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ABSTRACT
Background: Eclampsia is preventable and treatable cause of maternal mortality and morbidity with poor fetomaternal
outcomes in developing countries. Poor knowledge, lack of education, malnutrition and lack of antenatal care major
causative factors for increase in eclampsia in developing countries.
Methods: This was a retrospective single center observational study including 106 pregnant women with eclampsia in
antenatal, intranatal and postnatal period over period of one year in our institute.
Results: 106 women included in this study. In present study mean age of the study population was 25.41 years. 1
maternal death reported during study period. Antepartum eclampsia was commonest type 78%. Most of the patients
were referred. In this study LSCS most common mode of deliveries. Perinatal mortality rate was 152/1000 live birth.
Conclusions: Eclampsia is important cause of maternal and Fetal mortality and morbidity. Prevention of eclampsia is
not possible, whereas early diagnosis can be done through clinical signs and symptoms, so as to prevent complications
leading to mortality and morbidity related to eclampsia. Improvement in antenatal care services quality, increasing
patient awareness about warning symptoms, investigations timely delivery, intensive monitoring in intrapartum and
postpartum period have potential to improve fetomaternal outcomes.
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INTRODUCTION
The word eclampsia derived from Greek word which
means ‘flashes of light’. Eclampsia is the occurrence of
generalised tonic clonic convulsions or coma in a woman
with preeclampsia which cannot be attributed to other
causes.1 It is usually seen in women having sign and
symptoms of severe preeclampsia or imminent eclampsia
like very high blood pressure, severe proteinuria,
generalised oedema, headache, dizziness, visual
disturbance and epigastric pain.2
Patient’s age, educational status, regular antenatal care and
socioeconomic status may affect the outcome of mother
and foetus.3 Eclampsia is multi-system disorder. Maternal

mortality is 4-6 % and perinatal loss is up to 45 % in
eclampsia in India. Incidence of eclampsia is 1 in 1500 to
1 in 2000 pregnancies in worldwide but it may be high as
1 to 5 % to all pregnancies in India.4
Eclampsia is preventable and treatable cause of maternal
mortality and morbidity with poor fetomaternal outcomes
in developing countries.5 Despite of development in level
of health care, education and institutional obstetric care in
our country, the delay in early diagnosis, transportation to
proper health facilities and getting proper expert care are
major problem to reduce complications. Accessible health
facilities, health education and awareness regarding
antenatal check-ups all women leads to early detection.
Prompt management will improve outcomes. MRI studies
of eclampsia describe this result of vasogenic oedema
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induced by Vasospasm and other changes contributing to
Patho physiology of eclampsia.6 Hence in our study we
evaluate the eclampsia with imaging and determine the
fetomaternal outcomes in antenatal women with
eclampsia.

Perinatal outcome
In our study 15% antenatal mother delivered with IUFD
and 12% neonatal death noted. Birth weight of all neonate
irrespective of outcome recorded. 32 neonate were with
birth weight less than 2 kg. Mean weight 2.40±140 kg.

METHODS
This was a retrospective single center observational study
including 106 pregnant women with eclampsia. This study
was conducted in the department of obstetrics and
gynaecology at a tertiary care center in Thane,
Maharashtra over a period of one year from January 2021
to January 2022.
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Inclusion criteria
All antenatal and postpartum women with eclampsia.
Exclusion criteria
Figure 1: Perinatal outcome.
Women who were known case of epilepsy. Seizure due to
metabolic disturbances, space occupying lesion,
infections, poisoning and trauma.
Data collection
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We collected data from hospital records in a pre-designed
proforma. Demographic details, antenatal history, medical
history, drug history, detail history of convulsions taken,
pregnancy outcome in term of mode of delivery and Fetal
and maternal complications were noted.
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Statistical analysis
The data were initially captured into predesigned proforma
and then transferred to Microsoft Excel for analysis.
Appropriate statistical tests were applied wherever
required.
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Figure 2: Maternal complications.

In present study, we analysed the data of 106 pregnant
women with eclampsia who were managed at our center.

There were 75 live births among 106 eclampsia patients.
32 of 106 live birth were small for gestation. 14 small for
gestational age were admitted in NICU. 6 were preterm
babies including 1 twin. 12 neonatal deaths were reported.
Most common reason for neonatal death were preterm with
respiratory distress.

Demographic status

Maternal complications

In present study mean age of the study population was
25.41 years. Age varies from 18 to 40 years. As mentioned
above most of them were primigravida (58.49%). Most of
study population were referred (98.11%).

The most common complications anemia 24.52 %
followed by HELLP syndrome 16.98%. One maternal
death was reported during study period due to pulmonary
odema. Fundoscopy done in all patients 2 patients were
diagnosed with papilodema and one 1 had cortical
blindness.

RESULTS

Obstetric outcome
In present study caesarean section was the most common
route of delivery in 62% of patients. Most common
indication was Fetal distress followed by unfavourable
cervix.

