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Introduction 

Eclampsia is a severe complication of pregnancy characterized by the onset of seizures in a 

woman with pre-eclampsia. Pre-eclampsia is a condition marked by high blood pressure and 

often a significant amount of protein in the urine. Eclampsia, although relatively rare, remains 

a significant cause of maternal and fetal morbidity and mortality worldwide. This article 

explores the etiology, clinical features, diagnosis, management, and maternal and fetal 

outcomes associated with eclampsia. 

Etiology and Pathophysiology 

The exact cause of eclampsia is not fully understood, but it is believed to result from abnormal 

placentation leading to a systemic inflammatory response, endothelial dysfunction, and 

subsequent multi-organ involvement. Factors contributing to the development of eclampsia 

include genetic predisposition, immunological factors, and environmental influences. 

Abnormal Placentation 

Abnormal placentation is a key factor in the pathophysiology of eclampsia. During normal 

pregnancy, the spiral arteries in the uterus are remodeled to allow increased blood flow to the 

placenta. In pre-eclampsia and eclampsia, this remodeling is incomplete, leading to poor 

placental perfusion and hypoxia. 

Endothelial Dysfunction 

Endothelial dysfunction is central to the development of eclampsia. Poor placental perfusion 

results in the release of anti-angiogenic factors such as soluble fms-like tyrosine kinase-1 (sFlt-

1) and soluble endoglin, which disrupt endothelial function. This leads to hypertension, 

proteinuria, and multi-organ damage. 
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Systemic Inflammation 

The systemic inflammatory response seen in eclampsia is characterized by increased levels of 

inflammatory cytokines, oxidative stress, and activation of the coagulation cascade. These 

changes contribute to the clinical manifestations of the disease, including seizures. 

Clinical Features 

Eclampsia typically presents in the third trimester of pregnancy but can occur at any time 

during pregnancy, delivery, or the postpartum period. The hallmark of eclampsia is the 

occurrence of seizures in a woman with pre-eclampsia. These seizures are generalized tonic-

clonic in nature and can be preceded by warning signs such as severe headache, visual 

disturbances, or epigastric pain. 

Maternal Symptoms 

 Hypertension: Blood pressure readings of 140/90 mmHg or higher. 

 Proteinuria: Significant protein levels in the urine, often measured by a 24-hour urine 

collection. 

 Headache: Severe and persistent headaches, often unresponsive to analgesics. 

 Visual Disturbances: Blurred vision, photophobia, or temporary blindness. 

 Epigastric Pain: Pain in the upper abdomen, often indicative of liver involvement. 

 Seizures: Generalized tonic-clonic seizures are the defining feature of eclampsia. 

Fetal Symptoms 

 Fetal Growth Restriction (FGR): Poor placental perfusion can lead to inadequate 

nutrient and oxygen delivery, resulting in FGR. 

 Oligohydramnios: Reduced amniotic fluid volume, which can further compromise 

fetal well-being. 

 Abnormal Fetal Heart Rate: Fetal distress may be indicated by non-reassuring fetal 

heart rate patterns on cardiotocography (CTG). 

Diagnosis 



International Research Journal of Education and Technology 

Peer Reviewed Journal 

ISSN 2581-7795 

67 
© 2024, IRJEdT Volume: 06 Issue: 08 | Aug-2024 

The diagnosis of eclampsia is clinical, based on the presence of seizures in a woman with pre-

eclampsia. Additional investigations are often performed to assess the severity of the disease 

and its impact on maternal and fetal health. 

Laboratory Tests 

 Complete Blood Count (CBC): To check for hemolysis, thrombocytopenia, and other 

abnormalities. 

 Liver Function Tests (LFTs): Elevated liver enzymes indicate hepatic involvement. 

 Renal Function Tests: Elevated serum creatinine and blood urea nitrogen (BUN) 

levels suggest renal impairment. 

 Coagulation Profile: To assess for disseminated intravascular coagulation (DIC). 

Imaging Studies 

 Ultrasound: To assess fetal growth, amniotic fluid volume, and placental 

abnormalities. 

 CTG: To monitor fetal heart rate and detect signs of fetal distress. 

