 Original Researoh Arice- g

Comparison of maternal and neonatal outcomes In
severe preeclampsia cases with early intervention
and late presentation in rural area
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Abstract Background: Preeclampsia is a multisystem, highly variable disorder unique to pregnancy and a leading cause of
maternal and fetal morbidity and mortality. Early detection is very important in severe cases. Aim: To compare maternal
and neonatal outcomes in severe preeclampsia cases with early intervention and late presentation in rural area. Material
and Methods: In this observational study the comparison was done between 25 cases each of early intervention (Group
A) and late presentation (Group B) in 50 cases of severe preeclampsia. All patients of severe preeclampsia presented in
outpatient department were considered for early intervention and those in labor were selected as late presentation.
Maternal and neonatal outcomes were recorded. Results: The results were maternal mortality in severe preeclampsia in
early intervention was nil and in late presentation was 16%. Maternal complications were also significantly less in early
intervention. Maternal morbidity studied as hospital stay <1 week and >1week in severe preeclampsia (Group A) was
16% and (Group B) was 40%. NICU admissions in severe preeclampsia in early intervention were 12% and late
presentation 28%. Apgar score at 5 min of 8-10 in early intervention andlate presentation was 80%and 64% respectively.
Conclusion: Early intervention in severe preeclampsia are associated with better maternal and neonatal outcomes than in
late presentation.
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serious ill effects on the mother and fetus. Preeclampsia
can present with various conditions ranging from mild
forms of hypertension, sometimes with no need for
antihypertensive drugs, to severe forms with possible
serious complications, which require intensive care.®
Early detection is very important and its management
includes antihypertensive treatment, seizure prophylaxis,
and rapid delivery in severe cases.” Adverse maternal and
perinatal outcomes can be improved by regular antenatal
checkups, early identification of the disease, timely
referral to a tertiary care center, timely decision on the
mode of delivery, and the availability of specialist care
during labor and after delivery. But the definitive
management is termination of pregnancy. So,
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INTRODUCTION
Preeclampsia is a multisystem, highly variable disorder

unique to pregnancy and a leading cause of maternal and
fetal/neonatal morbidity and mortality.”” Pre-eclampsia is
considered severe if the systolic blood pressure is >160
mmHg and diastolic>110 mmHg. It is characterized by
the triad of hypertension, proteinuria and edema with

interventions are aimed towards rapid delivery of fetus
wherein medical or surgical intervention can be tried. The
present study was undertaken to compare maternal and
neonatal outcomes in severe preeclampsia cases with
early intervention and late presentation in rural area.
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MATERIAL AND METHODS

The present study included 50 cases of severe
preeclampsia selected amongst women presenting in
outpatient department and labor room over a period of
one year. In this observational study the comparison was
done between 25 cases each of early intervention (Group
A) and late presentation (Group B) in 50 cases of severe
preeclampsia. All woman from rural area of severe
preeclampsia coming to outpatient department or labor
room were selected as patients for early intervention. All
patients of severe preeclampsia in labor were selected as
late presentation.

Inclusion Criteria

1. Gestational Age >28 weeks

2. Blood pressure - systolic >160mm of Hg
anddiastolic>110 mm of Hg. Recorded on two
occasions 6 hours apart.

3. Presence of albuminuria 2 + or more on dipstick
examination.

4. Presence of systemic complication or warning
signs of eclampsia in patients of severe
preeclampsia.

5. Singleton pregnancy.

Exclusion Criteria

e Mild preeclampsia (BP<160/110 mm of Hg)

e Gestational hypertension (BP > 140/90 mm of
Hg without albuminuria)

e  Chronic hypertension (BP> 140/90 mm of Hg in
<20 weeksgestation)

e Patients with other causes of convulsion like
cerebral malaria, epilepsy, etc.

