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Background: Eclampsia represents a significant medical concern, posing 

serious risks and potential life-threatening conditions for pregnant women. 

Preeclampsia itself is a multifaceted disorder of unclear origin, marked by the 

onset of hypertension and proteinuria (exceeding 300 mg/24 hours) after the 

20th week of gestation. Hence; the present study was conducted for 

comparative evaluation of vaginal delivery and caesarean section in 

antepartum eclampsia patients from 34 weeks gestation onwards. 

Materials & Methods: The participants were randomly assigned to two 

distinct groups: Group 1 underwent vaginal delivery (n=85), while Group 2 

received a caesarean section (n=65). The diagnostic criteria for eclampsia 

included elevated blood pressure (greater than 140/90 mmHg), significant 

proteinuria, and convulsions occurring after 20 weeks of gestation. 

Comprehensive demographic and clinical data were collected from all 

participants. Convulsions were managed with magnesium sulfate (MgSO4), 

provided there were no contraindications, and blood pressure was regulated 

using nifedipine and intravenous labetalol. The mode of delivery was 

predetermined as either vaginal or caesarean. Outcome was evaluated. 

Results: Among group 1, IUGR, LBW, need for resuscitation, need for NICU 

stay and still birth was seen in 23, 8, 15, 21 and 10 subjects respectively. 

Among group 2, IUGR, LBW, need for resuscitation, need for NICU stay and 

still birth was seen in 6, 5, 3, 8 and 2 subjects respectively. Among group 1, 

PPH, renal failure, CVA, pulmonary oedema, fever and electrolyte imbalance 

was seen in 10, 2, 2, 2, 1, 9 and 2 patients respectively. Among group 2, PPH, 

and fever was seen in 2 and 1 patient respectively. Incidence of maternal 

complications was higher among patients of group 1. Also, perinatal outcome 

was more adverse among patients of group 1. 

Conclusion: A timely caesarean section in cases of primigravida with 

eclampsia beyond 34 weeks of gestation and an unfavorable cervix upon 

admission results in a more favorable feto-maternal outcome compared to 

conservative obstetric management that involves expectant vaginal delivery. 
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INTRODUCTION 
 

Eclampsia represents a significant medical concern, 

posing serious risks and potential life-threatening 

conditions for pregnant women. Research indicates 

that 79% of eclampsia cases arise from 

preeclampsia. Preeclampsia itself is a multifaceted 

disorder of unclear origin, marked by the onset of 
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hypertension and proteinuria (exceeding 300 mg/24 

hours) after the 20th week of gestation.[1,2] 

Eclampsia is characterized by the occurrence of 

generalized convulsions in patients with 

preeclampsia, typically manifesting as grand mal 

seizures either prior to, during, or within 48 hours 

following delivery, and may also include coma not 

attributable to other neurological disorders. This 

condition is among the primary contributors to 

maternal and perinatal morbidity and mortality on a 

global scale.[3] Recent investigations emphasize the 

importance of enhancing healthcare strategies to 

prevent and manage preeclampsia and eclampsia, 

which is crucial for mitigating maternal and infant 

mortality and morbidity rates.[4,5] According to a 

meta-analysis of the genome-wide association of 

mothers, there is a genetic predisposition to 

eclampsia. Sequence variants in the maternal 

genome previously known to be linked to blood 

pressure have been identified. Furthermore, the 

polygenic risk score for blood pressure (BP-PRS) 

appears to be associated with preeclampsia. The 

polygenic risk score indicates an individual’s 

genetic susceptibility to a disease influenced by 

multiple genetic variants. It is calculated as a 

weighted sum of the risk alleles identified in 

genome-wide association studies that are associated 

with the disease.[6-8] 

Hence; the present study was conducted for 

comparative evaluation of vaginal delivery and 

caesarean section in antepartum eclampsia patients 

from 34 weeks gestation onwards. 

 

MATERIALS AND METHODS 
 

A total of 150 primigravid women diagnosed with 

antepartum eclampsia and gestational periods 

exceeding 34 weeks were recruited for this study. 

The participants were randomly assigned to two 

distinct groups: Group 1 underwent vaginal delivery 

(n=85), while Group 2 received a caesarean section 

(n=65). The diagnostic criteria for eclampsia 

included elevated blood pressure (greater than 

140/90 mmHg), significant proteinuria, and 

convulsions occurring after 20 weeks of gestation. 

Comprehensive demographic and clinical data were 

collected from all participants. Convulsions were 

managed with magnesium sulfate (MgSO4), 

provided there were no contraindications, and blood 

pressure was regulated using nifedipine and 

intravenous labetalol. The mode of delivery was 

predetermined as either vaginal or caesarean. 

Outcome was evaluated. All the results were 

recorded in Microsoft excel sheet and was subjected 

to statistical analysis using SPSS software. 

Univariate analysis was done for evaluating the 

level of significance. 

