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INTRODUCTION 

Varadaeus coined the term 'eclampsia' derived from the 

Greek word which means "like a flash of lightening". 

Eclampsia is defined as the occurrence of convulsion 

/coma not caused by any coincidental neurological 

disease such as epilepsy in a woman whose condition 

meets the criteria for pre-eclampsia.1 

Hypertensive disorders complicate 7%-9% of all 

pregnancies. Hypertensive disorder is the leading cause 

of maternal mortality in India, accounting for more than 

8% of maternal deaths. The identification and effective 

management of this entity play a significant role in both 

maternal and fetal outcome. It has been estimated that 

infants born to women with pre-existing or gestational 

hypertension have a 16% risk of perinatal death or 

serious morbidity and with 36% of them needing “high-

level” neonatal care.2 

The pathophysiology is still poorly understood and it is 

difficult to determine risk factors including the 

primiparity is surely one to consider.3 
Eclampsia can 

manifest itself in unusual and unpredictable in well-
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ABSTRACT 

Background: Hypertensive disorders of pregnancy constitute one of the major threats to maternal health. Eclampsia 

is still a leading cause of maternal morbidity and mortality in developing countries. This study was carried out to 

determine the incidence of eclampsia, demographic profile of patients, obstetric outcome, fetal outcome, maternal 

morbidity and mortality. 

Methods: A 5 year retrospective observational study included 521 patients who presented in emergency with 

eclampsia and admitted between April 2010 and March 2015, in the department of Obstetrics and gynecology, 

government medical college (Chhattisgarh institute of medical sciences) and tertiary care hospital Bilaspur, 

Chhattisgarh. 

Results: Based on 14,876 pregnancies in the 5 year period in our referral hospital, we estimated an incidence of 

3.5%.70.8% were primigravida and 86.4% of patients had no regular antenatal care. Majority of the cases (82.1%) 

presented as antepartum/intrapartum eclampsia in the age group 20-24 years (65.4%).The patients usually presented at 

term(62.4%) with 69.7% having vaginal delivery as compared to 30.3% undergoing LSCS. The fetal outcome showed 

56.2% live-births, 25.5% had early neonatal death and 13.3% still-born. The complications most commonly observed 

were puerperal sepsis ( 11 %),oliguria(8.1%), pulmonary edema(5.9%) and maternal mortality as 8.4 %. 

Conclusions: Most of the life-threatening eclampsia cases can be prevented by simple awareness and motivation 

towards antenatal care. In Chhattisgarh state where majority of rural population are tribal, illiterate, living in difficult 

to reach areas, delay in referral, due to unavailability of clinicians or medical officers in peripheral areas for antenatal 

examination.The best way to reduce the burden is by creating an awareness, proper antenatal care, timely referral and 

thus prevent the occurrence of eclampsia. 
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monitored patients without risk factors. The diagnosis 

must be made quickly for taking urgent and appropriate 

obstetric management.3 

The primary objective of the present study was to 

determine the incidence along with maternal and fetal 

outcome of eclampsia at a tertiary care referral hospital 

and thus quantifying the magnanimity with clinical 

relevant pointers which can help in improving the health 

care delivery. This study highlights the need to strengthen 

the quality of health care in hypertensive disorders of 

pregnancy in context to the Indian health care setting 

especially in rural areas like our state. 

METHODS 

A 5 year retrospective observational study included 521 

patients presenting as eclampsia who were admitted 

between April 2010 and March 2015 as an emergency, in 

the department of obstetrics and gynecology of 

Chhattisgarh institute of medical sciences a government 

medical college and 2nd biggest tertiary care hospital. 

Each case was thoroughly evaluated on the basis of age, 

residence, education, socio-economic status, previous 

antenatal care, gestational age at the time of presentation, 

parity. After a thorough examination and appropriate 

investigation, the appropriate conservative/ medical or 

surgical management was done and the details of the 

outcome including maternal morbidity, mortality, fetal 

outcome were recorded and discussed. Qualitative data 

were presented as frequencies and percentages. 

RESULTS 

The present study was conducted in the department of 

obstetrics and gynecology, a government medical college 

(Chhattisgarh institute of medical sciences) and tertiary 

care hospital, Bilaspur, Chhattisgarh, from April 2010 to 

March 2015. Out of 14,876 cases of institutional deliveries 

observed over a period of 5 years, 521 (3.5%) women had 

presented as eclampsia in the emergency to our institute 

and later investigated and managed in the hospital.  

 

Figure 1: Incidence of eclampsia. 

The incidence of eclampsia was found as 3.5% (Figure 

1). The most common age at presentation was 20-25 

years 341 (65.4%)in our study. Majority of patients were 

uneducated 443 (85.1%), belonged to rural area 464 

(89.1%) and from low socioeconomic background 368 

(70.6%). (Table 1) 

Table 1: Demographic details N=521. 

