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Risk factors

There are several risk factors which can elevate hypertension during 

pregnancy. For early diagnosis of the desease, these risk factors 

must be excluded. Table 1 shows the risk factors of hypertension in 

pregnancy.

Diagnosis

It is essential to diagnosis hypertension during pregnancy as early as 

possible. Because more time to find out hypertension, the more 

complication will arise. However, diagnosis is based on physical 

and laboratory investigations which are given in Table 2. 

Maternal medical risk factors 

The following are maternal  medical  risk  

factors:

● Chronic  hypertension 

● Preexisting  diabetes  (Type 1  or  

Type  2),  especially  with  

microvascular  disease

● Renal  disease

● Systemic  lupus  erythematosus

● Obesity

● Thrombophilia

● History  of   migraine 

● Use  of  selective  serotonin  reuptake  

inhibitor or antidepressants beyond 

the  first trimester

Maternal personal risk factors 

The following are maternal personal risk 

factors:

● First   pregnancy

● New partner or paternity

● Age younger than 18 years or older 

than 35 years

● History of   preeclampsia

● Family history of preeclampsia in a  

first degree  relative

● Race: Black

● Obesity  (BMI ≥30)

● Inter pregnancy  interval  less  than  2  

years  or  longer  than  10  years

Placental or fetal risk factors 

The following are placental or fetal  risk  

factors:

● Multiple gestations

● Hydrops fetalis

● Gestational  trophoblastic  disease

● Triploidy

Table 1: Risk factor of hypertension during pregnancy

Physical examination

● Symptoms

◆ Swelling of the foot (early)

◆ Gradually swelling may extend to face, abdominal 

wall, vulva and even the whole body

◆ Headache

◆ Disturbance of sleep

◆ Diminished urinary output (<500 ml in 24 hours)

◆ Epigastric pain

◆ Blurring of vision

● Signs

◆ Rise of blood pressure

◆ Oedema

◆ Abnormal weight gain

Laboratory investigations

● Urine exam

◆ Heat coagulation test to detect proteinuria

◆ 24 hour urinary protein

◆ Urine R/M/E and C/S

● Blood exam 

◆ Serum uric acid

◆ Blood urea

◆ Serum creatinine

◆ Coagulation factors

● Ultrasonogram

● X-ray

● Liver function test

● CT Scan of brain and liver

Table 2: Diagonosis of hypertension during pregnancy
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Treatment during pregnancy

Antihypertensives are agents that lower blood pressure. 

Antihypertensive therapy decreases the incidence of stroke and 

cardiovascular complications among pregnant women with diastolic 

blood pressure above 110 mm Hg. There is general agreement that 

pregnant women with severe hypertension should receive 

pharmacological treatment, but the value of treating mild essential 

hypertension is controversial. There seems to be less risk of 

developing severe hypertension (risk ratio 0.50) but no difference 

was found in the outcome of PE, neonatal death, preterm birth and 

small for gestational age with treatment. 

Usually treatment is started when SBP >140 mm Hg or DBP >90 

mm Hg.  International guidelines for the treatment of hypertension 

in pregnancy vary with respect to thresholds for starting treatment 

and targeted BP goal. Therapy is recommended at > 140/90 mm Hg 

targeting to 80 to 90 mm Hg.

Opinions differ as to which is the best agent for treatment of 

hypertension during pregnancy. The choice of drugs will differ 

between acute and more chronic clinical presentation. Suitable oral 

agents in less acute situations include methyldopa, β blockers 

including labetalol and calcium channel blockers (Nifedipine, 

Nicardipine). In more acute situations intravenous agents may be 

required and options include β blockers (Labetolol), sublingual 

nifidipine and hydralazine.

First line therapy

Alpha methyldopa and labetalol as appropriate first line 

antihypertensive therapies for women with severe hypertension.

Methyldopa is a centrally acting agent (β adrenergic receptor 

blockers) and remains the drug of first choice for treating 

hypertension in pregnancy. It has been the most frequently assessed 

antihypertensive in randomized trial and has the longest safety track 

record. Treatment does not seem to have adverse effects on utero 

placental or on foetal haemodynamics. Dose of methyldopa is 

250mg (thrice or four times daily), not exceeding 3 gm/day. 

