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ABSTRACT 

Severe pre eclampsia and eclampsia are associated with high maternal and neonatal 

morbidity and mortality. The universally accepted protocol for the management of 

eclampsia is termination of pregnancy irrespective of the gestational age. However, in cases 

of pregnancies remote from term this aggressive approach leads to high neonatal morbidity 

and mortality primarily due to iatrogenic prematurity. We report a case of successful 

conservative management of eclampsia where pregnancy was prolonged till fetal lung 

maturity was attained. 
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INTRODUCTION 

Pre eclampsia and eclampsia are idiopathic, unpredictable, multi-organ disorder unique to 

pregnancy and puerperium and the management of this disorder remains a challenge even 

in the hands of the most experienced obstetricians. Two types of management are 

advocated; the first being widely agreed aggressive management with prompt delivery 

which results in high neonatal mortality as compared to the expectant management which 

is associated with higher maternal complications. The crucial decision between delivery and 

expectant management depends upon the fetal gestational age and the severity of maternal 

condition at the time of evaluation. We report a case of a primigravida at 33 weeks of 

gestation with eclampsia managed conservatively with good maternal and neonatal 

outcome. 

 

CASE REPORT 

A 22 years old primigravida with history of amenorrhea 8th month presented to our 

department with 4-5 episodes of generalized tonic colonic seizures over the past 3 hours. 

She was an unbooked case with no previous antenatal check up anywhere. On examination 

she was semiconscious responding to painful stimuli, not responding to verbal commands. 

Her pulse was 100/minute and BP was 164/110 mm of Hg. Uterus was 32 weeks size, 

relaxed, cephalic presentation and fetal heart sounds were good. On pervaginal examination 

cervix was unfavourable, with poor bishop score. Ultrasonography showed a single live fetus 

of mean gestational age 33 weeks with biophysical profile of 8/8 and normal Doppler flow in 

umblical arteries. Routine urine examination showed albumin ++++, other investigations Hb, 

BT, CT, RFT, LFT, PTI, Platelet count, were within normal limits. Fundus examination did not 

show any changes of hypertensive retinopathy. She received magnesium sulphate 4gm iv 

and 5gm im each buttock to control fits, antihypertensives and steroids to enhance fetal 

lung maturity. No further convulsions occurred, she regained consciousness , BP came down 

to 140/90 mm of  Hg  Termination of pregnancy was advised but the patients bystander did 

not give consent for the same and as the condition of patient was stable, the  decision in 

favour of conservative management was taken. Mother and foetus were closely monitored. 

On the fifth day of admission, her BP was again shot up in spite of antihypertensives and 

decision for termination of pregnancy was taken. She was induced with cerviprim and 

pitocin. But induction was not successful and caesarian section was done. She delivered a 

live baby weighing 1764 grams with an Apgar score of 7 and 8 at 1 and 5 minutes 

respectively. Her post partum period was uneventful. Her blood pressure and urine albumin 

values gradually came down to normal and she was discharged on the eighth post operative 

day and advised follow up after 1 week. On follow up her BP was 124/82 mm of Hg and no 

protienuria.  

 

DISCUSSION 

Pre eclampsia complicates 6%-8% of all pregnanacies
(1)

 and 5% -10% of such cases land up in 

the end stage of this disorder i.e. severe pre eclampsia and eclampsia.
(2) 

There is a universal 

agreement that the pregnancy should be terminated if convulsions occurs irrespective of 

the gestational age. However, in pregnancies remote from term this aggressive 

management leads to high perinatal morbidity and mortality. On the other hand attempt to 
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prolong pregnancy with expectant management may result in fetal death and asphyxial 

damage in utero as well as increased maternal morbidity. Begum et al
(3)

 reported that in 

carefully selected cases and with close supervision pregnancy may be continued in women 

with eclampsia and severe pre eclampsia in order to increase fetal maturity without 

increasing risk to the mother. Haddad et al
(4)

 reported that expectant management in 

patients with severe pre eclampsia between 24 -32 weeks in a tertiary care facility is 

associated with minimal risks to the mother. Sibai et al
(5)

 also reported that in pregnancies 

between 28 -32 weeks of gestation  complicated by severe pre eclampsia or eclampsia 

expectant management together with antenatal steroid administration and close maternal 

and fetal monitoring improves neonatal outcome. 

 

CONCLUSION 

In cases of severe pre eclampsia and eclampsia in pregnancies less than 34 weeks of 

gestation adopting a conservative or expectant approach with the hope of delivering a more 

mature baby may be considered in selected cases with closed monitoring of patient  

Appropriate patient selection and constant supervision of maternal and neonatal well being 

are the  primary requisites of this approach  
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