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VERSION 1 - REVIEW 

REVIEWER Jim Thornton 
University of Nottingham. UK 

REVIEW RETURNED 12-Aug-2015 

 

GENERAL COMMENTS This is a nice paper making the point that most, or possibly even all, 
of the apparent decline seen over the last ten years or so in 
hypertensive disease in pregnancy is due to increasing labour 
induction which pre-empts the problem.   

 

REVIEWER Kim Broekhuijsen 
University of Groningen, University Medical Center Groningen 

REVIEW RETURNED 13-Aug-2015 

 

GENERAL COMMENTS The authors describe a population based study designed to assess 
whether the declining rate of pregnancy hypertension in Australia 
can be explained by the increasing rate of planned early delivery. 
They use several methods to study this issue, which is difficult to 
assess in retrospective, routinely collected data. I believe they have 
succeeded very well, but I have a few minor questions.  
 
Starting with the review checklist, the method section refers to a 
previous publication with regard to the multivariable logistic 
regression predictive models. So although the methods are 
described in sufficient detail to be repeated if the previous 
publication is consulted, I wonder if it is possible to include a short 
summary in the current manuscript?  
Furthermore, with regard to the references, I am not up-to-date in 
the specific fields of reliability of reporting of hypertensive disorders 
of pregnancy and related risk factors, but as far as incidence rates of 
pregnancy hypertension are concerned they seem up-to-date and 
appropriate.  
 
Other questions/remarks: Is anything known about the rates of 
planned early deliveries in other countries that report their rates of 
pregnancy hypertension? I would be interested in the authors' 
hypotheses about why some countries see rising rates of 
hypertensive disorders of pregnancy while others see declining 
rates. The balance between positive and negative risk factors is the 
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obvious explanation, but why would it differ between countries?  
I think it would be appropriate to repeat the definition of "pregnancy 
hypertension" in the outcomes section (page 6 line 50). I also 
noticed that the second paragraph of this section (page 7 line 40) 
describes how the different types of pregnancy hypertension were 
defined during the study period, but it does not describe how these 
definitions related to the records used for the study. Were these 
definitions supplied to the attending midwives and doctors who 
completed the records or were they expected to know the exact 
definitions to use? In any event, reliability of the records that were 
used seem to be assessed thoroughly.  
With respect to explanatory factors, I would be interested to know if 
and how the other reasons for induction changed over time (page 7 
lines 32-34 and page 12 lines 16-19). In addition, I wonder how it is 
possible that factors that do not necessarily require hospital 
admission such as chronic hypertension or diabetes are reliably 
reported in hospital admission data (page 7 line 48 to page 8 line 
12)? Or are chronic conditions routinely registered at every 
admission, including delivery admissions? The references for this 
statement include papers on the reliability of pregnancy specific 
factors in birth records, which I believe is a different issue than 
general chronic diseases in hospital admission data.  
I am not sure if it is valid to set a more or less random lower-than-
usual p-value to account for multiple analyses and a large number of 
records (page 8 line 32). However, as this study uses a convenience 
sample as opposed to a sample size that was determined by an a 
priori power calculation, I wonder whether p-values are of much 
relevance at all.  
 
Table 1., I would suggest to add the type of diabetes (pre-gestational 
or gestational or both), and maybe the no/% of missing data 
(although that would make the table even bigger than it is and it is 
possible to calculate it).  
Table 2., I would suggest adding totals to the top of the columns (or 
are they different for every risk factor due to missing data?).  
Figure 1. Do the authors have any hypotheses on the causes of the 
residual decline, the decline not explained by planned delivery?  
 
With regard to the discussion, I wonder if the authors have an 
opinion about the desirability of planned early deliveries decreasing 
the rate of pregnancy hypertension, regardless of whether this 
happens consciously or not. Have they considered studying 
neonatal outcomes too? 

 

VERSION 1 – AUTHOR RESPONSE 

Reviewer: 1  

Reviewer Name Jim Thornton  

Institution and Country University of Nottingham. UK  

Please state any competing interests or state ‘None declared’: None  

 

This is a nice paper making the point that most, or possibly even all, of the apparent decline seen 

over the last ten years or so in hypertensive disease in pregnancy is due to increasing labour 

induction which pre-empts the problem.  

 

*Thank you, no response required.  
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Reviewer: 2  

Reviewer Name Kim Broekhuijsen  

Institution and Country University of Groningen, University Medical Center Groningen  

Please state any competing interests or state ‘None declared’: None declared  

 

The authors describe a population based study designed to assess whether the declining rate of 

pregnancy hypertension in Australia can be explained by the increasing rate of planned early delivery. 

They use several methods to study this issue, which is difficult to assess in retrospective, routinely 

collected data. I believe they have succeeded very well, but I have a few minor questions.  

 

Starting with the review checklist, the method section refers to a previous publication with regard to 

the multivariable logistic regression predictive models. So although the methods are described in 

sufficient detail to be repeated if the previous publication is consulted, I wonder if it is possible to 

include a short summary in the current manuscript?  

Furthermore, with regard to the references, I am not up-to-date in the specific fields of reliability of 

reporting of hypertensive disorders of pregnancy and related risk factors, but as far as incidence rates 

of pregnancy hypertension are concerned they seem up-to-date and appropriate.  

 

*We have included additional information about the predictive modelling (pages 8-9). To our 

knowledge the information provided on the reliability of reporting of the hypertensive disorders of 

pregnancy and related risk factors is the most recent available.  

