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ABSTRACT 

Main Objective: This study was therefore to access the incidence of Preeclampsia in 

women admitted to FMC Yola in their pre and postnatal wards during their last 

trimester. 

Study Design: The study was carried out among pregnant women who are admitted 

in antenatal and postnatal wards after 20 weeks of gestation and was carried out at 

FMC Yola Adamawa State from February to April 2015. 

 

Method: Structured Questionnaires from patients in antenatal and postnatal wards at 

FMC Yola. 
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Results: The number of women who were diagnosed with either Preeclampsia or 

Eclampsia was thirty in number. About 90% of the participants who were presented 

to the hospital during their last trimester were unbook and have high level of blood 

pressure of 140/90 mmHg and above. They women with the normal blood pressure 

of 120/80 mmHg are 3 (10%), 160/110 are 17(56.7%), BP 140/80 mmHg are 4 

(13.3%), BP 150/110mmHg are 6 (20%) and they also have high level of proteinuria 

in their urinary analysis with, Proteinuria of +3 (61.3%) and Proteinuria of +2 

(32.3%) and (3.3%) were negative for the latter biomarker in their urine respectively. 

A greater number of the women don’t show up for antenatal visits with (56.7%), 

those that show up once during their pregnancies were (13.3%), those that show up 

twice were (10.0%), three times (6.7%), four times (3.3%), five times (6.7%) and six 

times (3.3%) respectively. 

Conclusion: The fact that most of the causes of Preeclampsia and Eclampsia is due 

to high level of blood pressure and proteinuria, measures should focus on how to 

reduce this problem and patients should come on time to the hospitals. The exact 

etiology of Eclampsia remains speculative for now and most are presenting to health 

facility for the first time and the study showed the importance of antenatal care. 

Key Words: Preeclampsia, Eclampsia, Hypertension, Proteinuria, Gestational 

Hypertension, Pregnancy induce hypertension, antenatal care, chronic Hypertension, 

pregnant women, FMC Yola 
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DEFINITION OF STUDY TERMINOLOGIES AND MEANING OF 

ACRONYMS 

Antenatal: The care given to pregnant women during pregnancy 

PIH: Pregnancy Induce Hypertension 

GH: Gestational Hypertension 

PCH: Pre-existing (Chronic) Hypertension 

MDGs: Millennium Development Goals 

WBR: World Bank Record 

WHO: World Health Organization 

FMC: Federal Medical Centre 

MgSO4: Magnesium Sulphate 

GLT: Glucose Load Test 

MMR: Maternal Mortality Ratio 

MHC: Maternal Health Complication 

UNICEF: The United Nation Children Fund 

HNI: Hypoxia Neurology Injury 
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1.0   INTRODUCTION 

Preeclampsia is one of the hypertensive disorders that affect pregnant women 

worldwide; it is characterized by the presence of proteinuria in the pregnant woman’s 

urinary analysis and increase in blood pressure above 140/90 mmHg, edema or both. 

Preeclampsia is the second largest cause of deaths of both mothers and babies in the 

United Kingdom with the death of at least 6 to 9 mothers annually and 175 babies 

(Norwitz at el, 2013). Preeclampsia  includes a condition known as preeclamptic 

toxemia (PET) or gestational proteinuric hypertension, which pregnant women 

develop after twenty weeks of gestation, due to the placenta disease. Preeclampsia is 

characterized by high blood pressure, proteinuria and edema, without proper 

management and intervention it will progress to Eclampsia; this is characterized by 

malignant hypertension and epileptiform convulsions which will require emergency 

caesarian section to the woman (Attahir et al, 2010). 

Preeclampsia is an illness that occurs more in pregnant women living in developing 

countries with the estimate of 98% and over 63,000 women nationwide also die of 

the complications. It is also known that about 10% of Preeclampsia cases occur in 

women with first time pregnancies and the severe stage of Preeclampsia will lead to 

multisystem complication, such as hepatic and renal dysfunction, cerebral 

hemorrhage, and respiratory compromise (Edmonds, 2007). Women with 

preeclamptic condition suffer  headache, blurred vision, edema in both legs and the 

feet and hands, and  blood pressure above 140/90 consistently (NCBI, 2014). 
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Aims/ objectives:   

1. To access the incidence of  Preeclampsia in pregnant women because it is the 

major cause of illness and death for both mother and baby and the incidence 

of the disease hasn’t decreased over the last 20 years as obesity seems to 

increase the risk.  

2. To determine the relationship between Preeclampsia and hypertension.  

3. To check if there are ways in which pregnant women can protect their selves 

from  Preeclampsia, by checking if diet can help in preventing Preeclampsia. 

4. To interview the pregnant women with the illness about Preeclampsia and 

how they manage the disease  

5. Lastly  to interview the doctors about the clinical aspects of the disease and 

how they monitor the disease. 

Hypothesis: High blood pressure in pregnant women usually causes Preeclampsia. 

1.1   Limitation of the study 

• Limitation to data collection in FMC due to low number of patients with 

Preeclampsia and Eclampsia cases. 

• Limitation due to strike 

• Data from antenatal ward is incomplete  because the pregnant women have 

not given birth yet. 
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1.2   Comparison of Eclampsia in Nigeria with other parts of the world 

The major cause of maternal mortality in Sub-Sahara Africa is globally known and 

the problems are still not address by the Millennium Development Goals (MDG 5), 

which have a target of reducing 75% of maternal mortality ratio from1990 to 2015 

(Ronsmans, et al, 2006). The rate of mortality rate in Sub- Sahara Africa have 

dropped globally from 500, 000 in 1986 to 358, 000 in 2008 base on the World 

Health Organization records but still  developing countries account for 99% of the 

maternal deaths(WHO, 2014). Base on the World Bank record, the rate of maternal 

mortality had dropped 45% between 1990 and 2013 in most region and countries 

except in Sub-Sahara Africa where MDG 5 target of reducing maternal deaths by 

75% 1990 to 2015 were not made (Worldbank, 2015). Nigeria’s maternal mortality 

rates is one of the worst compare to other countries like Rwanda, Somalia, Libya, 

Kenya, Ghana at the same time falls behind its contemporaries  in the 1960s like the 

oil- producing countries like Saudi Arabia, Kuwait, Iran, and Qatar (Rogo, 2013). 

