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ABSTRACT

Among the hypertensive disorders preeclampsia atahmpsia are important causes of mortality and nditip.
Magnesium sulphate is the anticonvulsant of chdime treating eclampsia; more effective than diazepa
phenytoin, or lytic cocktail. Although it is a lawst effective treatment, magnesium sulphate isvaitable in all
low and middle income countries; scaling up its @ee eclampsia and severe preeclampsia will contigbto
achieving the Millennium Development Goals. Dunatiof hospital stay is one of the main indicatorstlod
economic impact of any disease process .In theeptestudy we studied the impact of two differendafibes of
treatments that is magnesium sulphate vs phenfdoithe management of eclampsia and severe preesiaffor
control of seizures) on the hospital length of sithe these patients) our study there was a significant difference
in the hospital length of stay in the subgroup teglwith magnesium sulphate in comparison to sulggitoeated
with phenytoin for the control of seizures in egbaim (p-0.006) and severe preeclampsia(p-0.001).

INTRODUCTION

Hypertensive disorders complicates 5-10% [1] of mignancies and form one of the deadly triadsgahith

haemorrhage and infection , that results in muchmofbidity and mortality related to pregnancy.Amothg

hypertensive disorders preeclampsia and eclampsisrgortant causes of mortality and morbidity[tg&clampsia
complicates 5-7% [2] of all pregnancies out of whiz.3% develop severe preeclampsia [3] and <1% iaid
eclampsia [2] which is the second most common cadfismaternal and perinatal morbidity in underpegéd
population [4].In eclampsia,maternal mortality 824 and fetal mortality is 20-30% [5].

Over half a million women die each year from pregnarelated causes, 99% in low and middle incomats.

In many low income countries, complications of pragcy and childbirth are the leading cause of daatbngst
women of reproductive years. The Millennium Devetemt Goals have placed maternal health at the afotiee

struggle against poverty and inequality, as a matthuman rights. Preeclampsia can lead to probla the liver,
kidneys, brain and the clotting system. Risks Far baby include poor growth and prematurity. Althlowutcome
is often good, preeclampsia can be devastatindifnthreatening. Overall, 10% to 15% of direct praial deaths
are associated with preeclampsia and eclampsiaréVhaternal mortality is high, most of deaths dngbaitable to

eclampsia, rather than preeclampsia. In low andil@ithcome countries many public hospitals havétéichaccess
to neonatal intensive care, and so the mortality morbidity is likely to be considerably higher thin settings
where such facilities are available. The only imésmtions shown to prevent preeclampsia are argielatgents,
primarily low dose aspirin, and calcium suppleméata Treatment is largely symptomatic. Antihypedive drugs
are mandatory for very high blood pressure. Plagohame expansion, corticosteroids and antioxidgetnés have
been suggested for severe preeclampsia, but toiadste have not shown benefit. Optimal timing detivery of

women with severe preeclampsia before 32 to 34 siggdstation remains a dilemma. Magnesium sulpbate
prevent and control eclamptic seizures. For preggtda, it more than halves the risk of eclampsiar(iper needed
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to treat 100, 95% confidence interval 50 to 100J @nobably reduces the risk of maternal death. Arigu of
women have side effects, primarily flushing. Witlnical monitoring serious adverse effects are .rédtagnesium
sulphate is the anticonvulsant of choice for trepteclampsia; more effective than diazepam, phémyto lytic
cocktail. Although it is a low cost effective treant, magnesium sulphate is not available in all émd middle
income countries; scaling up its use for eclampsia severe preeclampsia will contribute to achigvihe
Millennium Development Goals[6].Six trials (897 wemn) have compared magnesium sulphate with pheriytoin
Magnesium sulphate was associated with a 70% reduict the relative risk of recurrent convulsionempared to
phenytoin (RR 0.31, 95% CI 0.20-0.47) (Fig. 5). &rerage, for every eight women treated with magmesi
sulphate rather than phenytoin, one recurrencemfdsions will be prevented (95% CIl 6—13 womerfe Trend in
maternal mortality also favoured magnesium sulpHatethe difference did not achieve statisticghgicance (RR
0.50,95% CI 0.24-1.05). In addition, the use of nemjum sulphate, rather than phenytoin, was agsdcisith a
reduction in the risk of pneumonia (RR 0.44, 95%0Q@4-0.79), the need for ventilation (RR 0.66, 959©.49—
0.90) and admission to an intensive care unit (F&,95% CI 0.50-0.89)[8].

