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Introduc�on

Eclampsia is a mul�system disorder with poten�al life-
threatening complica�ons that can result in significant 
maternal and fetal morbidity and mortality. The case fatality 
rate of eclampsia is 1.8% in developed countries, 17.7% in 
India and 13% in Nepal. The incidence of pre-eclampsia and 
eclampsia is high in developing countries due to 
hypoproteinemia, malnutri�on and poor obstetric facili�es.

Objec�ve

To assess the maternal and perinatal outcome in pa�ents of 
eclampsia

Methodology

This was a hospital based cross-sec�onal study where all the 
pa�ents presen�ng with eclampsia from June 2019 to 
November 2020 in the Department of Obstetrics & 
Gynecology, Birat Medical College and Teaching Hospital 
were enrolled for the study. Data analyzed included various 
maternal parameters and fetal parameters along with the 
mode of delivery, outcome of baby, postpartum maternal 
condi�on and maternal mortality.

Result
Among 6631 deliveries, 50 pa�ents had eclampsia with the 
incidence of 7.54/1000 deliveries. Thirty four (68%) pa�ents 
were of 20-30 years of age, 37 (74%) were primigravidas, 36 
(72%) from rural areas, 34 (68%) were illiterate, 49 (98%) 
were poor to average socioeconomic status, 41 (82%) were 
unbooked and 33 (66%) pa�ents had antepartum 
eclampsia.

Eleven (22%) women developed eclampsia related 
complica�ons. There were 02 (4%) maternal deaths and the 
common causes were HELLP Syndrome and pulmonary 
oedema. Neonatal outcome consisted of live births in 39 
(78%) newborns, 03 (6%) were s�ll births, 08 (16%) were 
birth asphyxia and 15 (30%) were low birth weight.

Conclusion

Majority of the pa�ents were young, illiterate, unbooked 
primigravidas with poor to average socioeconomic status 
from rural areas. Majority of the eclamp�c women nearly 39 
(78%) cases delivered via caesarean sec�on for be�er 
neonatal outcome. Two (4%) eclamp�c women died as a result 
of eclamp�c complica�ons and three (6%) newborns had 
neonatal deaths because of low birth weight and prematurity.

Adequate antenatal screening, early detec�on of hypertension, 
�mely referral, early ini�a�on of treatment and termina�on 
of eclamp�c pa�ents can help to improve the maternal and 
perinatal outcomes.
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INTRODUCTION

Hypertensive disorders in pregnancy are one of the most 
important causes of maternal and perinatal mortality and 

1morbidity in developing and developed countries.  Nearly 
10% of all the maternal deaths are associated with 
hypertensive disorders of pregnancy in developing 
countries. Similarly, perinatal mortality is reported to be 5% 
to 11% in developed countries and 40% in developing 

2countries.  The incidence of pre-eclampsia and eclampsia is 
high in developing countries due to hypoproteinemia, 
malnutri�on and poor facili�es and underu�liza�on of 

1antenatal care services.

Hypertension is considered as the hallmark for the 
diagnosis of eclampsia. However, in 16% cases with 

3eclampsia, hypertension may be absent.  Eclampsia is 
defined as the development of convulsion and unexplained 
coma during antepartum/intrapartum/postpartum period 

4in pa�ents with symptoms and signs of pre-eclampsia. �
Eclampsia may infrequently be seen in the next 48 hours to 
1 month postpartum period (late postpartum eclampsia). 
Such pa�ents may present with eclamp�c fits without ever 
having manifested signs and symptoms of preeclampsia.5

A systemic analysis showed that the incidence of eclampsia 
ranges from 0 to 0.1% in Europe, 4% in Nigeria, 0.6% in 
Brazil.  Majority of the cases of eclampsia are seen in young 6

primigravidas and those with no prior antenatal care.4,6 The 
case fatality rate of eclampsia is 1.8% in developed 

7countries, 17.7% in India and 13% in Nepal.

The common causes of maternal deaths in eclampsia are 
coagulopathy, cerebrovascular haemorrhage, HELLP 
syndrome, Acute Renal Failure (ARF), aspira�on pneumonia, 
pulmonary oedema, AntePartum Haemorrhage (APH), 
Postpartum haemorrhage (PPH) whereas perinatal 
mortality is due to preterm delivery, low birth weight, birth 

2,8asphyxia and intrauterine growth restric�on.  HELLP 
syndrome is a serious complica�on in pregnancy which is 
characterized by triad of hemolysis, elevated liver enzymes 
and low platelet count and occurrs in 10-20% of cases of 

9severe preeclampsia.

