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Abstract

Background: Jaundice in pregnancy, whilst relatively rare, has potentially serious consequences for maternal
and fetal health.

Aim: Determine the real burden of disease & impact of improved obstetric care on incidence, risk factors,
management modalities and feto-maternal outcome of HEV hepatitis in pregnancy.

Methods: This was a retrospective study of 52 patients admitted in department of Obstetrics and Gynaecology
at a tertiary care hospital with Hepatitis E jaundice during 3" trimester of pregnancy from September 2013 to
September 2015.

Results: During the study period 17320 deliveries took place, out of which 52 patients were admitted with HEV
jaundice during 3™ trimester of pregnancy. Out of 52 patients, 86.54% of patients delivered vaginally and
13.46% of patients were delivered by LSCS. 84.62% of patients had preterm delivery and 15.38% of patients
delivered at term. Live births were 67.3% and still births were 21.15%. Low Birth Weight (LBW) babies were
76.92%. 32.69% of babies required NICU admission of which 15.38% were died within 7 days of birth.
Perinatal mortality was 36.53% and maternal mortality was 23.07%.

Conclusions: HEV jaundice during 3™ trimester of pregnancy has a grave prognosis with high rate of preterm
delivery, fetal distress, still birth and high perinatal& maternal morbidity and mortality. Routine antenatal care
along with early detection and aggressive management of HEV in pregnancy at a tertiary care centre with
multidisciplinary approach will help in reduction of maternal and perinatal morbidity and mortality.
Abbreviations:HEV- hepatitis E virusLSCS- lower segment caesarean sectionNICU- neonatal intensive care
unitDIC- disseminated intravascular coagulation
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I.  Introduction

Viral hepatitis is the most common cause of jaundice in pregnancy and pregnancy with jaundice is
considered as a high risk pregnancy'. Hepatitis E is probably the most common cause of acute hepatitis in
pregnancy’. This water-borne RNA virus usually is enterically transmitted by contaminated water supply. It
causes epidemic outbreaks in third-world countries with substantial morbidity and mortality rates. Pregnant
women have a higher case fatality rate than non-pregnant individuals. Fulminent hepatitis, although rare overall,
is more common in pregnant women and contributes to the increased mortality rates especially in 3" trimester of
pregnancy®. Higher hepatitis E viral load and increased cytokine secretion in pregnant compared with non-
pregnant women may be the factors responsible for progression of the disease to fulminent hepatitis”.

Il.  Methods
All pregnant women affected with HEV jaundice during third trimester of pregnancy, who were
admitted in the department of Obstetrics and Gynaecology at a tertiary care hospital from September 2013 to
September 2015, are studied retrospectively. After prior permission, data regarding investigation done,
treatment offered after admission in ward, need of transfusion of blood & blood products, associated
complications, delivery and maternal &perinatal morbidity & mortality were analysed.
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1. Results
During the study period 17320 deliveries took place at our centre, out of which, 52 patients had HEV
jaundice during 3™ trimester of pregnancy.

Table-1: Liver Function Tests

INVESTIGATIONS(N=52)|N U M B E R |PERCENTAGE (%)

2 - 4 m g/ dI]|1 63 0 . 7 7 %
Serum bilirubin 5 - 10 mag/dl|[8 1 5 3 8 %
(Normal 0.2-1.2 mg/dl) 11-15 mg/dl]|1 8|3 4 6 1 %

> 15 m g/ dIl |1 0|1 9 2 3 %
ALT (SGPT)|< 1 00O u / L |1 8|13 4 6 1 %
(Normal 0-55 U/L) 100-1000 U/L |2 8|5 3 8 5 %

> 1 0 00 U/ L |6 1 1 5 4 %
S. Alkaline phosphatase |R a i s e d 3 6|16 9 2 3 %
(Normal 50-150 U/L) N o r m a | 1 6|13 0 7 7 %

Table-2: Coagulation Profile

T E S T ( N = 5 2 ) [NUMBER [PERCENTAGE (%)
Prothombin time(PT) [P r ol on g e d 1 6 | 3 0 . 7 7 %
INR>15 N o r m a | 3 6 | 6 9 2 3 %
A P T T|Prolonged 1 6 |3 0 7 7 %
INR>15 N o r m a | 3 6 | 6 9 2 3 %
FDP and D-dimers |[R a i s e d 1 5|2 8 8 5 %
N o r m a | 3 717 1 1 5 %
Table-3: Pregnancy Outcome
(®) U T C O M E | NUMBER | PERCENTAGE (%)
DELIVERY |Vaginal Spontaneous 4 119 1 . 1 1 %
(N=52) 45(86.54%) I n d u c e dj|4 8 . 8 9 %
LSCS 7(13.46%) 7 1 0 0 %
Table-4: Perinatal Outcome

PERINATAL OUTCOME(N=52) N U M B E R|PERCENTAGE (%)
P r e t e r m | 4 418 4 . 6 2 %
F u | | t e r m |8 1 5 . 3 8 %
L i v e b i r t h s |3 5|6 7 . 3 %
S t i I 1 b i r t h|1 1|2 1 1 5 %
M uconium at birth]1 112 1 1 5 %
< 2 k g2 8 |5 3 8 5 %

