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ABSTRACT
Objective: Eclampsiais aserious obstetric complication with attending high maternal and perinatal morbidity
and mortality. Thereisneed for periodic audit of our management of these cases so asto identify potential areas
for possibleintervention aimed at i mproving the management outcome of thispregnancy complication.

M ethods: The records of cases of Eclampsia managed at the OAUTHC lle-Ife between January 1, 1994 and
December 31, 2003 wereretrospectively analysed.

Results: Theincidenceof Eclampsiawas0.91% of total deliveries. It washighest inteenagersand young adults
who are less than 25years (1.56%),who were carrying their first pregnancy (2.64%) and were unbooked
(6.3%). Headache was the commonest symptom (100%), while hypertension and fever were the commonest
signsbeing present in 75% and 20.2% of the patientsrespectively. Antepartum Eclampsiaaccounted for 56.5%
of the casesand majority wasdelivered by emergency caesarean section. Maternal and perinatal mortality were
8.0% and 19.1% respectively.

Conclusion: Provision of good quality and widespread antenatal care, improving the capacitiesof thehospitals
to handle emergencies and intensive care unit management of all cases of Eclampsia are measures that could

reducetheburden of Eclampsiainthisenvironment
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INTRODUCTION

Eclampsiais an unpredictable, multi-organ disorder
unique to human pregnancy” * It is defined as the
occurrence of generalized convulsion(s) associated
with signsof preeclampsiaduring pregnancy, labour,
or within seven days of delivery and not caused by
epilepsy or other convulsive disorders” * °, In the
absence of ahigh blood pressure or if the convulsion
occurs after day seven postpartum, the condition is
referred to asatypical eclampsia’.

Eclampsiaand its precursor pre-eclampsia remain
serious obstetric catastrophe and it is associated
with significant maternal and foetal morbidity and
mortality worldwide"*®’. However, eclampsia is a
preventable condition if pre-eclampsia is detected
early and treated promptly. ® ® " although, this
disorder is rarein developed countries. It remains a
major cause of maternal and perinatal mortality in
the developing countries. °*  Incidence ranging
from 0.25 1.2 % have been reported in Nigeria
compared to 0.0003t00.03in western countries
*®. The higher rate of morbidity and mortality
associated with this condition in the developing
countries has been attributed to the lack of efficient
antenatal care, poor transport facilities, dela}/ in
effecting treatment and admini strative problems™ ™.
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The treatment of eclampsia remains a challenge to
even the most experienced Obstetricians, mainly
because the exact aetiology is not known" > ™ *,
Preeclampsia/lEclampsia is a disorder of theories,
however, the concept of 'generalized maternal
endothelia cell dysfunction' as a primary part of the
pathogenesis of preeclampsialeclampsia is widely
accepted ascentral to other theories” .

Since the cause of pre-eclampsia/ eclampsia
remain speculative, the treatment is a best
empirical and the outcome not very satisfactory .
"2 Recently there has been innovation in its
prevention by the use of quality antenatal care
and the advent of newer drugs including
magnesium sulphate (MgS04) al leading to
significant decrease inthe incidenceof eclampsia.’.
This retrospective study isaimed at highlighting
the problemsassociated with this condition inthe
aeas of incidence , clinicAd course and
management outcome with a view of using the data
for further improvement in the management of this
disorder inour environment .

MATERIALSAND METHOD

The case records of atotal of 124 patients whose
pregnancieswere complicated by eclampsia at Ife
Hospital Unit of the Obafemi Awolowo University
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Teaching Hospitals Complex, lle-Ife from 1st of
January 1994 to December 31 2003 were
retrieved. There were 13, 682 deliveries during the
study period. Biological, obstetrics and social data
were extracted from the case notes of the patients.
The diagnosis of eclampsia was made based on
the occurrence of generalized tonic clonic
convulsion during pregnancy and within seven
days of ddivery after excluding other
neurological causes of convulsion ***. Booked
patientswere defined as those who registered for
and attended antenatal care and deliveredinthe
hospital while unbooked referredto al categories
of patients transferred from outside to the
hospitals after onset of the symptoms.