The estimated ratio of maternal mortality per 100,000 live births in Nigerian women 

who died from pregnancy related causes while pregnant from 2010 to 2013 had 

dropped a little from 610 to 560 (Worldbank, 2015) 

The socio-economic impact in developing countries is huge, even more so if we 

consider that in Columbia, for example, the rate of maternal mortality is ten times 

higher than in the United States. Despite the fact that rate of Preeclampsia and the 

number of maternal deaths from hypertensive disorders  in pregnancy has fallen 

consistently over recent years in some developing countries, in places where 

maternal mortality is high the majority of these deaths are connected with 
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Preeclampsia and Eclampsia. Preeclampsia / Eclampsia remains one of the most 

common causes for maternal death during pregnancy worldwide (Sahin, 2003). 

1.3  Maternal Health 

Maternal Health is refers to the general health of women during gestation or 

pregnancy, childbirth and the postpartum period. While motherhood is often 

regarded to as the positive fulfilling experience in a woman life, which a lot of  

women experience  is associated with suffering, ill-health and even death (WHO, 

2015). The major causes of maternal morbidity and mortality are associated with 

these complications which includes high blood pressure, unsafe abortion, infection, 

haemorrhage and obstructed labour (WHO, 2014) 

1.4          Maternal Health Complications 

Complications that women encounter during pregnancy involve the baby’s health, 

the mother’s wellbeing or even both. Some women have issues with their health  that 

emerge during pregnancy, while other women have health issues before they get to 

be pregnant that could lead to maternal complication problems such as Preeclampsia, 

placental abruption (when the placenta separates from the wall of the uterus), and 

gestational diabetes (CDC, 2014). It is important for women to get medical services 

before and during pregnancy and to always check their health status in order to 

reduce risk factors of diabetes, renal impairment and high blood pressure. 

In developing countries, pregnancy-related problems such as hypertension disorders, 

gestational diabetes and obesity are known as the primary cause effect of death 

amongst women of reproductive age. According to the United Nations (2005) in 

developing countries more than 80% of women lose their lives each year during 
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pregnancy or childbirth and twenty times that number suffer serious injury or 

disability. Some development has been made in reducing maternal deaths in 

developing regions, but not in the countries where giving birth is most risky (United 

Nations 2005). Locally, Africa has only 12% of the worldwide populace; however, it 

represents a large portion of all maternal deaths and half the deaths of children less 

than five year of age. Almost 4.7 million moms, new-borns, and children die each 

year in sub-Saharan Africa: 265,000 mothers die because of complications of 

pregnancy and childbirth or labor (Bryce & Requero 2010; UNICEF 2009). 

Maternal Health complication is made up of several diseases that affect the health of 

women during pregnancy and childbirth worldwide; some of the problems are related 

to the unborn child while others to the mother. These are some of the issues women 

undergo during pregnancy, which are maternal diabetes or gestational diabetes, 

hypertension, Preeclampsia, renal impairment and cardiac disease (Sibai, 2013). 

Gestational diabetes: This is a condition that occurs during pregnancy when the 

insulin resistance level in the mother’s blood is increased and the peripheral uptake 

of glucose reduced, which makes the flow and supply of glucose to the fetus in a 

continuous process. Gestational diabetes has  few risk factors to the mother but rather 

has high risk factors to the fetus; such risks factors are exposure to high level of 

concentration of glucose, which will result in making the fetus to grow large. When 

the fetus grows bigger the mother is in the risk of having a cesarean section delivery 

or birth injury during normal delivery (El-Mowafi, 2002). 

Gestational diabetes screening test is advise  during pregnancy because insulin 

resistance has a 50% chance of developing maternal diabetes in subsequent 

pregnancy and 40-60% of developing diabetes in future (Norwitz at el, 2013). The 
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Glucose Load Test (GLT) machine is used in screening for gestational diabetes for 

pregnant women after 24 to 28 weeks of gestation, especially those with a history of 

diabetes, obesity, gestational diabetes and sustained glycosuria or fetus macrosomia 

(Agboola, 2001). 

Renal Impairment:  This is a condition that is caused by bacteria that is 

asymptomatic, which is likely to progress to pyelonephritis and cause Escherichia 

coli. Women suffering from renal disease are advised by doctors to try and conceive 

when the degree of their renal impairments is in a controlled stage. That is when the 

danger is moderate because if the couple delays it will affect the pregnancy. When 

the renal impairment is in its chronic stage, it leads to risk of infertility, 

Preeclampsia, spontaneous abortion, fetal growth restriction or death and preterm 

delivery. For women that are at the end-stage of renal impairment, it is advised to 

have transplant of renal which is their best chance of having a successful pregnancy 

(Norwitz at el, 2013). 

Gestational Hypertension: This is hypertension that affects pregnant women after 20 

weeks of gestation. Women with histories of pre-existing hypertension should be 

monitored and their blood pressure should be checked daily and anti-hypertensive 

drugs should be given to control the blood pressure (Agboola, 2001). 

Preeclampsia: This condition is normally caused by high  blood pressure and 

proteinuria in the pregnant woman’s urine. Women with low intake of calcium 

supplement in their normal diet during pregnancy have the high risk of developing 

Preeclampsia and women with histories of  Preeclampsia in the previous pregnancies 

have 10% risk of recurrence in future pregnancies (Edmonds, 2012).  Pregnant 

women with or without histories of Preeclampsia are advised to start taking aspirin in 
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the early stage of pregnancy in order to reduce the risk of developing Preeclampsia 

(Sibai, 2003). 

1.5     ANTENATAL CARE 

Antenatal care is the professional care and advice given to pregnant women who visit 

the hospital/ health center/ clinic for screening, monitoring, advice, nutrition 

supplementation and referrals if necessary. This type of healthcare helps mothers to 

know the medical condition of the health of their unborn child and their health; it 

also helps in identifying women  who require specialist support and it helps to 

providing information from several healthcare professionals regarding pregnancy to 

first time pregnant women and to inform them on childbirth and parenthood ( 

Edmonds, 2010). Every pregnant woman should know antenatal care visits are very 

important from the early stage of pregnancy, as early as from the first six months on 

a monthly basis, and when the pregnancy is in its 7
th

 and 8
th

 months, the visits should 

be on a two week basis and in the 9
th

 months it should be on a weekly basis 

(Agboola, 2001).      

