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ABSTRACT
BACKGROUND
Globally, eclampsia is a life-threatening emergency that majorly contribute to maternal and perinatal morbidity and mortality. It is more common in the developing countries like Nigeria, where women usually present late with complications of hypertensive disorders while pregnant. While hypertensive disorders in pregnancy are not curable, their progression and thus complications are largely preventable, hence, it is important to identify at risk women and institute appropriate measures.
OBJECTIVES 
To determine the incidence of maternal and perinatal morbidity and mortality and to highlight associated significant risk factors and determine the various outcomes that are influenced by the socio-demographic and clinical characteristics of the women.
[bookmark: _Hlk118211748]METHOD
A retrospective epidemiological study of all women with eclampsia between 1st of January, 2017 to 31st of December, 2024 was undertaken in the department of Obstetrics and Gynaecology of Ekiti State University Teaching Hospital, Ado-Ekiti, Ekiti State, Nigeria. All the types of eclampsia (antepartum. Intrapartum and postpartum) were considered and data analysed included both maternal and fetal parameters with the aid of IBM SPSS Statistics version 29.  
RESULT
This study captured a total of 9405 deliveries in Ekiti State University Teaching Hospital over a period of 8 years. The total number of eclamptic cases seen within this period was 163 with a prevalence of 17 in 1000 deliveries. Majority of the eclamptic patients (88.3%) were unbooked while 11.7% were booked. Maternal complications identified included pulmonary oedema (3.7%), acute kidney injury (4.3%), primary postpartum haemorrhage (9.2%) and wound infection (7.4%) amongst others. The mean APGAR scores were 4.6 and 6.2 in the first and fifth minutes respectively with a mean birth weight of 2.30±0.72kg. Majority of the patients (86.5%) had a good recovery and were discharged home. The overall maternal mortality was 4.9% with intrauterine death of 15.3%
CONCLUSION
The prevalence of pre-eclampsia was 17 in 1000 deliveries. Eclampsia remains a major cause of maternal and perinatal morbidity and mortality in our centre. The major factors responsible for adverse outcome are unsupervised pregnancies and deliveries. It is important to educate the general public as early booking, adequate antenatal care, and early initiation of treatment can reduce the adverse outcome in patients with eclampsia.
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[bookmark: _Hlk123993256]INTRODUCTION
[bookmark: _Hlk117938783]Eclampsia is the onset of convulsion during pregnancy, labour or postpartum period in women with preeclampsia having ruled out other causes of convulsion(1–4). Eclampsia is derived from the Greek word for lightening(5,6). Pre-eclampsia on the other hand is a multisystem disorder that is that is characterized by raised blood pressure and proteinuria in a previously non-hypertensive, non-proteinuric woman after the 20th week of gestation and with resolution within 6 weeks following delivery(7–9). Convulsions may start in the antepartum, intrapartum or postpartum period(2). Eclampsia is one of the most dreaded causes of adverse pregnancy outcomes globally, accounting for major complications to both mother and the fetus(3,4,10). It is amongst the leading causes of maternal mortality(11)
The incidence of pre-eclampsia is more in the developing countries than it is in the developed world(4). In developing countries, Nigeria inclusive, the incidences of eclampsia vary from one region to another, ranging from 1 in 12 to 1 in 1700(10). In the University of Abuja Teaching Hospital, an incidence of 11.2 per 1000 deliveries has been reported out of which 90.5% were unbooked, 67.6% were primigravidae and 88.2% were below 30years of age(2). However, the incidence is lower in the developed countries; The incidence in the UK is about 2.7 per 10,000 deliveries, and 1 in 3,704 in Nova Scotia, Canada(1,10).
Eclampsia is found more commonly in nulliparous women, women with low socio-economic background, multiple gestation and the those who are unbook or did not have adequate antenatal care(1,12,13). Age is also a very strong factor with peak occurrence in the teenage pregnancy and in women that are 35 years of age and older(14). Other risk factors considered to be important include existing chronic medical illnesses like chronic hypertension, chronic renal disease and diabetes mellitus. The pathogenesis of eclamptic convulsions is not known(15). Several mechanisms have been described but not has been proven. The convulsion is thought to be as a result of cerebral vasospasm leading to Ischaemia, distruption of the blood-brain-barrier and cerebral oedema(15–17).