Duration of hospital stay is one of the main intlica of the economic impact of any disease progagbe present
study we studied the impact of two different motiledi of treatments that is magnesium sulphate esytbin for
the management of eclampsia and severe preeclamp#ige hospital length of stay of the these péien

EXPERIMENTAL SECTION

This prospective randomized double blind study w@sducted on 100 patients admitted in various wfitsalla
Ded Hospital attached to Government Medical coll&smagar Kashmir India.Among these 50 patients had
eclampsia ( Group 1) and 50 had severe preeclanf@siaup I1).The patients in each group were tharmdoanly
subdivided into subgroup A and B of 25 patientshe&¥ritten informed consent and approval from htapmthics
committee was taken.

All the patients were managed by standard proto€@hanagement of eclampsia and severe preeclangsiapt
for the use of anticonvulsant drug, as follows:-

Prevention or control of convulsions

Control of blood pressure

Decision for termination of pregnancy

Maintaining the fluid balance

Subgroup A-was managed with magnesium sulphate

Subgroup B-was managed with phenytoin.

The impact on the hospital length of stay of the tikug regimens was then compared.

Inclusion criteria in the study were, all patienith the diagnosis of

1.Eclampsia

2.Severe preeclampsia regardless of age,paritgtgestl age, singleton or multiple pregnancy, whetbhe had
delivered or not, whether any medication had béesngbefore trial entry.

Exclusion criteria were

1.Hypersensitivity to magnesium sulphate or phenyto

2.Hepatic Coma with a risk of renal failure.

3.Myasthenia gravis

4.Convulsions due to other causes like epilepsyimgéiis,intracranial space occupying lesions etc.

5.Significant heart disease.

Subgroup A patients were given magnesium sulphatardgiconvulsant.Following protocol for eclampsiasw
followed:

Loading Dose — 4gms of 20 % of magnesium sulphaepéred by mixing 8 ml of 50 % magnesium sulpléta
12 ml of Distilled water) was administered in 200 of saline intravenously over 20 — 30 minutedofeked by 10
gms of 50 % magnesium sulphate given intramusgukalf in upper outer quadrant of each buttock bych long
20 gauge needle. To decrease the local disconffari| of 1 % xylocaine was added to magnesium stépjuest
before giving intramuscular injection.

Maintenance dose- 5 gms of 50 % magnesium sulphatanuscularly was given every 4 hourly after emgythat

patellar reflex was present, urine output was > @m0h past 4 hours or > 25 ml per hour, respinatate was > 14
per minute. Therapy was continued for 24 hours pagum or after last convulsion whichever wasrlate
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For recurrent convulsions-If convulsions occurreithim 20 minutes,no treatment was given:if recuredtér 20
minutes, additional 2-4 gms of 20 % magnesium tlpkvas given intravenously over 5 minutes.

Following protocol for severe preeclampsia was ofgkd:Loading dose and maintenance dose same as in
eclampsia.Therapy was continued till premonitomntoms subsided or 24 hours postpartum.

Subgroup A patients were monitored clinically bgaeling pulse and blood pressure every 15 minutesarding
respiratory rate,conscious level, urine output agitbxes hourly. In case of toxicity , 10 ml of 20 calcium
gluconate was supposed to be given intravenousy b minutes.

Subgroup — B patients were given phenytoin.Phenyitoavailable as 2 ml ampoule containing 50 mglanytoin
per ml.Following protocol for eclampsia was folladve

Loading dose — 1000 mg of phenytoin in 200 ml ofrmal saline (15-25 mg per kg of body weight) wagegi
intravenously slowly over 20 minutes.

Maintenance dose — 100 mg intravenously was givéowly. Therapy was continued 24 hours post parash
convulsion whichever was later.

Following protocol for severe preeclampsia wasofod:
Loading dose — 1000 mg of phenytoin in 200 ml afhnmal saline was given intravenously over 1 houasidn.

Maintenance dose — 500 mg of sustained releaselleapas given orally 10 hours later.Then oral pheimywas
continued as necessary for 24 hours postpartuitt pramonitory symptoms subsided and then tapeféd

Subgroup B patients were monitored clinically bgamling vital signs every 15 minutes and hourlyrotagical
assessment.