1.6       AIMS AND OBJECTIVES OF ANTENATAL CARE 

Antenatal care is a very important part of pregnancy care that every pregnant woman 

is advised to take very seriously and be part of  if she wants her unborn child to be 

healthy and she too will know her health status.  

Antenatal visits: Help in early detection and prevention of pregnancy related 

complications and disorders such as Preeclampsia, Eclampsia, anaemia, diabetes and 

haemorrhage and how it can be treated in its early stages. It also helps in knowing the 



8 

mal-position and disproportion that may influence the decision in preparation for 

labour (El-Mowafi, 2002) 

Antenatal Education: This  is the most important part of antenatal care because some 

husbands in Nigeria take it as the less important part of pregnancy cycle. Some 

people don’t allow the wives to visit the hospitals due to their traditional and 

psychological beliefs. In these cases it is advised that women and the husbands or 

partners should be involved in decision making regarding their antenatal care, and 

antenatal classes should be attended by both partners, where they should discuss the 

physiological and psychological changes of pregnancy, baby development, labor and 

childbirth and the way newborn babies are taken care of (Edmonds, 2012). 

1.7          LIFE STYLE CONCERNS 

 During the early stage in pregnancy, a woman’s life style is completely changed and 

her diet too is changed for the benefit of the baby’s health care. Pregnant women that 

engage in smoking, exercising, wearing high-heeled shoes, drinking and sexual 

activities are advised to stop because it affects the health of their unborn child. Some 

of the birth defects are  a fetal alcohol spectrum disorder (FASD) and Down 

syndrome. The pregnant women are advised to eat balance diets including 

vegetables, minerals( Iron and Calcium), Vitamins (Folic acids, ascorbic acids, 

vitamin A,B1,B2,D and Nicotinic acid), and meat and fish (El-Mowafi, 2002). 

Clothing: It is advised that pregnant women should wear looser and lighter clothes 

that are not made from synthetic material because these are more comfortable. 

Nigerian women are advised to use wrappers because they are suitable for pregnancy 
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and they should tie them at their waist rather than their abdomen. High heels are 

discouraged  during pregnancy; instead, flat shoes or slippers are advised. 

Bathing: Pregnant women are advised to take their baths using showers rather than 

bath tubs or sea bathing because they might get several infections from there and 

vaginal douching is not advice. 

Medication and Travelling: Pregnant women are advised not to take un-prescribe 

medication and long and tiring journeys are not advised because they might cause 

miscarriage of pregnancy. 

Breasts: Pregnant women are advised to massage their nipples with Vaseline, or a 

mixture of alcohol and glycerin at the last six weeks of pregnancy in order to reduce 

the incidence of cracked nipples. 

The warning signs and symptom: These are very important signs and symptoms. 

When they are experienced by a pregnant woman she should immediately contact her 

doctor or rush to a hospital or clinic because they are serious signs indicating 

something is wrong with her pregnancy or is about to happen to the pregnancy. The 

signs and symptoms are the following: 

a) Vaginal bleeding 

b) Abdominal pain 

c) Oedema of lower limbs or face 

d) Blurring of vision 

e) Gush of fluid per vaginum 

f) Persistent headache and vomiting.  
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Immunizations: This is an important part of antenatal care, in which the doctors and 

nurses are advised to give immunization vaccines for several diseases, bacteria and 

infections that affect women, including pregnant women. Some of the important 

vaccines and the infections they protect the pregnant women. (See table 1.1) 

Nature of Vaccines Name of Disease   

Inactivated virus Vaccines Influenza, Rabies 

Inactivated bacterial Vaccines Cholera, Typhoid Fever, Plague, 

Meningitis and Meningococcal 

Toxoid Tetanus and Diptheria 

Live Virus Vaccines Measles, Mumps, Yellow Fever, Rubella 

and Poliomyelitis. 

Immune globulins Rabies, Tetanus, Varicella, Hepatitis A, 

Hepatitis B and Measles 

(El-Mowafi, 2002) Table 1.1 Different types of vaccines and associated disease 

 Sexual Intercourse: Normal sexual intercourse should be done during pregnancy 

except if the pregnant woman is having abdominal pain or vaginal bleeding. Doctors 

should advise the couple to have their normal sex life because in Nigeria having 

sexual intercourse during pregnancy is considered taboo. Having normal sexual 

intercourse may reduce labour pain and bring it closer because of the presence of 

prostaglandin in seminal fluid. 
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1.8     SCREENINGS DONE DURING ANTENATAL FOR MATERNAL 

COMPLICATIONS 

Several screenings are done to new mother and the baby’s father in some cases to 

avoid maternal problems. Serious infectious disease can be contracted during 

pregnancy or puerperium and conception may occur more in women already 

subjected to infection. These can cause fetal death as the result of contagious 

infection, which may be caused by viruses, bacteria and protozoa because they are 

able to cross the placental insufficiency, hyperpyrexia or maternal exhaustion and 

toxemia (Sibai, 2013).  The fetus can be born with transmitted diseases or contract it 

during close contact with the infected mother in the process of delivery or breast 

feeding process. In the early and late stage of pregnancy women are more susceptible 

to serious infections of genital tract childbirth fever, which has always been one of 

the most important causes of maternal death in Nigeria. 

Blood Group Screening: This is an important part of antenatal screening done in 

order to prevent haemolytic disease, specifically from rhesus alloimmunization 

presence in the atypical antibodies. Antibody screening is done when a pregnant 

woman made her booking and the same routine is done again when the pregnancy is 

in the 28th week of gestation regardless of the rhesus status (Edmonds, 2007)  

Hypertensive disease: These are diseases that women encounter during pregnancy 

due to high blood pressure, and it causes morbidity to the fetus. This complication is 

found in 2-3% of pregnancies and it can either be chronic or gestational hypertension 

or Preeclampsia. 
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Gestational Diabetes: This is a condition that occurs in 4% of pregnancies due to 

high levels of glucose in the blood. Gestational diabetes causes above normal blood 

sugar but not enough to cause diabetes and it occurs in the last trimester due to 

hormonal changes. Hormonal changes  lead to  the inability of the pancreas to 

produce enough insulin in the body, which makes the blood sugar level to increase, 

causing gestational diabetes. The complications of gestational hypertension will lead 

to birth defects in the body organs, such as brain and heart, and can also lead to 

miscarriage (Agboola, 2001).  It also leads to increase in the baby’s weight and 

increases risks during labour and delivery, and can lead to emergency caesarean 

deliveries. 

