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ABSTRACT

Background and Aims: Postpartum preeclampsia poses serious health risks including eclampsia, stroke, pulmonary edema,
renal failure, and eventually death. However, there is a paucity of data on persistent postpartum preeclampsia among Ghanaian
women, limiting the development of tailored interventions to reduce associated morbidity and mortality. This study investigated
the prevalence and risk factors associated with persistent postpartum preeclampsia in Ghana.

Methods: A hospital-based retrospective cross-sectional study was conducted at St. Joseph Hospital, Koforidua, involving 210
women. Medical records and folders were used to collect sociodemographic, clinical, and obstetric data of the study partici-
pants. Statistical analyses were performed using SPSS version 26.0. p < 0.05 was considered statistically significant.

Results: The prevalence of persistent postpartum preeclampsia was 15.2%. After adjusting for multiple confounders in the
multivariate logistic model, cesarean section delivery [(aOR = 4.72, 95% CI (1.90-11.72), p = 0.001)] and chronic hypertension
[(aOR =2.56, 95% CI (1.14-5.75), p = 0.022)] were associated with significantly increased odds of persistent postpartum pre-
eclampsia. However, sociodemographic factors such as age, religion, marital status, education level, and occupation were not
significantly associated with postpartum preeclampsia.

Conclusion: Persistent postpartum preeclampsia affects a considerable proportion of women in Ghana with cesarean delivery
and chronic hypertension emerging as independent predictors. These findings highlight the need for close monitoring and
follow-up care for women with these risk factors during the postpartum period.

1 | Introduction

Preeclampsia, a hypertensive disorder occurring during preg-
nancy poses significant risks to maternal and fetal health
worldwide [1]. Globally preeclampsia affects about 5%-8% of
pregnancies, making it one of the leading causes of maternal

morbidity and mortality [2]. The prevalence of preeclampsia in
developing countries is estimated to be 2.8% of live births being
seven times higher than in developed countries which is 0.4% of
live births [2]. In Ghana, preeclampsia is a major cause of
maternal and neonatal mortalities accounting for a prevalence
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rate between 6.55% and 7.3% [3, 4]. Typically, antepartum PE
resolves after childbirth; however, in some cases, it continues
leading to persistent postpartum preeclampsia (PPE) [1].

PPE remains a significant yet often underrecognized com-
plication of pregnancy. PPE is a rare but serious condition
that occurs after childbirth [5]. It can develop up to 6 weeks
after childbirth, and can lead to brain damage, stroke and
death if not treated [6]. Various risk factors such as advanced
maternal age, cesarean delivery, women with pre-existing
medical conditions such as chronic hypertension, diabetes,
kidney disease and autoimmune disorders increase the like-
lihood of developing persistent preeclampsia even after
pregnancy [7, 8].

Adequate post-natal care and early identification of risk
factors are essential for implementing appropriate preventive
measures and monitoring strategies to reduce the occurrence
of postpartum preeclampsia [9]. PPE has been documented to
adversely affect maternal health, leading to high morbidity,
and if untreated, could be fatal. Investigating the factors
associated with PPE is therefore essential to develop tailored
interventions and postpartum care that could promote
maternal wellbeing and significantly reduce PPE-associated
complications. Moreover, while preeclampsia during preg-
nancy has been well-studied in Ghana [4, 10], there is
insufficient research regarding the prevalence and risk fac-
tors of persistent postpartum preeclampsia. This study aimed
to determine the prevalence of PPE and identify its inde-
pendent predictors among women previously diagnosed with
preeclampsia in Koforidua, Ghana.

2 | Methods
2.1 | Study Design and Site

A retrospective cross-sectional design was conducted at the St.
Joseph Hospital in Koforidua, Ghana. St. Joseph hospital is one
of the major secondary healthcare facilities serving the Eastern
Region of Ghana, located in Koforidua, Ghana. The hospital is
an urban health center located on 6.10098° N, 0.27351° W. It
receives referrals from neighboring towns such as Bonsu,
Osiem, and Suhum. The hospital provides a range of medical
services, including the obstetrics, gynecology, and antenatal
care services.

2.2 | Study Population

The study included medical records of women diagnosed with
preeclampsia during antenatal care before delivery and read-
mitted postpartum with a confirmed diagnosis of preeclampsia
between 2020 and 2023.

