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Abstract: 

Background & Method: The aim of this study is to study Observational retrospective study 

on maternal and fetal Outcome in preeclampsia in pregnancy. 

Result: In our Study over 980cases. 200 patients was of severe preeclampsia.  780 was mild 

to moderate preeclampsia.  Out of with 100 have macerated iud.  400 have live birth. 200  

have preterm birth. Neonatal Death 20. Birth asphyxia 160. In our study maternal age of 

mostly 20 to 35 taken. Mostly patient were reffered with poor antenatal counseling and 

coverage. They only have one to two antenatal visit.  Maximum cases 60% of preeclampsia 

seen at age of 26 to 35, >35 age 25 % cases and 15% below 26. In elderly primi almost 60% 

cases have preeclampsia. Eclampsia is mostly associated with young age primi.  

Complications like HELLP syndrome mostly associated with severe preeclampsia.  

Conclusion: Preeclampsia and eclampsia continue to be significant causes of maternal and 

fetal morbidity and mortality.Though prevention is not possible, it is important to recognise 

early warning symptoms and signs so that life threatening complications can be averted. 

Provision of quality antenatal health care services, increasing patient awareness about 

warning symptoms, investigations, timely delivery and intensive monitoring in the 

intrapartum and postpartum period have the potential to improve maternal and perinatal 

outcome. Education and empowerment of women and accessible health care especially to the 

socioeconomically deprived and rural population is the need of the hour. 
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Study Designed: Observational Stud. 

 

1. INTRODUCTION  

Hypertensive disorders complicate about 10 % of all pregnancies worldwide. Hypertension, 

along with haemorrhage and infection form a deadly triad accounting for a major share of 

maternal morbidity and mortality[1]. The World Health Organisation systematically reviews 

maternal mortality worldwide and in developed countries , and 16% of maternal deaths were 

reported to be due to hypertensive disorders.  In India hypertensive disorders account for the 

third most important cause of maternal mortality[2].  
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Preeclampsia is a multisystem, multifactorial disease defined as Blood Pressure (B.P) reading 

of ≥140/90 mmHg on two occasions 4 hours apart and >0.3 g protein in 24 hour urine 

specimen after 20 weeks of gestation in a previously normotensive woman[3]. 

Severe Preeclampsia is B.P reading of ≥160/110 mm Hg and >5 g protein in 24 hour urine 

specimen or symptoms of end organ damage like deranged LFT, thrombocytopenia, oliguria, 

visual disturbances, pulmonary oedema etc[4]. 

Mild preeclampsia-can be defined as the presence of hypertension (blood pressure >140/90) 

on 2 occasions at least 6 hours apart, but without evidence of any organ damage in the 

patient[5]. 

Fetal complications are mainly due to uteroplacental insufficiency leading to IUGR 

(Intrauterine Growth Restriction), low birth weight babies, IUFD (Intrauterine Fetal death) 

and complications due to prematurity[6].  

 

2. MATERIAL & METHOD 

Retrospective study Carried out over a period of one year from June 2018 to June 2019 to 

patient admited with diagnosis of preeclampsia. 

Record of mode of delivery, associated PPH, Abruption, Eclampsia, HELLP syndrome etc 

were recorded. 

 

3. RESULTS 

Table No. 1: Distribution of cases according to investigation 

Protinuria +1 +2 +3  

Cases 500 280 200  

LFT  SGOT SGPT LDH S Bil 

Cases 600 500 650 450 

RFT B Urea S creat S uric a  

Cases 400 800 350  

Coagulation Plt count DerangrPTINR PS hae  

molysi 

 

Cases 300 250 200  
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Age No of cases 

20-26 200 

26-35 500 

>35 280 

 

Table No.2: Gravida 

Gravida No of caese 

Primi 450 

Multi 530 

 

Table No. 3: Gestational age 

Gestational age No caese 

<28 200 

29-32 200 

33-36 400 

>37 180 

 

Table No. 4: Mode of delivery 

Mode of delivery No cases 

LSCS 300 

Vaginal 600 

Instrumental 40 
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Hysterotomy 50 

 

Table 5: Perinatal outcome 

Complications No of cased NICU Stay 

IUGR 500 Avg 1 day 

Prematurit 200 5 days 

RDS 100 7 days 

MAS 80 7 days 

IUD 100  

Still birth 10  

LBW 450 10 days 

Neo Death 20  

 

In our Study over 980cases. 200 patients was of severe preeclampsia.  780 was mild to 

moderate preeclampsia.  Out of with 100 have macerated iud.  400 have live birth. 200  have 

preterm birth. Neonatal Death 20. Birth asphyxia 160. 

In our study maternal age of mostly 20 to 35 taken. Mostly patient were reffered with poor 

antenatal counseling and coverage. They only have one to two antenatal visit.  

Maximum cases 60% of preeclampsia seen at age of 26 to 35, >35 age 25 % cases and 15% 

below 26. 

In elderly primi almost 60% cases have preeclampsia. Eclampsia is mostly associated with 

young age primi.  

Complications like HELLP syndrome mostly associated with severe preeclampsia.  

 

4. DISCUSSION 

Out of 980 cases 200 was severe preeclampsia and 780 was mild to moderate preeclampsia. 

They mostly from lower socioeconomic status and there age is below 35. Patient with good 

socioeconomic status are mostly hypertensive superimpose preeclampsia[7].  

Mostly elderly primi was having severe preeclampsia. There investigations were deranged 

and they mainly land up into Ceassrean section duo to poor BISHOP Score and higher 

anxiety.  

About 75% of the cases presented at gestational age >36 weeks. The incidence of severe 

preeclampsia and eclampsia are higher among unbooked patients due to poor awareness 

regarding antenatal care[8]. The mode of delivery was determined by severity of maternal 

condition, Bishop's score, gestational age, fetal condition, USG and laboratory investigations. 

Section Rate is 30% with mostly vaginal delivery[9].  
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Main factors affecting perinatal mortality and morbidity were prematurity, IUGR and 

irregular antenatal visits[10]. Being a tertiary care centre we have an efficient team of 

neonatologists and neonatal intensive care unit (NICU) back up. The perinatal mortality rate 

in our study was 18% i.e. 20 in number of which 100 were intrauterine fetaldeaths .stillbirths 

10and 20 neonatal deaths all due to prematurity and respiratory distress syndrome.  

 

5. CONCLUSION  

Preeclampsia and eclampsia continue to be significant causes of maternal and fetal morbidity 

and mortality.Though prevention is not possible, it is important to recognise early warning 

symptoms and signs so that life threatening complications can be averted. Provision of 

quality antenatal health care services, increasing patient awareness about warning symptoms, 

investigations, timely delivery and intensive monitoring in the intrapartum and postpartum 

period have the potential to improve maternal and perinatal outcome. Education and 

empowerment of women and accessible health care especially to the socioeconomically 

deprived and rural population is the need of the hour. 
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