Anaemia: This is another test that is done during antenatal to the blood level in the 

pregnant woman’s body, because when a pregnant woman is diagnosed with anemia 

there will not be enough blood to support the baby. Anemia may occur due to low 

vitamin or iron levels in the body. Pregnant women need essential hemoglobin that is 

the protein in red blood cells that is used for carrying oxygen to other cells in the 

body and to help the baby to grow properly in the placenta (El-Mowafi, 2002).  

1.9       HYPERTENSION 

Hypertension: This refers to the medical problem in which the arteries have 

persistently increase blood pressure and is referred to as high blood pressure which is 

the force of blood against the blood vessel walls. In pregnancy the systolic pressure 

is greater than 140 mmHg over the diastolic pressure of 90mmHg and above (Brown, 

2001).  
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High blood pressure can lead to the damage of several body organs and can also lead 

to the cause of several illnesses such as kidney failure, heart failure, stroke and 

aneurysm.  

Blood Pressure readings 

High Blood pressure 140/90 mmHg to 140/100 mmHg 

Normal blood pressure 120/80 mmHg 

Pre-hypertension The BP between 120/80 and 139/89 

Systolic 120 peak pressure in arteries 

Diastolic 80 minimum pressure in the arteries 

Table 1.2 the different blood pressure readings 
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2.0   CLASSIFICATION OF HYPERTENSIVE DISORDERS 

Hypertensive disorders are complications experienced during 2-3% of pregnancies. 

Hypertensive disorders during pregnancy are classified into 3 categories which are 

the following: 

� Pre-existing (chronic)hypertension 

� Pregnancy-Induced hypertension (PIH): 

i. Transient hypertension 

ii. Pre-eclampsia 

iii. Eclampsia 

� Superimposed Pre-Eclampsia or Eclampsia 

2.1      PRE-EXISTING (CHRONIC) HYPERTENSION 

 Pre-existing hypertension in pregnancy is related to increase in the  rates of poor 

maternal and fetal results both serious and long term. These poor results are 

especially seen in women with unmanaged extreme hypertension, which will lead to 

damage in their body organs and is also common with women that do not always go 

for antenatal and prenatal visits. In addition regarding the poor results are 

considerably increased in women that develop superimposed Preeclampsia in their 

pregnancies or abruption placentae. Chronic hypertensive women should be assessed 

either during their antenatal visits or before conception, depending on their different 

level of evaluation; they are categorized as either “high risk” or “low risk” chronic 

hypertension (Sibai, 2012).  
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 High-risk women of chronic hypertension should receive strong antihypertensive 

treatment and continuous assessments of pre-pregnancy care of maternal and fetal 

complication, and doctors should suggest way-of-life changes. Moreover, these 

women with chronic hypertension are at higher risk for postpartum problems such as 

renal failure, obesity, pulmonary edema and hypertension encephalopathy. For those 

reasons they should receive the appropriate drugs in controlling the blood pressure in 

pregnancy, which include methyldopa, labetalol, Nifedipine and hydralazine 

(Norwitz at el, 2013). 

 

2.2   THE DEFINITION AND DIAGNOSIS OF HYPERTENSIVE 

DISORDERS: 

Chronic hypertension in pregnancy is defined as high blood pressure that exists and 

is known in the woman’s life before pregnancy. For pre-hypertensive pregnant 

women whose blood pressure is unknown, the diagnosis is done based on the 

presence of sustained hypertension before twenty weeks of gestation and the systolic 

blood pressure is at least 140 mm Hg and the diastolic blood pressure is at least 90 

mm Hg on at least two different occasions four hours apart (Sibai, 2010). Chronic 

hypertension is one of the difficult diagnoses in women with history, especially those 

that start their prenatal care after sixteen weeks’ pregnancy because a physiologic 

decrease in blood pressure normally starts at that period. The decrease in blood 

pressure during that time may result the findings to be normal blood pressure, which 

will finally rise again during the third trimester. Chronic hypertensive women are 

usually at a higher risk of superimposed Preeclampsia and this is related to the high 

rates of the adverse outcomes of maternal and perinatal health (Sibai, 2012). 



16 

Superimposed Preeclampsia is diagnosed in the presence of the following findings: 

i. Chronic hypertensive women who don’t   have proteinuria in their early 

gestation. This occurs if the gestational age of the pregnancy is less than 

twenty weeks and Preeclampsia can be detected only if there is a trace of 

protein with 0.3 g in the specimen within twenty-four hours. 

ii.  Women who are diagnosed with chronic hypertensive case and pre-existing 

proteinuria present before  twenty weeks of pregnancy, and the diagnosis 

confirms the tumultuous increase in the blood pressure of 180/110 mm Hg in 

a woman who has a history of hypertension which is controlled with 

antihypertensive drugs such as aldomet or hydralazine. The woman may 

experience headaches, blurred vision and epigastric pain in her body. 

� Gestational Hypertension Pregnancy: It is also in some cases referred to as 

Induced Hypertension (PIH), with the blood pressure of  at least 140/90 mm 

Hg after twenty weeks of gestation on two occasions for at least six hours 

apart and that are normotensive (Sibai, 2003). It is considered severe 

gestational hypertension with the blood pressure of at least 160/110 mm Hg 

for six hours, which can lead to Preeclampsia. This is the most common and 

frequent cause of hypertension during pregnancy with the rate ranges 

between “6% and 17% in healthy nulliparous women and between 2% and 

4% in multiparous women.3–6” (Sibai, 2003).  Furthermore, the rate of 

gestational hypertension increases in women with histories of previous 

Preeclampsia and in women with multifetal gestation. This might 

subsequently progress to Preeclampsia from gestational hypertension, and 
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this depends on the gestational hypertension, which is developed before thirty 

weeks of gestation.  

Gestational hypertension is the type of hypertensive disorder that causes less 

maternal or fetal death, and is a non proteinuric hypertension with blood 

pressure of greater than 140/90 mmHg, that arises in the last trimester with no 

evidence of Eclampsia (Norwitz at el, 2013).  

