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SUMMARY 

In this study the effert of anticonvulsants on maternal and perinatal morbidity and mortality 
was evaluated in 20 cases of antenatal eclampsia with gestational age more than 32 weeks 
with alive fetus during the period November 1994 to Nov. 1995 in the Department of 
Obst/Gynac, Quaid-i-Azam Medical College Bahawalpur (Bahawal Victoria Hospital 
Bahawalpur). The results of the study showed that diazepam was an effective anti-conuulsant 
as comparrd to Magnesium sulfate (20% versus 1 Oo/c) in respect of maternal mortality and 
morbidity (50(''r versus 40C/r). Diazepam showed poor fetal outcome as compared to Mg So I 
10H20. 
The purposr of thr study is to discover the best anticonuulsant therapy for treatment of 
eclampsia. 

INTRODUCTION 

E 
clampsia is a major source of maternal and
perinatal morbidity and mo1tality in Pakistan 

as \Vell as developed countries2
. Although the exact 

etiology of pre-eclampsia, and eclampsia remain 
enigmatic, trophoblastic tissue is necessary for 
inciting the pathophysiology. Depending upon when 
corn·nlsions first appear, eclampsia is designated as 
antepart.um, intrapartum and post partum. Nearly 
all cases of post pa1tum eclampsia develop in the 
first 24 hours of delivery. When convulsion persist or 
develop more than 48 hours, after delivery post 
pa1tum causes, other than eclampsia should be 
excluded::. Many treatment modalities are in 
practice. There is no consensus about the best anti
convulsant therapy for eclampsia'. 

Eclampsia is a multi-system disease and the 
extent of involvement of various organs is 
unpredictable. When cause of the disease is 
unknown, rational treatment is difficult and there is 
often multiplicity of remedies. 

Conflicting opinion exist in the treatment of 
eclampsia. Historically, diminution of cortical 
activity by sedation and isolation of the patient has 
been tried ,vi.th little effect. The other form of 
treatments such as, bleeding and purging, bed rest 

with heavy sedation, morphine, chloralhydrate. 
chloroform, veratrium alkaloids, Benzodiazipines. 
lytic cocktail, magnesium sulfate, rectal ethanol 
hydralazine therapy, have all been used. 

MATERIAL AND METHODS 

Twenty cases of antenatal eclampsia, 
gestational age more than 32 weeks with alive fetus 
were admitted in emergency. All patients were 
randomly allocated to have diazcpam infusion 001 
and MgSo 1 <lOl regardless of prior therapy. Serious 
maternal morbidity was defined as reoccurrence of 
convulsions, cardiopulmonary complications like 
pneumonia, respiratory depression, DIC, and acute 
renal failure. The other criteria were reoccurrence of 
convulsions after 1 hour therapy, diminished renal 
output and maternal death. The criteria for fetal 
outcome were, apgar score less than 5 at 1 minute 
and less than 5 at 5 minute, aliYe births, early 
neonatal deaths, needs for tracheal intubation and 
requiring admission into neonatology with more 
than 5 days stay in hospital. 
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Management 

All patients were closely monitored with 
frequent blood pressure, pulse, respiratory rate. 
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conscious le,·el and urine output. Fifteen were 
deli,·ered vaginally and five by caesarean section 
which was pe1formed for other obstetrical reasons. 
The general characteristics and investigation 
requested for all patients are summarized in Table 1 
and Table 4. Ten patients received lOmg valium 
intravenously to terminate the fit followed by 40mg 
in 5c r Dextrose water 500ml to keep the patient 
sedated. The infusion was continued 24 hours after 
delivery. The other 10 were given 4g of MgSo 1 

lOH'.!O 18ml of 50% solution of MgS01 + 12ml of 
wateri intravenous slowly to terminate the fit, 
followed by 10 gm of intramuscular :vlgS0 1 solution 
into each buttock I/M magnesium sulfate was to 
pre\'ent further convulsions up to 24 hours after 
deliYery 1• 

Table 1: The charactel'istics of women in both groups 
diazepam versus magnesium sulfate (n= 10) 