Magnesium sulfate is the drug of choice for treatment of 
eclamp�c fits. WHO has declared magnesium sulphate as 
the most effec�ve and low cost medica�on for eclampsia.  10

Most of the �mes, maternal magnesium toxicity is clinically 
monitored by assessing the deep tendon reflexes, 
respira�ons and urine output.11

The propor�on of women surviving severe maternal 
complica�ons (are also called near-miss cases) has been 
taken as a useful guide for the evalua�on of the quality of 
maternal health care and its determinants with the 
poten�al to complement the informa�on obtained from the 
reviews of maternal death.9,12 However, maternal mortality 
from eclampsia is decreasing because of early recogni�on 
of preeclampsia, specific warning signs and symptoms and 

5termina�on of at-risk pregnancies in �mely fashion.

Eclampsia is one of the dreadful events among the 
pregnancies complicated with hypertension. Its incidence 

in the developed and western world has been in decreasing 
pa�ern due to improved antenatal care. However, it's s�ll 
higher in poor and developing countries where adequate 
antenatal care, early detec�on of hypertensive disorders 
and �mely referral to a ter�ary centre is s�ll lagging. 
Therefore, it's very important to provide the best possible 
and the most needed obstetric care and management for 
improvement of such health condi�ons in developing 
countries like ours. Hereby, our study focused on evalua�ng 
the maternal and perinatal outcome in cases of eclampsia. 
This study is needed in our context because no prior similar 
study on eclampsia is carried out �ll now which shows that 
eclampsia is more common among unbooked primi 
gravidas, from rural area with poor socioeconomic status.

METHODOLOGY

This was a hospital based cross-sec�onal study of all 
eclampsia cases between June 2019- November 2020, 
conducted at the department of Obstetrics & Gynecology, 
Birat Medical College and Teaching Hospital. A total of 50 
eclamp�c pa�ents were enrolled for the study by total 
enumera�on technique. The objec�ve of the present study 
was to analyze maternal and perinatal outcome in cases of 
eclampsia.

All the obstetric cases who developed eclampsia during 
hospital stay or who were referred with eclampsia and all 
the newborns delivered to eclamp�c mothers or admi�ed 
a�er delivery in cases of postpartum eclampsia were 
included in the study. Pa�ents with convulsion due to 
epilepsy, cerebral cause, malaria or any other metabolic  
cause and those cases of postpartum eclampsia who had 
delivered outside were excluded from the study. 

The study was done a�er approval by the ins�tu�onal 
review commi�ee of Birat Medical College and Teaching 
hospital (BMCTH). Case records were reviewed from the 
record sec�on and informa�on were collected and 
tabulated with respect to the following variables: age, 
residence, socioeconomic status, educa�on, parity, 
gesta�onal age, booking status, antenatal blood pressure, 
antenatal proteinuria, occurrence of fits, number of seizure, 
mode of delivery, perinatal outcome, maternal complica�ons 
and mortality, need of maternal ICU and NICU along with 
postpartum maternal condi�on �ll discharge.

Injec�on magnesium sulphate is the drug of choice and it 
was used to control convulsions as per the Pritchard 
regimen along with the stabiliza�on of vitals. In Pritchard 
regimen, injec�on magnesium sulphate is given as loading 
dose of 4 gm IV over 3-5 min followed by 10 gm deep IM (5 
gm in each bu�ock) and maintenance dose of 5 gm IM 4 
hourly in alternate bu�ock �ll next 24 hours since last fits.
Data was entered in MS excel and analysis was done using 
IBM SPSS 11. Frequency and percentage were calculated.

RESULTS
In one and half year dura�on of study with total number of 
6631 deliveries, 50 pa�ents had eclampsia, making an 
incidence of 7.54/1000 deliveries. Thirty four (68%) pa�ents 
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belonged to 20-30 years of age group, 10 (20%) pa�ents 
were below 20 years and only six (12%) pa�ents were more 
than 30 years age. Thirty six (72%) pa�ents belonged to rural 
area and 34 (68%) were illiterate. Fourty nine (98%) of the 
cases were from poor to average socioeconomic status and 
41 (82%) were unbooked cases. Thirty seven (74%) pa�ents 
were primigravidas and 46 (92%) pa�ents presented with 
term pregnancy.

