of which half a million people are diagnosed 
with DHF and there are 20,000 deaths. South Asian 
countries carry a high burden of Dengue Fever and 
Dengue Hemorrhagic Fever and are faced with 
frequent cyclical epidemics11.All four serotypes are 
freely circulating globally12. Between 2001 and 2008 
there were more than a million cases in Cambodia, 
Malaysia, Philippines and Vietnam15. 

Dengue is not new to Pakistan therefore many 
studies have been done on its prevalence but most 
of them focus in the province of Punjab, whereas 
the city of Karachi has been experiencing a rise in 
the numbers of Dengue cases. A prevalence report 
from Punjab, Pakistan, with a sample size of 11,283 
patients for the year of 2011, delineated values as 
high as 18.3% in Data Ghanj Bakhsh Town to as low 
as 1.5% in Wagha Town1. Our study shows the preva-
lence of Dengue in Karachi to be a startling 32.1% 
(n=264), from a sample size of 823 patients. 
Amongst the positive cases, division according to 
sex demonstrated a male predominance, making 
up for 70.8% (n=177)of the total while females 
accounted for 29.2% (n= 77) .This gender pattern 
was similar to what Ali et al reported in 2015, show-
ing 69.11 % males and 30.88 % females. Tahir et al 

(2010) observed the prevalence of Dengue in 
Lahore to be around 58.55% in males whilst 41.44% 
of the cases were females14. Mehmood et al 2009 
reported that male to female ratio of Dengue in 
Pakistan to be 1.25:115, reinforcing the high male to 
female ratio observed amongst our study as well as 
others from Pakistan. This relationship was also 
observed by a  Malaysian study 16 as well as a report 
by the WHO , comparing male- female differences 
in the number of reported Dengue fever cases 
amongst Asian countries17 with the proportion of 
males shown to be significantly greater (p<0•001) 
than that of females, for all age groups.

An important reason for the reduced number of 
cases amongst females could be that be it summer 
or winter, females of this region mostly don the tradi-
tional “kameez ” which consists of numerous flairs 
and folds of cloth, often accompanied by full 
sleeves , a long trouser and a “dupatta” which 
mostly covers the head or is draped around the 
neck . Covering oneself optimizes protection from 
being bitten by mosquitoes and has been docu-
mented as a major preventive measure which 
should be strongly emphasized (http://won-
der .cdc.gov/wonder/prevgu id/p0000443/ 
p0000443).

The higher percentage of cases amongst males 
could also be attributed to the role of males as the 
chief bread earners, who are out and about at work 
during the mid-morning or early afternoon thus 
exposing them to the Aedes mosquito at its peak 
biting time. 

DHF has been considered as a disease of the paedi-
atric population and is now one of the leading 
causes of hospitalization and death among 
children18. However, reports from Singapore, Indo-
nesia, Bangladesh and Thailand19-21 indicate a rise in 
the incidence of Dengue amongst older age 
groups. Our study exhibited that patients lying in the 
age group of  30-39 years were most affected, 
making up for 24.2% (n=64) of the total cases 
positive for Dengue. Cases reported in Lahore by Ali 
et al in 2015 showed that patients who were most 
affected belonged to the age group of 21-30 years, 
comprising 23.1% of the total cases1. Reports from 
Faisalabad in 2011 showed the age group of 21-30 
years to constitute 38% of the total cases22.A brief 
report based on the epidemiology of dengue fever 
in Pakistan showed that the mean age amongst 
patients is 32 years 23 while our research shows that 
the mean age was 37.95 ± 16.32. Reports from other 
endemic countries are also in concordance with 
this observation. From India, Gupta et al 2006 23 
presented the maximum number of cases to occur 
between the ages of 21 and 30 years and similarly 
data from the 2005 outbreak in Singapore showed 
that it was predominantly young adults who were 
affected by DHF24. The age and sex relationship of 
dengue is shown in table 1.The age distribution 

presented shows that the evident trend is similar to 
researches done previously in Faisalabad and 
Lahore.

CONCLUSION

Karachi is the largest city of the province Sindh, 
Pakistan, populated by more than 15 million popu-
lation who are mostly living in poorly built houses 
under unsanitary conditions, lacking basic facilities 
such as clean water and a waste disposal system. 
This study has shown the prevalence of Dengue is 
higher in Karachi than other cities such as Lahore 
and Faisalabad, therefore further studies are 
warranted on a larger scale to locate disease infest-
ed pockets in the city so that a stronger initiative 
can be made to prevent further spread of this virus. 
A local surveillance and disease notification 
program is required, so that the number of patients 
with suspected DHF from different hospitals in the 
city can be ascertained for a more accurate report. 
The health department should act quickly and 
develop a systematic approach towards preven-
tion and control. A coordinated surveillance system 
and an effective disease prevention programme 
should be launched, targeting vector control via 
chemical or environmental measures, along with 
mass education of the community to seek medical 
help as soon as possible. Family physicians/general 
practitioners’ knowledge regarding dengue should 
be fortified so they learn to recognize the warning 
signs and reduce the number of misdiagnosed 
cases. 
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DISCUSSION

Low birth weight is the most important challenge 
confronting those responsible for new born care 
especially in developing country like Pakistan as 
greater proportion of morbidity and mortality fall in 
this group. Death of LBW babies account for about 
50% of neonates and 50% of handicapped infants10.

