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Abstract
Background: Chronic hypertension complicates birth outcomes. This secondary analysis of data from the
North Carolina 2009-2011 Pregnancy Risks Assessment Monitoring System (PRAMS) examined factors
associated with infant outcomes (preterm birth and small for gestational age) among women with
hypertension before pregnancy to determine if the maternal age and race/ethnicity moderated the effect
of  preexisting hypertension on preterm birth and small for gestational age infants.

Methods: We performed logistic regression to determine whether hypertension before pregnancy (HTN,
n=292; non-HTN controls, n=2625), maternal age and race/ethnicity (Black vs Non-Black) and their
interactions with hypertension before pregnancy predicted preterm birth and small for gestational age
infants compared to normotensive women.

Results: Results indicated that women with hypertension before pregnancy had signi�cantly higher rates
of preterm birth (29.8% vs. 21.3%) and small for gestational infants (23.0% vs. 17.9%) compared to non-
HTN controls without adjusting for covariates.  HTN had an effect on preterm birth that was independent
of other maternal risk factors (aOR= 1.31) after adjusting for covariates . Being Black was associated
with a greater likelihood of preterm birth (aOR=1.55).  

Conclusion: Hypertension before pregnancy is more likely to be associated Black race and with adverse
birth outcomes. Black women are especially likely to experience poor birth outcomes. Continuous
education to encourage all women and especially women of color and women with chronic illness to
access preconception care is needed

Background
Chronic hypertension (HTN) (i.e., blood pressure [BP] above 140/90 Hg prior to pregnancy or before 20
weeks gestation) is one of the leading causes of maternal mortality and infant morbidity worldwide (1-3).
About 8% of women of reproductive age are affected with HTN and this rate is increasing due to delayed
childbearing (4, 5).

The adverse impact of HTN on fetal outcomes is consequential and likely to increase even more due to a
higher incidence of older women giving birth (1, 4, 6). Greater maternal age is associated with HTN which
increases adverse birth outcomes including preterm birth and small for gestational age (SGA) infants (7-
10).

In addition to advanced maternal age, Black race/ethnicity birth outcomes are worse than White women
(11, 12). Although the poor birth outcomes of Black women may be affected by many other factors
including low socioeconomic status, Black women are more likely to have HTN (13). The extent to which
older age and Black race/ethnicity may contribute to adverse birth outcomes in women with HTN prior to
conception is not known. Therefore, we sought to determine whether maternal factors moderate the
relationship between HTN and infant outcomes in a large and diverse sample of pregnant women with
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and without HTN before conception obtained from the 2009-2011 Pregnancy Risk Assessment
Monitoring Surveillance (PRAMS) dataset from North Carolina.

Methods
The PRAMS dataset compiled state-speci�c, population-based data to monitor behaviors, conditions and
experiences before and during pregnancy, and shortly after childbirth among women who delivered live-
born infants (14, 15). PRAMS surveys consisted of core questions, optional questions, and state-speci�c
questions. The PRAMS data included women who delivered a live infant in a given year. About 1700 new
mothers from North Carolina were sampled every year for PRAMS. The PRAMS staff mailed the �rst
questionnaire to women 2-6 months after they delivered a live infant. The mailed questionnaires were
followed-up by telephone calls. The survey data was then linked to the state’s birth certi�cate data and
weighted for sample design, non-response, and non-coverage (14, 15). North Carolina sampled more
infants with low birth weight to allow the data to be representative of the general population, because
most infants have normal birth weight. More details on PRAMS are available at www.cdc.gov/prams.

 Analysis Sample
The analysis sample was comprised of 2917 women with singleton births and their infants born in North
Carolina. Women who did not have data available to determine their blood pressure status were excluded.
HTN status was determined by self-report; 292 women reported a history of HTN, and 2625 women
indicated that their blood pressure was normal and served as non-HTN controls. This secondary analysis
was approved by Duke University Health System Institutional Review Board.

Measures
Hypertension Status: The North Carolina questionnaire to assess HTN before pregnancy was based on
response to a single item: "I visited a health care worker to be checked or treated for high blood pressure"
at any time during the 12 months before being pregnant.

 (Yes, No). Yes, was classi�ed as having HTN during the 12 months prior to pregnancy, while the no HTN
control group was comprised of women who reported no history of HTN prior to pregnancy.