 
Frequency Percentage 

Age in years 
 

15-19 53 10.2 

20-24 341 65.4 

25-29 89 17.2 

30-34 28 5.3 

>35 10 1.9 

Educational status 
 

Educated 78 14.9 

Uneducated 443 85.1 

Residence 
 

Urban 57 10.9 

Rural 464 89.1 

Socio-economic  

status  

Low 368 70.6 

Lower- middle 106 20.4 

Middle 47 9 

In our study, majority 369(70.8%) were nulliparous, 

152(29.2%) women were multiparous. The gestational 

age at presentation observed most commonly was >37 

weeks in 325(62.4%) patients and 450(86.4%) did not 

receive any antenatal care whereas only 71(13.6%) had 

antenatal care. (Table 2) 

Table 2: Parity, gestational age, previous antenatal 

care (N=521). 

 
Frequency Percentage 

Parity 
  

Nulliparous 369 70.8 

Multiparous 152 29.2 

Gestational age  

(wks)  

20-25 19 3.7 

26-31 79 15.2 

32-37 98 18.7 

>37 325 62.4 

Previous  

antenatal care  

Booked 71 13.6 

Unbooked/  

Irregular ANC 
450 86.4 

Majority 428(82.1%) presented as antepartum/ 

intrapartum eclampsia and 93(17.9%) as postpartum 

eclampsia (Figure 2) 

The most commonly observed mode of delivery was 

normal (69.7%), and 30.3 % had caesarean section 

(Figure 3). 



Babbar K et al. Int J Reprod Contracept Obstet Gynecol. 2015 Aug;4(4):1029-1033 

International Journal of Reproduction, Contraception, Obstetrics and Gynecology                                     Volume 4 · Issue 4    Page 1031 

 

Figure 2: Type of presentation. 

 

Figure 3: Mode of delivery. 

The fetal outcome was live-births in 372(72.5%), still  

born in 96(18.7%) and early neonatal death in 45 (8.8%) 

patients whereas 8 patients died undelivered only. (Table 3) 

Table 3: Fetal outcome. 

 
Frequency Percentage 

Live-born 372 72.5 

Still born 96 18.7 

Neonatal death 45 8.8 

Overall major complications observed was puerperal sepsis 

(11%), oliguria (8%), pulmonary edema (6%), HELLP 

(4.8%), postpartum haemorrhage (3.6%), postpartum 

psychosis (1.3%) and CVA (1.1%). (Table 4). The 

maternal mortality rate due to eclampsia was 44 (8.4%). 

Table 4: Major Complications* and mortality 

(N=521). 

Complication Frequency Percentage Mortality Percentage 

Puerperal  

sepsis 
58 11.1 13 2.5 

Oliguria 42 8.1 6 1.1 

Pulmonary  
edema 

31 5.9 8 1.5 

HELLP 25 4.8 12 2.3 

PPH 19 3.6 2 0.3 

Post-partum 

psychosis 
7 1.3 2 0.3 

CVA 6 1.1 1 0.2 

DISCUSSION 

Hypertensive disorders of pregnancy constitute a 

perplexing and clinically challenging group of pregnancy 

complications that are responsible for a substantial 

burden of illness in developed as well as underdeveloped 

countries of the world. They are still a leading cause of 

maternal and perinatal mortality worldwide. 

During the past 50 years, there has been a significant 

reduction in the rates of eclampsia, maternal mortality, 

and maternal morbidity in the developed countries. In 

contrast, the rates of eclampsia, maternal complications, 

and maternal mortality remain high in the developing 

countries.4 

Incidence of hypertensive disorders in India is found to 

be 10.08 % as observed through the data collected by the 

National Eclampsia Registry (NER) (11,266 out of 

1,11,725 deliveries) over the past 3 years 2.3% presenting 

with eclampsia.5 

The higher incidence(3.5%) in our set-up is due to lower 

compliance with antenatal clinic attendances and very 

few having access to specialist care. A survey of recently-

delivering mothers recorded a history of eclampsia in 

3.2% pregnancies/ deliveries by Chaturvedi etal.6 

In Chhattisgarh, of 25.5milion population 78% live in 

rural areas, 37% account for tribal population. As per 

APIP 2012-2013 Chhattisgarh, there are 27 districts, 146 

blocks, and 20,308 villages. More than half of these 

districts have been classified as remote, tribal, and 

extremist affected areas.6 As in our study which also 

revealed 89.1% from rural areas, 85.1% uneducated and 

70.6% from low socioeconomic status who have lack of 

resources, lack of access and awareness to medical care.7 

In our study 75.6% were <25 years and nulliparous 

(70%), the same was reported by Rasaly et al. & Warden 

et al. in 2002.8,9 

In a study eclampsia was common in young pregnant 

woman between 19-24 years (83%) by Chaturvedi et al.6 

Eclampsia was a disease of primigravida majority of 

women 67% in our study were primigravida which is 

comparable to study by Sheraz’s et al. 69.1%, Datta MR 

et al 66% and Shaheen et al. 69%.10-12 

Most studies found that eclampsia occurred in the 

extremes of ages.  