� Preeclampsia: This is also a gestational hypertension with proteinuria of 300 

mg or more within a twenty-four hour period. The test for urine proteinuria is 

done every twenty-four hours in different samples of urine collected and it 

should be done in a quantitative protein excretion. The test for the proteinuria 

is done by dipping a testing stick in at least two random urine samples that 

are collected in at least six hour intervals with concentration of 30 mg/dL 

within twenty-four hours. The dipstick is used for measurement of the 

proteinuria in the urine and the test should not have a gap of more than seven 

days. When the dipstick result is 5 g per 24-hours period it is known as the 

severe proteinuria and when proteinuria is absence in the urine, it should not 

be considered as Preeclampsia in situations when pregnancy hypertension 

related with complications like epigastric, cerebral symptoms and nausea or 

vomiting, headache and unclear vision or blindness. The rate of Preeclampsia 

cases in pregnant women varies and is mostly between this ranges 2% and 

7% in nulliparous healthy women and significantly higher in women that are 

with twin gestation (14%) and those with previous history of Preeclampsia 

(18%) (Sibai, 2003). 
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 2.3   ETIOLOGY AND PATHOPHYSIOLOGY OF PREECLAMPSIA 

The etiological cause of Preeclampsia is still unknown.  

Eclampsia: This is a complication that is life threatening in pregnant women, 

normally due to previous diagnosed case with Preeclampsia that is high blood 

pressure and presence of proteinuria in the urine with plus 1or 2 or 3. 

Eclampsia is developing after seizures or coma attack to pregnant women 

after  twenty weeks of gestation. Eclampsia is diagnosed after some of these 

signs and symptoms are observed by the pregnant woman, which are severe 

headache, seeing spots, blurred vision or abdominal pain and some situation 

seizures or coma may be signs of Preeclampsia.  

The pathogenesis of Preeclampsia and Eclampsia is that Preeclampsia is a 

disease that is mainly originated in the placentae of the pregnant woman 

when fetal tissue is not present and manifestations of the disease can only be 

resolve following delivery of the placenta. In the beginning of pregnancy 

Preeclampsia is resolved when placental trophoblast invades the maternal 

uterine spiral arteries supply routes at the time of implantation (Edmonds, 

2007).  

Toxemia is another name that is used for describing Preeclampsia and 

Eclampsia in pregnancy. The progression of Preeclampsia to Eclampsia has 

no orderly manner, except that the disease starts from mild Preeclampsia to 

severe Preeclampsia to Eclampsia. In fewer than 100 cases women diagnosed 

with Preeclampsia will later develop to Eclampsia or they will develop into 
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convulsion or coma stage because 20% of pregnancies develop hypertension 

(Agboola, 2001). 

2.4          TYPES OF  ECLAMPSIA 

There are three type of Eclampsia which is listed below: 

I. Antepartum Eclampsia: This is a type of Eclampsia that pregnant women 

suffering from hypertensive disorders experience before child delivery, which 

leads to the development of seizures or coma attacks. In this case medical 

attention is needed urgently and the blood pressure returns to normal after the 

child is removed from the mother. The symptoms are severe headache; 

blurred vision, seizure or coma attack. Oedema, proteinuria in the urine and 

kidney and liver mal-function (Magee, 2008). 

II. Intrapartum Eclampsia: This is the type of Eclampsia that is caused by high 

blood pressure during pregnancy; coma or seizure attack is also developed.  

Intrapartum, as the name is implies, occurs during child delivery and urgent 

medical attention and treatment is needed (El-Mowafi, 2002). 

  

III. Postpartum Eclampsia: This is the type of Eclampsia that is not commonly 

found in most hypertensive disorder conditions; it is caused by excess 

proteinuria found in the urine after childbirth, and is mostly developed  forty 

eight hours after childbirth (Agboola, 2001). This condition needs good 

medical care and failure to get it will lead to seizure or coma attack and other 

serious issues 

2.5   COMPLICATIONS 
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The following complications can occur in severe Preeclampsia and Eclampsia to 

mother and baby. 

The maternal complications are disseminated coagulopathy/HELLP syndrome (10-

20%), pulmonary Oedema/aspiration (2-5%), abruption placentae (1-4%), acute renal 

failure (1-5%) and liver failure or haemorrhage (<1%) (Dekker at el, 2005) while 

neonatal complication are as follows, preterm delivery (15-67%), fatal growth 

restriction (10-25%), perinatal death (1-2%) and Hypoxia-neurologic injury (<1%) 

(Sibai at el, 2005) 
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2.6   DIAGNOSIS OF PREECLAMPSIA AND ECLAMPSIA  

Preeclampsia is usually diagnosed in the presence of hypertension associated with 

proteinuria in the urinary analysis of 300 mg or more of protein over twenty four                                            

hours. Blood pressure should be closely monitored after twenty weeks of gestation, 

and should not be more than seven days apart. In some cases during the diagnosis of 

Preeclampsia, proteinuria may be absent in the urinary test; Preeclampsia is 

considered when hypertension is connected with certain conditions, such as severe 

headaches, blurred vision, seizures, pulmonary Oedema, epigastric pain with nausea 

and vomiting, cerebral symptoms and abnormal liver enzymes ( Sibai et al, 2005).  

In 10-15% of pregnancy cases, pregnant women with hypertensive disorder may be 

tested for hypertension and proteinuria and the result will be found negative due to 

the development of haemolysis elevated liver enzymes or low platelet counts in the 

body and about 38% of those pregnant women develop Eclampsia (Kupferminc et al, 

2005). 

2.7    EPIDEMIOLOGY AND RISK FACTORS 

Based on the systematic survey by the World Health Organization on the 

epidemiology of Preeclampsia and Eclampsia, these account for 16% of all maternal 

deaths in developed countries, 9% of maternal deaths in Africa and Asia, and as 

much as 26% of maternal deaths in Latin America and the Caribbean (Jeyabalan, 

2013).  

