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INTRODUCTION
Hypertensive disorders of pregnancy

Mahabubnagar, Telangana, India.

Abstract

Background: Severe preeclampsia is a major hypertensive disorder of pregnancy
and an important cause of maternal and perinatal morbidity and mortality
worldwide, particularly in developing countries. Despite advances in obstetric care,
it continues to contribute significantly to adverse fetomaternal outcomes. This
study aimed to evaluate the maternal and perinatal outcomes associated with severe
preeclampsia at a tertiary care centre.

Methods: A retrospective observational study was conducted in the Department of
Obstetrics and Gynaecology, SVS Medical College and Hospital, Mahabubnagar,
Telangana, India. Hospital records of women diagnosed with severe preeclampsia
who delivered between September 2025 and February 2026 were reviewed.
Maternal demographic characteristics, obstetric profile, maternal complications,
and perinatal outcomes were analysed. A total of 50 women with severe
preeclampsia were included in the study.

Results: Most women belonged to the 21-30 years age group (78%) and were
primigravidae (68%). Severe preeclampsia was most commonly diagnosed at 34—
35 weeks of gestation (52%). Maternal complications were observed in 15 patients,
with placental abruption being the most common complication (40%), followed by
eclampsia (26.7%). Adverse perinatal outcomes were observed in 28 cases, with
intrauterine fetal death being the most frequent outcome (25%). Fetal growth
restriction and respiratory distress syndrome each accounted for 21.4% of perinatal
complications. The overall perinatal mortality was 24%.

Conclusion: Severe preeclampsia is associated with considerable maternal and
perinatal morbidity and mortality. Placental abruption was the most common
maternal complication, while intrauterine fetal death was the most frequent adverse
perinatal outcome. Early diagnosis, vigilant antenatal surveillance, timely referral,
and appropriate management at tertiary care centres are essential for improving
fetomaternal outcomes.

Keywords: Severe preeclampsia; Maternal outcomes; Perinatal outcomes; Placental
abruption; Fetal growth restriction; Perinatal mortality.

remain one of the leading causes of maternal and perinatal morbidity and mortality

worldwide, particularly in low- and middle-income countries. Preeclampsia is a multisystem disorder characterized by
new-onset hypertension occurring after 20 weeks of gestation, accompanied by proteinuria and/or evidence of maternal
end-organ dysfunction. It affects approximately 2-8% of pregnancies globally and continues to pose a major public
health challenge despite advances in antenatal surveillance and obstetric care.™?

Preeclampsia results from abnormal placentation leading to impaired trophoblastic invasion of the spiral arteries, reduced
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uteroplacental perfusion, endothelial dysfunction, systemic vasospasm, and inflammatory activation. These
pathophysiological changes can affect multiple organ systems including the cardiovascular, renal, hepatic, hematological,
neurological, and placental systems.**

Severe preeclampsia represents the more serious end of the disease spectrum and is associated with a substantially
increased risk of maternal and fetal complications. According to the American College of Obstetricians and
Gynecologists (ACOG), severe preeclampsia is characterized by severe hypertension (=160/110 mmHg) and/or evidence
of significant end-organ involvement.

Maternal complications associated with severe preeclampsia include eclampsia, placental abruption, HELLP syndrome
(Hemolysis, Elevated Liver Enzymes, and Low Platelet Count), acute kidney injury, pulmonary edema, disseminated
intravascular coagulation, cerebrovascular accidents, and maternal death.®’” These complications contribute significantly
to maternal morbidity and may necessitate urgent delivery irrespective of gestational age.

Adverse perinatal outcomes in severe preeclampsia primarily result from uteroplacental insufficiency and prematurity.
Fetal growth restriction, oligohydramnios, preterm birth, respiratory distress syndrome, low birth weight, neonatal
intensive care unit admission, intrauterine fetal death, and increased perinatal mortality are frequently encountered.
The risk of adverse neonatal outcomes increases with earlier gestational age at disease onset and greater disease severity.’
The burden of preeclampsia is particularly high in developing countries where delayed diagnosis, inadequate antenatal
care, limited access to tertiary healthcare facilities, and delayed referral systems contribute to poorer fetomaternal
outcomes. Early identification of severe disease and timely intervention remain essential strategies for reducing
complications and improving survival.%*3

Considering the significant impact of severe preeclampsia on maternal and perinatal health, the present study was
undertaken to evaluate the maternal and perinatal outcomes associated with severe preeclampsia at a tertiary care centre
and to analyse its distribution with respect to maternal age, parity, and gestational age.

RESEARCH OBJECTIVES

1. To assess the maternal complications associated with severe preeclampsia.

2. To evaluate the perinatal outcomes in pregnancies complicated by severe preeclampsia.

3. To analyse the distribution of severe preeclampsia with respect to maternal age, parity, and gestational age at
diagnosis.

MATERIALS AND METHODS

Study Design and Setting

A retrospective observational study was conducted in the Department of Obstetrics and Gynaecology, SVS Medical
College and Hospital, Mahabubnagar, Telangana, India. The study was undertaken to evaluate maternal and perinatal
outcomes in pregnancies complicated by severe preeclampsia. Data were collected retrospectively from hospital records
and labour room registers over a six-month period from September 2025 to February 2026.