The hallmark of diagnosis of eclampsia is the presence of hypertension, which could be severe with a systolic blood pressure of ≥160mmHg and/or diastolic blood pressure of ≥110mmHg or mild with a systolic blood pressure between 140- and 159-mm Hg or diastolic blood pressure between 90 and 109 mmHg. It is important to note that hypertension might be absent in some group of patients(18). Hypertension is mostly asymptomatic and presence of symptoms only depicts complications(19). Women who present with eclampsia have a wide array of clinical presentation ranging from severe hypertension, significant proteinuria and anasarca to absent or mild hypertension, no proteinuria and absent oedema(11).
Presence of eclampsia is associated with the risk of development of some conditions that can further worsen the outcome of the disease for both the mother and her baby. These conditions include pulmonary oedema, placental abruption, disseminated intravascular coagulopathy, aspiration pneumonitis, acute renal failure and HELLP syndrome, a combination of haemolysis, elevated liver enzyme and low platelet(2,11). Contributors to perinatal mortality include preterm delivery, abruptio placenta and severe intrauterine growth restriction from placental insufficiency.
The principle of management of eclampsia entails stabilization of the patient by ensuring the patient is adequately resuscitated, fits are controlled, blood pressure is controlled and fluid and electrolytes are corrected(20). This is followed by delivering the fetus through the safer and faster route. Vaginal delivery is the route of choice if there are no contraindications and if it is certain that the fetus will be delivered within 6 – 8 hours. Vaginal route of delivery is proven to have less maternal mortality and morbidity compared with caesarean section. If not in labour and the cervix is not favourable, a caesarean section should be done(20). If in labour, augmentation should be considered and the second stage of labour should be shortened by use of instrumental delivery. Ergometrine should not be used, rather oxytocin is used(21). 
Magnesium sulphate is the agent of choice in controlling eclamptic fits(4). It has been proven that magnesium sulphate is superior to other drugs like diazepam and phenytoin; The multinational Collaborative Eclampsia Trial(11,22). The anticonvulsant effect of magnesium sulphate is due to its antagonistic effect on N-methyl-D-aspartate, NMDA receptor which are thought to cause the seizures in eclampsia when stimulated(23). There are regimented ways of delivering magnesium sulphate. Of these, Pritchard and Zuspan regimens are the standard protocols while others include Sibai, Dhaka and Sokoto regimens which are yet to gain standard in the international sphere. Magnesium sulphate has a narrow therapeutic index as such close monitoring is required. The first warning sign pointing to its toxicity is loss of the knee jerk reflex; other effect of magnesium sulphate toxicity include reduction in urine output and respiratory rate(24). The drug of choice for the control of blood pressure is intravenous labetalol.(25)
Prevention of eclampsia can be achieved through encouraging women to book early in their pregnancies, health education, empowering women, access to skilled health care provider and facilities, improvement of the referral systems with access to good road and means of transportation and prompt diagnosis and management of pre-eclampsia.
Eclampsia remains a major cause of maternal and perinatal morbidity and mortality in Nigeria, with wide regional variations in incidence and outcomes. There is limited recent data on the incidence, risk factors, and maternal and fetal outcomes of eclampsia at Ekiti State University Teaching Hospital, hence, the need for this study, to help shed light on the magnitude of this obstetric nightmare. 
AIMS AND OBJECTIVES
PRIMARY AIM
To determine the prevalence and maternal and fetal outcomes of eclampsia at Ekiti State University Teaching Hospital, Ado-Ekiti
OBJECTIVES
1. To determine the prevalence of eclampsia in EKSUTH, Ado-Ekiti
2. To analyze the clinical and socio-demographic profile of eclamptic patients in EKSUTH, Ado-Ekiti. 
3. To identify risk factors for eclampsia in EKSUTH, Ado-Ekiti.
4. To critically appraise the maternal and fetal outcome in the eclamptic patients in EKSUTH, Ado-Ekiti.
5. To highlight the maternal and fetal complications associated with eclampsia

