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ABSTRACT

Objective: To study the effect of magnesium sulfate combined with misoprostol on postpartum hemorrhage and hs-CRP, Ang-II, 
PGE2 in PIH patients. 

Methods: A total of 159 PIH patients in our hospital from February 2018 to March 2019 were selected as research objects, and 
were enrolled into two groups according to different treatment methods. Among them, those treated by magnesium sulfate combined 
with misoprostol were taken as an intervention group (IG) (88 cases) and those treated by magnesium sulfate combined with oxytocin 
were regarded as a control group (CG) (71 cases). The clinical indexes (blood pressure, heart rate, respiration) and postpartum 
hemorrhage (time of the third stage of labor, effective control time of hemorrhage, amount of hemorrhage 2 h and 12 h after delivery) 
of patients in the two groups after treatment were observed. The efficacy of patients in both groups after treatment and the adverse 
reactions during treatment were recorded. Enzyme-linked immunosorbent assay (ELISA) was used to detect the levels of hs-CRP, Ang-II 
and PGE2 before and after treatment. The predictive value of hs-CRP, Ang-II and PGE2 on the efficacy of patients was also analyzed. 

Results: Blood pressure, heart rate and respiration got better after treatment in the IG than those in the CG, and postpartum 
hemorrhage improved better after treatment in the IG than that in the CG. After treatment, the total effective rate in the IG was 
obviously higher than that in the CG, the incidence of adverse reactions in the IG was significantly lower than that in the CG, and hs-
CRP, Ang-II and PGE2 in the IG were dramatically lower than those in the CG. The predicted AUC of serum hs-CRP for ineffective 
treatment was 0.809, that of Ang-II for ineffective treatment was 0.810, and that of PGE2 for ineffective treatment was 0.896. 

Conclusion: Magnesium sulfate combined with misoprostol on PIH can improve the blood pressure of patients, reduce the risk 
of postpartum hemorrhage, and improve the expression of hs-CRP, Ang-II and PGE2 in serum.
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Introduction

Pregnancy-induced hypertension syndrome 
(PIH) is a common disease of pregnant women dur-
ing pregnancy, most of which occurs 20 weeks after 
pregnancy(1). Studies have shown that 20% of mater-
nal deaths in obstetrics and gynecology are related 
to PIH. Mild pregnant women will suffer proteinu-
ria and edema, while severe cases often suffer from 
blurred vision and headache(2). PIH is also a common 
risk factor for postpartum hemorrhage(3). Postpartum 
hemorrhage is one of the main causes of maternal 
death(4), which refers to the occurrence of hemosta-

sis disorder within 24 h after delivery, and uterine 
atony is another cause(5). Without timely treatment, it 
will lead to hypovolemic shock, while severe hemor-
rhage will bring about death, which seriously affects 
the postpartum recovery of patients(6). Therefore, it’s 
particularly important to adopt effective methods to 
stop bleeding after delivery. 

Clinically, the increase of local blood pres-
sure will further aggravate the amount of postpar-
tum hemorrhage, and relieving vasospasm is a vital 
measure for treatment and prevention(7-8). Magnesi-
um sulfate is an anticonvulsant, which can inhibit the 
neuromuscular and blood vessels of PIH patients by 
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central inhibition, and indirectly reduce their blood 
pressure by dilating blood vessels(9). Some stud-
ies have shown that it can act on vascular smooth 
muscle to dilate peripheral blood vessels, and has 
a strong antihypertensive effect. It can also reduce 
blood pressure and relieve cardiac and cerebral in-
sufficiency of pregnant women(10). Misoprostol is an 
analog of prostaglandin E1, which can be used for 
oral, rectal and vaginal administration of parturients. 
It undergoes de-esterification reaction in the liver to 
become Misoprostol acid, which causes changes in 
the physical and chemical structure of cervical colla-
gen, thus leading to softening and maturation of the 
cervix and facilitating cervical dilatation(11). 