2.3 | Inclusion and Exclusion Criteria

Medical records with complete sociodemographic and clini-
cal data of women diagnosed with preeclampsia during
antenatal care and readmitted with a confirmed diagnosis of
postpartum preeclampsia between 2020 and 2023 were
included. Medical records were excluded if they belonged to

deceased individuals, mothers from other countries or
incomplete medical information.

2.4 | Sample Size

The Cochran formula (N = Z*> X P (1 — P)/E?) was used to obtain
an initial sample size of 205.6 considering the average of a re-
ported prevalence rate of postpartum preeclampsia between
0.3% and 27.5% [11]. Two hundred and ten (210) participants
were finally recruited to increase statistical power.

2.5 | Ethical Considerations

Ethical approval was sought from the Committee on Human
Research, Publication and Ethics (CHRPE/AP/962/24) at the
School of Medicine and Dentistry of the Kwame Nkrumah
University of Science and Technology (KNUST). The study was
approved by the hospital's review committee.

2.6 | Data Collection

Medical records from the maternal birth register were in-
spected, and information on socio-demographics including age,
gender, religion, level of education, occupation, and ethnicity
were abstracted by trained research assistants. Obstetric infor-
mation including parity, gravidity, gestational age of childbirth,
maternal pre-pregnancy height and weight, family history of
hypertension, readmission status and maternal medical history
were also obtained. The retrieved information was organized
using a structured questionnaire. Data were collected through
structured questionnaire even though hospital records were
used the questionnaire was used to record the data to maximize
patient data confidentiality. To ensure accuracy and consist-
ency, all completed forms were reviewed for completeness, and
random samples of records were independently rechecked by
a second reviewer. Discrepancies were resolved through con-
sensus before data entry.

PPE was defined as the persistence or recurrence of hyper-
tension (systolic BP>140mmHg and/or diastolic BP >90
mmHg on at least two occasions, >4 h apart) and/or protein-
uria (>300mg/24h or > 1+ on dipstick) within 42 days post-
partum [12].

2.7 | Data Management and Analysis

The data obtained was entered into Microsoft Excel 2019 for
cleaning and coding. Further statistical analysis was performed
using SPSS version 26.0 (SPSS Inc.) and GraphPad Prism ver-
sion 8.0.1 (GraphPad LLC). Categorical data were presented as
frequencies and percentages. Associations between socio-
demographic and clinical characteristics and persistent post-
partum preeclampsia were performed using the * or Fisher's
exact test, with two-sided tests applied. Univariate and multi-
variate logistic regression analysis was performed to compare
the odds ratio of clinical characteristics associated with PPE.
Cases with missing data for key variables were excluded pair-
wise from relevant analyses. Statistical significance was con-
sidered at a p-value < 0.05.
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3 | Results

3.1 | Sociodemographic Characteristics of Study
Participants

Of the 210 participants recruited in the study, majority were in
the 30-34 years age group (41.0%), followed by those aged
35-39 years (26.6%), <29 years (19.5%) and >40 (12.9%).
Almost two-thirds of participants were Christians (70.5%) while
29.5% were Muslims. Regarding ethnicity, Akans (52.4%) were
the predominant ethnic group followed by Ewe (20.5%) with
Mole-Dagbani (12.9%) being the least. Majority (82.3%) had
attained formal education, whilst over 46% were self-employed
(46.2%) (Table 1).

3.2 | Clinical Characteristics of Study
Participants

Considering the clinical characteristics of study participants,
33.8% had normal weight, 29.0% were overweight, 20.5% were
underweight while 16.7% were obese. More than half of parti-
cipants (53.3%) underwent vaginal delivery with 46.7% per-
forming caesarian sections. Almost all participants (91.4%) had
experienced multiple pregnancies (multigravida) whereas only

TABLE 1 | Sociodemographic characteristics of study participants.

Frequency Percentage

Variable (n=210) (%)
Age group (years)

<29 41 19.5

30-34 86 41.0

35-39 56 26.6

>40 27 12.9
Religion

Christian 148 70.5

Muslim 62 29.5
Marital status

Married 151 71.9

Single 59 28.1
Ethnicity

Akan 110 52.4

Ewe 43 20.5

Ga-Adangbe 30 14.3

Mole-Dagbani 27 12.9
Education level

No formal 37 17.6

Education

Formal 173 82.4

Education
Occupation

Civil Servant 65 30

Self-employed 113 46.2

Unemployed 32 23.3

Note: Data were presented as frequencies and percentages (%).