The treatment of eclampsia include securing and
suctioning of the airway, maintaining a patent
intravenous access, control of convulsion with
the initid 10mg dlow intravenous push of
Diazepam and infusion of 40mg of Diazepam in
500mls of 5% Dextrose water and titrated to keep
the patient sedated but arousable. Lyticcocktail,a
mixture of 50mg Chlorpromazine, 50mg
Promethazine and 100mg Pethidine was given
intermittently in few cases where sedation and
convulsions were not adequate. Foetal asphyxiais
diagnosed if the baby has a one minute Apgar score
of lessthan7.

Severe hypertension (diastolic blood pressure of
110mmHg and above) were treated with
intermittent bolus injection of intravenous
Hydralazine 5 to 10mg and repeated after
30minutes, if diastolic blood pressureis still equal
toor above 110mmHg.

The patients were either managed after delivery
in the eclamptic room and in some critica
situation transferred to intensive care unit being
co-managed with the Physicians and
Anaesthesiologists.

RESULTS

There were 124 cases of Eclampsia while the total
number of deliveriesduring theten year study period
was 13,682, giving an incidence of 0.91% (1/110
deliveries). Therewasho consistency inyearly trend
asgraphically representedinfigurel.

Eclampsia was about forty times commoner in
unbooked patients than the booked patients, 112
casesout of 1779 deliveries (6.3%)for the unbooked
patients versus 20 cases out of 11903 deliveries
(0.16%) for the booked patients during the period of
review.

Figure 2 show that eclampsia is highest in the
younger age group. The highest incidence is found
among age group 20-24 years (1.62%) and lowest
above 40 years (0.32%). The age range of the
patientsisbetween 16 to 45 yearswith amean age of
23.4years.
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Figure 3 shows that the incidence of Eclampsia
decreases with increasing parity. The incidence is
highest in nullipara (2.64%) and lowest in the
Para. 5an above (0.11%).

Eclampsia occurs predominantly in the last trimester
with the majority (65.3%) occurring from 36 weeks
upwards.

Majority(82.2%) of the eclamptic patients had 2
or more convulsions before institution of therapy,
table 1.

30.6% of the patients presented with oedema, 75%
presented with severe hypertension and 20.2% had
fever. Thirteen (31%) of the forty-two eclamptic
patients who had their random blood sugar estimated
had hypoglycaemia representing 10.5% of total
eclamptic patients.

Sixty nine (55.3%) of the patients had emergency
abdominal delivery due to unfavorable cervix, 46
(837.5%) achieved vaginal delivery while the
remaining 9 (7.2%) had instrumental vaginal
delivery.

The morbidity and mortality pattern of the different
types of Eclampsia are as shown in table 2. Acute
renal failure, pulmonary oedema and aspiration
pneumonitis are the leading causes of maternal
morbidity. Maternal death occurred in 8.0% of the
patients. Three of the patient died undelivered. None
of the patient had postmortem done because the
relationsrefused consent.

Table 1: Clinical Types of Eclampsia and Number
of Convulsionsbeforel nstitution of Ther apy.

No of Convulsion before Institution of Therapy

Clinical Type | 2 3 and Total (%)

of Eclampsia above

Antepartum 12 32 26 70

Intrapartum 5 11 15 31

Postpartum 5 16 12 23

Total 22 49 53 124
17,7% 39.5% 42,7% 100%

Table 2: Maternal Morbidity and Mortality in
Eclampsia.

Complications Antepartum Intrapartum Postpartum No %
Pulmonary 6 5 2 13 10.
Oedema 6%
Aspiration 4 2 1 7 5.6%
pne umonitis

Eye injury eg. - - 1 1 0.86%
cornea

laceration

Acute renal 7 5 3 15 12.
failure Y
Cerebrovascular | 2 3 2.4°
Accident

Psychosis 2 3 5 4. 0%
Blindness - 1 - 1 0.86%
Bleeding 4 2 6 4.8%
dyscrasia

Burst Abdomen 4 2 4. 8%
Placental 2 2 1. 6%
Abruption

Maternal 5 1 4 0 8 0%

deaths
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Table3: Foetal Outcomein Eclampsia