Clinical studies show that pregnant women 
with hypertension during pregnancy show marked 
differences in inflammatory process and cardiovas-
cular risk biomarkers(12). For example, hs-CRP and 
Ang-II increased significantly in the serum of PIH 
patients, which showed that hs-CRP could be used 
as a predictive marker of disease severity in them(13-

14). PGE2 is a crucial cell growth and regulation 
factor. Studies show that when the body is affected 
to different degrees, the synthesis and secretion of 
PGE2 will be significantly reduced, resulting in the 
increased reactivity of vascular walls to pressurized 
substances, thus increasing the pressure of periph-
eral blood vessels and causing the increase of blood 
pressure of patients(15, 16).

At present, there is little clinical research on the 
combined treatment of magnesium sulfate and miso-
prostol for PIH patients. This study aims to improve 
the reference basis for PIH patients by observing the 
effect of the combined treatment of magnesium sul-
fate and misoprostol on efficacy, postpartum hemor-
rhage and expression of hs-CRP, Ang-II and PGE2.

  
Materials and methods

General information  
A total of 159 PIH patients for diagnosis of preg-

nancy in our hospital from February 2018 to March 
2019 were selected as research objects. Among them, 
those treated by magnesium sulfate combined with 
misoprostol was taken as an intervention group (IG) 
(88 cases) and those treated by magnesium sulfate 
combined with oxytocin were regarded as a control 
group (CG) (71 cases). 

Inclusion criteria: 
• In line with the diagnostic criteria for PIH(17), 

all parturients were singleton pregnancy, gestational 
weeks >24 weeks, amniotic fluid was normal, pros-

taglandin inhibitors had not been used recently, there 
was no taboo on the drugs used in this study, and 
fetal development was normal; 

• Patients and their families understood and 
signed a certificate of consent regarding the process 
and purpose of this study, and it has been approved 
by the Medical Ethics Committee of our hospital. 

Exclusion criteria were as follows: 
• Patients with bronchial asthma, patients who 

could not cooperate due to mental diseases; 
• Patients who withdrew from the experiment 

midway; 
• Patients with serious medical diseases; 
• Patients with multiple pregnancies; 
• Patients who had not signed informed consent; 
• Patients who had not been interviewed.
 
Treatment methods
Patients in the CG were given 10 ml+ concen-

tration magnesium sulfate injection during deliv-
ery, which was put into 10% concentration 100 ml 
glucose injection and given intravenous drip. All of 
them needed to finish the drip within 30 min, and 
the drip could be completed according to their con-
dition of the standard of 1-2 g/h until they delivered 
successfully. They were given oxytocin immediately 
after successful delivery (Jinsui Biotechnology Co., 
Ltd., Shanghai, China, 50-56-6). The application 
method was to add 20 IU of oxytocin into 500 mL 
of sodium chloride injection with a concentration of 
0.9%, administer it intravenously, and massage the 
patient’s uterus to promote uterine contraction and 
hemostasis.

All those in the IG were additionally treated 
with misoprostol (New Hualian Pharmaceutical Co., 
Ltd., Shanghai, China, H20094136) on the basis of 
the treatment in the CG. It was 200 μg of oral medi-
cation after the patient successfully delivered. At the 
same time, 200 μg of misoprostol was inserted into 
the rectum, followed by uterine massage. 

Outcome measures  
Blood pressure and other clinical indicators 
After treatment, blood pressure (systolic pressure, 

diastolic pressure), heart rate and respiration of patients 
in the two groups were observed and recorded.

Clinical symptoms
After treatment, we observed and recorded the 

time of the third stage of labor, the effective control 
time of hemorrhage, and the amount of hemorrhage 
2 h and 12 h after delivery in both groups.
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Postpartum hemorrhage efficacy 
• Markedly effective: 
After treatment, the clinical symptoms (blood 

pressure, heart rate) and other indicators of all pa-
tients had been effectively improved, the uterine 
contraction of patients had been enhanced, and the 
amount of hemorrhage had been greatly reduced; 

• Effective: 
The clinical symptoms (blood pressure, heart 

rate) and uterine contraction of all patients after 
treatment had been significantly improved, and the 
amount of postpartum hemorrhage had been effec-
tively controlled; 

• Ineffective: 
After treatment, the patient did not achieve the 

above effect, the bleeding volume was not controlled, 
and he was transferred to other therapies for treat-
ment. The total effective rate = (markedly effective 
number +effective number)/total number ×100%. 