Infant Outcomes: Preterm birth and SGA infants were obtained from hospital records. Preterm birth was
de�ned as birth before 37 weeks gestation and SGA was de�ned by an estimated infant birth weight less
than 10th percentile for gestational age. Candidate moderating risk factors were maternal age (in years)
and race/ethnicity (“1” = Black; “0” = Non-Black [includes white, Hispanics and others]). Moderator
analyses were conducted to identify subgroups of women with HTN before pregnancy whose infants are
at greater risk for preterm birth and SGA. 

http://www.cdc.gov/prams
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Data Analysis
Non-directional statistical tests were performed with the a priori signi�cance set at p < 0.05 for each test.
Data analyses were conducted using SAS 9.4 software (Cary, North Carolina). Descriptive statistics were
used to summarize the maternal and infant characteristics and two infant outcomes for each HTN (HTN
versus non-HTN control).

Bivariate Analyses. HTN differences in sample characteristics and infant outcomes were tested using
bivariate chi-square tests for categorical characteristics and General Linear Models (GLMs, due to
unequal sample sizes per group) for scalar characteristics. Chi-square tests were also used to test for
group differences on the two infant outcomes, without moderators and/or covariates included in the
analysis.

Moderators and Covariates. Candidate moderators were maternal age and race/ethnicity. Thus, the initial
multivariate model included these maternal characteristics and their interactions with the HTN status.
Covariates were other maternal characteristics for which a signi�cant difference was detected between
the HTN and non-HTN control in the above bivariate between-group analyses of the sample
characteristics. Only covariate main effects were included in the initial multivariate models.

Multivariate Analyses. Logistic regression models were used to determine whether HTN/non-HTN control,
maternal age and race/ethnicity and their interactions with HTN predicted each infant outcome, after
covarying for other maternal characteristics. The initial regression included HTN status, candidate-
moderators and their interaction with HTN status, and potential maternal covariates. The initial
regression model was then reduced to a �nal model using an iterative backward selection process to
eliminate non-signi�cant covariates, interactions, and/or candidate-moderators (p > 0.05). If a signi�cant
interaction was detected, the components of the interaction were included in the �nal model regardless of
statistical signi�cance. HTN was always retained in the �nal model regardless of statistical signi�cance
since this was an independent variable of interest. Adjusted odds ratios (aOR) and their 95% con�dence
intervals (CI) were used to address effect size and clinical relevance in the �nal model.

Statistical Power
Power calculations indicated that a sample size of 2917 (HTN: N=292; non-HTN control N=2625)
provided at least 80% power to test for the in�uence of HTN along with two candidate-moderators (age
and race/ethnicity) and their interactions with HTN on each infant outcome using logistic regression
models with the two-tailed level of signi�cance set at < 0.05. This determination was based on the
assumption of medium effect sizes (aOR=2.47) with seven or fewer moderator and/or covariate terms in
each �nal model. Power calculations did not take into account multiple tests and multiple outcomes.

Results
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Table 1 provides descriptive statistics for maternal and infant characteristics. Women with HTN
compared to non-HTN controls were more likely to be Black (48.6% vs. 20.3%). Compared to
normotensive controls, the women with HTN had a signi�cantly higher rate of preterm birth (29.8% vs.
21.3%), gave birth with more infants with SGA (23.0% vs. 17.9%), and lower overall birth weight (45.6% vs.
29.2%) (North Carolina PRAMS data oversampled women who had low birth weight to assure data
represent the entire population). Women with HTN also had infants with signi�cantly lower mean birth
weights and gestational ages compared to non-HTN control women.