 

Other questions/remarks: Is anything known about the rates of planned early deliveries in other 

countries that report their rates of pregnancy hypertension? I would be interested in the authors' 

hypotheses about why some countries see rising rates of hypertensive disorders of pregnancy while 

others see declining rates. The balance between positive and negative risk factors is the obvious 

explanation, but why would it differ between countries?  

 

*We are not aware of other countries reporting population-level planned early delivery rates, although 

concern about planned early delivery in the United States has lead to programs aimed at reducing 

non-medically indicated early term births. This is now discussed (pages 18-19).  

 

*Possible reasons for differences in pregnancy hypertension trends in different countries include:  

- differences in the risk factor profile of women and obstetric practices in different countries  

- differences in access to maternity care (eg women of low SES may have less access toearly 

planned delivery)  

- differences in population inclusion criteria and data recording methods (eg the gestational age range 

for reporting)  

- use of ICD9 in the United States (which classified the hypertensive disorders of pregnancy 

differently to ICD10)  

- differences in the reporting of, or diagnostic criteria for, pregnancy hypertension  

We have not included this information as it is beyond the scope of this paper and has been reported 

elsewhere [23].  

 

I think it would be appropriate to repeat the definition of "pregnancy hypertension" in the outcomes 

section (page 6 line 50). I also noticed that the second paragraph of this section (page 7 line 40) 

describes how the different types of pregnancy hypertension were defined during the study period, but 

it does not describe how these definitions related to the records used for the study. Were these 

definitions supplied to the attending midwives and doctors who completed the records or were they 

expected to know the exact definitions to use? In any event, reliability of the records that were used 

seem to be assessed thoroughly.  

With respect to explanatory factors, I would be interested to know if and how the other reasons for 
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induction changed over time (page 7 lines 32-34 and page 12 lines 16-19). In addition, I wonder how 

it is possible that factors that do not necessarily require hospital admission such as chronic 

hypertension or diabetes are reliably reported in hospital admission data (page 7 line 48 to page 8 line 

12)? Or are chronic conditions routinely registered at every admission, including delivery admissions? 

The references for this statement include papers on the reliability of pregnancy specific factors in birth 

records, which I believe is a different issue than general chronic diseases in hospital admission data.  

 

*The definition of pregnancy hypertension has been repeated in the results (page 9).  

*The validation studies show accurate reporting against the etablished definitions of pregnancy 

hypertension. The methods have been revised to clarify this point (pages 6-7).  

*Other changes in reasons for labour inductions included an increase in the proportion for diabetes 

(3.8% to 9.2%), fetal distress (0.7% to 2.2%) and prelabour rupture of the membranes (9.3% to 

16.2%), and a decrease for prolonged pregnancies (35.1% to 20.8%). There was no change in the 

proportion of inductions for fetal death (1.0%), chorioamnionitis (0.1%), blood group isoimmunisation 

(0.2%) or suspected fetal growth restriction (4.2%). These results have not been included in the text 

as we found this interupted the logical flow of the results section.  

*Chronic conditions reporting – When we state that a condition is reliably reported, we mean that the 

patient truly had the condition (postive predictive value is high). Chronic conditions may not be 

reported at all health care interactions but are likely to be recorded in at least one when a patient has 

multiple admissions over time. This increases the reporting sensitivities for chronic conditions. 

Sensitivities are improved by using more than one data set (birth and hospitalisations data [37, 38, 

42]) and by longitudinal linkage[36] – all methods we employed in this study. This was noted as a 

strength of the study, but the information has also been added to the methods (page 8).  

 

I am not sure if it is valid to set a more or less random lower-than-usual p-value to account for multiple 

analyses and a large number of records (page 8 line 32). However, as this study uses a convenience 

sample as opposed to a sample size that was determined by an a priori power calculation, I wonder 

whether p-values are of much relevance at all.  

 

*Any method to account for multiple analyses, such as the Bonferroni method, is inherently arbitrary. 

A p<0.01 at least makes a chance finding unlikely. We sympathise with the reviewer’s comment that 

p-values may have limited relevance. The p-values do indicate whether the trend is different to what 

might have occurred by chance. Inclusion gives readers the chance to consider or ignore them.  

 

Table 1., I would suggest to add the type of diabetes (pre-gestational or gestational or both), and 

maybe the no/% of missing data (although that would make the table even bigger than it is and it is 

possible to calculate it).  

 

*Diabetes includes both pre-gestational or gestational (page 7) – the tables have been clarified. 

Missing data have been added as a footnote to the Table 1 (page 12).  

 

Table 2., I would suggest adding totals to the top of the columns (or are they different for every risk 

factor due to missing data?).  

 

*Totals have been added to the top of the columns in Table 2.  

 

Figure 1. Do the authors have any hypotheses on the causes of the residual decline, the decline not 

explained by planned delivery?  

 

*The discussion on why all the decline is not explained has been expanded (page 17) in addition to 

the issues already identified (probable underestimation of the impact of early planned births (page 17) 

and inability to exclude the possibility of changes to reporting (page 18).  
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With regard to the discussion, I wonder if the authors have an opinion about the desirability of planned 

early deliveries decreasing the rate of pregnancy hypertension, regardless of whether this happens 

consciously or not. Have they considered studying neonatal outcomes too?  

 

*Issues related to early planned births are now addressed on page 18. Neonatal outcomes are 

beyond the scope of this paper but studies reporting the impact of early term birth on neonatal 

outcomes and are cited in the aforementioned paragraph [63-66]. 
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