Adverse reactions
The adverse reactions of patients in the two 

groups after medication were recorded, mainly in-
cluding vomiting, nausea, shiver, vertigo, limb weak-
ness and fever. 

Detection of hs-CRP, Ang-II and PGE2 levels 
5 mL of venous blood was drawn from patients 

in the two groups before and after treatment, respec-
tively. It was centrifuged 10 min at 1500Xg, 4℃, and 
placed in a low temperature refrigerator at -70℃ 
for later use. The concentrations of high sensitivity 
C-reactive protein (hs-CRP), angiotensin II (Ang-II) 
and prostaglandin E2 (PGE2) were assessed via en-
zyme-linked immunosorbent assay (ELISA) (18), in 
accordance with the instructions of hs-CRP (Elab-
science Biotechnology Co.,Ltd., Beijing, China), 
Ang-II (Winter Song Boye Biotechnology Co. Ltd., 
Beijing, China) and PGE2 (Fine Biotechnology Co., 
Ltd., Wuhan, China).

Statistical methods  
SPSS version 21.0 statistical software (EASY-

BIO, China) was used for analysis. The counting data 
within groups were expressed by the number of cas-
es/percentage [n(%)]. The comparison of those data 
between groups adopted chi-square test, and when 
the theoretical frequency in the chi-square test was 
less than 5, the continuity correction chi-square test 
was adopted. The measurement data were expressed 
by mean±SD; the comparison of those data between 
groups adopted independent-samples t test, and the 

comparison of those data within groups successively 
adopted paired t test. The ROC curve was used to 
evaluate the efficacy of serum hs-CRP, Ang-II and 
PGE2 in the diagnosis of patients after treatment. 
The experimental pictures were drawn via Graph-
Pad Prism 6 software. P<0.05 was considered to be 
statistically different.

Results

Baseline data of patients in the two groups
There was no marked difference in BMI, age, 

gestational weeks, abdominal circumference, to-
tal cholesterol, educational background, diabetes 
history, drinking history, smoking history, place of 
residence, economic level and other general data 
between the IG and the CG before re-pregnancy 
(P>0.05) (Table 1).

Factor Intervention group 
(IG) (n=88)

Control group 
(CG) (n=71) χ2/t P

BMI before 
pregnancy (kg/m2) 0.026 0.871

< 23 41 (46.59) 34 (47.89)

≥ 23 47 (53.41) 37 (52.11)

Age (years) 0.384 0.535

< 35 49 (55.68) 43 (60.56)

≥ 35 39 (44.32) 28 (39.44)

Gestational 
age (week) 1.154 0.250

24.46±1.67 24.75±1.45

Abdominal 
circumference (cm) 0.969 0.334

100.35±6.62 101.35±6.27

Total cholesterol 
(mmol/L) 1.255 0.211

5.76±1.53 6.05±1.34

Education 2.512 0.113

Below high school 36 (40.91) 38 (53.52)

Above high school 52 (59.09) 33 (46.48)

History of diabetes 2.857 0.091

No 61 (69.32) 40 (56.34)

Yes 27 (30.68) 31 (43.66)

History 
of drinking 1.603 0.205

No 63 (71.59) 57 (80.28)

Yes 25 (28.41) 14 (19.72)

History of smoking 0.001 0.977

No 68 (77.27) 55 (77.46)

Yes 20 (22.73) 16 (22.54)

Place of residence 0.341 0.559 

Countryside 43 (48.86) 38 (53.52)

Cities and towns 45 (51.14) 33 (46.48)

Economic level 1.166 0.558

Difficult 23 (26.14) 22 (30.99)

well-to-do 36 (40.91) 31 (43.66)

Rich 29 (32.95) 18 (25.35)

Table 1: Baseline data of patients in the two groups 
[n(%), mean±SD].
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Comparison of clinical indexes such as blood 
pressure after treatment of patients between both 
groups 

After treatment, systolic pressure, diastolic 
pressure, heart rate and respiration in the IG got bet-
ter than those in the CG (P < 0.05) (Table 2).

Comparison of clinical symptoms of patients 
between both groups 

Observing the clinical symptoms of patients in 
the two groups, we found that the time of the third 
stage of labor and the effective bleeding control time 
of the patients in the IG after treatment were both 
less than those in the CG (P<0.05), and the amount 
of bleeding 2 h and 12 h after delivery was also sig-
nificantly less than that in the CG (P<0.05) (Table 3).