Frequency of Preeclampsia is higher in women with a history of the disease or with 

multi fetal pregnancies, chronic hypertension, gestational diabetes or previous 

Preeclampsia cases and most of the deaths are caused by Eclampsia rather than 
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Preeclampsia (Sibai 2005). Several risk factors have been identified with regards to 

the increased risk rate of Preeclampsia: women that are of high risks of Preeclampsia 

are women with first time pregnancy, women who are married in polygamous 

setting, women with previous abortion, women with new partners, women younger 

than twenty  years, women older than  forty years and obese women. Some research 

shows that men who fathered a preeclamptic pregnancy are likely to father another 

preeclamptic pregnancy in other women with almost 3% changes, whether the 

women had previous history of Preeclampsia in their pregnancies or not. These risk 

changes are high and almost the same as in women with first time pregnancies.  

The risk factors of Preeclampsia and Eclampsia are also classified into two, the 

pregnancy-specific characteristics and maternal preexisting feature. The pregnancy- 

specific characteristics are nulliparity partner-related factors (new paternity, limited 

sperm exposure) and  multi fetal gestation while the maternal preexisting features are 

older age, African-American race, higher body mass index, pre-gestational diabetes, 

chronic hypertension, renal disease and family or personal history of Preeclampsia 

(Jeyabalan, 2013). 

2.8   TREATMENT, SOLUTIONS AND MANAGEMENT 

Preeclampsia is the disease that needs proper management according to the 

gestational age and it should be monitored in the hospital in order to reduce the risk 

rate. There are strategic series used for Preeclampsia women, which is namely as 

follows: “standardized assessment and surveillance, avoidance and management of 

severe systolic and diastolic hypertension, prevention and treatment of seizures of 

Eclampsia, and avoidance of use of aggressive rehydration in women admitted with 

severe Preeclampsia” (Steegers et al, 2010). 
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The management process in controlling Preeclampsia in pregnant women varies 

depending on their gestational age. Women with gestational age of thirty four weeks 

and above are put into both randomized controlled trial and cohort-based evidence, 

which is stabilization and delivery of the fetus and is the only solution of the 

Preeclampsia at that stage, while women of twenty four weeks of gestation with 

Preeclampsia are managed by induction of labour policy, and failure to do so can be 

fatal. Severe pregnancy hypertension is also managed with antihypertensive drugs, 

which are Hydralazine 
100 

, Ketanserin, Magnesium sulphate (MgSO4), Nimodipine, 

Nifedipine etc. Nifedipine capsules (5 mg or 10 mg) should not be used in women 

with previous histories of diabetes mellitus and coronary artery disease because it 

will cause the risk of cardiac arrest. MgSO4 and Nifedipine should be used together 

in controlling severe hypertension and are also used in controlling Eclampsia 

seizures. MgSO4 for treatment of seizures is given as a 4 g intravenous loading dose 

during a 15–20 minute period, then followed by an infusion of 1 g/h (Pijnenborg, 

2010). Good diet is advised and weight gain between pregnancies is discouraged to 

avoid the risk of obesity, which is one of the major causes of Preeclampsia in 

pregnancy (Edmonds, 2007). 

2.9   NGOs AND HEALTH ORGANIZATION 

The NGOs and health organizations that help in supporting and providing financial, 

food and medications to Sub-Sahara and developing countries are the World Health 

Organization (WHO), The United Nation (UN), The United Nation Children’s Fund 

(UNICEF), Tuberculosis and Malaria, The Global fund to Fight Aids, World Bank, 

(UNDP), (USAID), and World Food Programme (WFP). The Non-Governmental 

organizations are the International Red Cross and Red Crescent Movement (ICRC), 
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Medicines Sans Frontiers (MSF) and the Catholic Relief services (CRS). All these 

organizations play a vital role in the health sectors in the developing countries by 

fighting against poverty, providing financial aids in maintaining and providing 

medications and technologies needed in the hospital, and by reducing the rate of 

maternal death in Sub-Sahara Africa (NIH, 2014). 
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3.0  METHODS 

The materials used were structured questionnaires which were prepared for the 

research project. The research was carried out in the maternity ward of FMC Yola, 

where data’s were collected from reviewing the medical files of the patients, who are 

diagnose with either Preeclampsia or Eclampsia. Thirty (30) questionnaires were 

filled and some are incomplete because they women did not give birth yet, and the 

rest were filled complete in the postnatal ward.  The thirty (30) questionnaires were 

analyse for the research project, the information  retrieved from the cases were age of 

the patient, file number, weight, height, blood pressure, known hypertension, number 

of children alive, number of children delivered, number of miscarriages, pregnancy 

month, number of still birth, marital status, index pregnancy, education status, 

occupation, tribe, husbands occupation, gestational age at admission, previous 

hypertension in pregnancy, proteinuria on admission, previous caesarean section, 

previous pregnancy complication, number of antenatal visits, blood pressure on 

admission, family history of hypertension, drug use in controlling the blood pressure, 

blood pressure after delivery, drug used before coming to FMC, is the mother 

suffering from any fever, symptoms at presentation, seizure attack before 

presentation, mode of delivery, date of delivery, delivered by, complication during 

delivery, complications after delivery, is the mother alive, sex of the child, weight of 

the child, did the mother had the same problem in previous pregnancies. Findings 

were recorded on a pre-formed format sheet which is similar to that of excel which is 

designed for the study and data were coded and transferred into IBM- compatible 

desktop and is analysed using SPSS statistical package. The frequency and the 
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descriptive statistical analysis were computed and the results are presented in simple 

statistical tables, which are pie chart, bar char and histogram.  

 The clinical and laboratory reports of proteinuria 

Proteinuria Lab report Clinical Report 

0.3 g or more in 24 hour +1 Preeclampsia 

5 g or more in 24 hour +2 Severe Preeclampsia 

Greater than 5g + seizure +3 Eclampsia 

No proteinuria  Gestational hypertension 

Table 3.0 shows the clinical and laboratory outcome of proteinuria in the urinary 

analysis report.  

 

Blood pressure Proteinuria  Lab Clinical out comes 

140/90 mm Hg 0.3 g in a 24 hour +1 Preeclampsia 

150/100 mm Hg 0.4 g +1 or +2 Preeclampsia 

160/110 mm Hg 0.5 or 0.7 g +3 Severe 

Preeclampsia 

160/110  and above  0.3 or 0.5 or 0.7g Any plus 

seizures or coma 

Eclampsia 

Table 3.1 shows the blood pressure of woman with previously normal blood pressure 

after 20 weeks of gestation. 
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3.1   STUDY AREA 

The study area where the research was carried out is Federal Medical Centre Yola 

(FMC), while pregnant women who participated in this study in live Jimeta, Yola 

and other local government in Adamawa State and nearby states and neighbouring 

countries. 