8.6% were first time pregnant women (primigravida). Again,
majority were multiparous (62.9%), 25.7% were primiparous
and 11.4% were nulliparous. Approximately 35% had a family
history of hypertension. Chronic hypertension was reported in
about 36% of the study participants. Most participants did not
have STIs (91.9%) nor kidney disease (94.3%). Moreover, about
87% were anaemic while 70% had a preterm delivery. Prenatal
care visits were categorized as high (33.3%), moderate (34.3%),
or low (32.4%). Regarding the prevalence of PPE, 15.2% had PPE
while majority (84.8%) of the study participants did not have
(Table 2).

3.3 | Association Between Socio-Demographic
Characteristics and Postpartum Preeclampsia

Women aged 30-34 had the highest postpartum preeclampsia
rate (46.9%), while Christians were the majority in both non-
postpartum preeclampsia (71.3%) and postpartum pre-
eclampsia (65.6%) groups. Moreover, married women had a
higher postpartum preeclampsia rate (81.3%) than single
women (18.8%). However, none of the assessed socio-
demographic characteristics—age group (p =0.379), religion
(p =0.513), marital status (p =0.201), ethnicity (p =0.291),
educational level (p=0.653) and occupation (p=0.779)—
were significantly associated with postpartum preeclampsia
(p>0.05) (Table 3).

3.4 | Association Between Clinical
Characteristics and Postpartum Preeclampsia

The association between clinical factors and postpartum pre-
eclampsia is presented in Table 4. There was no significant asso-
ciation between BMI (p=0.296), gravidity (p=0.488), parity
(p =0.488), family history of hypertension (p = 0.724), STI status
(p = 0.678), kidney disease (p = 0.572), gestational age (p = 0.802),
prenatal care visits (p =0.855). However, mode of delivery was
significantly associated with postpartum preeclampsia (p < 0.001).
Likewise, chronic hypertension (p=0.008) and anaemic status
(p=0.018) were found to be significantly associated with post-
partum preeclampsia.

3.5 | Clinical and Obstetric Predictors of
Postpartum Preeclampsia

Table 5 presents the clinical and obstetric predictors of
postpartum preeclampsia. In the univariate logistic regres-
sion analysis, women who delivered via cesarean section had
5.14 odds of developing postpartum preeclampsia compared
to those who had a vaginal delivery (cOR =5.14, 95% CI:
2.11-12.51, p<0.001). Similarly, women with chronic
hypertension were 2.73 times more likely to have postpartum
preeclampsia compared to those without chronic hyper-
tension (cOR=2.73, 95% CI: 1.27-5.87, p=0.001). After
adjusting for multiple cofounders in the multivariate logistics
analysis, having cesarean section (aOR=4.72, 95% CIL:
1.90-11.72, p = 0.001) and chronic hypertension (aOR = 2.56,
95% CI: 1.14-5.75, p = 0.022) still remained significant pre-
dictors of PPE.
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TABLE 2 | Clinical characteristics of study participants.

Frequency Percentage

Variable (n=210) (%)
BMI (Kg/m?)

Underweight 43 20.5

Normal 71 338

Overweight 61 29.0

Obese 35 16.7
Mode of delivery

Caesarian 98 46.7

Vaginal 112 53.3
Gravidity

Primigravida 18 8.6

Multigravida 192 91.4
Parity

Nulliparous 24 11.4

Primiparous 54 25.7

Multiparous 132 62.9
Family history of
hypertension

No 137 65.2

Yes 73 34.8
Chronic
hypertension

No 135 64.3

Yes 75 35.7
STIs

No 193 91.9

Yes 17 8.1
Kidney disease

No 198 94.3

Yes 12 5.7
Hb levels

Anaemic 183 87.1

Non-anaemic 27 12.9
Gestational age

Preterm 147 70.0

Term 63 30.0
Prenatal care visits

High 70 33.3

Moderate 72 34.3

Low 63 324
Postpartum
preeclampsia

No 178 84.8

Yes 32 15.2

Note: Data were presented as frequencies and percentages (%). Prenatal care visits:
High: > 8 visits during pregnancy, Moderate: 4-7 visits during pregnancy, Low:
< 4 visits during pregnancy.

Abbreviations: BMI, body mass index; Hb, haemoglobin; STI, sexually transmitted
diseases.