Comparison of clinical efficacy of patients 
between the two groups after treatment

After treatment, 63 cases (71.59%), 23 cases 
(26.14%), 2 cases (2.27%) were ineffective in the IG, 
with a total effective rate of 97.73%. Besides, 28 cas-
es (39.44%), 40.85%, 14 cases (19.72%) were ineffec-
tive in the CG, with a total effective rate of 80.28%. 
The total effective rate of the IG was higher than that 
of the CG (P<0.05) (Table 4).

Comparison of adverse reactions of patients 
between the two groups during treatment

During the treatment, the probability of vomit-
ing, nausea, shiver, vertigo, limb weakness and fever 
in the IG was dramatically lower than that in the CG 
(P<0.05) (Table 5).

Comparison of hs-CRP expression levels be-
tween patients in the two groups before and after 
treatment

There was no remarkable difference in the hs-
CRP expression level between patients in the two 
groups before treatment (P>0.05); hs-CRP was im-
proved after treatment. The hs-CRP expression level 
in the IG was significantly lower than that in the CG 
(P<0.05) (Figure 1).

Comparison of Ang-II expression levels of 
patients before and after treatment

There was no marked difference in the Ang-II 
expression level between patients in the two groups 
before treatment (P>0.05); Ang-II was improved af-

Group n
Systolic 
pressure 
(mmHg)

Diastolic 
pressure
(mmHg)

Heart rate 
(times /min)

Breathing 
(times /min)

Intervention 
group (IG) 88 119.47±10.45 86.34±7.73 75.87±5.34 23.24±4.12

Control 
group (CG) 71 127.54±10.35 97.76±7.92 74.12±5.21 24.68±4.10

t - 4.862 9.160 2.077 2.196

P - <0.001 <0.001 0.039 0.029

Group n
Vomiting 

and 
nausea

Shiver Vertigo Limb 
weakness  Fever Total 

incidence

Intervention 
group (IG) 88 2 (2.27) 1 (1.14) 0 (0.00) 1 (1.14) 1 (1.14) 5 (5.68)

Control 
group (CG) 71 3 (4.23) 2 (2.82) 1 (1.41) 2 (2.82) 1 (1.41) 9 (12.68)

χ2 - 0.492 0.599 1.247 0.438 0.023 2.394

P - 0.483 0.438 0.264 0.599 0.878 0.122

Group n
Time of the 
third stage 

of labor (min)

Effective 
bleeding 

control time 
(min)

Postpartum 
2 h 

hemorrhage 
(mL)

12 h 
postpartum 
hemorrhage 

(mL)

Intervention 
group (IG) 88 7.83±1.25 4.37±0.82 202.24±11.25 321.35±15.35

Control 
group (CG) 71 12.39±2.71 7.56±0.91 257.76±12.65 416.65±15.87

t - 23.220 29.260 38.330

P - <0.001 <0.001 <0.001 <0.001

Group n Markedly 
effective Effective Ineffective Total 

efficiency

Intervention 
group (IG) 88 63 (71.59) 23 (26.14) 2 (2.27) 86 (97.73)

Control 
group (CG) 71 28 (39.44) 29 (40.85) 14 (19.72) 57 (80.28)

χ2 - - - - 13.211

P - - - - 0.001

Table 2: Comparison of blood pressure of patients in both 
groups after treatment (mean±SD).

Table 5: Comparison of adverse reactions of patients 
between the two groups during treatment [n(%)].

Table 3: Comparison of clinical symptoms between pa-
tients in the two groups (mean±SD).

Table 4: Comparison of clinical efficacy of patients in the 
two groups after treatment [n(%)].

Figure 1: Comparison of hs-CRP expression level 
between patients in the two groups before and after treat-
ment.There was no difference in the hs-CRP expression 
between the two groups before treatment; its expression 
in the IG was dramatically lower than that in the CG after 
treatment. 
Note: compared with before treatment, *<0.05; compared with 
CG after treatment, #<0.05.
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ter treatment. The Ang-II expression level in the IG 
was significantly lower than that in the CG (P<0.05) 
(Figure 2).