3.2   SUBJECTS  

The subjects ages ranges from 15 to 45. The pregnant women’s files were evaluated 

and data is being collected.  The files were collected from different wards in the 

gynaecology department, which is the antenatal ward, post natal ward and the labour 

ward. The questionnaires were not distributed to the patients but it was filled by the 

doctors and nurses who volunteered to help with the research project.  

3.3    SAMPLE COLLECTION   

A well-structured questionnaire’s was filled out in the antenatal and postnatal wards 

from reviewed medical files of pregnant women, who were diagnosed with severe 

hypertension and with cases of Preeclampsia and Eclampsia.  The questionnaire was 

completed successful because it was filled by the doctors and me. Most of the 

patients in the antenatal ward did not give birth yet, and their questionnaires are 

incomplete while in the postnatal ward the preeclamptic women have given birth and 

the questionnaires were filled completely and some of my patients lost their babies 

after giving birth, or the mother lost their lives. 
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3.4    Age of the subjects 

The ages of the sample were mostly between the range of 15 to 25 years and 40 

above in some cases. Most of them don’t have formal education and their husbands 

are mostly business men and traders, and they are from polygamous settings. 

3.5   Known history of Preeclampsia  

Most of the pregnant women have a history of hypertension in their previous 

pregnancies, while others are first time Preeclampsia victims. Some of the samples 

don’t have history of Preeclampsia in their previous pregnancies but now they are 

Preeclampsia due to second marriage caused by sperm antigen. 

3.6    Number of children 

Most of the samples are first time mothers, while others have 2 to 6 children and still 

births.  

3.7    Ethical consideration 

The study was done officially with the agreement of the Federal Medical Centre head 

of Gynaecology wards and the nurses of the two medical wards, that the patient 

confidentially will be removed from the paper, that is their names and addresses will 

not be included. 

3.8      Data Management 

Statistical analysis was carried out using IBM SPSS Statistic data analysis editor. 

The incidence of Preeclampsia and Eclampsia after 20 weeks of gestation at FMC 

Yola data was acquired from the hospital for the year 2015.  
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4.    RESULTS 

4.1 Background Information of the participants 

The number of participants was small, and the participants were from different ethnic 

groups. Fulani 16 (51.6%) which is the highest, followed by Hausa 4 (12.9%), Ganda 

2 (6.5%), Idoma 2 (6.5%), Kilba 1 (3.2%), Igala 1 (3.2%), Hausa/Fulani 1 (3.2%) 

and kare-kare (3.2%) respectively. Most of the participants were housewives 29 

(93.5%) and only one was a business woman 1 (3.2%) respectively. None of the 

participants reach university or college level of education; most of them have no 

Formal education with 13 (41.9%), Secondary Education 11 (35.5%) and primary 

Education (19.4%) respectively. 

Almost all the women were married with 29 out of the 30 participants with 29 

(93.5%) and single 1 (3.2%). 

Almost all the women have high blood pressure only few have normal blood 

pressure, women with the normal blood pressure of 120/80 mmHg are 3 (10%), 

160/110 are 17(56.7%), BP 140/80 mmHg are 4 (13.3%), BP 150/110mmHg are 6 

(20%) 

Most of the participants presented to the hospital were unbook and have no high 

level of proteinuria in their urinary analysis with, Proteinuria of +3 (61.3%) and 

Proteinuria of +2 (32.3%) and Negative proteinuria of (3.3%) respectively. 

A greater number of the women don’t show up for antenatal visits with (56.7%), 

those that show up once during their pregnancies were (13.3%), those that show up 

twice were (10.0%), three times (6.7%), four times (3.3%), five times (6.7%) and six 

times (3.3%) respectively. 
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The incidence is higher within the age ranges of 15 to 25 years and from the age of 

35years and above respectively. 

4.2 DATA ANALYSIS AND RESULTS 

This is results from the 30 files  reviewed from FMC Yola, and 6 out of the 30 files 

are incomplete because the women have not give birth yet. The complete analysis 

was done for all the files, and the results shows that women with high risks factors  is 

related to their age,antenal visits, high level of blood pressure and proteinuria have 

more incidence of Preeclampsia in their pregnancies. The socio-demographic 

characteristics of the patients  studied at FMC Yola is the age range from 15 to 45 

years. The highest rate of Preeclampsia and Eclampsia is at the age of 20 with the 

cummulative percent of (96%) and 15years age of (80%). The drugs used in 

managing preeclamptic patients are Nefidipine and aldomet with (90%)  and  

Nefidipine and MgS04 (96.8%). The majority of the patients are non- literates and 

are Hausa/fulani and were unbooked and only one patient die in my presents but 

more than (71%) of the Preeclampsia patients die and most are muslims, this is 

because the research is done in the Northern part of Nigeria and is dominated by the 

muslims and fulani and other ecthnic groiupss.  
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The tables and Graphs Representation of the Background of the participants 

blood pressure of patient 

 Frequenc

y 

Percent Valid 

Percent 

Cumulative 

Percent 

 

120/80 1 3.2 3.3 3.3 

150/90 1 3.2 3.3 6.7 

180/90 1 3.2 3.3 10.0 

140/110 1 3.2 3.3 13.3 

180/110 1 3.2 3.3 16.7 

170/110 1 3.2 3.3 20.0 

210/120 1 3.2 3.3 23.3 

210/130 1 3.2 3.3 26.7 

160/110 2 6.5 6.7 33.3 

170/100 1 3.2 3.3 36.7 

150/90 1 3.2 3.3 40.0 

170/110 1 3.2 3.3 43.3 

150/110 2 6.5 6.7 50.0 

160/110 1 3.2 3.3 53.3 

150/100 1 3.2 3.3 56.7 

170/120 1 3.2 3.3 60.0 

130/90 1 3.2 3.3 63.3 

160/70 1 3.2 3.3 66.7 

110/80 1 3.2 3.3 70.0 

170/110 1 3.2 3.3 73.3 

110/70 1 3.2 3.3 76.7 

130/100 1 3.2 3.3 80.0 

200/100 2 6.5 6.7 86.7 

120/90 1 3.2 3.3 90.0 

140/100 1 3.2 3.3 93.3 

160/100 1 3.2 3.3 96.7 

140/80 1 3.2 3.3 100.0 

Total 30 96.8 100.0  

Missing System 1 3.2   

Total 31 100.0   

Table 4.0 shows the different blood pressure of women presented in antenatal and 

postnatal wards after 20 weeks of Gestation 
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 Frequenc

y 

Percent Valid 

Percent 

Cumulative 

Percent 

 