Awrag-c• mat!'rnal ag-(• 

Parity 
Pri1nig-ravicla 
I3t•t II l'l'll J .;{ 
Pn·,iou� cliat.!'pam 

I lwrapy 
Pn·,·inu" ant(•na1.al 

t.:an' 
J\kcliun 1inll' from tht' 

,tart or con,·uh,ion<. 
to hm,pilal 
admi»�ion 

Blood pressure 
Sy'-tolic 
D1a,111lic: 
Protl'inuria + I 
Prnu•muria + 2 

Gestational age 
· :{ I 1n·l'k'-
. :m11t·"k" 

-J. I .\('Ur» 

[i (iO',; 

I 10',; 

(j (i()'; 

2 20'; 

8 hr� 

lGOmmHg 
I LOmmHg 
I 10,;; 

() 
10 

IO'if 

100'7c 

Diazcpam 

"l.5 :·t·ar" 

8 801', 
"!. 20',; 

2 20', 

8.5 hr-; 

J70mmHg 
I J.'JmmHg 
n 5or,; 
:{ :io,;; 

10',, 
(i07c 

The maternal morbidity in both groups was 
almost equal, 40<;,- versus 50%, pneumonia 20� 
versus 20� and respiratory depression 20� ,·ersus 
;3Q<'i. Kone of the patients developed coagulopathy 
and acute renal failure in both groups. 

The conn1lsions reoccurred in both groups 20� 

�6 

versus 30�, but in lOlk cases they persisted in 
magnesium sulfate group 1 hour after the therapy. 
Renal out put (20o/c) was significantly depressed in 
MgS0 1 group. There was one maternal death <10%) 
in diazepam group due to intracranial haemorrhage. 

Table 2: Investigations 

Blood Full blood c.:ount, platelel counl, blood urea and 
crPatinine, uric acid, fibrinogcn lt>vel and serum 
l'lt•cLrnlyt!'i>. 

Livt•r S(•rnm bilirubin, SGOT, SGPT 
Urim• Complt'l<' urine>, microscopy, prulrinuria on (•very 

�p<•cimrn. 

Table 3: Maternal outcome is summat·ized (n= 10) 

M�11rsium sul(alc 

No. 

J\latt'1·11al Morbiclity I 
Pm•umo111a 1. 
RP�piratory dt'J)l'('��ion :l 
('oagu lopal h.,· 
Arntt• n•nul fitilun· 

R1•("l1IT('llt"l' 111" 
ron,·ubion� 2 

Rt•o1-cu1-r1•11cl' aftc•r 
I hr tlwrap.'" 

D1mi11i�lll'd n•nal 
output le!>� than 
iiOOml in 21 hr., -J. 

J\.fult•rnal dt•ath O 

Fetal outcome 

IO',; 
1.0'.; 
:lO',; 

10',, 

Diazepam 

No. 

3 

("' 
I( 

507, 

207' 
:m'7r 

30', 

]()'ii 

This is summarized in Table 4. Significantly 
fewer infants in MgS0 1 group (10%) had lower apgar 
score at 1 minute and at 5 minute as compared to 
diazepam group 50% and 20%. Two still births anrl 
one early neonatal deaths occurred in diazepam 
group due to respiratory anoxia and one early 
neonatal death in MgSo I due to prematurity 20'K 
cases in MgSo 1 group required intubation Yersus 
50c� in diazepam group. Hundred percent cases in 
diazepam group required, hospital admission versus 
50<:c in MgS0 1 group. The results showed more fetal 
demises in diazepam as compared to MgSo 1 group. 
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Table 4: (n = 10) 

Mai:ncsium .sulfa/I' 

No. 

Apgar score 
< ii al I mi nut<· JO 

:i al ,) minulP:-
Lil'<· hir1h lll JOO 

Still hirth, 
Earl.,· 111·1111atal d,•at h, 10 
ln1uliat1•d '!. 20 
lnt1·11,1,·t· lw·,, admi :-,ion 2 20 
Lrngth 11!',1ay · 3 duy, 

DISCUSSION 

D iazPpam 

No. 