MATERIALS AND METHODS
An 8-year retrospective review of all cases of eclamptic patients managed at the Obstetrics and Gynaecology Department of Ekiti State University Teaching Hospital, Ado – Ekiti, Ekiti State between 1st of January, 2017 and 31st of December, 2024. Relevant data were retrieved from the Health Information Management Unit using a study proforma. The study included all the cases of eclampsia that were managed within the said period. Ethical approval was obtained from the Health Research and Ethics Committee of EKSUTH. Confidentiality was maintained for all information obtained from patient’s case notes and each case notes critically examined to obtain relevant socio-demographic and clinical details of the patients which included the age, tribe, religion, educational status, booking status, parity, antenatal care, clinical presentation, obstetric risk factors and complications. A booked patient was one who attended at least two antenatal care visits or one visit with review of her booking results. An unbooked patient is one who did not attend any antenatal care session.
For the mothers, additional information obtained were onset of eclampsia, episodes and duration of convulsion, blood pressure, proteinuria, mode of delivery and maternal complications and outcome. For the fetuses, gestational age at delivery, APGAR scores, birth weight and fetal outcomes were also evaluated. The data collected were analysed using IBM SPSS Statistics version 29.
RESULTS
[bookmark: _Hlk118183608]During the study period, there were 9405 deliveries in Ekiti State University Teaching Hospital, Ado Ekiti, out of which 6480 (68.9%) were booked and 2925 (31.1%) were unbooked. A total of 163 eclamptic patients were studied which accounted for approximately 2% of the total population out of which 19 (11.7%) were booked and 144 (88.3%) were unbooked.
Table 1 shows that those between the ages of 21 – 25 had the highest number of eclamptic patient 44(27%) followed by those between the ages of 16 – 20 years- 35(21.5%). The least populated were those above 40 years of age, accounting for 6.7%. Married women and single women constituted 56.4% and 43.6% respectively. Patient’s seen were mainly of Yoruba ethnicity, making up 82.8%. 41.7% of the patient had secondary school level of education, 23.9% had primary level of education, 12.3% had tertiary level of education and 22.1% had no formal education. Majority (58.3%) were nulliparous. 
Table 2 reveals that majority (88.3%) of the patients were unbooked. In all, 51(31.3%) of the patients had some form of antenatal care either from EKSUTH or referring centres which included private hospitals and primary and comprehensive health centres. A greater proportion of 68.7% of the patient had no form of antenatal care given.
Table 3 illustrates the prevalence of eclampsia in this study which was found to be 1.73% (95% CI 1.49 – 2.02). This translates to about 17 in 1000 deliveries, with significant difference between patients who were booked (0.2%) and those who were unbooked (1.5%). Trend test (logistic regression on year; test for linear trend in prevalence) done by modelling the aggregated counts with year as an ordinal predictor gave a logistic regression slope (year coefficient) as 0.0063 (SE= 0.034), z= 0.187, p=0.851, showing that there is no significant linear trend in eclampsia prevalence from 2017 to 2024. 
Table 4 demonstrates the presenting blood pressure and proteinuria and types of eclampsia. Majority (79.8%) had their blood pressure in the severely elevated range. 71(43.6%) had 3+ of proteinuria, while 13.5% had the most severe form of proteinuria, 4+. No one had a trace of proteinuria. Antepartum eclampsia was found to be the most predominant accounting for 58.3%, while intrapartum and postpartum eclampsia were seen in 32.5% and 9.2% respectively. 
Table 5 shows that majority had favourable maternal outcome, with 86.5% discharged to follow up, 8.6% discharged against medical advice and a case fatality rate of 4.9%. A large proportion (77.9%) spent between 5 to 10 days on admission. 
Tables 6a, 6b and 6c define the fetal outcome. Those who delivered between 37 – 39weeks formed the largest, strata making up 30.1%, followed by those who delivered between 34 – 36 weeks (23.3%), with a mean estimated gestational age at delivery of 35.2 weeks. Cumulatively, late eclampsia, that is from 34 weeks and above, accounted for 62.6%. 78.4% had Caesarean delivery while 21.5% had vaginal delivery. The mean APGAR score at first and fifth minutes were 4.6 and 6.2 respectively, with a mean birth weight of 2.30 ± 0.72kg. 
[bookmark: _Hlk213781954][bookmark: _Hlk214560227]Figure 1 illustrates the frequency of complications encountered. While majority (41.7%) had no major complications, 25(15.3%) had intrauterine fetal demise, 15(9.2%) had primary postpartum haemorrhage, 7(4.3) had acute kidney injury, 6(3.7%) had repeated convulsions and maternal mortality amounted to 4.9%, amongst other complications.
Table 1: Socio-demographic characteristics of the patients
	Age Distribution (Years)