TABLE 3 | Association between socio-demographic factors and
postpartum preeclampsia.

Persistent postpartum

preeclampsia
No Yes
Variable (n=178) (n=32) p value
Age group (years) 0.379
<29 35 (19.7) 6 (18.8)
30-34 71 (39.9) 15 (46.9)
35-39 51 (28.7) 5 (15.6)
>40 21 (11.8) 6 (18.8)
Religion 0.513
Christian 127 (71.3) 21 (65.6)
Muslim 51 (28.7) 11 (34.4)
Marital status 0.201
Married 125 (70.2) 26 (81.3)
Single 53 (29.8) 6 (18.8)
Ethnicity 0.291
Akan 98 (55.1) 12 (37.5)
Ewe 34 (19.1) 9 (28.1)
Ga-Adangbe 25 (14.0) 5(15.6)
Mole-Dagbani 21 (11.8) 6 (18.8)
Education level 0.653
No formal 30 (16.9) 7 (21.9)
education
Formal 148 (83.1) 25 (78.1)
education
Occupation 0.779
Civil Servant 56 (31.5) 9 (28.1)
Self-employed 94 (52.8) 19 (59.4)
Unemployed 28 (15.7) 4 (12.5)

Note: Data were presented as frequencies and percentages (%). p-values were
computed using x*/Fisher's exact test.

4 | Discussion

Postpartum preeclampsia poses a significant threat to maternal
health, necessitating a comprehensive examination of its so-
ciodemographic, clinical and obstetric risk factors. Despite ad-
vances in obstetric care, the condition remains a leading cause
of maternal morbidity and mortality worldwide [1]. Early
identification and management of persistent PPE effectively is
crucial since the ability to quickly recognize and respond this
condition can be life-saving. Therefore, understanding the
prevalence and its associated risk factors is essential for devel-
oping targeted interventions and improving maternal outcomes.

This study revealed a 15.2% prevalence rate of PPE, which is
consistent with studies in developed countries with observed
rates averaged around 10% to 20% [3, 4]. In the United King-
dom, a 13% rate was reported [13] while in the United States of
America, a slightly higher figure was found at 19% [14]. These
similarities could be attributed to the increased monitoring
and postpartum maternal follow-ups as well as the use of
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TABLE 4 | Association between clinical factors and postpartum
preeclampsia.

Persistent postpartum

preeclampsia
No Yes

Variable (n=178) (n=32) p value

BMI (Kg/m?) 0.296
Underweight 38 (21.3) 5 (15.6)

Normal weight 61 (34.3) 10 (31.3)
Overweight 53 (29.8) 8 (25.0)
Obese 26 (14.6) 9 (28.1)

Mode of delivery <0.001
Caesarian 73 (41.0) 25 (78.1)

Vaginal 105 (59.0) 7 (21.9)

Gravidity 0.488
Primigravida 164 (92.1) 4 (12.5)
Multigravida 14 (7.9) 28 (87.5)

Parity
Nulliparous 20 (11.2) 4 (12.5)
Primiparous 47 (26.4) 7 (21.9)
Multiparous 111 (62.4) 21 (65.6)

Family history of 0.724

hypertension
No 117 (65.7) 20 (62.5)
Yes 61 (34.3) 12 (37.5)

Chronic 0.008

hypertension
No 121 (68.0) 14 (43.8)
Yes 57 (32.0) 18 (56.3)

STIs 0.678
No 163 (91.6) 30 (93.8)

Yes 15 (8.4) 2 (6.3)

Kidney disease 0.572
No 170 (95.5) 31 (96.8)

Yes 8 (4.5) 1(3.2)

Anemic status 0.018
Anemic 151 (84.8) 32 (100)
Non-anemic 27 (15.2) 0 (0.00)

Gestational age 0.802
Preterm 124 (69.7) 23 (71.9)

Term 54 (30.3) 9 (28.1)

Prenatal care 0.855

visits
High 58 (32.6) 70 (33.3)
Moderate 62 (34.8) 72 (34.3)

Low 58 (32.8) 68 (32.4)

Note: Data presented as frequencies and percentages. p-values were computed
using the ) test/Fisher's exact test. p < 0.05 were considered statistically
significant and bolded.

