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Abstract: Pregnancy with jaundice is regarded as high risk pregnancy so it is considered very important sign 

during antenatal check up. Incidence of jaundice in pregnancy is 0.4-0.9/1000 in India. It complicates 3-5% of 

pregnancies and is one of the important causes of maternal and neonatal morbidity and mortality worldwide. 

The normal physiological and hormonal profiles may alter throughout the pregnancy. The present retrospective 

study was carried out in the Department of Obstetrics and Gynecology, KLE’s Dr. Prabhakar Kore Hospital 

and research centre from September 2011 to August 2012 to determine the causative factors responsible for 

jaundice in pregnant women and to assess its consequences in pregnancy. During this retrospective study of 3 

years, 9,612 deliveries were conducted. Among them 9,167 were live birth and 445 were stillbirth. Overall 

37(0.4%) women had clinical and biochemical evidences of jaundice. Their mean age was 24.78±3.66 years and 

the mean period of gestation (34.7±3.42 weeks). Among them predominant cause of jaundice was HELLP 

24(64.86%) followed by acute viral hepatitis and Leptospirosis 5(13.51%) of each. Severe PIH was the most 

common co-morbid conditions observed in 20(54.05%) of the pregnant women. And the commonest cause of 

maternal mortality 15(53.57%) was HELLP followed by severe anaemia 3(10.75%). Among 37 births, 53.85% 

were live births, 28.21% were fresh still births and 17.95% were macerated still births. Among the 53.85% of 

live births, foetal mortality was seen in 4.76%. Pregnancy with liver disorder results in very high foetal as well 

as maternal morbidity and mortality. HELLP was found to be the predominant cause of Jaundice and 

associated mortality in pregnancy. It might cause mild to severe complication in pregnancy. Pregnancy with 

liver disorder results in high foetal as well as maternal morbidity and mortality. Thus early diagnosis and 

proper management is essential to reduce the high maternal mortality in pregnant women with jaundice. 
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I. Introduction 
Pregnancy with jaundice is considered as high risk pregnancy. It is an important sign encountered 

during clinical examination. It complicates 3-5% of pregnancies and is one of the important causes of maternal 

and neonatal morbidity and mortality worldwide 
[1]

. Throughout the pregnancy there exists alteration in normal 
physiological and hormonal profiles. Among them liver disorders comprise up to 3% of all pregnancy 

complications 
[2]

. Incidence of jaundice in pregnancy is 0.4-0.9/1000 in India 
[3]

. 

Jaundice in pregnancy can be classified into three categories. i) Jaundice unique to pregnancy such as 

cholestasis of pregnancy, preeclampsia ii) Jaundice exacerbated by Pregnancy including viral hepatitis like 

Hepatitis E, Hepatitis B infection of Herpes Simplex virus during pregnancy which may lead to fulminant 

hepatic failure iii) Jaundice due to Pre-existing liver disorders like chronic active hepatitis and wilson’s 

diseases. Viral hepatitis is the most frequent cause of jaundice associated with pregnant woman. Incidence of 

hepatitis varies markedly throughout the world. 
 

In developed countries the incidence is around 0.1% whereas in developing countries it can range from 
3-20% or higher. There is no difference in the course of the disease in pregnant and non pregnant women in 
developed countries. However the incidence of maternal morbidity and mortality presented with fulminant 

hepatitis is higher in developing countries 
[4]

. 
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HEV and HBV infections were most frequent cause of fulminant hepatic failure in pregnancy 
[3,4,5]

. As 
far as developing countries like India is concerned, Hepatitis E is the most common cause of fulminant hepatic 
failure. Fulminant hepatitis was seen in high percentage in third trimester pregnant women with high maternal 

mortality ranging from 15-45% 
[6,7]

. Pruritus with elevated serum bile acids which is often seen in second half of 

pregnancy resolving after delivery is considered as intrahepatic cholestasis
[8]