On evalua�on of the background characteris�cs, antenatal 
blood pressure of 35 (70%) cases were not known, 14 (28%) 
cases were normotensive and one (2%) case was a known 
case of hypertension. Antenatal proteinuria was unknown in 
majority (76%) of the pa�ents and two (4%) cases had 
antenatal proteinuria. Blood pressure during admission was 
>140/90 mmHg in 40 (80%) pa�ents whereas 10 (20%) 
pa�ents had BP <140/90 mmHg. Occurrence of fits during 
antepartum, intrapartum and postpartum period was 
observed in 33 (66%), four (8%) and 13 (26%) pa�ents 
respec�vely. Single episodes of fits were observed in 39 
(78%) pa�ents whereas 11 (22%) pa�ents had more than 1 

Table 1: Demographic profile (n=50)

Majority of the pa�ents i.e, thirty nine (78%) delivered via 
emergency lower segment caesarean sec�on for 
unfavourable cervix and few with fetal distress, nine (18%) 
pa�ents delivered spontaneous vaginal delivery and two 

(4%) pa�ents delivered by vaccum assisted vaginal delivery. 
Regarding maternal complica�ons: four (8%) pa�ents 
developed HELLP syndrome, four (8%) pa�ents had PPH, 
one (2%) pa�ent developed acute renal failure, one (2%) 
pa�ent had abrup�o placenta, one (2%) pa�ent had 
pulmonary oedema and 39 (78%) pa�ents had none of the 
complica�ons. About 43 (86%) pa�ents needed ICU 
admission for further management and the rest of the 
pa�ents were managed at the obstetrics ward. The health 
condi�on of the majority of 48 (96%) pa�ents was improved 
before discharge and maternal mortality was observed in 
two (4%) pa�ents. Similarly, blood pressure came back to 
normal in 46 (92%) pa�ents and two (4%) pa�ents had 
abnormal blood pressure during discharge. (Table. 2)

Table 2: Demographic profile (n=50)

*SVD = Spontaneous vaginal delivery
*LSCS = Lower segment caesarean sec�on
*PPH = Post partumhaemorrhage
*ICU=  Intensive Care Unit

Among all the newborn babies, live birth was observed in 39 
(78%) babies, three (6%) babies were s�llborn and eight 
(16%) had birth asphyxia. Majority of the babies which comprised 
of 35 (70%) newborns had normal birth weight appropriate 
for gesta�onal age and 15 (30%) newborns had low birth 
weight (<2.5kg) which was more common in preterms. Thirty 
eight (76%) babies required NICU admission.

Table 3: Perinatal outcome (n=50)

Mishra SK et al

Poor

Average

39 (78.0)

01 (2.0)

39 (78.0)

46 (92.0)

* AGA= Appropriate for gesta�onal age
*�  LBW= Low birth weights
*�  NICU= Neonatal Intensive Care Unit
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DISCUSSION

The incidence of eclampsia was 7.54/1000 deliveries in our 
1,13se�ng which was similar to those in other se�ngs.

In the present study, majority of the pa�ents belonged to 
20-30 years of age group which was similar to other studies 

1 4 14by Aabidha et al. , Kannar et al.  and Shakya et al.  Out of 50 
pa�ents, majority of the pa�ents comprising of 37 (74%) 
were primigravidas in the present study which was similar to 

14-16 various other studies. Similarly, a hospital based 
retrospec�ve study had shown eclampsia in 84.60% 

7primigravidas.  Eclampsia was most commonly seen in 
pregnant females from the rural area which was similar to a 

1descrip�ve study at Vellore, India.  Eclampsia was more 
common among females with poor socioeconomic status in 
our study which was similar to the study conducted by Silva 

17et al.

Eclampsia was commonest in term pregnancy 46 (92%) in 
this study which was similar to the other study findings 
conducted at a ter�ary hospital at Nepal and another study 

7,18from the UK.

The present study showed eclampsia in 34 (68%) illiterate 
females. This data was in correspondence to another study 

19conducted by Mahran et al.  where 66.6% pa�ents didn't 
receive any educa�on. The incidence of eclamp�c 
convulsions was higher in unbooked cases and this was 

4,14,15 supported by various other study findings.  

As most pa�ents were unbooked with no ANC visits 
antenatal blood pressure was not known for most of them. 
Similar findings were reported by Pannu et al. where blood 

2pressure was unknown in majority of the pregnant women.

The majority of the cases were antepartum eclampsia as 
observed in 33 (66%) pa�ents in our series. Similarly, 
antepartum eclampsia was much common in other studies 

15 4 16too; 51.2% , 73% , 81.8%.  In contrast to these, a study in 
the UK had supported the predominance of postpartum 

18eclampsia (44%) over antepartum eclampsia.  Intrapartum 
eclampsia was predominant over antepartum eclampsia in 

20a study by Rayamajhi et al.  Lower incidence of antepartum 
eclampsia in the developed country may be as a result of 
be�er antenatal surveillance and early detec�on of the 
disease which lags in poor developing countries like ours.