Comparison of PGE2 expression levels be-
fore and after treatment between patients in the 
two groups

There was no remarkable difference in the 
PGE2 expression level between patients in the two 
groups before treatment (P>0.05); PGE2 was im-
proved after treatment. The PGE2 expression level 
in the IG was significantly higher than that in the CG 
(P<0.05) (Figure 3).

Predictive value of serum hs-CRP, Ang-II, 
PGE2 on efficacy

According to the different therapeutic effects 
of the patients, we divided those with PIH into an 
effective group (143 cases) and an ineffective group 
(16 cases). After examination, it was found that the 
serum hs-CRP, Ang-II, PGE2, hs-CRP, Ang-II and 
PGE2 in the effective group were (3.06±1.05), 
(118.53±12.19), (53.34±6.35), (4.79±1.57), 
(134.62±12.85) and (41.62±6.54) respectively. 

The difference was statistically significant 
(P<0.05). We further found that the predicted AUC 
of hs-CRP for ineffective treatment was 0.809, the 
predicted AUC of Ang-II for ineffective treatment 
was 0.810, and the predicted AUC of PGE2 for in-
effective treatment was 0.896 through ROC analysis. 
The results showed that hs-CRP, Ang-II and PGE2 
all had good predictive value (Figure 4).

Figure 2: Comparison of Ang-II expression level betwe-
en patients in the two groups before and after treatment.
There was no difference in Ang-II expression between 
both groups before treatment; its expression in the IG was 
significantly lower than that in the CG after treatment. 
Note: compared with before treatment, *<0.05; compared with 
CG after treatment, #<0.05.

Figure 3: Comparison of PGE2 expression level betwe-
en patients in the two groups before and after treatment.
There was no difference in PGE2 expression between pa-
tients in the two groups before treatment; its expression in 
the IG was significantly higher than that in the CG after 
treatment. 
Note: compared with before treatment, *<0.05; compared with 
CG after treatment, #<0.05.

Figure 4: Predictive value of serum hs-CRP, Ang-II, 
PGE2 on efficacy. (A) The hs-CRP expression in serum 
of the effective group was significantly lower than that of 
the ineffective group. (B) The Ang-II expression in serum 
of the effective group was significantly lower than that of 
the ineffective group. (C) The PGE2 expression in serum 
of the effective group was significantly higher than that of 
the ineffective group. (D) predictive value of serum hs-
CRP for efficacy (E) predictive value of serum Ang-II for 
efficacy. (F) predictive value of serum PGE2 for efficacy
Note: *P<0.05.
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Discussion

Hypertension is one of the most common dis-
eases in pregnancy, which can lead to decimus com-
plicated pregnancy. 

Gestational hypertension can bring about in-
creased proteinuria, renal insufficiency, severe 
headache, etc. of pregnant women, and is also tied 
to adverse reactions (premature delivery, maternal 
and infant mortality, neonatal death, etc.)(19). PIH, 
as a common complication of pregnant women dur-
ing pregnancy, is one of the vital causes of maternal 
death caused by postpartum hemorrhage, and active 
prevention is quite significant. Clinical studies show 
that the key factors to prevent postpartum hemor-
rhage during uterine contraction are enhanced(20-21).

In this study, we used magnesium sulfate com-
bined with misoprostol to treat PIH patients. Mag-
nesium sulfate is widely used clinically as uterine 
contraction inhibitor. It may be mentioned that it is 
used to prevent premature contraction and inhibit the 
occurrence of preterm labor in parturients. It also has 
anti-inflammatory properties(22). It is also shown that 
it can reduce blood pressure and urine protein in hy-
pertensive rats during pregnancy(23). The local blood 
pressure of PIH patients began to increase due to 
spasm of small veins, which eventually led to post-
partum hemorrhage(24). 

