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ABSTRACT
Eclampsia is one of the leading causes of matenaatality and morbidity around the world. Magnesiym
sulphate is used as primary agent in the treatwiestizure in eclampsia. Its dosage and frequenfipa
injection makes it a difficult drug for the patieffihis study was carried out in one of the biggefgrral centre
of Nepal to study the suitability of different dgsaschedule for our patient. A randomized contdatieal was
carried out in the Obstetric Unit of BP Koiralatihge of Health Science (BPKIHS) over the spad.&fyears.
A total of 80 eclamptic women were randomized teree either standard Pritchard Regimen (loadird) an
maintenance) or Loading dose of magnesium sulpBath. groups were evaluated for recurrence of seizll
and outcomes. There were no recurrent seizuréaridard regimen group. There were 2 patients witbrent
seizure in loading dose group. (p=0.184) Loadingedaf magnesium sulphate is a good alternativetémdard
Pritchard regimen. It avoids multiple painful injeas of magnesium Sulphate.
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INTRODUCTION 4 g MgSQ intravenously over 5 minutes, followed
Eclampsia was initially recognized centuries ago ifmmediately by 10 g intramuscularly and 5 g
ancient Egypt as seizures occurring uniquely in tHetramuscularly every 4 houfsZuspan promotes a 4-g
context of pregnancy, as they resolved with deﬁ_\,erintravenous loading dose over 15 minutes followed b
Currently, the incidence of eclampsia is estimated @ 2- to 3-g/hr maintenance infusidt.

rate of O'P?% t0 0.1% in the United States andddhit |, ppaxa Medical College Hospital (DMCH), according
Kingdom:2In contrast, it is much higher in developing,, guidelines published by the Eclampsia Working

countries, with reported rates as great as 130%. ;o the dose schedule is 4g intravenous and 3g
estimated that eclampsia is a factor in up to 10088 5 myscular injection in each buttock as a logdiose
maternal deaths in developed countries and acctamts;,5\ved by 2.5g intramuscularly every 4h in each

around 50,000 maternal deaths per year worldWide. gyermate buttock until 24 h after delivery or tagt fit:

Eclampsia is a multi-system disorder with comple a1 yecently been suggested that an initiaifgpdose
pathogenesis, which is not completely understoogs 13504 is sufficient to arrest convulsigiwe also
Cerebral involvement causing convulsions can R#l t jp <o ed that most of the patients did not receive

mother and fetus unless expertly managed. OVer the,intenance therapy due to suspicion of toxicitst an
centuries, many diverse therapies have been employge, gig not convulse further. On the basis of ¢hes
(rightly or wrongly) to both prevent and cure this,pcenations a pilot study was done to compare the
condltl_on. These include systemic (sedation W't_Bfﬁcacyoroading and the standard regime. Afeetting
morphine and chloral hydrate, phlebotomy, gastrigyistactory results from the pilot study this ramized
lavage, mastectomy, and renal decapsulation) d®el 5| a5 undertaken to compare loading and stahdar

hormonal (oophorectomy) and neuronal (spinal tap)yimes for eclampsia and to observe the restdtins
interventions® Among the many anticonvulsants, ¢ o\ rrent convulsions

magnesium sulfate (MgStopped the list for treatment
of convulsion’ Today MgSQ has been used to treatyy ATERIALS AND METHODS
eclampsia for over 75 years and it is broadly atecep This randomized trial was undertaken at B.P. Kairal

as a reliable means for preventing eclampsia. Institute of Health Sciences (BPKIHS), Dharan, Nepa

Magnesium sulphate is widely used nowadays f@et\_/ve(_an 2008_Ju|y- 2009 December after obtaining
prophylaxis in severe preeclampsia as well asrresatt mstltutlonal ethical approval. All the women Wh&Ch
of seizures in eclampsia. Pritchard recommendsgivi €clampsia (ante partum and post partum) were iadlud
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Table-1: Patient profile between standard dose redi@®up A) and  Square Test. P valued<0.05 was considered
loading dose regimésroup B)

significant.
SN Characteristics GroupA | Group B Significance
(n=37) (n=43) RESULTS
1 |Age (in years) 21.57+4.15 20.98+331 not signifigat0.710)  There were total of 125 cases of eclampsia in
> |pari < <  sianificant (0=0.24b the study duration. There were total 10512
arty - not significant (p=0.24) deliveries in the study duration. So the
3 | Type of Eclampsia incidence of eclampsia was 1.2%. Among 125
a | Antepartum 33 36 | not significant (p=0.431) eclamptic 45 were excluded from the study
—_ — 1., because they received magnesium sulphate
b Postpartum 4 ! not significant (p=0.32) outside. Total of 80 women were randomized
4 | Gestational age (Wee“S) 35.42+3.78 37.03+2.41 nntfiiignt (p20212 to receive either standard Pritchard regime

(Group A, n=37) or to loading dose only

Table-2: Comparison of disease severity between two group (Group B, n=43).

