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Abstract 

Objective: To observe the maternal and Perinatal outcome in eclampsia. 

Material and Methods: Data was collected from eclamptic women admitted to the emergency ward of 

Obstetrics and gynecology of IMS and SUM hospital, Bhubaneswar, India during the period of Sept 2013 Aug 

2015. Maternal and fetal complications were noted. 

Results: The incidence of eclampsia was 1.58% during the study period. Majority of the patients were less 

than 30 years of age (80.7%). There were a significantly higher number of women (n=42) from poor socio-

economic strata of the society. Majority of the patients (55.7%) had no antenatal checkups .Caesarean 

delivery rate in our institution was 57.69%.  38.4% patients needed admission to ICU. Perinatal death rate 

was 285/1000 live births. There were 4 maternal deaths (7.69%) during the study period. 

Conclusion: Eclampsia is a major obstetric emergency that needs adequate management to avoid 

catastrophic events. Early diagnosis and referral of cases from primary health care unit along with institution 

therapy and timely intervention can improve the prognosis. 
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Introduction 

Eclampsia is an extremely severe form of pre 

eclampsia characterized by the sudden onset of 

generalized tonic-clonic seizures. In a majority of 

the cases (80%) the disease is preceded by severe 

pre-eclampsia. This condition affects between 1 in 

2000 and 1 in 4000 deliveries in the developed 

countries but the incidence may be several times 

higher in under developed countries. In India, the 

incidence of eclampsia has been quoted as 1.56% 
(1)

. Pre-eclampsia and eclampsia are a major 

Cause of approximately 20% of all maternal 

deaths in USA and around half of them are 

associated with eclampsia 
(2)

. Perinatal mortality 

occurs in 5-12% of the cases in developed 

countries 
(3)

, the common causes of fetal death 

being prematurity and fetal asphyxia. Eclampsia 

occurs antepartum in 35-45 % intra partum in 15-

20% cases and postpartum in 35-45% of the cases. 

Maternal complications are higher in antepartum 

eclampsia. 
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Material and Methods 

The study was conducted in IMS and SUM 

Hospital, Bhubaneswar, Odisha, India from 

September 2013 to August 2015 over a period of 

2years. All pregnant women presenting with 

antepartum and intra partum eclampsia who were 

admitted to the labor ward of IMS &SUM 

Hospital BBSR, India during the period from 

September 2013 to August 2015 were included in 

the study. Eclampsia was defined as occurrence of 

generalized tonic clonic convulsions and or coma 

in women with pre-eclampsia. The cases were 

managed by a team of obstetricians, 

anesthesiologists, Physicians and Neonatologists. 

All cases of eclampsia were treated with 

antibiotics, anti-hypertensives and the care of the 

unconscious patients as required. All these 

patients were treated with magnesium sulphate by 

Pritchard’s regime. Labor was induced in such 

cases after control of fits by intracervical 

prostaglandins, artificial rupture of membranes 

and intravenous oxytocin infusion. They were 

subjected to L.S.C.S when there was failure of 

induction, uncontrolled fits or other obstetric 

indications. Clinical improvement or deterioration 

with development of complications like ARF, 

Heart failure, HELLP syndromes etc. were 

meticulously observed. The total number of 

deliveries during the study period was 3279. 

There were 52 case of eclampsia during the study 

period. Data was collected from the files of 

patients, investigations and treatment given was 

noted. 

 

Results 

A total of 3279 patients delivered at IMS & SUM 

Hospital during the study period. 52 patients 

presented with either antepartum or intra-partum 

eclampsia. The incidence of eclampsia in the 

present study was 1.58%.  

Majority of the patients (80.7%) were less than 30 

years old. 88.4% (n=46) of the patients were 

nulliparous (Table-1). Majority of the patients 

(55.7%) had no antenatal check up throughout the 

pregnancy. 34.61% of the eclamptic women had 

regular antenatal checkups (Table 1). There were 

a significantly higher number (n=42) of women 

from poor socioeconomic strata. Illiteracy 

accounted for 53.84% of the eclamptic patients. 

Blood pressure, proteinuria and serum creatinine 

levels are summarized in table 2 and table 3. 

61.5% (n=32) patients were admitted at ≥37 

weeks of gestation. (Table 4). Caesarean delivery 

rate in our institution was 57.69% (Table 5). 25% 

(n=13) of the patients with eclampsia had vaginal 

delivery. Instrumental delivery was done in 

11.53% of the cases (n=6). Asphyxia was defined 

as an Apgar score <7 at 5min and occurred in 

28.57% of the total live births (Table 6)The 

perinatal outcome is summarized in table 7. There 

were a total of 52 delivered babies. There were 35 

live births. There were 10 perinatal deaths 

(8stillborn and 2 early neonatal deaths) which 

yielded a perinatal mortality of 285/1000 live 

births.   