 

RESULTS 

 

A total of 150 subjects were evaluated. Mean age of 

the subjects was 29.8 years. 67.33 percent of the 

subjects were of rural residence. Group 1 and group 

2 consisted of 56.67 percent and 43.33 percent of 

the subjects respectively. Among group 1, IUGR, 

LBW, need for resuscitation, need for NICU stay 

and still birth was seen in 23, 8, 15, 21 and 10 

subjects respectively. Among group 2, IUGR, LBW, 

need for resuscitation, need for NICU stay and still 

birth was seen in 6, 5, 3, 8 and 2 subjects 

respectively. Among group 1, PPH, renal failure, 

CVA, pulmonary oedema, fever and electrolyte 

imbalance was seen in 10, 2, 2, 2, 1, 9 and 2 patients 

respectively. Among group 2, PPH, and fever was 

seen in 2 and 1 patient respectively. Incidence of 

maternal complications was higher among patients 

of group 1. Also, perinatal outcome was more 

adverse among patients of group 1. 
 

Table 1: Demographic data 

Variable Number Percentage 

Mean age (years) 29.8 

Rural residence 101 67.33 

Urban residence 49 32.67 

Group 1 85 56.67 

Group 2 65 43.33 
 

Table 2: Perinatal outcome 

Perinatal outcome Group 1 (n=85) Group 2 (n=65) 

IUGR 23 6 

LBW 8 5 

Need for resuscitation 15 3 

Need for NICU stay 21 8 

Still birth 10 2 

Others 4 3 
 

Table 3: Maternal complications 

Maternal complications Group 1 (n=85) Group 2 (n=65) 

PPH 10 3 

Renal failure 2 0 

CVA 2 0 

Pulmonary oedema 1 0 

Fever 9 1 

Electrolyte imbalance 2 0 
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DISCUSSION 
 

In regions such as Asia and Africa, hypertensive 

disorders during pregnancy are responsible for 

nearly 10% of all maternal fatalities. Eclampsia, a 

serious condition marked by elevated blood 

pressure, severe headaches, visual disturbances, and 

seizures, is a critical factor in both maternal and 

neonatal mortality and morbidity when considering 

the various complications that can arise during 

pregnancy. Among direct obstetric causes, 

eclampsia ranks as the third leading contributor to 

maternal deaths.[7-9] The fatalities associated with 

eclampsia are often linked to preventable conditions, 

including postpartum hemorrhage (PPH), 

antepartum hemorrhage (APH), pulmonary edema, 

aspiration pneumonia, coagulation disorders, acute 

renal failure (ARF), and cerebrovascular 

hemorrhage. In contrast to wealthier nations, where 

perinatal mortality rates fluctuate between 5% and 

11%, poorer countries experience significantly 

higher rates, with approximately 40% of recorded 

perinatal deaths. The maternal mortality rate in 

cases of eclampsia is reported to be 31.8%, while 

the perinatal loss rate stands at 38.6%.[10-12] 

A total of 150 subjects were evaluated. Mean age of 

the subjects was 29.8 years. 67.33 percent of the 

subjects were of rural residence. Group 1 and group 

2 consisted of 56.67 percent and 43.33 percent of 

the subjects respectively. Among group 1, IUGR, 

LBW, need for resuscitation, need for NICU stay 

and still birth was seen in 23, 8, 15, 21 and 10 

subjects respectively. Among group 2, IUGR, LBW, 

need for resuscitation, need for NICU stay and still 

birth was seen in 6, 5, 3, 8 and 2 subjects 

respectively. Among group 1, PPH, renal failure, 

CVA, pulmonary oedema, fever and electrolyte 

imbalance was seen in 10, 2, 2, 2, 1, 9 and 2 patients 

respectively. Among group 2, PPH, and fever was 

seen in 2 and 1 patient respectively. Incidence of 

maternal complications was higher among patients 

of group 1. Also, perinatal outcome was more 

adverse among patients of group 1. Irene K et al 

determined the optimum mode of delivery, as well 

as factors associated with the mode of delivery, in 

women admitted with eclampsia. During the study 

period, 53 patients diagnosed with eclampsia were 

treated and followed up to 6 weeks postpartum. 

There was zero maternal mortality; however, 

perinatal mortality was reported in 9.4%. Parity was 

statistically associated with an increased odds of 

adverse perinatal outcomes and caesarean delivery. 

In addition, the induction of labour decreased the 

risk of adverse outcomes. There is no benefit of 

emergency caesarean section for women with 

eclampsia.[13] Chaudhuri S et al compared the 

fetomaternal outcome between planned vaginal 

delivery and planned caesarean section in women 

with eclampsia after 34 weeks of gestation. Of the 

62 women allocated in vaginal delivery (VD) group, 

60 women (32.97%) had vaginal delivery and 122 

(67.03%) had undergone caesarean delivery (CD). 

Severe maternal outcome was more common in VD 

group in comparison with CD group. Perinatal 

outcome in relation to Apgar score at 5 min, still 

birth was better in CD group than VD group. 

Perinatal death was higher in VD group when 

compared with CD group. There is increasing trend 

of delivering the eclampsia mother at > 34 weeks of 

gestation by caesarean section instead of inducing 

labor and delivering vaginally. Caesarean section 

when chosen as method of delivery does not 

increase morbidity or mortality.[14] 

 

CONCLUSION 

 

A timely caesarean section in cases of primigravida 

with eclampsia beyond 34 weeks of gestation and an 

unfavorable cervix upon admission results in a more 

favorable feto-maternal outcome compared to 

conservative obstetric management that involves 

expectant vaginal delivery. 
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