(%]

SN Parameters GroupA| GroupB Significance

(n=3) (=43) The profile of the patients between category Aand

Category B were comparable. The mean age of the

1 | No of convulsion 7.62¢5.3 5.93t4.76  not significgmt0.084) patients were 21.57+4.15 years and 20.98+3.31
2 |Glasgow Coma Scale | 10.89+4.20 11.88+357 not sigmifigp=0.067) | years respectively. There were no significant
. i o differences in parity and gestational age of the
3 | Seizure to MgSO4 (hours) 11.24+16/51 7.42+7{49 St (p=0.046) patients between two groups (Table-1).
4 | Systemic Effects ] o
| i - The disease severity indicators between the
a| Abnormal LFT 9 6 not Significant (p=0.139 v groups were also comparable (Table-2).
b| Abnormal RFT 12 8 not Significant (p=0.23§) The numbers of convulsions between two
LFT= Liver function test, RFT=Renal function test groups were 7.62+5.36 and 5.93+4.26

respectively. There was no significant
in the study. The women who received magnesiudifference in Glasgow Coma Scale (GCS), systemic
sulphate outside our hospital were excluded froen teffects (in the form of abnormal liver function ttesd
study. After standard loading dose, patients werenal function test) between the two groups. Howeve
randomized by block randomization to Group A (loadi duration between onset of seizure and Magnesium
and maintenance dose) or Group B (loading dosé.onl$ulphate injection was significant between two g=ou

They were followed up for recurrent convulsions. | N . .
: here was no significant difference in the recurren
event of recurrent convulsions, further 2 gm o

: . . Seizure after magnesium sulphate between two groups
magnesium sulphate was given intravenous a . X

. . . able-3). Group A patients did not have any resuirr
maintenance regimen continued as usual. In Group

when patient had recurrent seizures they were lsgdtc seizures where as 2 patients in Group B had reuurre

to maintenance protocol. The patients were followed seizures. There was single matemal death in gBup
. o . . 0 : :
till the discharge from the obstetric unit of theshital. 32.0% patients in Group A and 16.0% patients inuBro

9 ; . B needed intensive care. The average durationspiitad
Any complications and need of intensive care werg .
noted. stay was about a week in both groups. Almost &l th

patients needed antihypertensive at the time ohdige
The results were analyzed using SPSS 13 versimel Lefrom hospital.

of significance was determined using Pearson’s Ctﬁhe rate of cesarean delivery was higher in Group B

50.0% patients underwent cesarean section.

Table-3: Patient outcome after treatment .
Almost all the women whose fetus were viable

SN| Parameters Group Al Group f Significance and Bishop Score unfavorable at the time of
(n=37) | (n=43) presentation had cesarean section in both
1 |MgSO4- Delivery Interval  4.36:35]  6.2247.83  (p=08D} Significant | 9roups. The weight of the baby in both groups
2 |Recurrent Seizures 0 2 (p=0.184) not significant was also comparable (Table-4).
3 |Outcome (Death) 0 1 P=0351) not significant  DISCUSSION _ _
4 | Duration of stay (in days) 7.19t+6.50  6.72¢5.J4  (p3@)pnot significant Magnesmm sulphate IS superior to all Ot.h er
— anticonvulsants in controlling and preventing
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Table-4: Pregnancy outcome compared with diazepam and phenytoin. But
SN Parameter GroupA  Group B Significance the reduction of seizure rates did not affect
maternal mortality rates. Magnesium Sulfate

1 |[Mode of Delivery . . Do o
was associated with a significant reduction in
a Vaginal 24 23 | not Significant (p=0.383) the number of seizures without any effect on
b LSCS 13 20 | not Significant (p=0.4p2) Maternal mortality or morbidityAs eclampsia
2 | Weight of Baby if1 a multiqrgarfl dr:sorder, rréortality de;pelndsdpn
(in kilograms) 2.19+0.72 2.45£0.10 not Significant (p&79) the severity of the organ damage. S0 loading

or maintenance schedule probably had no
effect on mortality.

most common regimens used are combined intravendse present study suggested that loading dose of
and intramuscular regime, as advised by Pritchard] magnesium sulphate is as effective as standanheggi
continuous intravenous regime as advised by Zusparin controlling seizures in eclampsia.The recurseizure

9In our study, intramuscular regime was used acngrdirate was comparable in both group. Providing only
to National guidelines of our country. loading dose to the patients reduces painful

Though magnesium sulphate is being used widely, |IJP]tramuscuIar injections and also definitely redutiee

X . ost. So, loading dose only regimen is suitablewf
many occasions seizures recur. In a study condadte roup of patients
Dhaka medical college hospital by Mosammat Rasit?a '
Begum, recurrent seizures were 4.0% in loading doAEKNOWLEDGEMENTS
group and 3.5% in standard regime gréufhe result | would like to extend my sincere thanks to Dr. Eranhar
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