
Study of Jaundice in Pregnancy in a Tertiary Care 
Institute in India

Introduction

Objectives

Methods

iver disease in pregnancy can be 
1categorized into three groups.  The 

first is disease unique to pregnancy and 
caused by it which includes hyperemesis 
gravidarum, cholestasis of pregnancy and 
preeclampsia. The second is one 
exacerbated by pregnancy. Viral infections 
involving live as Hepatitis E and Herpes 
simplex are more likely to be exacerbated 
in pregnant women and lead to fulminant 
hepatic failure. The third group includes 
liver disease pre existing in the pregnant 
women that include chronic active 
hepatitis and Wilson’s disease. The 
number of patients in the last group is 
small as chronic liver disease is rare in 
women who are pregnant and bear 
children.

Liver dysfunction complicates as 
many as 3% of pregnancy.

To study maternal, foetal and obstetric 
outcomes in women with jaundice in 
pregnancy.

Retrospective study of jaundice in 
pregnant women from July 2007 to June 
2009 was done at B.Y.L. Nair Hospital, a 

L
tertiary hospital in Mumbai.

Deranged liver function, cause of the 
jaundice, maternal and foetal morbidity 
and mortality, mode of delivery, maternal 
complications were studied.

Amongest 7280 pregnant patients, 48 
were found to have hepatobiliary disorders 
(jaundice). Mean age of patients were 26 
years. Only 4 patients were registered. 
Rest were referred or transferred from 
other institutions. 40 patients were in the 

rd3  trimester.

Most common symptoms were 
yellowish discolouration of urine and pain 
in upper abdomen. All patients were 
hospital ized and treatment was 
individualized for each including general 
hepatic care - Vitamin K, lactulose, 
Augmentin, carbohydrates (oral and 
parenteral as indicated.)

ICU admission was required for 22 
patients. 16 patients expired of which 15 
patients had required ventilator support. 
37 out of 48 patients required blood 
transfusion. Maternal mortality 33.3% 
(i.e. 16 of 48).

34 patients had spontaneous onset of 
labour. Spontaneous vaginal delivery 
occurred in 33 patients of which 16 were 
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Abstract

Liver dysfunction affects a small percentage of pregnant women yet it takes a major 

toll on health of both the mother and foetus. The study of 48 pregnant patients with 

hepatobiliary disorders is presented.
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term live, 13 preterm live births and 4 
patients had still birth. One patient had 
operative vaginal delivery in terms of 
forceps.

Induction of labour for obstetrical 
indications was done in 9 patients. Namely 
two for postdatism, 6 for intrauterine 
foetal death and 1 for preterm rupture of 
membranes. One patient with acute 
fulminant hepatitis was referred post 
caesarean section on day 2.

4 caesarean sections were performed 
for obstetrical indications (previous 2 
caesareans, primigravida with breech, 
severe oligohydramnios and nonprogress 
of labour).

Perinatal mortality was 37.5% (18 of 
48).

Discussion

In half of the patients jaundice was 
found to be of an infective aetiology i.e. 24 
of 48. Even amongst Hepatitis, half i.e. 12 
of 24 patients were infected with hepatitis 
E virus. Amongst 12 hepatitis E positive 
patients, 6 of them expired i.e. a mortality 
of 50%.

Hepatitis E is a self limiting enterically 
transmitted acute viral hepatitis. In non 
pregnant women the disease has a case 
fatality rate of < 0.1%. However in 
pregnant women mortality may be as high 

2,3as 25%.  Particularly from certain 
geographical areas in India it is more 
severe leading to fulminant hepatic failure 
and death in a significant proportion of 
patients. In contrast, reports from Egypt, 
Europe and U.S.A. have shown that the 
course and severity of HEV in pregnancy is 
not different from that in nonpregnant 
women. The cause for this geographical 

4difference, if not clear.

In our study mortality due to HEV was 
50%. Pregnancy appears to be a potential 
risk factor for viral replication and extreme 
low immune status of Indian / Asian 

5pregnant women.  

Hepatitis B is not associated with 
increased mortality or teratogenecity 
immunoprophylaxis to newborn at birth 
which includes HBV hyperimmune 
globulins and vaccine.

Acute Fatty Liver of Pregnancy 

AFLP is an uncommon but potentially 
rdfatal complication that occurs in 3  

trimester or early post partum period. 
Maternal and perinatal mortality have 
decreased from 75% to 85% and 18% and 
25% respectively due to prompt diagnosis 
and treatment. Supportive care and 
expeditive delivery is the best treatment. 
Our study showed maternal mortality of 2 
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out of 3.

In those cases there were 2 still births 
out of 3 babies delivered. Diagnosing acute 
fatty liver in pregnancy needs extreme 
vigilance. The very first case came to us in 
a moribund stage expired within 24 hours. 
The reason for her deterioration in 
nonviral, noneclamptic hepatic failure was 
not apparent, diagnosed postmortem on 
pathology. There on next cases the 
diagnosis was prompt and one patient 
could be saved by early termination of 
pregnancy. This patient went home with 
baby.

Liver biopsy is not mandatory for 
diagnosis. In most cases it is rarely 
performed. This is because serological 
markers for viral hepatitis are now 
available and biochemical findings for 
AFLP are available. Liver biopsy should not 
be performed to confirm diagnosis of AFLP 
or to distinguish AFLP from severe 
preeclampsia because the management of 
both the conditions require immediate 
delivery.

Haemolysis, elevated liver enzymes 
and low platelet count syndrome is a grave 
condition that threatens the patients and 
the foetus. It affects 0.1-0.6% of all 
pregnancies. Although it is considered a 
complication of preeclampsia, only 4-12% 
of women with severe preeclampsia 
experience HELLP syndrome.

In our study we had two patients of 
HELLP; one of them could not be revived, 
as he had disseminated intravascular 
coagulation.

Maternal mortality from HELLP is 1-
524.2%.

Complications of HELLP include DIC, 

abruptio placenta, acute renal failure, 

HELLP

pulmonary oedema and rarely hepatic 

rupture. Perinatal death is due to very 

early gestational age in the setting of 

severe IUGR or abruptio placenta.

Cholestasis in pregnancy 

Generalised pruritus is dominant 

feature. Jaundice may develop 7-14 days 

later. The general health of patient is 

preserved and foetal prognosis is good. We 

had still birth of one foetus.

Conclusion 

Liver dysfunction occurs in a small 

percentage of pregnant women, yet its 

effect on maternal and perinatal mortality 

is significant. Early and timely diagnosis 

coupled with a multidisciplinary approach 

to the management can save lives of 

mother and foetus.

In a country like India, beginning from 

health education to the pregnant mother 

regarding warning signs and immediate 

visit to the doctor, to medical personnel at 

primary health centre for early transfer 

can go long way in lowering maternal and 

perinatal mortality and morbidity due to 

jaundice in pregnancy.
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