Current study was performed to confirm the associ-
ation of maternal hypertension with birth weight of 
baby in our population. The association of birth 
weight with pre-eclampsia allows more precise 
estimation of potential effects of pre-eclampsia11. 
Individualized birth weight has been shown to be a 
better estimate of growth potential of a fetus and 
deviation from this standard has been shown to be 
a better predictor of neonatal complications12. So 
the birth weight model was adopted in this study 
which allowed a more precise estimation of the 
potential effects of PIH on neonate.

In this study when birth weights of babies born to 
patients having PIH were compared to those of 
babies born to normotensive mothers at term. There 
was statistically significant difference in both groups 
and birth weights of babies born to hypertensive 
gravidas were lower i.e. 76% versus 16% in controls 
respectively. Our results clearly demonstrated that 
PIH at term is associated with an increase incidence 
of small for gestational age babies and decreased 
neonatal birth weight. P-value was found to be 0.01 
(<0.05).

Babies having weight <2.5kg were taken as low birth 
weight babies13. Majority of low birth weight babies 
born in Pakistan are growth retarded rather than 
preterm14. The incidence of LBW has declined to 
<10% of babies in developed countries due to 

socioeconomic advancement, whereas in devel-
oping countries it is still in the range of 15-40%. In 
Pakistan 12-25% of babies are LBW at birth15. A 
case-control study was conducted at civil hospital 
Karachi Pakistan where maternal and perinatal 
outcome of hypertensive disorders was studied.it 
clearly showed increased incidence of low birth 
weight babies was found in various hypertensive 
disorders16. About 50 percent babies born to moth-
ers having pre eclampsia and eclampsia were low 
birth weight. This study was in agreement with obser-
vation from cross sectional study conducted in 
health care facilities across Pakistan where mater-
nal and fetal effects of eclampsia were studied 
about 70% babies born to mothers having hyperten-
sive disorders were found to be low birth weight 
babies17. In a population based study conducted in 
India regarding hypertensive disorders in pregnan-
cy, it was observed that there was positive associa-
tion between small for gestational age babies and 
PIH18.

Severity of LBW increases as the pathophysiology of 
PIH and pre-eclampsia worsens and this can lead to 
fetal death in extreme cases19. In the present study 
two stillbirths were observed. Both were low birth 
weight babies. Among them one was born to the 
patient having severe pre-eclampsia and the other 
one was born to the patient who had eclampsia 
and the weights of the babies were 1.8 kg and 1.6 
kg respectively.

Another large population based study published in 
2015 conducted in Harare Zimbabwe confirmed 
and quantifies the magnitude of the excess risk of 
low birth weight and stillbirth babies born to women 
with hypertensive disease in pregnancy20. Women 
with any hypertensive disorder, gestational hyper-
tension with or without proteinuria and pre-existing 

hypertension were at a significantly higher risk of 
having small for gestational age infants and stillbirth 
babies21.

Regarding age distribution it was seen that majority 
of the patients in both groups had ages between 
25-35 years i.e. (42% in hypertensive and 56% in 
controls). As this is the peak reproductive age so 
majority of the patients had ages between 25-35 
years. Another observation drawn was that 22% of 
the patients had age >35 years in hypertensive 
group whereas only 8% of the patients had age >35 
in control group however, favoring the increase 
incidence of PIH with increase in the age of mother.
 
In hypertensive group 50% of the patients were 
primigravidas while in control group 24% of the 
patients were having their first baby. This also 
favored the belief on increased incidence of PIH in 
primiparasi  while 64% of the normotensive patients 
were multigarvidas while 38% of the patients were 
multigravidas in hypertensive group which signifies 
that with increasing parity frequency of PIH 
decreases. 

All the babies born alive had Apgar scores of >5 at 
5 minutes. Majority of the babies in hypertensive 
group had Apgar score in between 6-8 while in 
control group the majority of the babies had Apgar 
score 8-10. So overall the babies born to normoten-
sive mothers had better Apgar score as compared 
to the babies born to hypertensive group it can be 
because of the fetal compromise associated with 
low birth weight and growth restricted babies in 
hypertensive patients. Majority of the hypertensive 
patients had systolic blood pressure ranging from 
140-160mmhg and only 4% of the patients had 
systolic BP > 160mmhg, While diastolic blood 
pressure in majority of the patients was 
90-110mmhg. No maternal mortality was seen in 
either group. This may be because of the possibility 
that we included only booked patients in our study 
and they were on regular follow up and treatment.  
However, two stillbirths were seen and majority of 
the babies in hypertensive mothers were low birth 
weight. 

CONCLUSION

PIH is associated with decreased fetal birth weight 
at birth and this proves our hypothesis as 76% of 
babies were found to be low birth weights as com-
pared to 16% in control group. In conclusion there is 
need for further co-ordination to make the best use 
of the available resources to improve the perinatal 
outcome. Proper awareness and timely intervention 
decreases perinatal complication associated with 
PIH. Early recognition, regular follow up, proper 
awareness can decrease the complications associ-

ated with PIH.
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