Major neonatal complications associated with 

eclampsia are summarized in table 8. The major 

neonatal complications included septicemia 

(16.12%), Convulsions (12.9%), pneumonia 

(6.45%). There were 4 maternal deaths accounting 

for a maternal mortality rate due to eclampsia of 

7.69%. 38.4% (n=20) patients needed admission 

to the intensive care unit (ICU). Placental abrup-

tion occurred in 5 cases (n=9.61). HELLP synd-

rome occurred in 5.76% cases (n=3) (Table 9) 

Table 1: Demography and reproductive 

characteristics of eclampsia 

Characteristics  Eclampsia 

MATERNAL AGE  NO.(52)  %  

Age < 30 yrs  42  80.7  

Age> 30 yrs  10  19.2  

Parity   

Nulliparity  46  88.4  

Parity  6  11.5  

Maternal education 

Post Secondary  4  7.6  

Secondary  7  13.04  

Primary  13  25  

Illiterate  28  53.84  

Antenatal Care   

No Antenatal Care  29  55.7  

Irregular antenatal Care  3  5.76  

Regular antenatal Care  20  34.61  

Socio-economic status   

Poor 42 80.7 

Moderate 10 19.2 
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Table 2: Blood pressure  

 Eclampsia (n 

= 52)  

%  

Characteristics  

Systolic blood pressure 

(mmHg)  

range  

140-200  

170-220  

 

 

 

20  

32  

 

 

 

34.6  

61.5  

Diastolic blood pressure  

(mmHg) range  

100-150  

110-160  

 

 

11  

41  

 

 

21  

78.8  

 

Table 3 Proteinuria and serum creatinine levels  

Eclampsia (N=52) % 

Characteristics Proteinuria 

(MM IN 24 HOURS) 

400-2500 

750-3000 

33 

19 

63.46 

36.53 

Serum Creatinine mg/dl 

0.6-2.0 

1.0-4 

13 

39 

25 

75 

 

Table 4 Distribution of Cases According To 

Gestational Age  

Characteristics Eclampsia 

Gestational age  NO.(52) % 

Age ~ 37 Weeks  32 61.5 

Age 32-37 Weeks  15 28.84 

Age < 32 Weeks  5 9.61 

 

Table 5 Mode of Delivery  

Mode of delivery  No.(52) % 

Vaginal delivery  13 25 

Instru mental delivery  6 11.53 

Caesarean delivery  30 57.69 

Destructive operation  3 5.76 

 

Table 6 APGAR score  

Characteristics  Eclampsia 

Apgar Score  No. (35) % 

1Minute  0-3  14 40 

 4-6  10 28.54 

 7-10  11 31.42 

5Minutes  0-3  2 5.71 

 4-6  8 15.38 

 7-10  25 71.42 

 

 

 

 

Table 7 Perinatal Outcome in eclampsia  

Perinatal Outcome Eclampsia  

(n = 52) 

No. % 

Live Birth 35 67.3 

IUD at the time of admission 5 9.61 

Fresh stillbirth 3 5.76 

Total stillbirth 8 15.38 

Birth Asphyxia 10 28.57 

Low birth weight  21 60 

Normal birth weight 14 40 

 

Table 8 Major neonatal complication associated 

with eclampsia 

Neonatal complications Eclampsia (31) 

No. % 

Septicemia 5 16.12 

Pneumonia 2 6.45 

Bronchopulmonary dysplasia 2 6.45 

Convulsions 4 12.99 

Hypo ischemic encephalopathy 2 6.45 

Neonatal death < 7 days 2 9.6 

 

Table 9 Maternal Outcome in Eclampsia  

Maternal outcome 
Eclampsia (n = 52) 

No. % 

Placental abruption  5 9.61 

Ascites  3 5.76 

HELLP Syndrome  3 5.76 

Pulmonary Edema  11 21.5 

Severe Renal impairment  5 9.61 

Cardiac arrest  1 1.92 

ICU Admissions  20 38.4 

Blindness  2 3.84 

Death  2 3.84 

 

Discussion 

Eclampsia is an acute obstetrical emergency 

peculiar to the pregnant and puerperal women. It 

is strictly confined to human beings. So, it is 

called a Gift of human propagation and culture in 

schillers words. Eclampsia continues to be a major 

problem particularly in developing countries, 

contributing significantly to high maternal and 

perinatal morbidity and mortality 
(3)

. Currently 
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there are no screening tests available which are 

reliable, valid and economical that can predict 

preeclampsia and eclampsia. The incidence of 

eclampsia in our study was 1.58% .This is 

comparable to other studies 
(1, 4, 5)

. However our 

incidence is higher than the incidence observed in 

western countries 
(6)

.  Pannu et al 
(7)

 in their study 

found the incidence of eclampsia to be 3.2 per 

1000 deliveries. The total prevalence of eclampsia 

is 5.2 per 1000 live births in a study by Giordano 

et al 
(8)

. According to the royal college of 

obstetrics and gynecologists (2006), the incidence 

approximates 1 in 2000 in the United Kingdom. 

These differences in incidences among different 

areas could be explained by geographical 

variation, access to health care services and 

medical attention provided to the patients 
(4)

. The 

incidence of eclampsia has decreased over the 

years because it is somewhat preventable by 

adequate prenatal care. The incidence of 

eclampsia in a study by Akhtar et al 
(9)

 was 3.05%. 

This shows that eclampsia is still a major killer 

disease in many countries. 