MRI findings
In our study MRI done in patients who had multiple
episodes of convulsions. Most common lesion seen
posterior reversible encephalopathy syndrome followed by
cortical and caudate nucleus hemorrhage.
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Table 1: Demographic status of study population.
Attribute
Age
<20 years
20-35 years
>35 years
Gravida score
Primigravida
Multigravida
Referral status
Referred
Non referred
Registration status
Registered
Unregistered
Demographic
Rural
Urban

No. of
patients

Percentage

6
98
2

5.66%
92.45%
1.88%

62
44

58.49%
41.50%

104
2

98.11%
1.88%

98
8

92.45%
7.54%

96
10

90.56%
9.43%

Table 2: Obstetric outcome.
Mode of delivery
FTND
LSCS
PTVGD

Study
population
30/106
66/106
10/106

No. of
patients
6/106
10/106
90/106
0
4/106
28/106
62/106
12/106

28.30%
62.26%
9.43%

No. of
patients
Normal
42/106
PRES
40/106
Intracranial hemorrhage 12/106
Meningitis
2/106

In this study LSCS was most common mode of delivery
62.26% followed by vaginal delivery 37.74% these results
were similar to Pritchards and Pritchard Chelsey which
favours caesarean section to reduce maternal and perinatal
mortality, on other hand Mahale et al, Arup et al and
Sardesai et al vaginal delivery is most common mode of
delivery.10,11,16

Percentage
5.66%
9.43%
84.90%
0
3.77%
26.41%
58.49%
11.32%

Table 4: MRI findings.
MRI findings

In present study most of the cases were primigravida
similar to Mahale et al study, Agrawal et al study, Sibai et
al and Efetie et al study.10,7,4,13 Majority of patients were
unregistered. Lack of antenatal care is important risk factor
for development of eclampsia. This indicates that proper
antenatal visits will lead to early diagnosis of preeclampsia
that will, prevent further. In this study most of the women
were from low socioeconomic status and from rural area
According to Arup et al 82% belongs to poor
socioeconomic status which is largely related with health
consciousness and understanding of health and family
welfare in people.11 This indicates that low socioeconomic
status poor nutrition and inadequate antenatal care have
close relation with eclampsia. In our study majority cases
i.e., 78% were Antepartum eclampsia similar results were
shown by Mahale et al 82.11% Baha et al 53% and Suman
et al 90.95%.10,4,14

Percentage

Table 3: Neonatal status.
Gestational age on
admission
21-28 weeks
28-34 weeks
>34 weeks
Birth weight
<500 gms
500-900 gms
1-2 kg
2.1-3 kg
3.1 above

Eclampsia was more common in the age group of 21-35
years (92.45%), similar findings reported in the studies
conducted by Agarwal et al, Mahalaxmi et al and Kannar
et al study.7-9 Mean age of patient was 25.41 years whereas
Mahale et al and Jadhav et al study mean age was 22.76
years which indicates young age is an important risk factor
for developing eclampsia.10-12

Percentage
39.62%
37.73%
11.32%
1.88%

DISCUSSION
This study analyze the fetomaternal outcome in patients
with eclampsia treated at our hospital in the period of
August 2021- January 2022.

In present study prematurity was most common cause of
neonatal morbidity. In Mahale et al birth asphyxia is the
most common cause for neonatal morbidity and mortality,
whereas in Agrawal et al prematurity and Intra uterine
growth restrictions were most common cause of morbidity
and mortality.10,7 In this study perinatal mortality was
152/1000 live birth, whereas Mahale et al had 361/1000,
Arupkumar et al had 399/1000 Savita et al had 367/1000,
these values suggest that perinatal mortality is more with
eclampsia mothers.10,11,17
In this study anemia is most common complication
whereas hypertensive crisis was most common
complication in other studies Agrawal et al Mahale et al.7,10
Maternal mortality was 1.88% whereas in Mahale et al
2.08% Arupkumar et al 11.28% Sardesai et al 2.63%
Sumansomegovada et al 5.44% Savita et al 8%.10,11,14,16,17
Maternal mortality and perinatal mortality are important
indicators for assessing management of eclampsia. it has
been found that PRESS posterior reversible
encephalopathy syndrome was most common finding in
MRI followed by hemorrhagic lesion in caudate nucleus
and basal ganglia. This typical radiological involvement of
brain and their clinical correlation is very important when
dealing with eclampsia. In present study most of the
patients referred and they are unregistered or they had less
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antenatal visit. These factors can affect the fetomaternal
outcome.

7.

CONCLUSION

8.

Eclampsia is important cause of maternal and Fetal
mortality and morbidity. Prevention of eclampsia is not
possible, whereas early diagnosis can be done through
clinical signs and symptoms, so as to prevent
complications leading to mortality and morbidity related
to eclampsia. Improvement in antenatal care services
quality, increasing patient awareness about warning
symptoms, investigations timely delivery, intensive
monitoring in intrapartum and postpartum period have
potential to improve fetomaternal outcomes. Educational
and empowerment of woman accessible health care
services especially in rural and backward areas is need of
hour.
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