Most commonly the presentation was at term (62.4%) 

gestation in our study similar to study by Choudhary etal 

who revealed eclampsia was commonest at term 

pregnancy (72.34%) in their study.13 

The study demonstrated by the finding that 86.4% of the 

patients in this study were unbooked for antenatal care 

similar to 88.9% in study by Tuffnell etal who suggested 



Babbar K et al. Int J Reprod Contracept Obstet Gynecol. 2015 Aug;4(4):1029-1033 

International Journal of Reproduction, Contraception, Obstetrics and Gynecology                                     Volume 4 · Issue 4    Page 1032 

that adequate antenatal care facilitates early identification 

of risk factors and appropriate intervention to prevent 

progression to eclampsia.14 

Antenatal care has been identified as the single 

intervention which could influence the maternal mortality 

of our country. Many women still seem to be unreached 

with this basic pregnancy evaluation.5 

The FOGSI-ICOG NER has brought forth some revealing 

trends by national sample surveys number of cases of 

eclampsia is more than cases of imminent eclampsia 

which points to the lost opportunities of prevention.5 

In our study 82% had antepartum/intrapartum eclampsia. 

Joshi etal also showed 89.7% of the women had ante 

partum and intrapartum eclampsia. As the precise 

diagnosis of the onset of labour was not easily 

ascertainable and as eclampsia per se increases the uterine 

contractility and leads to premature labour, a discrete 

overlap between the ante partum and the intrapartum cases 

may exist. Postpartum eclampsia accounted for 10.3% of 

the cases.15 

Antenatal eclampsia (76.78 %); post-partum convulsions 

(13.72%) are also significant.5 

428 cases (82.1%) of eclampsia was ante-partum/ 

intrapartum and 93 cases (17.9%) were postpartum. This 

was similar to what was reported what was reported by 

Douglas & Redman.16 Lower post partum eclampsia was 

reported earlier 10.6% by El Nafaty.17 

The mode of delivery in our patients was by vaginal route 

in 69.7% similar to study by that demonstrated vaginal 

delivery was the most common mode of delivery 

followed by caesarean section. 63% had vaginal delivery 

followed by 27% by LSCS.18 

In our study perinatal mortality was 27.5% comparable to 

300/1000 of perinatal death in another study and by 

Yaliwal et al of 350/1000.18,19 

Late arrival of patients after onset of fits results in severe 

intrauterine hypoxia and intrauterine death. Eclampsia 

occurring preterm necessitates preterm delivery. Available 

neonatal care facilities also determines the perinatal 

outcome. 

The most common complications observed were 

puerperal sepsis (11%), oliguria(8%), pulmonary edema 

(6%), HELLP (4.8%) similar to most common 

complication in other study revealed was post 

partumpyrexia. 12%.18 

In eclampsia the major maternal complications included 

abruptio placentae (10%), HELLP (hemolysis, elevated 

liver enzymes, and low platelet count) syndrome (11%), 

disseminated intravascular coagulopathy (6%), 

pulmonary edema (5%) and acute renal failure (4%).20 

Despite all measures taken to rectify the complications, 

44 patients could not survive giving a mortality rate of 

8.4%. Maternal mortality of 8.4% in present study is 

comparable to that of Somegowda (5.4%) and less as 

reported by Nobis PN (11.54%).21,22 

Our state being one of the nine low performing states 

which together account for about half of India's 

population and 12% of global maternal deaths (62% of 

India's total maternal deaths and 70% of her infant 

deaths) (Registrar General and Census Commissioner, 

2011b).23 

The case fatality rate (number of deaths/number of cases) 

of eclampsia ranges from 0–1.8% in high-income 

countries up to 17.7% in India, emphasizing a huge gap 

in the quality of maternal health care according to social 

and economic pattern.24 

CONCLUSION 

Eclampsia is a dreadful complication of pregnancy 

occupying the centre stage of obstetric attention. 

Eclampsia is difficult to predict and treat likely because 

of our lack of understanding of its underlying cause but 

appropriate and timely standard preventive therapy can 

avert eclampsia in virtually all patients with gestational 

hypertension. 

As majority of the pregnant women presenting to our 

health facility are illiterate with only rudimentary medical 

knowledge of their own pregnancies. Most of the 

maternal deaths and complications are due to lack of 

prenatal care, lack of access to hospital care, lack of 

resources, inappropriate diagnosis and management. 

Antenatal care has been identified as the single 

intervention which could influence the maternal mortality 

of our country. The need of the hour is to train medical 

officers, birth attendants, and paramedical personnel in 

remote interiors to create awareness, provide antenatal 

care and handle obstetric emergencies.  

The treatment of this disease calls for the need to focus 

especially in the resource challenged settings, reject their 

adversities to help manage this deadly disease more 

efficiently. 

Improved screening, preventive and treatment strategies 

may not only optimize management of hypertensive 

pregnancy disorders but also have long term impact on 

women's cardiovascular events and outcomes years after 

the affected pregnancies. 
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