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ABSTRACT

Objective: To determine maternal and perinatal outcomes in patients
with antepartum eclampsia in a tertiary care hospital.
Study Design: Design Prospective observational study.
Place and Duration of Study: Department of Obstetrics and
Gynaecology, Jinnah Postgraduate Medical Centre (JPMC), Karachi
from 1st October 2024 to 31st March 2025.
Methodology: A cross-sectional study was conducted: 189 antepartum
eclampsia diagnosed pregnant women were recruited through non -
probability consecutive sampling. ICU admissions, length of ICU stay,
maternal mortality and causes, recurrence of seizures after magnesium
sulphate, fetal outcomes, Apgar scores and birthweight.
Statistical analyses were conducted with SPSS version 25.
Results: 84% of 189 patients needed ICU admission. There was
maternal mortality in 18% and cardiopulmonary failure (92.6%) was the
main cause. There was a history of recurrent epileptic fits in 16% of
patients. Stillbirths were 43.4%, neonatal deaths 13.8%, and Apgar
score of <7 at 5-min were observed in 57.1% of neonates. Mean
birthweight was 2.24 kg.
Conclusion: Poor maternal and fetal outcomes are related to
antepartum eclampsia. Early diagnosis, increasing the quality of
antenatal care and consolidation of specialized intensive care must be
provided to decrease mortality and improve the prognosis.
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INTRODUCTION
Hypertensive disorders of pregnancy, and in
particular preeclampsia and its evolution to
eclampsia, continue to be an important cause
of maternal and perinatal morbidity and
mortality, especially in low- and
middle- income countries (LMICs) such as
Pakistan¹. Eclampsia is new onset generalised
tonic–clonic seizures in a woman with
preeclampsia, a life-threatening obstetric
emergency in tertiary care settings². Current
national data points that 12–15% of maternal
deaths are caused by preeclampsia/eclampsia
in Pakistan3 with observed maternal mortality
rates as high as 34% in some instances4.
Common maternal complications of
eclampsia are pulmonary oedema, acute renal
failure cerebrovascular accident,
HELLP syndrome and multi- organ failure⁵,⁶.
Fetal and neonatal consequences are also
worrisome, including intrauterine growth
restriction (IUGR), preterm delivery, low
APGAR scores, respiratory distress, high rate
of NICU admissions, and high rates of
perinatal mortality⁷, ⁸. In Pakistan, significant
predictors for bad outcomes include
primigravidity, non-booked antenatal status
and delayed hospital arrival ⁹,¹⁰. A case–
control study from Karachi on severe
preeclampsia showed that antenatal
surveillance can help in reducing
complications. ¹¹
The reported risk factors for
preeclampsia/eclampsia globally include
chronic hypertension, obesity, primiparity,
low socio-economic status, anaemia, and
lack of antenatal care¹². However, there is an
absence of recent (up to-date) data regarding
the outcomes of antepartum eclampsia from
tertiary care hospitals in Karachi, which may
restrict health care plans and policy
development. This study is designed to assess
maternal and fetal outcome of antepartum
eclampsia cases treated in a tertiary care
hospital in Karachi, to facilitate providing

better medical services and proper allocation
of resources.
METHODOLOGY
Jinnah Postgraduate Medical Centre (JPMC),
Karachi during a period of six months from
1st October 2024 to 31st March 2025 after
obtaining the extended permission from the
College of Physician & Surgeons Pakistan
(CPSP) and the Institution Review Board
(IRB). Consecutive nonprobability sampling
was used to recruit 189 patients in the study.
The sample size was determined by WHO
sample size calculator using 8.6% prevalence
of low APGAR score (140/90 mmHg) and
proteinuria (2+ on dipstick) without any other
medical cause (i.e. epilepsy, known
neurological disease) were enrolled in
the study. All patients with seizure as a result
of other identified medical causes and in n on
pregnant women’s were excluded. Detailed
demographic and obstetric history such as
maternal age, parity, gravida, gestational age,
booking status, mode of delivery, and history
of hypertensive disorders were collected.
All patients were clinically evaluated and
treated according to the hospital's protocol.
Information on maternal end points, including
mode of delivery, ICU admission, seizure
recurrence after magnesium sulphate was
given, maternal death and causes of death
were collected. These included birth weight,
Apgar score at 5 minutes, live birth
or stillbirth, and neonatal or perinatal death
and the reasons of these.
All relevant findings were penned down in a
predesigned, performa. Statistical analysis
was carried out with SPSS 20.
Quantitative data including maternal and
gestational age were shown as mean ±
standard deviation. Categorical variables,
such as booking status, mode of delivery, and
outcome, were expressed as frequencies and
percentages. The confounders were age parity,
gravida, booking status and time of
gestation and stratified by potential effect
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modifiers to evaluate the influence on
pregnancy outcomes. A post-stratification chi-
square test was employed, with a p<0.05
deemed to be statistically significant
RESULTS
A total of 189 parturient who developed
antepartum eclampsia were recruited in this
prospective observational study. Most
patients fell within 26–30-year age range
where the incidence of hypertensive
complications is higher.
Overall, 159 (84%) women were admitted to
the ICU and 30 (16%) to general wards. With
respect to the duration of ICU stay, 122
women (64.6%) were confirmed for 3–7 days,
34 patients (18%) for less than 3 days, and 33
patients (17.5%) for more than 7 days.
(Table 1; Figure 1, Figure 2)
There were 34 (18%) maternal deaths in all,
indicating high maternal mortality load
among antepartum eclamptic cases.
(Table 2; Figure 3)
The most common causes of death included
cardiopulmonary failure in 31 cases (92.6%),