Table 1. Characteristics of Women with and without Chronic Hypertension (Controls) and their Infants

Maternal and Infant Characteristics HTN

N = 292

Controls

N = 2625

p

Age, in years, mean  SD 27.8  7.0 27.7  6.0 0.68

Black race/ethnicity, n (%) 142 (48.6) 533 (20.3) <.001

12 or less years of education, n (%) 155 (53.4) 1086 (41.4) <.001

Married, n (%) 136 (46.6) 1633 (62.2) <.001

Infection kidney/bladder, n (%) 73 (25.1) 576 (22.0) 0.22

Caesarean, n (%) 112 (38.4) 884 (33.7) 0.11

NICU admission, n (%) 72 (25.2) 538 (20.8) 0.08

Hospital stay > 2 days, n (%) 156 (54.7) 1055 (40.8) <.001

Female gender, n (%) 141 (48.3) 1340 (51.1) 0.37

Birth weight, g, mean  SD 2727.1 853.8 3005.7 819.7 <.001

Gestational age, wks. mean  SD 36.8 3.8 37.6 3.4 <.001

Preterm birth, n (%) 87 (29.8) 558 (21.3) <.001

Small for gestational age, n (%) 67 (23.0) 469 (17.9) 0.04

*Low birth weight, g, n (%) 133 (45.6) 767 (29.2) <.001

HTN=Hypertension; Low birth weight=Less than 2500 grams; SD=Standard deviation; Chi-square tests for
categorical variables and General Linear Models for scalar characteristics. * Low birth weight was
oversampled in the NC PRAMS data.

Maternal characteristics did not signi�cantly moderate the in�uence of HTN on infant outcomes (Table
2). HTN had an effect on preterm birth that was independent of other maternal risk factors (aOR= 1.31)
after adjusting for covariates (see Table). Being Black was associated with a greater likelihood of preterm
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birth (aOR=1.55). HTN was not associated with SGA infants (see Table 2) after adjusting for covariates
and neither maternal race/ethnicity and age were moderators of SGA.

In summary, HTN is associated with preterm births, but not SGA after adjustment for covariates. Being
Black associated with HTN—but no other maternal characteristics associated with HTN.

Table 2. Final Logistic Regression Results for Infant Outcomes

Outcome Explanatory Variable AOR AOR 95% CI p

Preterm birth HTN (Control ref) 1.31 1.00, 1.73 <0.05

  Black race/ethnicity (Non-Black ref) 1.55 1.15, 1.91 <.0001

  Married (Unmarried ref) 0.70 0.58, 0.85 0.0002

SGA HTN (Control ref) 1.32 0.98, 1.76 0.07

  Maternal age (older to younger, ref) 0.98 0.97, 1.00 0.06

  Married (Unmarried ref) 0.78 0.63, 0.96 0.02

AOR=adjusted odds ratio; 95% CI= 95% Con�dence Interval; SGA=small for gestational age, ref
=reference; Non-Black=White, Hispanic and others.

Discussion
In this secondary analysis, we found that HTN before pregnancy was associated with adverse outcomes,
preterm birth and being Black is associated with HTN. However, there was no interaction between HTN
before pregnancy, maternal age, or race/ethnicity.

The risk of preterm birth was almost 5 times higher in women with HTN and about 50% of women with
HTN were at higher risk of having SGA infants (16). Similarly, in the present study, women with HTN had
higher rates of preterm births, but not SGA when adjusted for covariates. In our study, the rates of preterm
birth and SGA infants were higher in women with HTN when compared to women without HTN. However,
the effect of HTN on SGA infants was minimized when other variables were added to the model,
indicating that among women with HTN, other maternal characteristics may increase adverse birth
outcomes. This �nding is consistent with previous studies, some studies reported association between
HTN and SGA (16, 17), and others found increased rates of preterm birth and SGA infants in women with
HTN (7, 18).

Black women were at increased risk of having preterm birth infants regardless of their HTN status. Black
women are at increased risk for adverse birth outcomes regardless of their HTN status while the risk for
adverse birth outcomes increased in white women but only if they had HTN. These results con�rm
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�ndings of previous studies (2, 19-21), which also found that Black race is a precursor to adverse birth
outcomes including preterm birth.

While our study had a number of strengths, including a large sample including a number of women who
had HTN before pregnancy and the sample included in this study is often excluded from other studies
due to preexisting HTN. The study has several important limitations including missing data on HTN
status for about 47% of sample of women who had singleton births and reliance on self-reported HTN
status based on their reporting that they received treatment for their HTN before pregnancy.

Conclusion
HTN before pregnancy is more likely to be associated Black race and with adverse birth outcomes. Black
women are especially likely to experience poor birth outcomes. Continuous education to encourage all
women and especially women of color and women with chronic illness to access preconception care is
needed.
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