This study combined misoprostol for treatment. 
Misoprostol is a prostaglandin E1 analog with strong 
uterine contraction, which is mostly used to prevent 
postpartum hemorrhage clinically(25). The results of 
this study showed that systolic pressure, diastolic 
pressure, heart rate and respiration of the patients 
in the IG after treatment got better than those in the 
CG, and the time of the third stage of labor, the ef-
fective control time of hemorrhage, and the amount 
of hemorrhage 2 h and 12 h after delivery in the IG 
were also significantly lower than those in the CG. 
This showed that magnesium sulfate combined 
with misoprostol could effectively reduce the blood 
pressure and postpartum hemorrhage of patients. 
Misoprostol could dilate blood vessels and promote 
contraction of uterine smooth muscle, while the 
combined application with magnesium sulfate could 
synergistically control maternal blood pressure, pro-
mote postpartum uterine contraction and reduce the 
possibility of postpartum hemorrhage. The total ef-
fective rate of patients in the IG after treatment was 
significantly higher than that in the CG, indicating 
that magnesium sulfate combined with misoprostol 
had a high efficacy. PIH was prone to local blood 

pressure increase, which led to postpartum hemor-
rhage, while misoprostol could dilate spasm periph-
eral blood vessels, and reduce blood pressure and 
the risk of postpartum hemorrhage. Observing the 
adverse reactions of patients in the two groups dur-
ing the treatment process, we found that they had 
adverse reactions such as vomiting, nausea, shiver, 
vertigo, limb weakness, fever, etc., but they were all 
within the clinically controllable range, proving that 
the combination of the two drugs had higher safety.

Hs-CRP is a non-specific inflammatory mark-
er, which is one of the strongest predictors and risk 
factors of cardiovascular diseases, and indicates that 
it is significantly increased in the serum of PIH pa-
tients(26). Wang L and others confirmed that the in-
crease of serum hs-CRP level might be related to 
vascular endothelial cell injury in PIH patients, and 
it could be used as an auxiliary index to diagnose 
and determine the severity of pregnancy-induced 
hypertension(27). Ang-II could promote hypertension 
due to systemic arteriole contraction and aldosterone 
secretion in adrenal cortex. Research manifested that 
increased sensitivity of blood vessels to Ang-II was 
a marker of human hypertension(28). 

Other studies have shown that the content of 
PGE2 in the serum of PIH patients decreases, while 
the content of PGE2 can be significantly increased 
after drug treatment, which indicates that the change 
of PGE2 in the serum reflects the hypertension risk 
of pregnant women to some extent(29). The results of 
this study showed that the expression levels of hs-
CRP and Ang-II in the IG were significantly lower 
than those in the CG, while the PGE2 expression 
level was higher than that in the CG. This indicated 
that after magnesium sulfate combined with misopr-
ostol treatment, the combination of the two groups 
could play a synergistic role in controlling blood 
pressure, so that the hypertension of patients could 
be effectively controlled. This also indicated that 
hs-CRP, Ang-II and PGE2 had potential value for 
early diagnosis of PIH. Research results on efficacy 
prediction manifested that the expression levels of 
s-CRP and Ang-II in serum of patients in the effec-
tive group were significantly lower than those in the 
ineffective group, while the PGE2 expression level 
was higher than that in the ineffective group. The 
predicted AUC of hs-CRP for ineffective treatment 
was 0.809, that of Ang-II for ineffective treatment 
was 0.810, and that of PGE2 for ineffective treat-
ment was 0.896, which indicated that hs-CRP, Ang-
II and PGE2 had higher predictive value for the effi-
cacy of PIH patients.
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Conclusion

Although this study confirmed that magnesi-
um sulfate combined with misoprostol on PIH could 
improve patients’ blood pressure, reduce the risk of 
postpartum hemorrhage, and improve the expression 
of hs-CRP, Ang-II and PGE2 in serum. 

However, there is still room for improvement 
in this study. For example, we can supplement the 
basic experiments of the therapeutic mechanism of 
the two therapeutic methods, explore the risk factors 
that affect the efficacy of patients from the molecular 
level, increase the sample size of patients, and im-
prove the accuracy and universality of the research 
results. In the future, we will gradually improve the 
research from the above perspective. 

References

1)	 Ma L, Li L, Han P, Meng F, Jiao C and Zhang H. Effect 
of the drug combination of magnesium sulfate and phen-
tolamine on homocysteine and C-reactive protein in the 
serum of patients with pregnancy-induced hypertension 
syndrome. Exp Ther Med 2019; 17: 3682-3688.