Methyldopa may take a few days for the onset of hypotensive 

effect, so rapid change of dose during the first 2 or 3 days should 

not be undertaken. Higher dose may cause sodium and fluid 

retention and may need diuretic therapy to maintain the hypotensive 

effect.

Labetalol is an adrenergic receptor blocking agent possessing both 

α1 (post synaptic)  and β receptor blocking activity. It lowers blood 

pressure by partially blocking β adrenoceptors in the peripheral 

arterioles, thus causing vasodilatation and resulting reduction        

of peripheral resistance. At the same time, blocking of β 
adrenoceptors in the myocardium prevents reflex tachycardia and 

subsequent elevation of blood pressure. Recommended initial dose 

100mg twice daily. The dose should be adjusted semi weekly or 

weekly according to response. Total maximal daily dose is 1200mg. 

Second line therapy

These agents should be used when monotherapy is insufficient or 

when women cannot tolerate it. Calcium channel blockers and 

direct vasodilator are the second line drugs for hypertension during 

pregnancy. 

Nifedipine is the most widely used calcium channel blocker and is 

safe at any gestation. It reduces vascular resistance by inhibiting 

transmembrane calcium influx into vascular smooth muscle. 

Differential diagnosis

In pregnancy there are many factors which can increase the both 

fetal and maternal mortality. Hypertension is one of the factors. This 

hypertension during pregnancy can be confused with many other  

diseases, which are given in Table 3.

Table 3: Differential diagnosis

● Antiphospholipid antibody syndrome ● Gastrointestinal disease

● Antithrombin deficiency ● Glomerulonephritis

● Aortic coarctation ● Graves' disease

● Autoimmune thyroid disease ● Hashimoto's thyroiditis

● Cardiomyopathy ● Hematologic disease 

 ● Cushing syndrome ● Hemolytic uremic syndrome 

 ● Diabetes mellitus ● Hydatiform mole

 ● Disseminated intravascular coagulation ● Primary hyperaldesteronism

 ● Hypertensive encephalopathy ● Hyperparathyriodism 

 ● Systemic lupus erythematosis ● Hypothyroidism

● Protein C and protein S deficiency ● Nephrotic syndrom







Start by locating the red reflex, which is the reflection of light from 

the retina. Hold the viewing window of the ophthalmoscope directly 

in front of eye. Position the ophthalmoscope about 30 cm from the 

patient's eye, slightly temporal to the center, and shine light into the 

pupil. A diminished red reflex or the absence of a red reflex could 

indicate an obstruction (e.g., cataracts).

Follow the red reflex as gradually move closer to the patient. Turn 

the dial clockwise to decrease the diopters until focus on the retina. 

Hold the ophthalmoscope as close to the patient's eye as possible, 

since this will optimize your view. Tilt the ophthalmoscope as 

needed to visualize different areas. Find and follow a vessel as it 

increases in caliber, tracing it back to its origin at the optic disk. The 

optic disk is located approximately 15 degrees nasal to the center of 

the retina and should appear to be yellowish orange (Figure 2). The 

optic cup is a pale central depression in the optic disk. The axons of 

the retinal ganglion cells exit the retina at the optic disk to form the 

optic nerve. In the retinal vasculature, veins are thicker and darker 

than arteries. The fovea is the area responsible for the highest visual 

acuity. It is temporal and slightly inferior to the optic disk and is 

surrounded by a more darkly pigmented region called the macula.

The cup to disk ratio, or the ratio of the diameter of the optic cup to 

the diameter of the optic disk, is normally 0.3. A higher cup to disk 

ratio, particularly a ratio above 0.5, may indicate glaucoma. 

Swelling of the optic disk can have multiple causes, including 

papilledema, optic neuritis, and anterior ischemic optic neuropathy. 

Any of the conditions associated with a swollen optic disk requires 

an emergency workup and an evaluation by an ophthalmologist.