. Recurrence in subsequent 
pregnancies is widely seen. The incidence which is seen in Europe ranges from 0.1% to 1.5% of pregnancies 

compared with a much significant incidence in Scandinavia 
[9]

. Maternal morbidity is low and therefore the 
importance of this disorder is related to its effects on the fetus. Intrahepatic cholestasis can lead to chronic 
placental insufficiency, resulting in fetal complications that include anoxia, prematurity, perinatal death, fetal 
distress, and stillbirth. Various studies have been done to evaluate the maternal and foetal outcome in different 

conditions causing jaundice in pregnancy. However the prevalence and aetiology of jaundice still remain 
debatable in developing and developed countries. Hence the present study was an attempt to determine the 
causative factors responsible for jaundice in pregnant women. 

 
 

II. Methodology 
This is a retrospective study conducted in the Department of Obstetrics and Gynaecology, KLE Dr 

Prabhakar Kore Hospital and Medical Research Centre Belgaum, between September 2011 to August 2012. All 

pregnant women with jaundice based on clinical and biochemical evidences from 2009 to 2012 were included in 

this study. Ethical clearance was taken from the institutional ethics committee of Jawaharlal Nehru medical 

college Belgaum. All relevant data were collected, scrutinized for the clinical and biochemical profile, etiology, 

maternal outcome and foetal outcome. The data obtained were tabulated and analysed by using appropriate 

statistical method on Microsoft excel and SPSS version 20. The results were presented in tables, Pie charts, 

histogram as well as in the narrative form as per necessity. 

 

III. Result 
Pregnant women with jaundice based on clinical and biochemical evidences were studied from January 

2009 to January 2012. During this period 9,612 deliveries were conducted (live birth=9,167 and still birth=445) 

out of which 37(0.4%) pregnant women had clinical as well as biochemical evidence of jaundice. Out of 37 

pregnant women with jaundice, majority of them 28(75.68%) belongs to age group of 21 to 30 years and 

7(18.92%) were of age group less than 20 years. Only 2(5.41%) were above 30 years. Others results were 

tabulated as well as shown in the diagrams as follows. 

 

Table 1: Cause of Jaundice in pregnant women 
S.N. Cause of Jaundice Number Percentage 
1 HELLP 24 64.86% 
3 Acute viral hepatitis 5 13.52% 
4 Leptospirosis 5 13.52% 
5 Gilbert Syndrome 1 2.7% 
6. Hepatitis B 1 2.7% 
7 Cholestasis jaundice 1 2.7% 
Total 37 100% 100% 

 

 

 

  
 

Figure No. 1: Mode of delivery 
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Table No.2: Outcome of jaundice in the pregnant women 
S.N. Mode of delivery Frequency Percentage 
1 Improved 9 24.32% 
2 Mortality 28 75.68% 
Total  37 100% 

 

Table No. 3: Cause of mortality 
S.N. Cause of Mortality Frequency Percentage 
1 HELLP 15 53.57% 
2 Severe anemia 3 10.75% 
3 Pulmonary embolism 2 7.14% 
4 Abruptio Placenta 2 7.14% 
5 Septicaemia 1 7.14% 
6 Multiorgan dusfuncton sundrome 1 3.57% 
7 Leptospirosis 1 3.57% 
8 Cerebral Malaria 1 3.57% 
9 ARDP 1 3.57% 

 Total 28 100% 
 

 
Figure No. 2: Birth status of baby delivered from jaundiced mothers 

 

 
Figure No. 3: Weight of the baby delivered from the jaundiced mother 

 

 
Figure No. 4: Foetal outcome of the jaundiced mothers 
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Table 4: Requirement of NICU for the baby delivered from jaundiced mothers 
SN Requirement of NICU Frequency Percentage 
1 Required 5 13.51 
2 Not required 32 86.49 
Total 37 100 

 

Table No 5. Bilirubin Level in pregnant women 
SN Serum Bilirubin (mg%) Frequency Percentage 
1 < 10 25 67.57% 
2 10.0 – 14.90 4 10.815 
3 15.0 – 19.9 5 13.51% 
4 > 20 3 8.11% 
Total  37 100 