e Superimposed  preeclampsia  (new  onset
proteinuria in  hypertensive women  but
noproteinuria before 20 weeks gestation)

e Multifetal / molar pregnancy

e Patients with preexisting cardiac / renal / hepatic
disorders

After admission of these patients to hospital, a detailed
history regarding age, period of amenorrhea, chief
complaints, any premonitory symptoms of eclampsia,
essential antenatal care availed, socioeconomic status and
related significant history was obtained from relatives and
entered in a proforma specially prepared for the study. An
assessment of general condition of patient was done by
recording temperature, pulse, respiratory rate and blood
pressure. Pallor, edema, icterus and cyanosis were looked
for. Complete systemic examination was carried out.
Lungs were auscultated and also cardiac status was
assessed. Neurological examination was done. Obstetrical
evaluation was done to know the gestational age,
presentation, position and condition of the fetus. After
this, per vaginal examination was done to know whether

the patient is in labor or not. Necessary hematological and
biochemical investigations were carried out. Blood was
sent for grouping and cross matching. Investigations
included were complete blood count with platelet count;
liver function test; renal function test; coagulation profile
as prothrombin time and international normalized ratio
(INR). Whether patient was in labor and progress of
labor, was decided by clinical examination i.e., uterine
contractions, cervical dilatation, effacement, station of
presenting part, presence of show bag of membranes, etc.
Based on clinical findings and laboratory tests, medical
management were given. Obstetric management - (A)
Patients with group A in both severe preeclampsia were
selected for —i) Induction of labor and ii) Cesarean section
Depending upon obstetric grounds. Outcomes of labor
were recorded and studied as- Maternal outcomes in
terms of maternal mortality and morbidity as number of
blood transfusions, platelet transfusions, fresh frozen
plasmas received; Hospital stay (in no. of days); condition
on discharge — well, shifted to ICU, referral to higher
center or death and maternal death and cause for it (if
any). Neonatal outcomes were recorded in terms of Apgar
score at five minutes, NICU admission required or not.
Analysis was done with help of percentage according to
the type of data. The tests of statistical significance were
not applied as the sample size was less.

RESULTS

Total 50 cases of severe preeclampsia were selected out
of all patients coming to OPD and labor room according
to inclusion criteria. Of these 50 cases, 25 were cases of
early intervention and 25 of late presentation in both
groups. The results were maternal mortality in severe
preeclampsia in early intervention was nil and in late
presentation was 16%. Maternal complications were also
significantly less in early intervention. Maternal
morbidity studied as hospital stay <1 week and >1week in
severe preeclampsia (Group A) was 16% and (Group B)
was 40%. In patients of severe preeclampsia 100%
patients were well on discharge in early intervention and
in late presentation 76% were well 8% referred to higher
center or ICU. So, early intervention in severe
preeclampsia, that is, early termination of pregnancy, was
associated with less maternal mortality and morbidity and
less NICU admissions. Distribution of cases of severe
preeclampsia according maternal age group 15-19 years,
21- 24years, and 25-29years is 12%, 56%, 20%, 12%
respectively. Most common maternal age group being 20-
24 years and average maternal age was 21 years.
Distribution of severe preeclampsia according to maternal
parity nulliparous, para 1, 2, 3 and 4 is 64%, 22%, 6%,
4% and 4% respectively. Most commonly it is seen in
nulliparous women.
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Table 1: Maternal outcome in severe eclampsia after early
intervention and late presentation

Severe preeclampsia

Intervention Early Late
intervention presentation
Blood transfusion 4 (16%) 6 (24%)
Platelet transfusion 4 (16%) 6 (24%)
FFP transfusion 4 (16%) 6 (24%)
Uncontrolled BP post delivery 0 6 (24%)
HELLP syndrome 2 (8%) 5 (20%)
Pulmonary edema/cyanosis 0 2 (8%)
ARDS/Aspiration pneumonia 0 2 (8%)
DIC 3 (12%) 6 (24%)
Cerebral disturbances 0 1 (4%)
Acute Kidney Injury 0 2 (8%)
Eclampsia/Recurrent eclampsia 1 (4%) 6 (24%)
Hospital stay >1 wk 4 (16%) 10 (40%)
Maternal death 0 4 (16%)