Next, examine each quadrant of the retina, tracing vessels away 

from and back toward the optic disk. Ask the patient to look in a 

particular direction to facilitate visualization of the corresponding 

part of the retina. 

Non proliferative diabetic retinopathy may cause microaneurysms, 

exudates, dot blot hemorrhages, and flame hemorrhages. The 

proliferative form of diabetic retinopathy features 

neovascularization. Hypertension can result in changes in the color 

and caliber of blood vessels, giving them the appearance of copper 

wire or silver wire. "Arteriovenous nicking" refers to the narrowing 

or disappearance of the vein on each side of an arteriole. Cotton 

wool spots result from axons that were damaged by infarction and 

local ischemia. The occlusion of retinal arteries is usually caused by 

atherosclerosis or emboli and requires an emergency workup for 

systemic stroke. The appearance of a cherry red spot in the fovea is 

a sign of occlusion of the central retinal artery. Occlusion of the 

central retinal vein may result in retinal hemorrhages.

Limitations

Since direct ophthalmoscopy is performed without dilatation of the 

pupil, it provides only a limited view of the retina and is best used 

for screening rather than diagnostic purposes. If there is clinical 

suspicion of ocular disease, the patient should be referred to an 

ophthalmologist for a dilated fundus examination that will be 

performed with the use of specialized equipment.

Patients with cataracts may have a diminished or missing red reflex. 

To obtain the best visualization of the fundus, the size of the 

aperture may be reduced in order to minimize light scattering. It 

may not be possible to visualize the fundus in patients with dense 

cataracts. Patients with dense cataracts should be evaluated by an 

ophthalmologist.

Troubleshooting

Although the funduscopic examination is challenging for beginners, 

it becomes easier with practice. Familiarize with the 

ophthalmoscope before examining patients. When examining 

patients, dim the room lights to maximize the dilatation of the 

pupils and improve the visual contrast of the fundus. First elicit the 

red reflex, since the red reflex indicates successful illumination of 

the retina. To locate the optic disk, approach the patient at an angle 

of about 15 degrees temporal to center; if the retina is not 

visualized, make small adjustments in the angle relative to the 

patient's visual axis. Technological advances include the 

development of instruments that facilitate examination of the retina 

by non ophthalmologists. Some of these devices contain cameras. 

However, these new devices are not yet widely available.

Conclusion

Direct ophthalmoscopy is an important technique for examination 

of the retina that can be mastered with practice. It can be performed 

in minutes during the general medical examination and poses 

virtually no risks to the patient. Ophthalmoscopy allows the general 

practitioner to evaluate the retina for pathologic changes, 

particularly in patients with common systemic diseases such as 

diabetes, hypertension, or atherosclerosis. Ophthalmoscopy can 

also help to identify ophthalmic emergencies that require immediate 

attention.

Reference: N. Engl. J. Med., August 20, 2015; 373:e9 
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CLINICAL METHOD

Figure 2: Normal retina
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His physical examination was normal apart from the skin lesions. 

Chest radiograph and CT (Figure 2) showed multiple large 

cavitations in the upper lobes (arrows) and tree in bud opacities. A 

biopsy sample of the skin lesions showed broad based budding yeast 

with Gomori methenamine silver stain in the dermis consistent with 

blastomycosis. Fungal culture from a bronchoalveolar lavage grew 

Blastomyces dermatitidis. 

The fungus is generally acquired through exposure to soil or moist 

organic debris and primarily affects the lower respiratory tract 

causing acute or chronic pneumonia. After seeding the respiratory 

tract B dermatitidis disseminates haematogenously to 

extrapulmonary sites in 20-50% of cases, most often to the skin, 

bones, and joints. Primary cutaneous inoculation can also occur. 

Reactivation of latent disease has been described and might explain 

our patient's presentation. 