Abbreviations: BMI: Body Mass Index, STIs Sexually transmitted infection.

standardized diagnostic criteria in this study which resulted to
consistent findings. Additionally, higher prevalence rates were
observed in similar studies conducted in Africa. A study con-
ducted in Cameroon found that 32.6% of women had persistent
postpartum preeclampsia [15]. Other studies revealed preva-
lence rates of 28.8% and 27.7% in Zambia and Uganda respec-
tively [16, 17]. In Ghana, PPE prevalence of approximately
11.9% have been documented [18]. These disparities might be
due to genetic differences as the African population have the
highest levels of genetic and phenotypic variation among all
humans [19], potentially influencing susceptibility to hyper-
tensive disorders. However, beyond biological factors, variations
in postpartum preeclampsia prevalence may also reflect differ-
ences in health system capacity and postpartum care practices.
Countries with more structured postpartum follow-up and
blood pressure monitoring programs may identify and manage
hypertensive cases earlier, thereby reducing recorded preva-
lence. Differences in access to and utilization of anti-
hypertensive medications during the postpartum period could
also contribute to observed variations. Moreover, sociocultural
factors such as health-seeking behavior, traditional beliefs sur-
rounding the postpartum period, and barriers to accessing
facility-based care may further influence detection rates.

Our findings showed no significant association between socio-
demographic variables such as age, religion, marital status,
education, and occupation and persistent postpartum pre-
eclampsia. Contrary to this, women aged 30 years and above
were found to be at risk of PPE according to a Cameroonian
study [15]. Several other global studies in Denmark [20], Cuba
[21] and Israel [22] have documented similar findings. We only
observed women aged 30-34 years to have the highest propor-
tion of persistent PPE, although the differences across age
groups were not statistically significant. Research indicates that
higher maternal age increases the risk of hypertension and
preeclampsia due to vascular stiffness, altered endothelial
function, atherosclerosis accumulation, and higher baseline
blood pressure due to reduced elastic arterial compliance and
increased peripheral resistance [23, 24]. Further research with
larger, prospective cohorts is warranted to elucidate the socio-
demographic risk factors of PPE in Ghana.

Furthermore, several clinical and pregnancy-related factors
have been implicated in the development of PPE. This cur-
rent study revealed that cesarean delivery was associated
with a 4.72 odds likelihood of PPE (aOR =4.72, 95% CI:
1.902-11.715, p=10.001). This is consistent with findings
from Grum et al., (2017) in Ethiopia who reported a signifi-
cant association between PPE and cesarean delivery [25]. A
similar trend has also been found in Ghana [19]. The un-
derlying pathology linking cesarean delivery to an increased
risk of PPE may be potentially due to surgical stress,
inflammation, or exacerbation of pre-existing endothelial
dysfunction [26]. While our study highlights this association,
further research is needed to clarify the underlying mecha-
nisms as this likely reflects the use of cesarean delivery in
more severe antenatal preeclampsia cases, indicating that CS
is a marker of disease severity rather than a direct cause of
PPE [27]. Therefore, careful monitoring and management
strategies targeting women with a history of CS and PE are
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TABLE 5 | Clinical and obstetric predictors of postpartum preeclampsia.