Clinical Sex Birth Weight  Apgar Scores At5
Type of (KG) Minutes
Eclampsia

F M <25 =orz25 03 4-6 7&above
Antepartum 40 37 54 23 7 43 27
Intrapartum 18 13 13 18 9 15 7
Postpartum 17 6 8 15 - 12 11
Total 75 56 75 56 16 70 45

Figure 1: Graphical Reprsentation of the Yearly
Trend.
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Figure 2. Age Distribution and Incidence of
Eclampsia
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Figure 3: Parity Distribution and Incidence of
Eclampsia.
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Table 3 shows fetal outcome in eclamptic patients:
One patient delivered a set of triplets at 32 weeks
weighing 1.9, 1.8 and 1.6 kg respectively with good
maternal and fetal outcome. Male: Female ratio
equals 1:1.3. Fifty seven point three percent had low
birth weight (less than 2.5kg). Sixty five point six
percent of the newborn had Apgar score of lessthan 7
at 1 minute with 3.8% severely asphyxiated at birth(
Apgar score of 3 or less). There were 25(19.1%)
periretel desthswith 11 (8.4%) occurring asstillbirth.

DISCUSSION
The incidence of Eclampsiareported inthis study
is 0.91% whichis comparable to other figures
from developing countries and earlier studies
conducted inthis centre®*". Itismuch higher than
figures from developed nations *****. Like in most
other developing countries, eclampsia is one of the
leading causes of maternal mortality inNigeria®*. In
fact, materna mortality provides one of the worst
differentialsin health indices between the devel oped
and devel oping countries®.

This study shows that Eclampsia is about forty
times commoner in unbooked patient than booked
patient . This ishigher than figurefrom an earlier
study which is probably dueto the strict criteria
usedto define booked patient in this study .

The high incidence of Eclampsia in women of
younger age group andin the nulliparous patients
has been reported in similar studies®®" The
incidence of eclampsia decreases gradually with
increasing parity with the lowest incidence in para
five and above. It is important to note the dlight
increasein incidencein women of parathree category
(0.52%) shown in this study. Earlier studies had
clearly showed that eclampsiais no longer entirely a
disease of the nulliparous.” Attention must therefore
be paid to multiparous women who are aso
predisposed probably due to change of husband or
increasing incidence of hypertension in older parous
women.

Thereview al so showsthat eclampsiaiscommon at or
near to term. This means that greater percentage of
eclampsia62.5% in thisstudy which occurred after
36 weeks of gestation could easily have been
prevented by ingtituting therapy and delivery of
healthy matured babies if we have acceptable,
accessibleand functional antenatal care™.

That most eclamptic patients presented after
several convulsion as revedled inthis study isin
agreement with earlier study inthis centre®®. This
aso affected the management outcome asit was
found that morbidity and mortality is directly
proportional tothe number of convulsions.
Headache , a classical prodroma symptom of
eclampsia was present in al patient from whom
Outcome of Eclampsia Ade-Ojo & Loto
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history could be obtained. Hypertension occurred
in 75% of eclamptic patients in this study. This
underscores the need for effective blood pressure
monitoring of the pregnant women"**,

Fever occurred in 20.2% of patients in this series.
Similar result has earlier been reported” This could
be from infective originasit was commoner in
those patient referred from traditional and
religious birth homeswhere little attentionis paid
to aseptic procedures and where multiple vagina
examinationwould have been performed.

It was discovered in this study that
hypoglycaemia was a major  biochemica
complication  of eclampsia in this centre.
Thirteen out of forty two patients who had their
Random blood sugar estimated because they
were brought inwith coma had Random blood
sugar lessthan 2. 5Smmol/litre which is 30.95% of
such cases. A similar feature has earlier been shown
by Obed et ad*. The reasons adduced for
hypoglycaemia include unsupervised labour,
Labour lasting more than 14 hours, obstructed
labour and maternal hyperpyrexia.