Cutaneous blastomycosis is characteristically a verrucous "wart 

like" lesion with irregular borders. Ulcerative lesions with raised 

borders are also common. Any patient with  cutaneous 

blastomycosis should be investigated for pulmonary involvement 

and other sites of dissemination. We started our patient on 6 months 

of 200 mg itraconazole twice daily. At 5 month follow up in 

November, 2014, the patient is doing well, with no respiratory 

symptoms and improvement in the skin lesions.

Reference: The lancet, March 7, 2015, Vol. 385(9971):883

Disseminated blastomycosis with cutaneous involvement  

A 42 year old man presented to a hospital in June, 2014, with a 7 month history of progressive verrucous plaques on his chin    

(Figure 1). The patient reported living in Kenora, Ontario, a region of Canada that is hyperendemic for B dermatitidis 17 years earlier, 

where he had worked repairing railroad tracks. B dermatitidis is a dimorphic fungus endemic to the St Lawrence Great Lakes and 

Mississippi river systems in North America. Cases have also been reported in Africa and the Middle East. He had seen many different 

doctors and been given topical corticosteroid, antifungal, and antibacterial treatment without improvement. He also reported an 

intermittent cough productive of white sputum and mild dyspnoea on exertion for the past 2 months.

CASE REVIEW
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Figure 1: Verrucous lesion of the skin

Figure 2: Chest radiograph showing upper lobe cavities

January-March 2016









Figure 1: Zika virus affected area

Zika virus affected area
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Transmission

Mosquito bites

Zika virus is transmitted to people primarily through the bite of an 

infected Aedes species mosquito. These are the same mosquitoes 

that spread dengue and chikungunya viruses.

● These mosquitoes typically lay eggs in and near standing water 

in things like buckets, bowls, animal dishes, flower pots and 

vases.  They prefer to bite people, and live indoors and outdoors 

near people. Mosquitoes that spread chikungunya, dengue, and 

Zika are aggressive daytime biters. They can also bite at night

● Mosquitoes become infected when they feed on a person already 

infected with the virus. Infected mosquitoes can then spread the 

virus to other people through bites

Mother to child

A mother already infected with Zika virus near the time of delivery 

can pass on the virus to her newborn around the time of birth, but 

this is rare.

● It is possible that Zika virus could be passed from mother to 

fetus during pregnancy. This mode of transmission is being 

investigated

● To date, there are no reports of infants getting Zika virus 

through breastfeeding. Because of the benefits of breastfeeding, 

mothers are encouraged to breastfeed even in areas where Zika 

virus is found

Infected blood or sexual contact

Spread of the Zika virus through blood transfusion and sexual 

contact has been reported.

Clinical feature

The incubation period (the time from exposure to symptoms) of 

Zika virus disease is not clear, but is likely to be a few days. The 

symptoms are similar to other arbovirus infections such as dengue. 

The following symptoms may occur with Zika virus:

● About 1 in 5 people infected with Zika virus become ill 

● The most common symptoms of Zika are fever, rash, joint pain, 

or conjunctivitis.

● Other common symptoms include muscle pain and headache. 

● The illness is usually mild with symptoms lasting for several 

days to a week

● Zika virus usually remains in the blood of an infected person for 

a few days but it can be found longer in some people

● An increase in babies born with microcephaly

● Deaths are rare

Diagnosis

The symptoms of Zika virus are similar to those of dengue and 

chikungunya, diseases spread through the same mosquitoes that 

transmit Zika virus. Zika virus is diagnosed through:  

● PCR (Polymerase Chain Reaction)

● Virus isolation from blood samples

Diagnosis by serology can be difficult as the virus can cross react 

with other flaviviruses such as dengue, west nile and yellow fever.

Treatment

Zika virus disease is usually relatively mild and requires no specific 

treatment. No vaccine or medications are available to prevent or 

treat Zika infections. However, the following treatment protocol 

may be effective against Zika virus:

● Get plenty of rest

● Drink fluids to prevent dehydration

● Take medicine such as acetaminophen to relieve fever and pain

● Aspirin and other non steroidal anti inflammatory drugs 

(NSAIDs), like ibuprofen and naproxen should not be taken. 

Aspirin and NSAIDs should be avoided until dengue can be 

ruled out to reduce the risk of hemorrhage (bleeding).