RESULTS

The present study is based on the statistical aisabf data by using statistic t test.Chi squast #ad Fischer’s
exact test. The tests were referred to p valuesifprificance .The analysis of data was done bgguSitatistical
Package for Social Sciences for windows (SPSS @grby Chicago , USA.p value of < 0.05 was considere
significant. The following results were obtained:-

In the two subgroups of both the groups | and iffetence in the age wise distribution was notistizally
significant as depicted in the table no. 1

The difference in the distribution of the patieatording to their residential area(rural vs urbahyo subgroups
was not statistically significant as depicted ia table no. 2.

Majority of patients in both subgroups of group ¢ére unbooked (1A-92%,IB-100%).The difference in the
subgroups was not statistically significant (p-@RB group Il , the majority of patients were bedkin both
subgroups(Il A-88%,1l B -80 %).The difference indwubgroups was not statistically significant (B5L).(Table
3).

The mean duration of hospital stay in subgroup W#s 4.28+2.11 days and that in subgroup | B wag+230
days.Majority (68%)of patients in subgroup IA hadd than 4 days duration,while majority (72%) ibgoup IB
had hospital stay of 4-8 days duration.The diffeeeim two subgroups was statistically significapt0O(006).In
group Il ,mean duration of hospital stay in subgrdiuA was 5.16+5 days and that in subgroup Il Bsv@a88+3.15
days.Majority (72%) of patients in subgroup Il Adhlaospital stay less than 4 days duration whilgoritg ( 56%)
of patients in subgroup Il B hospital stay of 4-@8yd duration.The difference in two subgroups wasissically
significant (p 0.001).(Table 4).

DISCUSSION
Duration of hospital length of stay in eclampsia aavere preeclampsia indicates the morbidity dessatwith this

disease and has a direct implication on the ecanampact of this diseada. our study there was a significant
difference in the hospital length of stay in theégwup treated with magnesium sulphate in comparissubgroup
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treated with phenytoin for the control of seizuessdepicted in table 4.Henceforth the magnesidphate as a
treatment modality has direct impact on the econdrden of eclampsia and severe preeclampsiaoudgthit is a
low cost effective treatment, magnesium sulphatetsavailable in all low and middle income couestiscaling up
its use for eclampsia and severe preeclampsiecuaiifribute to achieving the Millennium Developm&udals[6].In
October 1998 ,Marian H Ascarelli et al[1] conducgestudy on 168 postpartum preeclamptic patieniisviestigate
the safety of treating preeclampsia with magnesigoiphate with clinical determinant used for drug
discontinuation.They showed that patients with npitdeclampsia required significantly less magnessuiiphate
than with those with severe preeclampsia or HELRdsome,with this protocol there was no eclampsid a
recovery room time was reduced by 50%.

With well guarded magnesium sulphate therapy ,tleedéence of intrapartum and post partum complicetiand
hence morbidity is less.This correlates with thdured hospital stay among the eclamptic and squreexlamptic
subgroups allocated magnesium sulphate.This camelspwith the observations of Marian H Ascaorel&I§l].

The advantage of magnesium sulphate over phenytaieducing hospital stay as revealed by this stuayides
the obstetrician with cost effective, safe anddyednticonvulsant for preeclamptic — eclamptic gras.

Tablel
Group | subgroup Age MeantSD(years) P value Remarkis
| " oo oo 0.942 | Not significant
Il Illlé gg%gggg 0.830 | Not significant
Table 2
Group | Subgroupg Rural Patients(%) Urban Patients(%)value Remarks
| :'é gg 280 0.209 | Not significant]
1l Illl'é 23 Zg 0.089 | Not significant]
Table3
Group | Subgroup Booked cases(%) Unbooked Cases(%aluP Remarks
| :g g 19020 0.254 | Not significant]
1l ::g‘ gg ;g 0.351 | Not significant]
Table4
Group | Subgroup No.ofsrt)::/igztg ?\;\Stsr(ll;);)spital No.o;gi/tifgst;/i)tz(%spital No.ofs[t):)tlifgt; ;\;:;rg')/tm);)spital valTue Remarks
| A o s 0 0.006 | Significant
1l ::g Zg ég ;2 0.001 | Significant
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