2)	 Cao Y, Wang M, Yuan Y, Li C, Bai Q and Li M. Arterial 
blood gas and acid-base balance in patients with preg-
nancy-induced hypertension syndrome. Exp Ther Med 
2019; 17: 349-353.

3)	 Ruiz MT, Azevedo CT, Ferreira MB and Mamede MV. 
[Association between hypertensive disorders and post-
partum hemorrhage]. Rev Gaucha Enferm 2015; 36 
Spec No: 55-61.

4)	 Ononge S, Mirembe F, Wandabwa J and Campbell OM. 
Incidence and risk factors for postpartum hemorrhage in 
Uganda. Reprod Health 2016; 13: 38.

5)	 Negura A. Excessive Primary Postpartum Hemorrhage. 
Rev Med Chir Soc Med Nat Iasi 2016; 120: 568-572.

6)	 Pacagnella RC and Borovac-Pinheiro A. Assessing and 
managing hypovolemic shock in puerperal women. Best 
Pract Res Clin Obstet Gynaecol 2019; 61: 89-105.

7)	 Koopmans CM, van der Tuuk K, Groen H, Doornbos JP, 
de Graaf IM, van der Salm PC, Porath MM, Kuppens 
SM, Wijnen EJ, Aardenburg R, van Loon AJ, Akerboom 
BM, van der Lans PJ, Mol BW, van Pampus MG and 
group Hs. Prediction of postpartum hemorrhage in wom-
en with gestational hypertension or mild preeclampsia at 
term. Acta Obstet Gynecol Scand 2014; 93: 399-407.

8)	 Wang L, Horiuchi I, Mikami Y, Takagi K, Okochi T, 
Hamamoto K, Chiba E and Matsuura K. Use of intra-ar-
terial nitroglycerin during uterine artery embolization for 
severe postpartum hemorrhage with uterine artery vasos-
pasm. Taiwan J Obstet Gynecol 2015; 54: 187-190.

9)	 Veerbeek JH, Hermes W, Breimer AY, van Rijn BB, 
Koenen SV, Mol BW, Franx A, de Groot CJ and Koster 
MP. Cardiovascular disease risk factors after early-onset 
preeclampsia, late-onset preeclampsia, and pregnancy-in-
duced hypertension. Hypertension 2015; 65: 600-606.

10)	 Xiang C, Zhou X and Zheng X. Magnesium Sulfate in 
combination with Nifedipine in the treatment of Preg-
nancy-Induced Hypertension. Pak J Med Sci 2020; 36: 
21-25.

11)	 Koch DM and Rattmann YD. Use of misoprostol in the 
treatment of postpartum hemorrhage: a pharmacoepi-
demiological approach. Einstein (Sao Paulo) 2020; 18: 
eAO5029.

12)	 Bicho MD, Matos A, Silva AP, Macedo C, Afonso C, 
Areias MJ and Rebelo I. PP159. In women with pre-
vious pregnancy hypertension, cardiovascular risk bi-
omarkers may be modulated by haptoglobin genotype. 
Pregnancy Hypertens 2012; 2: 325.

13)	 Chen H, Zhang J, Qin F, Chen X and Jiang X. Evalua-
tion of the predictive value of high sensitivity C-reactive 
protein in pregnancy-induced hypertension syndrome. 
Exp Ther Med 2018; 16: 619-622.

14)	 Xue B, Beltz TG, Guo F and Johnson AK. Sex differ-
ences in maternal gestational hypertension-induced sen-
sitization of angiotensin II hypertension in rat offspring: 
the protective effect of estrogen. Am J Physiol Regul 
Integr Comp Physiol 2018; 314: R274-R281.

15)	 Kopfnagel V, Werfel T and Wittmann M. Resting but 
not CpG stimulated keratinocytes suppress autologous 
T-helper cell proliferation--importance of PGE2 and T 
regulatory function. Exp Dermatol 2011; 20: 394-400.

16)	 Das UN. Bioactive Lipids in Age-Related Disorders. 
Adv Exp Med Biol 2020; 1260: 33-83.

17)	 Liu FM, Zhao M, Wang M, Yang HL and Li L. Effect of 
regular oral intake of aspirin during pregnancy on preg-
nancy outcome of high-risk pregnancy-induced hyper-
tension syndrome patients. Eur Rev Med Pharmacol Sci 
2016; 20: 5013-5016.