Prevention

Mosquitoes and their breeding sites pose a significant risk factor for 

Zika virus infection. Prevention and control relies on reducing 

mosquitoes through source reduction and reducing contact between 

mosquitoes and people. This can be done by using insect repellent, 

wearing clothes that cover as much of the body as possible, using 

physical barriers such as screens, closed doors and windows and 

sleeping under mosquito nets. It is also important to empty, clean or 

cover containers that can hold water such as buckets, flower pots or 

tyres, so that places where mosquitoes can breed are removed.

Special attention and help should be given to those who may not be 

able to protect themselves adequately, such as young children, the 

sick or elderly. During outbreaks, health authorities may advise that 

spraying of insecticides be carried out. Insecticides recommended 

by the WHO Pesticide Evaluation Scheme may also be used as 

larvicides to treat relatively large water containers. Travellers 

should take the basic precautions described above to protect 

themselves from mosquito bites. 

References: 

1. European Centre for Disease Prevention and Control, January, 2016

2. World Health Organization, January, 2016

3. N. Engl. J. Med., January 21, 2016

4. www.cdc.gov/zika

5. en.wikipedia.org
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INFO QUIZ

1. Which drugs have bacteriostatic effect in regular doses?

 a. Tetracyclines

 b. Cephalosporins

 c. Sulfamethoxazole and trimethoprim (Sumetrolim)

 d. Erythromycin

 e. Amoxicillin

2. What are the possible causes of a 45 year old male reveals 

episodes of vertigo and loss of consciousness associated with 

sweating? 

 a. Hyperventilation

 b.  Hyperglycemia

 c.  Zollinger Ellison syndrome

 d.  Pheochromocytoma

 e. Paroxysmal tachycardia

3. Macroglossia is a possible feature of which of the following 

conditions?

 a.  Acromegaly

 b.  Marfan's syndrome

 c.  Hurler's syndrome

 d.  Achondroplasia

 e.  Amyloidosis

4. Which of the following conditions are related to 

psychosomatic disorders?

 a.  Systemic lupus erythematosus

 b.  Vasomotor rhinitis

 c.  Peptic ulcer

 d.  Diabetes mellitus

 e.  Bartter's syndrome

5. Paresthesia associated with pruritus is characteristic for 

which of the  following conditions?

 a.  Multiple sclerosis

 b.  Temporal lobe epilepsy

 c.  Raynaud's phenomenon

 d.  Acromegaly

 e.  Hypoventilation

6. In which of the following conditions is polydactylia 

present?

 a.  Laurence Moon Biedl syndrome

 b.  Marfan's syndrome

 c.  Turner's syndrome

 d.  Fanconi's congenital aplastic anemia

 e.  Ventricular septal defect

7. A classic type migraine is characterized by which of the 

following?

 a. It cannot be diagnosed if there are no prodromal symptoms

 b.  It shows a gradual progression

 c.  A homonymous hemianopsia is present

 d.  Edema of the papilla

 e.  Acoustic hallucinations

8. Which of the following drugs would lower the total serum 

cholesterol concentration in a patient with atherosclerosis 

of the coronaries?

 a.  Saccharin

 b.  Nicotinic acid

 c.  Bezafibrate

 d.  Sulfinpyrazone

 e.  Thyroxine

9. Which of the following conditions or drugs inhibit uric 

acid reabsorption?

 a.  Low dose salycilate

 b.  Hyperlactacidemia

 c.  Phenylbutazone

 d. Dicoumarol

 e. Probenecid

10. In which disease abdominal pain is a clinical feature?

 a.  Methanol toxicity

 b.  Acute arsenic poisoning

 c.  Acute lead poisoning.

 d.  Acute iron poisoning

 e.  Typhoid fever

Please select the correct answer by (✓) against a, b, c, d, e of each question in the Business Reply Post Card and sent it through our 

colleagues or mail within 17 May 2016; this will ensure eligibility for the Raffle Draw and the lucky winners will get attractive prizes!

Refresh your memory
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