5 
:2 
8 
2 
I 
:; 

5 
2 

,, 
" 

50 
:w 
80 
20 
10 
50 
50 
20 

There is no consensus about the choice of best 
anti-co11n1lsa11t in eclampsia:i. Eclampsia continues 
to be major source of maternal and perinatal 
morbidity and mortality'. The present study shows 
diazeparn 10 lit' as good an anticonvulsant as MgS0 1 

solution i 11 l erms of morbidity and mortality ( 40% 
versus f)()

< < ,. Tlw overall maternal mortality from 
eclampsia \'aries from lt« to 20%�. The frequency of 
morbidity in cliazepam is estimated to be 52%- and 
with MgSo 1 291 r in the literature=1

• Convulsions 
reoccurred in both groups (201k- versus 30'k l and 
persisted after one hour in 10% of the cases of MgSo, 
group. Twenty percent reoccurrence rate in MgSo, is 
higher in our study as compared to 10% and 12% in 
literature� .. ; 30'« reoccurrence of convulsions, is 
higher in diazepam group as compared to 21k-, 71'/o 
and 2oq. mentioned by various authors=i ·6•7 • This may 
be due to inadequate level of diazepam in the blood. 
The other reason being small number of cases in the 
study. The 109t mortality is almost equal to overall 
maternal mortality in eclampsia. 

The respiratory depression due to diazepam is 
repo1ted in previous studies but infrequently with 
MgSo, group. Cardiac arrest is a recognized problem 
with I/V Magnesium sulfate7

. The dose should not 
be faster than 1 gram per minute. The maternal 
plasma level of 4-6meq/L of Magnesium is 
maintained by intramuscular regimen than 
intravenous administration11

• Therapeutic level 
ranges between 4 to 6meq/L and severe respiratory
arrest occurs at level of about 12meq/U. The
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treatment of overdose consist of oxygen inhalation 
and 1 gram calcium gluconate as 10% solution slowly 
intravenously. 

There is no maternal death in MgSo 1 group in 
present study but 0.4-10%-14.6% has been reported 
in the literatureH . The 10% mo1tality rate in 
diazepam group is higher than 3.31k- repo1ted 
previously 1

• This may be due to heavy sedation and 
aspiration pneumonia in diazepam group. 

The fetal outcome is better in MgSo" group 
versus diazepam group. The overall perinatal 
mortality rate in eclampsia ranges bet\veen 130-300 
per 1000 birth. The 20� perinatal mortality rate in 
diazepam is greater than mentioned in literature. 
Ten percent early neonatal deaths occurred in both 
groups but 50o/c of infants in diazepam group 
required intubation and they remained hospitalized 
in neonatology unit for more than 5 days. The 
results showed higher fetal diseases with diazepam 
versus MgSo 1 solution. The other fetal side effect 
with diazepam were, bradycardia, changes in cardiac 
rhythms, hypotonia, hyperbilirubinemia and 
respiratory depression';. 

CONCLUSION 

The rational approach in the treatment of 
eclarnpsia is the use of combination of anti
hypertensive and anti-convulsant drugs. It is agreed 
that diazepam should be used for immediate control 
of fits as it is effective rapidly. It is inexpensive, 
readily available, easily administered and therefore 
suitable in outlying clinic before the patient are 
referred to special obstetric units. Magnesium 
sulfate therapy requires, frequent serum magnesium 
levels, close clinical monitoring of the patients. 
Furthermore MgSo, is not easily available in 
Pakistan. 

Eclampsia is still a major problem in maternal 
medicine but many of its worst effect can be 
mitigated by early diagnosis It is difficult to arrive at 
definite conclusion because of small study size and 
the fact that most women had already received 
diazepam before entry into the study. Until 
convincing clinical research has been achieved, the 
management of eclampsia includes. 
a. Immediate control of convulsion with diazepam

given by bolus injection.
b. The judicious and promote lowering of blood

pressure with appropriate anti-hype1tensive.



c. 

d. 

I. 

2. 

I. 

5. 

G. 
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Appropriate fluid and electrolyte therapy. 

Early delive1y, ultimate mode of treatment 
wether vaginally or abdominal as indicated. 
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