	Variables
	Frequency (n)
	Percentage (%)

	16-20
	35
	21.5

	21-25
	44
	27.0

	26-30
	20
	12.3

	31-35
	24
	14.7

	36-40
	29
	17.8

	>40
	11
	6.7

	Total
	163
	100

	Mean age 28.1 ± 8.2 years,  χ² = 24.75, p < 0.001

	

	Marital status

	
	Single n(%)
	Married n(%)
	Total n(%)
	Statistical tests

	Marital status
	71(43.6)
	92(56.4)
	163(100)
	χ2=2.706, p≈0.10

	

	Tribe

	
	Yoruba n(%)
	Igbo n(%)
	Hausa n(%)
	Others n(%)
	Total n(%)
	Statistical tests

	Tribe
	135(82.8)
	12(7.4)
	9(5.5)
	7(4.3)
	163(100)
	χ2≈291, p<0.001

	

	Religion

	
	Christianity n(%)
	Islam n(%)
	Others n(%)
	Total n(%)
	Statistical tests

	Religion
	134(82.2)
	26(16)
	3(1.8)
	163(100)
	χ2≈180, p<0.001

	

	Educational status

	
	Primary n(%)
	Secondary n(%)
	Tertiary n(%)
	No formal education n(%)
	Total n(%)
	Statistical tests

	Educational status
	39(23.9)
	68(41.7)
	20(12.3)
	36(22.1)
	163(100)
	χ2≈29.3, p<0.001

	

	Parity

	
	Nulliparous n(%)
	Primiparous n(%)
	Multiparous n(%)
	Grand-multiparous n(%)
	Total n(%)
	Statistical tests

	Parity
	95(58.3)
	21(12.9)
	35(21.5)
	12(7.4)
	163(100)
	χ2≈102.49, p<0.001



Table 2: Booking status and antenatal care
	Booking status

	
	Booked n(%)
	Unbooked n(%)
	Total n(%)
	Statistical tests

	Booking status
	19(11.7)
	144(88.3)
	163(100)
	χ2≈95.8, p<0.001

	

	Antenatal care

	
	Yes n(%)
	No n(%)
	Total n(%)
	Statistical tests

	Antenatal care
	51(31.3)
	112(68.7)
	163(100)
	χ2≈22.8, p<0.001



Table 3: Prevalence of eclampsia for the period of study
	Year
	Number of Deliveries
	Number of eclamptic patient
	Prevalence (%)
	95% CI (Wilson)

	2017
	1364
	25
	1.83
	1.25 – 2.69

	2018
	1325
	21
	1.58
	1.04 – 2.41

	2019
	1150
	16
	1.39
	0.86 – 2.25

	2020
	1020
	19
	1.86
	1.20 – 2.89

	2021
	1118
	23
	2.06
	1.38 – 3.07

	2022
	1152
	21
	1.82
	1.20 – 2.77

	2023
	1146
	18
	1.57
	1.00 – 2.47

	2024
	1130
	20
	1.77
	1.15 – 2.72

	Total
	9405
	163
	1.73
	1.49 – 2.02

	Logistic regression slope (year coefficient) = 0.0063 (SE = 0.034)
z = 0.187, p = 0.851



Table 4: Presenting blood pressure, proteinuria and type of eclampsia
	[bookmark: _Hlk213776432]Presenting blood pressure

	
	Mild hypertension (BP <160/110) n(%)
	Severe hypertension (BP ≥160/110) n(%)
	Total n(%)
	Statistical tests

	Presenting BP
	33(20.2)
	130(79.8)
	163(100)
	χ² = 57.74, 
p < 0.001

	

	Proteinuria

	
	Trace n(%)
	1+ 
n(%)
	2+
n(%) 
	3+
n(%)
	4+
n(%)
	Total
n(%)
	Statistical tests

	Proteinuria
	0(0)
	11(6.7)
	59(36.2)
	71(43.6)
	22(13.5)
	163(100)
	χ²=116.98, p < 0.001

	

	Type of eclampsia

	
	Antepartum n(%)
	Intrapartum n(%)
	Postpartum n(%)
	Total n(%)
	Statistical tests

	Type of eclampsia
	95(58.3)
	53(32.5)
	15(9.2)
	163(100)
	χ² = 58.96, 
p < 0.001





Table 5: Maternal outcome and duration of hospital stay
	Maternal outcome

	
	Discharged n(%)
	DAMA n(%)
	Mortality n(%)
	Total n(%)
	Statistical tests

	Maternal outcome
	141(86.5)
	14(8.6)
	8(4.9)
	163(100)
	χ² = 145.36, 
p < 0.001

	*DAMA- Discharged against medical advice

	