18)	 Hornbeck PV. Enzyme-Linked Immunosorbent Assays. 
Curr Protoc Immunol 2015; 110: 2 1 1-2 1 23.

19)	 Easterling T, Mundle S, Bracken H, Parvekar S, Mool 
S, Magee LA, von Dadelszen P, Shochet T and Winikoff 
B. Oral antihypertensive regimens (nifedipine retard, 
labetalol, and methyldopa) for management of severe 
hypertension in pregnancy: an open-label, randomised 
controlled trial. Lancet 2019; 394: 1011-1021.

20.	 La-Orpipat T and Suwanrath C. Pregnancy outcomes of 
adolescent primigravida and risk of pregnancy-induced 
hypertension: a hospital-based study in Southern Thai-
land. J Obstet Gynaecol 2019; 39: 934-940.

21)	 El Behery MM, El Sayed GA, El Hameed AA, Soliman 
BS, Abdelsalam WA and Bahaa A. Carbetocin versus 
oxytocin for prevention of postpartum hemorrhage in 
obese nulliparous women undergoing emergency ce-
sarean delivery. J Matern Fetal Neonatal Med 2016; 29: 
1257-1260.

22)	 Cross SN, Nelson RA, Potter JA, Norwitz ER and Abra-
hams VM. Magnesium sulfate differentially modulates 
fetal membrane inflammation in a time-dependent man-
ner. Am J Reprod Immunol 2018; 80: e12861.

23)	 Fang MR and Li JC. [Evaluation of the efficacy of li-
gustrazine collaborated with magnesium sulfate in the 
treatment of pregnancy-induced hypertension in rats]. 
Shi Yan Sheng Wu Xue Bao 2005; 38: 45-53.



2626			   Xuechao Wang, Zhao Jiang et Al

24)	 Bernstein PS, Martin JN, Jr., Barton JR, Shields LE, 
Druzin ML, Scavone BM, Frost J, Morton CH, Ruhl C, 
Slager J, Tsigas EZ, Jaffer S and Menard MK. National 
Partnership for Maternal Safety: Consensus Bundle on 
Severe Hypertension During Pregnancy and the Post-
partum Period. Anesth Analg 2017; 125: 540-547.

25)	 Morfaw F, Fundoh M, Pisoh C, Ayaba B, Mbuagbaw 
L, Anderson LN and Thabane L. Misoprostol as an ad-
junct to oxytocin can reduce postpartum-haemorrhage: 
a propensity score-matched retrospective chart review 
in Bamenda-Cameroon, 2015-2016. BMC Pregnancy 
Childbirth 2019; 19: 257.

26)	 Kong D, Wang H, Liu Y, Li H, Wang H and Zhu P. 
Correlation between the expression of inflammatory 
cytokines IL-6, TNF-alpha and hs-CRP and unfavora-
ble fetal outcomes in patients with pregnancy-induced 
hypertension. Exp Ther Med 2018; 16: 1982-1986.

27)	 Wang L, Liu ZQ, Huo YQ, Yao LJ, Wei XG and Wang 
YF. Change of hs-CRP, sVCAM-1, NT-proBNP levels 
in patients with pregnancy-induced hypertension after 
therapy with magnesium sulfate and nifedipine. Asian 
Pac J Trop Med 2013; 6: 897-901.

28)	 Pulgar VM, Yamaleyeva LM, Varagic J, McGee CM, 
Bader M, Dechend R, Howlett AC and Brosnihan KB. 
Increased angiotensin II contraction of the uterine artery 
at early gestation in a transgenic model of hypertensive 
pregnancy is reduced by inhibition of endocannabinoid 
hydrolysis. Hypertension 2014; 64: 619-625.

29)	 Hu YP, Zhou D, Li M, Wang Y, Wang L, Sun GQ and 
Xiao M. Use of labor induction with dinoprostone vaginal 
suppositories in pregnant women with gestational hyper-
tension. J Obstet Gynaecol Res 2019; 45: 2185-2192.

–––––––––
Corresponding Author: 
Zhihua Guo 
Email: linziguozhihua@163.com
(China)