 Magnetic Resonance Imaging (MRI): In severe cases, MRI may be used to assess for 

cerebral edema or hemorrhage. 

Management 

The management of eclampsia involves prompt stabilization of the mother, control of seizures, 

management of hypertension, and timely delivery of the fetus. The goal is to minimize maternal 

and fetal morbidity and mortality. 

Stabilization and Seizure Control 

 Magnesium Sulfate: The drug of choice for preventing and treating seizures in 

eclampsia. It is administered intravenously with a loading dose followed by a 

maintenance dose. 

 Airway Management: Ensuring a clear airway and adequate oxygenation is crucial 

during and after a seizure. 
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 Monitoring: Continuous monitoring of maternal vital signs, reflexes, and fetal well-

being. 

Hypertension Management 

 Antihypertensive Therapy: Medications such as labetalol, hydralazine, or nifedipine 

are used to control severe hypertension. The target blood pressure is usually around 

140-155/90-105 mmHg. 

 Fluid Management: Careful fluid balance is essential to avoid fluid overload and 

pulmonary edema. 

Delivery 

 Timing: The definitive treatment for eclampsia is the delivery of the fetus. The timing 

of delivery depends on the gestational age, severity of the disease, and fetal condition. 

 Mode of Delivery: Vaginal delivery is preferred if feasible, but cesarean section may 

be necessary in cases of severe maternal or fetal compromise. 

Maternal Outcomes 

Short-term Outcomes 

 Mortality: Eclampsia remains a significant cause of maternal mortality, particularly in 

low-resource settings. Prompt recognition and management are crucial to improving 

outcomes. 

 Morbidity: Complications include cerebrovascular accidents, pulmonary edema, renal 

failure, hepatic rupture, and disseminated intravascular coagulation (DIC). 

Long-term Outcomes 

 Cardiovascular Risk: Women who have had eclampsia are at increased risk of 

cardiovascular disease later in life. 

 Chronic Hypertension: There is a higher incidence of chronic hypertension in women 

who have had eclampsia. 
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 Renal Impairment: Long-term renal impairment can occur due to the renal damage 

sustained during eclampsia. 

Fetal Outcomes 

Short-term Outcomes 

 Perinatal Mortality: Eclampsia is associated with a higher risk of stillbirth and 

neonatal death. 

 Prematurity: Many infants born to mothers with eclampsia are preterm, with 

associated complications such as respiratory distress syndrome, intraventricular 

hemorrhage, and necrotizing enterocolitis. 

 Low Birth Weight: Due to fetal growth restriction, infants are often small for 

gestational age. 

Long-term Outcomes 

 Neurodevelopmental Delay: There is an increased risk of neurodevelopmental delays 

and cerebral palsy in infants exposed to eclampsia in utero. 

 Chronic Health Issues: These children may have an increased risk of chronic health 

issues such as hypertension and metabolic syndrome later in life. 

Prevention and Future Directions 

Prevention 

 Antenatal Care: Regular antenatal visits and monitoring for signs of pre-eclampsia are 

crucial for early detection and management. 

 Low-dose Aspirin: In high-risk women, low-dose aspirin started in early pregnancy 

has been shown to reduce the incidence of pre-eclampsia and eclampsia. 

 Calcium Supplementation: In populations with low dietary calcium intake, calcium 

supplementation can reduce the risk of pre-eclampsia. 

Future Directions 
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 Research: Ongoing research is needed to better understand the pathophysiology of 

eclampsia and to develop targeted therapies. 

 Global Health Initiatives: Efforts to improve access to quality maternal healthcare in 

low-resource settings are essential to reducing the global burden of eclampsia. 

 Education and Training: Training healthcare providers to recognize and manage 

eclampsia promptly can improve outcomes. 

Conclusion 

Eclampsia remains a significant challenge in obstetrics, with serious implications for both 

maternal and fetal health. Understanding the etiology, clinical features, and management of 

eclampsia is crucial for healthcare providers to improve outcomes. While significant progress 

has been made in the prevention and treatment of eclampsia, continued efforts in research, 

education, and global health initiatives are needed to further reduce its impact. The ultimate 

goal is to ensure safe pregnancies and healthy futures for both mothers and their children. 
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