	Duration of hospital stay

	
	<5 days n(%)
	5-10 days n(%)
	>10 days n(%)
	Total n(%)
	Statistical tests

	Duration of hospital stay
	8(4.9)
	127(77.9)
	28(17.2)
	163(100)
	χ² = 124.34,
p < 0.001



Table 6: Fetal Outcome
Table 6a: Gestational age at delivery, fetal conditions at presentation and mode of delivery 
	[bookmark: _Hlk213779811]Estimated gestational age at delivery

	Variables
	Frequency (n)
	Percentage (%)

	<28 weeks
	8
	4.9

	28-30 weeks
	14
	8.6

	31-33 weeks
	21
	12.9

	34-36 weeks
	38
	23.3

	37-39 weeks
	49
	30.1

	40-42 weeks
	15
	9.2

	Unsure of date
	18
	11.0

	Total
	163
	100

	Mean EGA at delivery is 35.2 weeks, χ² = 54.31, p < 0.001

	

	Fetal condition at presentation

	
	Alive n(%)
	IUFD n(%)
	Total n(%)
	Statistical tests

	Fetal condition
	138(84.7)
	25(15.3)
	163(100)
	χ² = 79.62,  
p < 0.001

	*IUFD- Intrauterine Fetal Death

	

	Mode of delivery

	
	Vaginal delivery n(%)
	Caesarean section n(%)
	Total n(%)
	Statistical tests

	Mode of delivery
	35(21.5)
	128(78.4)
	163(100)
	χ² = 52.82, 
p < 0.001

	Vacuum assisted vaginal delivery – 9 




Table 6b: APGAR score at 1st and 5th minutes
	APGAR score at 1st and 5th minutes

	APGAR score
	0
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	Total
	Mean APGAR score

	1st minute
	25
	6
	5
	16
	18
	25
	24
	22
	15
	7
	0
	163
	4.6

	5th minute
	25
	2
	1
	1
	8
	10
	11
	37
	32
	27
	9
	163
	6.2



Table 6c: Birth weight
	[bookmark: _Hlk213777524]Birth weight (kg)

	
	0.5 – 0.9
n(%)
	1.0 - 1.4
n(%)
	1.5 - 1.9
n(%)
	2.0 - 2.4
n(%)
	2.5 - 2.9
n(%)
	3.0 - 3.4
n(%)
	3.5 - 3.9
n(%)
	≥4.0
n(%)
	Total
n(%)
	Statistical tests

	Birth weight
	8(4.9)
	10(6.1)
	29(17.8)
	43(26.4)
	52(31.9)
	10(6.1)
	8(4.9)
	3(1.8)
	163(100)
	χ² =112.37, p < 0.001