This study showed that 56. 4% of  the cases
occurred in the antenatal period. This is in
agreement with earlier finding inthis center and
other studiesin other places™’ . However, in some
studies, intrapartum eclampsiawas the commonest ™.
About 50% of maternal mortality associated with
eclampsiaoccurredin theantepartum period.
Seventy six point five percent of the patients had
their convulsions controlled with intravenous
Diazepam. The failure inthe rest of the patients
could possibly be attributed to non- availability
and inadequate supply at critical times of need
and aso thefact that faked brands of diazepam
might have been used in situations where the
relations haveto purchasethe drugsfrom outside the
hospital as a result of the drug being out of stock in
the hospital pharmacy. Magnesium sulphate (Mg
SO4) has however replaced diazepam in most
centres both as prophylactic and therapeutic
anticonvulsants for eclampsia”™®*. It has the
advantage of reducing cerebral vascular spasm,
improving cerebral blood flow and  not depressing
the cardio-respiratory centersof both the mother and
the neonate. It however, has alow therapeutic
index and requires close clinicad monitoring or
estimation of plasma concentration®®. A protocol
is being setupinour centre to compare its use
with that of diazepam.

A major factor in the successful management of
eclampsia is delivery of the baby. Caesarean
section wasthe commonest modeof delivery in
this study accounting for 55.3% . This figure
agrees with other earlier reported figures from
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other centers™ but lower than earlier studyinthis
center®. The reason for thishigh caesarian section
rate may not be unconnectedwith high number of
antepartum eclampsia with unfavourable cervix .
Nevertheless, the choice of mode of deliveryis
determined by the prevailing circumstancesand the
fastest route of delivery that is premised on the
best outcomefor both themother andthe fetus is
usually taken®.

The findingsof acuterena failure and pulmonary
oedema asthe most common complications of
eclampsia arein agreement with other authors™”™,
Aspiration pneumonitis also presented high
occurrence in this study (5. 6%). It probably would
have beenthe commonest cause of death inthose
that died within few hoursof presentation inthe
hospital because the primary places of care have
little orno knowledge of its prevention.

The maternal mortality of 8% found in this study is
dlightly higher than 6.57% earlier reported in this
centre’. Itishowever low compared to 32. 84% and
44.2% reported in Kano and Kaduna respectively ™.
These figures are in sharp contrast to those from
developed countries™***. Thisis a reflexionof the
unacceptable large number of people living below
poverty level, high level of corruption and
misplaced government priorities. It was aso found
outin this study that the five patients that were
managed inthe intensive care unitdueto multiple
organ damageall recovered and were discharged.
This isduetothe intensive nature of care” and
more commitment of staff unlike in the eclamptic
room where they are usually kept which isbeen
overseen by labour ward staff who are aready
over stretched.

The fetal outcome inthis study reveal a M : F
ratio of 1:1.3which shows that the sex of the fetus
has no correlation onthedevelopment and severity
of eclampsia. However, eclampsia has adeleterious
effect onthefetusas57. 3% of the neonate had low
birth weight (<2.5kg) duetothefact that some of
them were delivered prematurely , suffered
intrauterine growth restriction due to placental
insufficiency and placental abruption®. Thesewere
responsible for the high perinatal mortality of 19.1%
seen in this study. It was largely due to problems of
prematurity, birth asphyxiaand neonatal sepsis™®***.
That the high level of maternal mortality in
Nigeriais unacceptable has been emphasized by
many researchers™**. Eclampsia, being oneof the
leading causes of maternal mortality in this
environment , every effort geared towards, its
reduction will reduce the maternal mortality inthe
developing nations. Provision of quality antenatal
care where highrisk patients can be screened,
improving the standard of living of the citizenry,
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education and empowerment of women will no
doubt lead to reduction in the incidence of
eclampsia® **. These are however long term
measures as the acceptability and accessibility of
the current structure of the antenatal care isstill
low due to reasons earlier mentioned. Thereis
need toput in placeavery effectiveand well
articulated plan to prevent death of mothers that
will come with eclampsia. Essential obstetric care
should be strengthened, prompt attention to the
eclamptic patients and regular drills of members
of staff on management of eclamptics are
necessary” . Intensive care management of all
eclamptic patients is advocated since the disease
imposes multiple organ damage which requires
supportive care for the patients”. Availability and
sustainability of emergency drugs for the
management of eclampsia should be put inplace
to prevent further morbidity and mortality dueto
unavailableand faked drugs.

All these shouldbe in placewhile we continueto
put concerted efforts into reorganization of our
health servicesin order to prevent the scourge of
Eclampsia at the primary and secondary

18,27

levels™.
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