Majority of the pa�ents accoun�ng for 39 (78%) pa�ents in 
the present study delivered via emergency lower segment 
caesarean sec�on, nine (18%) pa�ents by spontaneous 
vaginal delivery and two (4%) pa�ents delivered by vaginal 
assisted instrumental delivery. This was similar to a ter�ary 
hospital study findings at Nepal as reported by Pradhan et 

6al.  In contrast to the present study, Pal et al. in their study 
had reported majority of the cases delivered vaginally 

1558.32% over caesarean sec�on 22.25%.  Similarly, Murthy 
et al. had reported a lower incidence (30.3%) of caesarean 

16sec�on.  Various reported data showed that many centres 
liberalised caesarean sec�on for be�er maternal and fetal 
outcome.

Maternal complica�ons were observed in 11 (22%) pa�ents 
in the present study. The most common maternal 
complica�ons were postpartum haemorrhage in four (8%) 
pa�ents, HELLP syndrome in four (8%), acute renal failure in 

one (2%), abrup�o placenta in one (2%) and pulmonary 
oedema in one (2%) pa�ent. These findings were in contrast 
to a study by Jido et al. who had reported various maternal 
complica�ons as HELLP syndrome 4.2%, acute renal failure 5%, 

8abrup�o placenta 2.5% and pulmonary oedema 5%.  Another 
study had reported various maternal complica�ons as: pulmonary 

16oedema 5.9% and acute renal failure 8.1% pa�ents.

Maternal mortality rate in the present study was seen in two 
(4%) pa�ents. Similar incidence was reported by various 

13 16other studies: 5.35% , 8.4%.  In contrast to these, another 
study had reported rela�vely higher incidence of maternal 

4mortality 14%.  The leading causes of maternal deaths were 
HELLP syndrome and pulmonary oedema in our study. 
Different types of complica�ons contribute to the challenge 
of managing these eclamp�c pa�ents with the involvement 
of different sub-speciali�es in order to improve their 
outcome. Those pa�ents who were �mely referred to our 
hospital had early recogni�on of eclampsia, thereby, 
helping in reducing the incidence of various maternal 
complica�ons, morbidity and mortality.

Regarding perinatal outcome, incidence of live births was 39 
(78%), eight (16%) newborns had birth asphyxia and three 
(6%) newborns were s�llborn. Perinatal mortality rate 

7 20 13varied in different other studies as 20% , 21%  and 27%.  In 
our study, low birth weight was observed in 15 (30%) 
newborns which was similar to other studies: 25.4 %, 

248.2%.  Low birth weight was most commonly seen in 
preterm newborns. Risk of severe neonatal birth asphyxia 
due to late arrival of pa�ents a�er onset of eclamp�c fits 
were  reduced by early referral to our centre with facili�es of 
neonatal intensive care units.

Hypertensive disorders account for the majority of the cases 
of preterm births, perinatal deaths and intrauterine growth 
retarda�on. Higher centers with good neonatal care 
facili�es had compara�vely lower incidence of perinatal 
mortali�es.

CONCLUSION

Majority of the pa�ents were young, illiterate, unbooked 
primigravida with poor to average socioeconomic status 
from rural areas. Majority of the eclamp�c women accounted 
for 39 (78%) cases delivered via caesarean sec�on for be�er 
neonatal outcome. Two (4%) eclamp�c women died as a 
result of eclamp�c complica�ons (HELLP syndrome and 
pulmonary oedema) and three (6%) newborns had neonatal 
deaths because of low birth weight and prematurity.

Adequate antenatal visits, early recogni�on of the disease, 
�mely referral to higher centers with sub-speciali�es, early 
ini�a�on of treatment and termina�on of eclamp�c 
pa�ents can improve maternal and perinatal morbidity and 
mortality.

RECOMMENDATIONS

Eclampsia is a major cause of preventable maternal and  
perinatal mortality specially in developing countries.  Thus, 
promo�ng medical educa�on at community level and 
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overcoming inconveniences faced during u�liza�on of 
health care facili�es can improve maternal and perinatal 
outcomes.

LIMITATION OF THE STUDY
Sample size was small. The lack of proper follow up a�er 
hospital discharge limits the analysis of maternal and 
neonatal outcome for the rest of the puerperium.
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