Postpartum preeclampsia

Variable Yes (n=32) cOR (95% CI) p value aOR (95% CI) p value
BMI (Kg/m?)
Underweight (Ref) 5(15.6) 1.00 1.00
Normal weight 10 (31.3) 1.28 (0.37- 4.37) 0.698 1.18 (0.32- 4.31) 0.807
Overweight 8 (25.0) 1.07 (0.35- 3.26) 0.909 0.89 (0.27- 2.89) 0.850
Obese 9 (28.1) 1.13 (0.39- 0.82) 0.823 0.94 (0.28- 2.90) 0.909
Mode of delivery
Caesarian 25 (78.1) 5.14 (2.11- 12.51) <0.001 4.72 (1.90- 11.72) 0.001
Vaginal (Ref) 7 (21.9) 1.00 1.00
Gravidity
Primigravida 4 (12.5) 0.60 (0.18-1.95) 0.393 0.43 (0.12-1.64) 0.219
Multigravida (Ref) 28 (87.5) 1.00 1.00
Parity
Nulliparous (Ref) 4 (12.5) 1.00 1.00
Primiparous 7 (21.9) 0.96 (0.25- 4.08) 0.955 0.97 (0.21- 4.56) 0.965
Multiparous 21 (65.6) 1.34 (0.54- 4.08) 0.528 1.59 (0.54- 4.69) 0.402
Family history of hypertension
No (Ref) 20 (62.5) 1.00 1.00
Yes 12 (37.5) 1.02 (0.46- 2.25) 0.960 0.93 (0.40- 2.18) 0.873
Chronic hypertension
No (Ref) 14 (43.8) 1.00 1.00
Yes 18 (56.3) 2.73 (1.27- 5.87) 0.010 2.56 (1.14- 5.75) 0.022
STIs
No (Ref) 30 (93.8) 1.00 1.00
Yes 2 (6.3) 3.06 (0.39- 23.94) 0.286 3.55 (0.42- 30.30) 0.247
Kidney disease
No (Ref) 31 (96.8) 1.00 1.00
Yes 8 (4.5) 0.52 (0.13- 2.02) 0.348 0.45 (0.11- 1.99) 0.215
Anemic status
Anemic 32 (100) 2.45 (0.55- 10.90) 0.239 2.23 (0.48- 10.37) 0.308
Non-anemic (Ref) 0 (0.00) 1.00 1.00
Gestational age
Preterm 23 (71.9) 0.67 (0.31- 1.47) 0.317 0.55 (0.24— 1.28) 0.167
Term (Ref) 9(28.1) 1.00 1.00
Prenatal care visit
High (Ref) 70 (33.3) 1.00 1.00
Moderate 72 (34.3) 0.76 (0.30- 1.95) 0.571 0.75 (0.28- 2.01) 0.566
Low 68 (32.4) 0.93 (0.38- 2.28) 0.878 0.91 (0.36- 2.31) 0.835

Note: cOR and aOR were computed using the univariate and multivariate logistic regression. p < 0.05 was considered statistically significant and are in bold font. All

clinically relevant covariates were included in the multivariate model.

Abbreviations: aOR, adjusted odds ratio; BMI, body mass index; CI, confidence interval; cOR, crude odds ratio;STIs, sexually transmitted infection.

essential to minimize postpartum complications effectively.
Moreover, our study findings found chronic hypertension
emerging as a significant risk factor for PPE development
(aOR =2.56, 95% CI: 1.14-5.75, p = 0.022). This is in agree-
ment with a study by Grum et al., (2017) in Ethiopia which
reported similar findings [25]. Careful blood pressure man-
agement throughout pregnancy and during the postpartum
period is required to help in the early detection of persistent

PPE. We observed significant association between anaemia
and PPE in the »* analysis, this relationship was not signifi-
cant after adjusting for potential confounders in the multi-
variate logistics regression model. This suggests that the
observed association may be mediated by other factors such
as maternal nutritional status, antenatal care utilization, or
coexisting obstetric complications. Prior studies have
revealed contradictory findings regarding the relationship
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between anemia and hypertensive disorders of pregnancy.
Previous studies reported that maternal anemia was associ-
ated with an increased risk of preeclampsia, possibly due to
shared pathophysiological pathways involving oxidative
stress and endothelial dysfunction [28, 29]. Our findings may
therefore indicate that, while anaemia could contribute to the
risk profile in unadjusted analyses, its independent effect is
less pronounced when accounting for other clinical and so-
ciodemographic factors.

Although our study provides valuable insights into the
prevalence and factors associated with postpartum pre-
eclampsia, it has several limitations inherent to its retro-
spective design. Some medical records were excluded due to
incomplete information, including the absence of detailed
clinical data to assess antenatal disease severity, which lim-
ited both participant inclusion and evaluation of severity as a
potential confounder. The exclusion of deceased individuals
may have introduced selection bias by underrepresenting
severe PPE cases, as their medical records were often
incomplete or inconsistent. Moreover, as a retrospective
study, our analysis was limited by the data available in-
patient records. Biochemical parameters such as proteinuria
quantification and liver enzyme levels were not consistently
documented, and postpartum blood pressure trajectories
were unavailable. These omissions restrict our ability to
assess disease severity and blood pressure trends over time.
However, the use of routinely collected clinical data provides
valuable insights into PPE patterns within our setting.

5 | Conclusion

The study revealed a persistent PPE prevalence of 15.2% with
preeclamptic women who had a caesarean delivery and those
with chronic hypertension being at risk of reoccurrence.
Therefore, tailored monitoring and management of high-risk
women is necessitated for timely recognition of symptoms and
signs to facilitate early diagnosis and management leading to
better maternal health outcomes.
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