Study Population
The study population comprised pregnant women diagnosed with severe preeclampsia who delivered at the tertiary care
centre during the study period. A total of 50 women fulfilling the eligibility criteria were included in the study.

Inclusion Criteria

Women with severe preeclampsia at gestational age >34 weeks were included in the study. Severe preeclampsia was
defined as blood pressure >160/110 mmHg associated with one or more severe features, including proteinuria (>2+),
persistent headache, blurred vision, eclampsia, elevated liver enzymes, thrombocytopenia (platelet count <100,000/mm?),
abruptio placentae, oligohydramnios, or fetal growth restriction.

Exclusion Criteria
Women with gestational age <34 weeks, pre-existing chronic renal disease, chronic hepatic disease, idiopathic hemolytic
anemia, idiopathic thrombocytopenic purpura, and epilepsy were excluded from the study.

Data Collection

Relevant data were extracted from patient case records, labour room registers, and hospital medical records using a
structured data collection proforma. Demographic variables included maternal age and parity. Obstetric variables
included gestational age at diagnosis. Maternal outcomes assessed were eclampsia, placental abruption, HELLP
syndrome, acute renal failure, atonic postpartum haemorrhage, and postpartum eclampsia. Perinatal outcomes evaluated
included fetal growth restriction, respiratory distress syndrome, hypoxic ischemic encephalopathy, septicemia,
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intrauterine fetal death, and neonatal death.

Outcome Measures

The primary maternal outcome was the occurrence of maternal complications associated with severe preeclampsia. The
primary perinatal outcome was the occurrence of adverse perinatal outcomes, including fetal growth restriction,
respiratory distress syndrome, intrauterine fetal death, neonatal death, septicemia, and hypoxic ischemic encephalopathy.
Secondary outcomes included the distribution of severe preeclampsia according to maternal age, parity, and gestational
age at diagnosis.

Statistical Analysis

Data were entered into Microsoft Excel and analysed using descriptive statistics. Results were expressed as frequencies
and percentages. The results were presented in the form of tables for appropriate interpretation of maternal and perinatal
outcomes.

Ethical Considerations

The study was conducted using retrospective data obtained from hospital records. Patient confidentiality and anonymity
were maintained throughout the study. No patient identifiers were collected, recorded, or disclosed during data extraction
and analysis.

RESULTS

Study Population Characteristics

A total of 50 women with severe preeclampsia were included in the study. The majority of women belonged to the 21-30
years age group (39, 78%), while 12% were younger than 20 years and 10% were older than 30 years. Primigravidae
constituted 68% (34/50) of the study population, whereas multigravidae accounted for 32% (16/50). Severe preeclampsia
was most commonly diagnosed at 34-35 weeks of gestation (26, 52%), followed by 36-37 weeks (16, 32%) and >38
weeks (8, 16%).

Table 1. Baseline Characteristics of the Study Population (n = 50)

Characteristic Number of Patients (n) Percentage (%)
Age Group (years)

<20 6 12
21-30 39 78
>30 5 10
Parity

Primigravida 34 68
Multigravida 16 32
Gestational Age at Diagnosis (weeks)

34-35 26 52
36-37 16 32
>38 8 16

Maternal Outcomes

Maternal complications were observed in 15 women with severe preeclampsia. Placental abruption was the most frequent
maternal complication, accounting for 40% of reported maternal complication events, followed by eclampsia (26.7%).
HELLP syndrome and atonic postpartum haemorrhage each accounted for 13.3% of complication events, while acute
renal failure and postpartum eclampsia contributed 6.7% each.

Table 2. Maternal Complications among Women with Severe Preeclampsia

Maternal Complication Number of Events (n) Percentage (%)
Placental abruption 6 40.0

Eclampsia 4 26.7

HELLP syndrome 2 13.3

Atonic postpartum haemorrhage 2 13.3

Acute renal failure 1 6.7

Postpartum eclampsia 1 6.7

Percentages are calculated based on the total number of reported maternal complication events.

Perinatal Outcomes
Adverse perinatal outcomes were observed in 28 cases. Intrauterine fetal death (IUFD) was the most common adverse
perinatal outcome, accounting for 25% of cases. Fetal growth restriction (FGR) and respiratory distress syndrome (RDS)
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each accounted for 21.4% of adverse outcomes. Neonatal death occurred in 17.9% of cases, while septicemia, hypoxic
ischemic encephalopathy (HIE), and combined RDS with HIE were less frequently observed.

Table 3. Perinatal Outcomes among Pregnancies Complicated by Severe Preeclampsia (n = 28)

Perinatal Outcome Number of Cases (n) Percentage (%)
Intrauterine fetal death (IUFD) 7 25.0

Fetal growth restriction (FGR) 6 21.4
Respiratory distress syndrome (RDS) 6 21.4

Neonatal death 5 17.9

Septicemia 2 7.1

Hypoxic ischemic encephalopathy (HIE) 1 3.6

RDS with HIE 1 3.6

The overall perinatal mortality was 24%, comprising seven intrauterine fetal deaths and five neonatal deaths.