acute renal failure, and
cerebrovascular accidents in 9 patients
(25.9%). Other infrequent etiologies
comprised HELLP syndrome, pulmonary
oedema, placenta previa, aspiration
pneumonia, and hypoxic brain injury each
with 3.7%.
(Table 3; Figure 7)
There were approximately 30 (16%) women
who suffered a recurrence of seizures, not
with standing early care that included
magnesium sulphate treatment.
(Table 4; Figure 4)
Fetal outcomes included 82 (43.4%) stillbirths,
81 (42.9%) live births and 26 (13.8%)
neonatal deaths.
(Table 5; Figure 5)
Regarding the Apgar score at 5 minutes for
neonatal condition, %57.1 (n = 108) of the
neonates had an Apgar score of less than 7,
while %42.9 (n = 81) had a score of 7 or
higher (which is healthier).
(Table 6; Figure 6)

Table 1: ICU Admission and Duration of Stay
ICU Admission Status Number of Patients Percentage (%)
Admitted to ICU 159 84.0
Not Admitted 30 16.0

ICU Stay Duration Number of Patients Percentage of ICU Patients
(%)

< 3 days 34 18.0
3 - 7 days 122 64.6
> 7 days 33 17.5

Table 2: Maternal Mortality

Maternal Outcome Number of Patients Percentage (%)
Maternal Mortality 34 18.0
No Mortality 155 82.0
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Table 3: Causes of Maternal Death
Cause of Death Number of Cases Percentage (%)
Cardiopulmonary Failure 31 92.6
Acute Renal Failure 9 25.9
Cerebrovascular Accidents 9 25.9
HELLP Syndrome 1 3.7
Pulmonary Edema 1 3.7
Placenta Previa 1 3.7
Aspiration Pneumonia 1 3.7
Hypoxic Brain Injury 1 3.7

Table 4: Recurrent Seizures After Magnesium Sulphate
Seizure Recurrence Number of Patients Percentage (%)
Yes 30 16.0
No 159 84.0

Table 5: Fetal Outcome at Birth
Fetal Outcome Number of Neonates Percentage (%)
Stillbirth 82 43.4
Live Birth 81 42.9
Neonatal Death 26 13.8

Table 6: Apgar Score at 5 Minutes
Apgar Score Category Number of Neonates Percentage (%)
< 7 (Sick) 108 57.1
≥ 7 (Healthy) 81 42.9

FIGURE 1: SUMMARY OF ADMITTED TO ICU
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FIGURE 2: SUMMARY OF ICU STAY DURATION

FIGURE 3: MATERNAL MORTALITY

FIGURE 4: RECURRENTS FIT
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FIGURE 5: SUMMARY OF FETAL OUTCOME

FIGURE 6: SUMMARY OF APGAR SCORE

FIGURE 7: SUMMARY OF CAUSE OF DEATH
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DISCUSSION
This prospective study lends credence to the
fact that antepartum eclampsia is still a major
causative agent of maternal and perinatal
morbidity and mortality in Pakistani tertiary-
care hospitals. ICU admission is common, and
maternal deaths—mainly caused by
cerebrovascular events and cardiopulmonary
insufficiency—reflect those of
regional studies¹³,¹⁴. Timely Referral and
Early Diagnosis of Case This is one of our
data driven recommendations and an
important intervention.
Both AN, CC Seizure recurrence was ~16%,
and this seizure recurrence is also described in
the global literature as being in the region of
15 – 26%, irrespective of the use of
magnesium (1, 5⁻11). This highlights ongoing
issues related to the availability and
management of MgSO₄ in public hospitals in
Pakistan — a challenge described as a
structural problem of policy implementation
and supply chains¹⁵.
Perinatal outcome in our cohort was grim:
stillbirths, early neonatal deaths, and low
Apgar scores were associated with
prematurity, placental insufficiency, and fetal
distress. Perinatal mortality rates matching
those in other comparable low-resource
environments (≈25–48%) have been reported
¹³,¹⁶. Low Apgar and NICU admissions are
common, indicating the importance
of enhancing neonatal resuscitation services.
Magnesium sulphate regimens continue as
part of the management of eclampsia. In
programs operating in low-resource
settings (e.g., Nigeria), there have been
dramatic reductions in maternal case-
fatality—from about 20% to about 2%—as
well as perinatal mortality—from about 35%
to about 12%—after training staff and
providing medications¹⁷.

Conclusion:
Antepartum eclampsia also continues to be a
severe life-threatening obstetric emergency

with high maternal/perinatal morbidity and
mortality particularly in resource depleted
environments. High ICU admission rates,
maternal mortality, seizure recurrence,
stillbirths and neonatal adverse events
described in this paper all indicate the high
burden of disease. The results highlight the
importance of early identification and referral
for HDP of pregnancy, standardised
management including magnesium sulphate
and access to appropriate ICU settings for
both mothers and newborns. Reinforcing
antenatal care and enhancing community
enlightenment is important in curtailing the
unfavourable impact associated with
antepartum eclampsia. Additional multicenter
studies are required to determine independent
risk factors and to modify the national
guidelines for both prevention and
management.
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