Thus, most common complication was DIC (18%) in
severe preeclampsia and least common complication was
cerebral disturbances (2%) in present study. Blindness or
hepatic failure was not seen in any of the case. DIC and
ARDS were found to be ultimate causes of death in
severe preeclampsia. In cases of severe preeclampsia 50%
cases died each due to DIC and ARDS as where in
eclampsia DIC (66.66%) was more common that ARDS
(33.33%).

Table 2: Neonatal outcome in severe eclampsia after early
intervention and late presentation
Severe preeclampsia

Intervention Early Late
intervention presentation
NICU admission 3(12%) 7(28%)
Apgar score at 5 min

8010 20 (80%) 16 (64%)
5to7 2 (8%) 3 (12%)
3to4 1 (4%) 2 (8%)
O0to?2 2 (8%) 4 (16%)

NICU admissions in severe preeclampsia in early
intervention were 12% and late presentation 28%. Apgar
score at 5 min of 8-10 in early intervention andlate
presentation was 80% and 64% respectively. Thus, more
number of cases were associated with lower Apgar score
in case of late presentation in both severe preeclampsia.

DISCUSSION

Severe preeclampsia is a leading cause of maternal
mortality andmorbidity throughout the world and also of
perinatal mortality, early detection and prompt treatment
could reduce the complication. Majority of patients in this
study were below 24 years. This distribution can be well
explained by the fact of prevalent practice of marriage
soon after menarche and absence of family planning
concept resulting in pregnancy at an early age. Average
age was 21 years in the present study as majority of
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patient of this study were nulliparas. Hypertensive
disorder of pregnancy is responsible for significant
maternal/perinatal morbidity and mortality. Yucesoy et
al. have reported that IUGR, low APGAR scores, and
fetal death during labor were significantly more frequent
in patients with severe preeclampsia.'® Maternal mortality
in cases of early intervention was compared with those in
late presentation in present study and other expectant
management study. Singhal et al and Abdullah et al had
8% and 20% maternal mortality in their study
respectively.™"*? In our study maternal mortality was 16%
in cases presented late, however, there was no mortality
in cases where early intervention was done. So, maternal
mortality is reduced in case of early intervention i.e.,
rapid termination of pregnancy. Appropriate comparable
studies could not be found for this. In present study
maternal morbidity was studied in early intervention and
late presentation groups as: number of blood, platelet and
fresh frozen plasma transfusion required in early
intervention (16%) was less than late presentation (24%)
i.e. less morbidity in early intervention. Most of patients
in early intervention need less hospital stay> 1 week stay
(16%) in severe preeclampsia than in late presentation
40%. Blood pressure was well controlled in early
intervention group than late presentation (24%
uncontrolled in late presentation of severe preeclampsia
and nil in uncontrolled in early intervention in severe
preeclampsia). In severe preeclampsia all patients from
early intervention group were discharged in well
condition and that in late presentation were 76% while
4% each needed ICU admission or higher center referral.

Table 3: Comparison of neonatal outcome in terms of NICU
admission and Apgar score in different studies

Sr. Author Severe _
No. preeclampsia

1 Sibai et al™® 13.30%

2 SmitiN et al** 10.61%

3 Swain Set al® 14.60%

4 MajhiAK et al*® 28%

5 DhananjayBS et al*’ 20%

6 Late presentation in present study 28%

7 Early intervention in present study 12%

NICU admission required in severe preeclampsia early
intervention group was low and it was related to Apgar
score at five minutes being better in early intervention
group compared to other expectant management groups.
To conclude, early intervention in severe preeclampsia
are associated with better maternal and neonatal outcomes
than in late presentation.
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