Majority of the patients were less than 30 yrs. of 

age. Albos et al 
(10)

 in their study found that an age 

below 17 years is highly associated with 

eclampsia. Most of the women in the present 

study (88.4%) were nulliparous supporting the 

hypothesis that it is a disease of young mothers. 

The findings in our study are comparable to other 

studies 
(4,11,12)

. Rajashri et al 
(13)

 in their study 

found that a majority of the patients (74.48%) 

were primigravida. The exact mechanism for 

occurrence of eclampsia in nulliparous is still 

unknown. Sibai et al 
(14)

 postulated possible 

factors like abnormal placentation, immunological 

factors in fetus from paternal side, genetic 

influences etc. for occurrence of eclampsia in 

primiparous females. In a study by Abalos et al 
(10)

 

primigravida and lack of formal education were 

more frequent in the group of eclamptic women. 

Majority (55.7%) of the patients in the present 

study had no antenatal care. This shows lack of 

awareness among these patients regarding the 

antenatal care since majority of them are from 

poor socio-economic strata (80.7%) and most of 

them are illiterate. It has been established that 

good antenatal care can prevent the occurrence of 

eclampsia in majority of the cases 
(15)

. 

The majority of the pregnant women in our study 

had eclamptic seizure at gestational age ≥37 years 

suggesting more incidences near term. Caesarean 

section was the most Common method of delivery 

which is comparable to other studies 
(4.16,1)

. In 

current obstetrical practice, the large majority of 

eclamptic women are delivered by caesarean 

section because it has resulted in better perinatal 

outcome. Some studies have reported better 

perinatal outcome with caesarean section as 

compared to vaginal delivery 
(13,17)

. In the present 

study, the majority underwent Caesarean section 

due to associated abnormalities like unripe cervix, 

fetal growth restriction, uncontrolled blood 

pressure, fetal distress and also to avoid the 

maternal and fetal effects of pregnancy 

continuation .The most common exception to 

cesarean delivery were women with fetal demise 

and those who came in spontaneous labor. 

Present study depicted mean APGAR score of 

new bourn babies at 1 min to be 11.67±2.08. The 

favorable APGAR score in our study was due to 

use of magnesium sulphate in the treatment of 

eclampsia as well as timely intervention. 

Magnesium sulphate is the drug of choice for 

Primary and secondary prevention of eclamptic 

seizures 
(18)

. According to the multinational 

eclampsia trial collaborative group study (1995) 

Maternal death rate with magnesium sulfate was 

significantly lower (3.1%) as compared with other 

regimens like diazepam and phenytoin (4.9%) 
(19)

.  

The Perinatal mortality rate in our study was 

285/1000 deliveries which shows that eclampsia is 

still a major cause of Perinatal mortality. 

Ndaboine et al 
(4)

 had a perinatal mortality of 

207/1000 live births. But our incidence is lower 

than a study done by George et al 
(17)

 which had a 

perinatal mortality of 411 per 1000 live births. 

Perinatal mortality is an important indicator of the 

status of maternal and child health. It is also an 

indicator of the condition of obstetric care and the 

level of economic development of a community 
(20)

. The present study observed a maternal death 
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rate of 7.69%% which is comparable to other 

studies 
(4,21)

. There has been a significant 

reduction in maternal mortality and morbidity in 

developed countries during the past 50 years. But 

in contrast maternal complications and maternal 

mortality remains high in developing countries 
(22)

 

Dash et al 
(23)

 reported eclampsia as the leading 

cause of maternal death in their study. According 

to the Indian council of medical research task 

force study 
(24)

 Preeclampsia and eclampsia are 

responsible for 24% of all maternal deaths in 

India. 38.4% patients with eclampsia were 

admitted to the intensive care unit (ICU). The 

most common indications for ICU admission were 

pulmonary edema, severe renal impairment and 

HELLP syndrome. Many of the patients referred 

to our hospital were already critically Ill. In most 

of the cases, eclampsia developed at home and /or 

during transport. 3.84% (n=2) of the patients had 

blindness. Blindness is less common and usually 

reversible. Cunningham and associates 
(25)

 in their 

study found that of 15 women cared for at 

parkland hospital, blindness lasted from 4hours to 

8 days but it resolved completely in all cases. 

Moseman and Shelton et al 
(26)

 described a woman 

with permanent blindness due to a combination of 

infarctions in the retina and lateral geniculate 

nucleus bilaterally. In many cases of eclampsia 

associated blindness, visual acuity improves but 

vision may be permanently impaired if caused by 

retinal artery occlusion 
(27)

. 

Eclamptic encephalopathy occurred in 5.76% 

cases (n=3). In eclampsia most of the life-

threatening conditions involve the central nervous 

system. Eclamptic encephalopathy is essentially a 

vasogenic edema with disruption of the blood-

brain barrier 
(11)

. In most of the cases, these 

abnormalities are reversible if adequate treatment 

is started 
(7)

. 

 

Conclusion 

Poor maternal and neonatal outcome in eclampsia 

cases reveals its seriousness. Early diagnosis and 

referral of cases from primary health care units 

along with institutional therapy and timely 

intervention can improve the prognosis. 
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