DISCUSSION

Severe preeclampsia remains one of the leading causes of maternal and perinatal morbidity and mortality worldwide,
particularly in developing countries where delayed diagnosis, inadequate antenatal surveillance, and limited access to
tertiary healthcare facilities continue to adversely affect pregnancy outcomes.™*™® The present retrospective observational
study evaluated maternal and perinatal outcomes among 50 women with severe preeclampsia managed at a tertiary care
centre and highlights the significant maternal and perinatal morbidity associated with severe preeclampsia in this setting.

In the present study, the majority of women with severe preeclampsia belonged to the 21-30 years age group (78%), and
68% were primigravidae. Similar findings were reported by Yadav et al., Ghimire et al., and Sibai et al., who observed
that severe preeclampsia occurs more frequently among young primigravid women.***’ The predominance of primigravid
women in the present study supports previous evidence that first pregnancies are at greater risk of developing severe
preeclampsia, possibly due to abnormal placentation and maternal immunological maladaptation.*#*°

Most women in the present study were diagnosed between 34 and 35 weeks of gestation (52%). This finding is
comparable with observations from Yaliwal et al., who reported that severe preeclampsia commonly presents during the
late preterm period.'® Presentation between 34 and 35 weeks often necessitates close maternal-fetal surveillance and
timely delivery to prevent progression to severe maternal and fetal complications.

Maternal complications were observed in 15 women in the present study. Placental abruption was the most common
complication, accounting for 40% of reported maternal complication events. Similar observations have been reported by
Steegers et al. and Duley, who identified placental abruption as an important contributor to maternal morbidity in severe
preeclampsia.’*® Endothelial dysfunction, vasospasm, and impaired uteroplacental perfusion increase the risk of placental
abruption, maternal haemorrhage, and fetal compromise.

Eclampsia was the second most common complication (26.7%) in the present study. Despite advances in obstetric care
and widespread use of magnesium sulphate, eclampsia continues to occur, particularly in women presenting late or with
inadequate antenatal care. Sibai reported that severe preeclampsia remains a major antecedent of eclampsia and
contributes substantially to maternal morbidity and mortality.** HELLP syndrome was observed in 13.3% of women,
reflecting the multisystem involvement associated with severe disease. Haram et al. similarly emphasized that HELLP
syndrome remains one of the most serious complications of severe preeclampsia and is associated with increased
maternal and perinatal risks.?’

Perinatal outcomes were significantly affected in the present study. Adverse perinatal outcomes were documented in 28
cases. Intrauterine fetal death was the most common adverse outcome (25%), followed by fetal growth restriction and
respiratory distress syndrome (21.4% each). Comparable findings have been reported by Ghimire et al. and Yadav et al.,
who demonstrated increased rates of fetal growth restriction, prematurity, low birth weight, and perinatal loss among
pregnancies complicated by severe preeclampsia.'®*” Chronic uteroplacental insufficiency, placental vascular pathology,
and the n?gegl1 for early delivery contribute to fetal growth restriction, prematurity, respiratory morbidity, and perinatal
mortality.™

The overall perinatal mortality rate in the present study was 24%, comprising both intrauterine fetal deaths and neonatal
deaths. Although high, this rate is comparable to findings from other tertiary care centres managing severe preeclampsia
in resource-limited settings.’®*® Duley emphasized that hypertensive disorders of pregnancy remain a major cause of
perinatagl mortality globally, particularly where timely obstetric intervention and neonatal intensive care facilities are
limited.

The findings of the present study reinforce the importance of comprehensive antenatal care, early identification of high-

Dr. Durumutla Monica, et al. Maternal and Perinatal Outcomes in Severe Preeclampsia: A Retrospective Observational 64
Study at a Tertiary Care Centre. The Res. J. Med. Sci., 8(1): 61-66, 2026




risk pregnancies, strict blood pressure control, seizure prophylaxis with magnesium sulphate, and multidisciplinary
management involving obstetricians, physicians, anaesthesiologists, and neonatologists. International guidelines by
ACOG, WHO, ISSHP, and FIGO emphasize timely diagnosis, close maternal-fetal surveillance, appropriate timing of
delivery, and strengthening of referral systems as key strategies for reducing maternal and perinatal
complications, #8222

The present study has certain limitations. The retrospective design limits assessment of causal relationships, and the
relatively small sample size restricts generalizability of the findings. Being a single-centre study, the results may not
represent the wider population. Nevertheless, the study provides valuable insight into the burden of severe preeclampsia
and its associated outcomes in a tertiary care setting.

Overall, these findings emphasize the need for early diagnosis, timely referral, and evidence-based management to
improve fetomaternal outcomes in pregnancies complicated by severe preeclampsia.

CONCLUSION

Severe preeclampsia is associated with considerable maternal and perinatal morbidity and mortality. Placental abruption
was the most common maternal complication, while intrauterine fetal death was the most frequent adverse perinatal
outcome. Early diagnosis, vigilant antenatal surveillance, timely referral, and appropriate management at tertiary care
centres are essential for improving fetomaternal outcomes.
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