Weight 2 -2 .5 k gl|1l 2 |2 3 . 0 7 %
> 2 5 g |1 01 9 . 2 %

N I C U a dm i s s i onj|l 7|3 2 . 6 9 %

Table-5: Administration Of Blood Component

Blood & blood component | NUMBER (more than 1 component in each patient) | PERCENTAGE (%)
P C V|1 713 2 . 6 9 %
F F P |3 516 7 3 1 %
P R Cc |3 2 |6 1 5 4 %
CRYOPRECIPITATE |2 1|4 0 3 8 %
Table-6: Maternal Morbidity And Mortality
COMPLICATIONS|IN U M B E R|PERCENTAGE (%)
D | Cc |1 6 |3 0 . 7 7 %
Hepatic Encephalopathy |9 1 7 . 3 0 %
R e n al failure]|s 9 . 6 2 %
S e ptic aem.iia 6 1 1 . 5 4 %
Postpartum haemorrhage | 3 5 7 7 %
Wound infection|2 3 . 8 5 %
Maternal mortality |1 2|2 3 . 0 7 %

IV.  Discussion
During study period total 17320 deliveries took place, out of which 52 patients were admitted with
Hepatitis E jaundice during 3" trimester of pregnancy. So prevalence of HEV jaundice in our study was 0.3%.
In present study, 55.76% of patients were aged between 20-24 years. 28.5% of patients were illiterate and
73.07% of patients were from lower socio-economic class. Hence, illiteracy and poor indwelling conditions
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responsible for bad hygiene & contaminated drinking water supply matter a lot for acquiring hepatitis E
infection during pregnancy®®’.In this study, 25 (48.07%) patients were primigravida out of which, 4 patients
were delivered by LSCS®. Out of 4 patients, 3 patients developed hepatic encephalopathy and died and 1 patient
had wound gap which was managed by resuturing later on.In present study, 69.22% of patients had serum
bilirubin> 5 mg/dl, elevated liver enzymes were found in 69.23% of the patients and 30.77% of patients had
altered coagulation profile.Derangement of haematological and biochemical tests is specific to Hepatitis E
jaundice during pregnancy®. In present study maternal mortality was 23.07% (12 patients out of 52) of which
6.9%, 18.1% and 81.6% of maternal death occurred at initial serum bilirubin concentration <10 mg%, 10-15
mg% and 15-20mg% respectively.Maternal mortality is directly proportional to initial serum bilirubin
concentration™.

In this study, out of 52 patients who delivered 86.54% of patients were delivered vaginally. Induction
of labour was done with prostaglandin (Dinoprostone) gel (PGE2) in 8.89% patients and all of them delivered
vaginally®. 7 patients (13.46%) were delivered by LSCS.Out of 7 patients who were delivered by LSCS, 3
patients were complicated by DIC and Hepatic encephalopathy, 2 patients had renal failure and septicaemia and
2 patients had wound infection. Maternal mortality among LSCS patients was 71.43% (5 out of 7). Hence, rate
of complications is higher in LSCS patients as compared to vaginal delivery.In present study, 84.62% had
preterm delivery of which 30.77% of deliveries were between 28-32 weeks and 53.85% of deliveries were
between 33-37 weeks of gestation and 15.38% of patients delivered at term.Live births were 67.3% and still
births were 21.15%. Low Birth Weight (LBW) babies were 76.92%.32.69% of babies required Neonatal
Intensive Care Unit admission of which 15.38% were died within 7 days of birth. Perinatal mortality was
36.53%. As per World Health Organization (WHO), Hepatitis E during pregnancy is associated with
prematurity, low birth weight and an increased risk of perinatal mortality up to 33%*'2!***1516 Common causes
associated with neonatal deaths were respiratory distress syndrome, asphyxia neonatorum, septicaemia and
jaundice.

Packed cell Volume was transfused in 32.69% of patients and 67.31%, 61.54% & 40.38% of patients
wererequired fresh frozen plasma, platelet rich concentrate and cryoprecipitate respectively. Each patient
required more than one blood and/or blood components. Availability of Blood and Blood components have
helped in reducing maternal morbidity and mortality.In our study, maternal mortality was 23.07% (12 patients
out of 52) of which 10 maternal deaths occurred amongst emergency admissions who were referred to our centre
which is a tertiary care centre at a later stage of Hepatic encephalopathy. All patients died during postpartum
period. Causes for maternal mortality were DIC, Hepatic encephalopathy, acute renal failure, shock and
pulmonary embolism. More than one complication was found in each patient. DIC was the most common
complication in 19.23% of patients followed by Hepatic Encephalopathy in 17.30% of patients. Other
complications were renal failure in 9.62%, septicaemia in 11.54%, post-partum haemorrhage in 5.77% and
wound infection in 3.85% of patients. Begum et al*’, Shukla et al® and WHO'® have reported maternal mortality
rate of 30.3%, 33.3% and 20% respectively.

V.  Conclusions

Acute hepatitis E in a pregnant woman in 3™ trimester has a grave prognosis with high maternal
morbidity and mortality due to DIC, hepatic encephalopathy and septicaemia. Higher bilirubin levels are
associated with higher mortality. There is a high risk of preterm delivery, still birth, foetal distress and
meconium aspiration leading to high perinatal morbidity and mortality. Low socio economic class, illiteracy and
poor hygiene are predisposing factors for HEV jaundice in pregnancy. Awareness regarding hygiene and
different modes of transmission of HEV infection will helps in reducing the incidence of HEV infection.
Routine antenatal care along with early detection and aggressive management of HEV in pregnancy at tertiary
care centre with multidisciplinary approach will help in reduction of maternal and perinatal morbidity and
mortality.
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