 

Table No 6: Co-morbid conditions in pregnant women 
SN Co-morbid conditions Frequency Percentage 
1 Abruptio placenta 1 2.7% 
2 Acute Renal Failure 1 2.7% 
3 Cerebral Malaria 2 5.41% 
4 IUGR 1 8.11% 
5 Sever PIH 20 54.05% 

 

 

IV. Discussion 

 
In the present study, 9,612 deliveries were conducted from 2009 to 2012. Out of them 9,167 were live 

birth and 445 were still births. Overall, 37(0.4%) women had clinical and biochemical evidences of jaundice. 

Similar findings were reported in a retrospective study 
[10] 

from Mumbai among 7080 pregnant women where 

they found 48 women (0.65%) with jaundice. In another prospective study 
[11] 

at Mumbai, pregnant women with 
liver diseases were evaluated and followed up till two weeks postpartum or death. Liver disease was found in 
107 (0.9%) of 12,061 pregnancies. Comparing to these studies our study revealed less percentage of pregnant 
women with jaundice. In the present study, most of the women 28(75.68%) belonged to age group of 21 to 30 
years. Mean age was 24.78 ± 3.66 years. Similar study done in 7,280 pregnant women reported with mean age 

26 years which is comparable to the present study 
[3]

. Almost half 18(48.65%) were primi gravida followed by 
13(35.14%) which were parity status one. Of the 37 cases more than half 21(56.76%) were not registered for 

ANC check up. 
 

HELLP is commonly encountered in the second or third trimester but can also arise after delivery. 
Advanced maternal age, multi-parity, and white ethnic origin are the major risk factors for the development of 

HELLP 
[12]

. In the present study, the predominant cause of jaundice was found to be of HELLP in 24(64.86%) 
of women followed by, acute viral hepatitis and Leptospirosis 5(13.51%) of each. Infant mortality rate of 6–7% 
in perinatal period has been reported primarily as a consequence of prematurity, or secondary to maternal 

complications 
[13]

. Hepatic disorders in pregnancy are not common, but have clinical importance because of its 
serious adverse effects on both mother and fetus. Liver disease in pregnancy can be the cause of subtle changes 
in liver biochemical profile or can be presented with fulminant hepatic failure. These disorders are notorious and 
might need to be handled by clinically experienced physicians in tertiary care centre. The maternal and foetal 
survival rate has improved because of better understanding of the pathogenesis of these disorders and higher 

standards of clinical care
 [12]

. Gallstones are often seen in pregnancy because of hyper cholesterol secretion in the 

second and third trimester, increased lithogenicity of the bile, and reduced gallbladder motility 
[14]

. About 10% 

of pregnant women encounter either gallstones or viscous biliary sludge 
[15]

. But in present study none of the 
pregnant women had gall stone. 

 
 

Few cases of viral hepatitis 6(16.21%) were found among them only one case (2.7%) was presented 
with Hepatitis B virus. Hepatitis virus infection in pregnancy has a similar type of clinical course as compared to 

that in the non-pregnant population 
[16]

. A recent study has declared the presence of ascites and hypertension as 

factors useful to differentiate liver disease specific to pregnancy from viral hepatitis 
[17]

. Increased severity of 
disease is found to be associated with advanced maternal age, with severe infection in the third trimester 

associated with an increased risk of prematurity 
[18]

. 
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V. Conclusion 

 
Pregnancy with liver disorder results in very high foetal as well as maternal morbidity and mortality. 

HELLP was found to be the predominant cause of Jaundice and associated mortality in pregnancy. It might 

cause mild to severe complication in pregnancy. Pregnancy with liver disorder results in high foetal as well as 

maternal morbidity and mortality. Thus early diagnosis and proper management is essential to reduce the high 

maternal mortality in jaundiced pregnant women. 
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