	Mean Birth weight – 2.30kg. Standard deviation – 0.72 kg





[bookmark: _Hlk214109161]Figure 1: A barchart showing associated complications

DISCUSSION
Eclampsia as an obstetric emergency has inherent complications both to the mother and her baby, leaving them with increased maternal and perinatal morbidities and mortalities(3,11,26).  The high incidence of eclampsia in our environment is multifactorial, with some of these factors seen in the course of this study. A major factor was reduced utilization of the standard health facilities as many of the patients were unbooked. However, the reverse is the case in the developed countries where the incidences of eclampsia have taken a drastic fall due to adequate utilization of antenatal care(10).
The prevalence of eclampsia in this study was 1.7% (that is 17 in 1000 deliveries), which was found to be comparable with a similar previously done study in this facility by Olofinbiyi et al in 2020(1) and other centres in Nigeria; 1.57% was reported in Gombe by Kullima et al.(27) A slightly lower rate of 11.2 per 1000 deliveries was reported in University of Abuja Teaching Hospital(2) and Esike et al., in a study carried out in Southeastern Nigeria gave a prevalence of 1.12% (one case of eclampsia for every 89 women that delivered)(26). A systematic review and meta-analysis by Kokori et al. in 2024 revealed a pooled prevalence of 1.39%(28)
[bookmark: _Hlk214562075]There was a significant difference between the prevalence of eclampsia between booked (0.2%) and unbooked (1.5%) patients. This difference is a reflection of the type of care they received while pregnant ranging from no care at all to care received from mission homes, traditional birth attendants or other non-orthodox facilities where in, those who attended to them were not trained to proficiency ways in identifying pre-eclampsia, its management and prevention of its complications. Other factors seen to be associated with development of eclampsia from the study included the age, educational status and parity. Majority of the patients belonged to age bracket 21 – 25 years, accounting for 27%, followed by age bracket 16 – 20 years, accounting for 21.5%. The mean age from the study was 28.1 ± 8.2 years. This is close to the mean age of 29.88 ± 6.71 years gotten from a study carried out in North Central Nigeria by Ojunrongbe et al.(29) No formal education, primary and secondary level of education accounted for 87.7% with only 12.3% women with tertiary level of education. Majority of the women were nulliparous.
Eclampsia is classified into antepartum, intrapartum or postpartum eclampsia; A study done in the Northern Central part of Nigeria by Omonua et al. puts the occurrence of antepartum eclampsia as 67.6%, intrapartum eclampsia as 24.4% and postpartum eclampsia as 8%(2). A similar trend was seen in this study, with antepartum eclampsia being the most common, accounting for 58.3%, followed by intrapartum eclampsia (32.5%) and then postpartum eclampsia (9.2%). 
Intrauterine fetal death, IUFD is one of the major fetal complications associated with eclampsia. In this study, IUFD was seen in 15.3% of eclamptic patients. This is close to a stillbirth rate of 14.4% gotten from a study by Awoyesuku et al.(30), although the study considered both pre-eclamptic and eclamptic patients. A Mean APGAR score was 4.8 at 1 minute was recorded in this study, which increased to 6.2 at the fifth minutes. The mean APGAR scores reiterate the impact of the disease process on the fetuses at large, emphasizing on the various degrees of perinatal asphyxia the fetuses have been subjected to. The mean birth weight in this study was 2.30kg± 0.72 kg. This is comparable to a mean birth weight of 2.46 ± 0.860 from Ajerongbe et al.(29). According to a prospective study done in India, babies born to mothers with eclampsia were small for gestational age in 46.51% of cases(31). In this study, a little above half (55.2%) of the babies had low birth weight.
The drug of choice for the prevention of convulsion in eclampsia is Magnesium sulphate(4,11,22). It has been found that it is superior to other drugs like diazepam and phenytoin in the prevention of eclamptic fits. All the patients in this study had Magnesium sulphate, which was given according to the Pritchard regimen. 
The principle of management of eclampsia is stabilization of patient with the delivery of the fetus via the faster route. Majority (78.4%) had Caesarean sections which were mainly due to suspected antepartum fetal compromise and unfavourable cervix, wherein the chances of delivery within 6-8 hours was low. The remaining 26.9% had vaginal deliveries. It can thus be concluded that there is increased risk of caesarean section in patients with eclampsia(32).
Eclamptic patients generally had prolonged hospital stay compared with other patients. Majority of the patients had good recoveries and were discharged home, although, they had a prolonged average hospital stay compared with other patients with majority spending between 5 to 10 days on admission. The mortality from this study was found to be 4.8%. This is higher compared with 2.4% and 3.5% reported by Kullima et al and Agulebe et al., both in 2024(27,33).


CONCLUSION
Eclampsia is still a very common cause of maternal and perinatal morbidity and mortality in our environment. The prevalence of eclampsia from this study was 1.7%. It is imperative that measures be put in place to curb this entity causing an obstetric nightmare. The major identifiable risk factors were modifiable risk factors including low socioeconomic factors, low educational background, being unbooked and late presentation, and non-modifiable risk factors including the age and parity. General health education is essential to enlighten women about eclampsia and encourage them to book early for antenatal care, so as to ensure proper classification in pregnancy, as those who fall into the high-risk category, for example, hypertensive women, will need more follow up care. Also, there should be adequate health monitoring programs, ensuring appropriate referral of the so-called high-risk pregnancies. Thus, health workers in the primary and secondary levels of education should be trained to competency, how to recognize high-risk pregnancies and institute prompt referrals. Lastly, the management of the eclampsia is multidisciplinary, and while ensuring this is practiced, adequate facilities should be put in place, including drugs, laboratory facilities and both obstetric and neonatal intensive care units.
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Frequency	
Placenta abruption	IUFD	Pulmonary edema	Acute kidney injury	Repeat convulsion 	Primary PPH	HELLP syndrome	Wound infection	Maternal mortality	Nil complications 	8	25	6	7	6	15	8	12	8	68	Complications
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