15 1 3.2 3.3 3.3 

16 1 3.2 3.3 6.7 

18 3 9.7 10.0 16.7 

19 5 16.1 16.7 33.3 

20 6 19.4 20.0 53.3 

21 3 9.7 10.0 63.3 

22 2 6.5 6.7 70.0 

24 1 3.2 3.3 73.3 

27 1 3.2 3.3 76.7 

30 1 3.2 3.3 80.0 

31 1 3.2 3.3 83.3 

34 2 6.5 6.7 90.0 

35 2 6.5 6.7 96.7 

40 1 3.2 3.3 100.0 

Total 30 96.8 100.0  

Missing System 1 3.2   

Total 31 100.0   

Table 4.1 show the ages of the women that participate in the research studies 

 

 

Bar Chart showing the relationship between age and the incidence or 

Preeclampsia 
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Figure 4.2: The Bar chart shows the age group percentage of participants with higher 

incidence in antenatal and postnatal wards of FMC Yola. 
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Blood Pressure 

 

Figure 4.3: This chart is showing the blood pressure and ages of the patients admitted 

in the wards 
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proteinuria on admission 

 Frequenc

y 

Percent Valid 

Percent 

Cumulative 

Percent 

Valid 

 1 3.2 3.2 3.2 

2 10 32.3 32.3 35.5 

3 19 61.3 61.3 96.8 

Negativ

e 
1 3.2 3.2 100.0 

Total 31 100.0 100.0  

Table 4.4: shows the proteinuria level of the participants 

 

 

 

Visits 

 Frequenc

y 

Percent Valid 

Percent 

Cumulative 

Percent 

Valid 

0 17 54.8 56.7 56.7 

1 4 12.9 13.3 70.0 

2 3 9.7 10.0 80.0 

3 2 6.5 6.7 86.7 

4 1 3.2 3.3 90.0 

5 2 6.5 6.7 96.7 

6 1 3.2 3.3 100.0 

Total 30 96.8 100.0  

Missing System 1 3.2   

Total 31 100.0   

 

Table 4.5: This table shows the frequency of antenatal visits 
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Figure 4.6: This Bar chart show the rate of proteinuria on admission 

 

Figure 3.9:  The Bar chart shows the number of antenatal visitation in the pregnant 

women record 
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Tribe 

 Frequenc

y 

Percent Valid 

Percent 

Cumulative 

Percent 

Valid 

 1 3.2 3.2 3.2 

Fulani 16 51.6 51.6 54.8 

Ganda 2 6.5 6.5 61.3 

Hausa 4 12.9 12.9 74.2 

hausa/Fulan

i 
1 3.2 3.2 77.4 

Idoma 2 6.5 6.5 83.9 

Igala 1 3.2 3.2 87.1 

Igbo 1 3.2 3.2 90.3 

Kanuri 1 3.2 3.2 93.5 

kare kare 1 3.2 3.2 96.8 

Kilba 1 3.2 3.2 100.0 

Total 31 100.0 100.0  

Table 4.7: show the different types of the participant  
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Figure 4.8: The pie chart shows the ethnicity of the preeclamptic pregnant women 

with more incidences in FMC. 

 

 

marital status/ no of marriage 

 Frequenc

y 

Percent Valid 

Percent 

Cumulative 

Percent 

Valid 

 1 3.2 3.2 3.2 

Married 29 93.5 93.5 96.8 

Single 1 3.2 3.2 100.0 

Total 31 100.0 100.0  

Table 4.9: The table shows the marital status and number of marriages they had in 

their previous marriages. 
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education of wife 

 Frequenc

y 

Percent Valid 

Percent 

Cumulative 

Percent 

Valid 

 1 3.2 3.2 3.2 

None 13 41.9 41.9 45.2 

Primary 6 19.4 19.4 64.5 

Secondary 11 35.5 35.5 100.0 

Total 31 100.0 100.0  

Table 4.10: The table shows the educational status of the women admitted 

 

 

 

 

 

Figure 4.11: The pie chart shows that almost all the women are married and is their 

first married. 
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Figure 4.12: The pie chart shows that most of the women have no formal education 

and some had secondary and few had primary education. 

 

 

occupation of wife 

 Frequenc

y 

Percent Valid 

Percent 

Cumulative 

Percent 

Valid 

 1 3.2 3.2 3.2 

Business 1 3.2 3.2 6.5 

Housewif

e 
29 93.5 93.5 100.0 

Total 31 100.0 100.0  

Table 4.13: Shows the occupations of the women  
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no of children alive 

 Frequenc

y 

Percent Valid 

Percent 

Cumulative 

Percent 

Valid 

0 15 48.4 50.0 50.0 

1 5 16.1 16.7 66.7 

2 4 12.9 13.3 80.0 

3 2 6.5 6.7 86.7 

4 2 6.5 6.7 93.3 

5 1 3.2 3.3 96.7 

6 1 3.2 3.3 100.0 

Total 30 96.8 100.0  

Missing System 1 3.2   

Total 31 100.0   

Table 4.14: shows the number of children they have alive 

 

 

Figure 4.15: This pie chart shows that almost all the preeclamptic partients are full 

time housewives with 93.6% and only one is a business woman. 
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Figure 3.18: This pie chart shows that 50% of the preelamptic patients have no 

children 
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5.0   DISCUSION AND CONCLUSION 

5.1 DISCUSSION 

 The research study proved that hypertension is one of the most contributing factor of 

Preeclampsia because all there thirty files reviewed have high level of blood pressure 

with proteinuria in their urine samples. The second risk factor is age, which 

contributes in increasing the chances of getting Preeclampsia and Eclampsia. Other 

risk factors are multiple gestations; second marriage and antenatal visit contribute a 

lot because if pregnant women go for their normal antenatal visits early diagnosis of 

Preeclampsia will be control. The drugs used for controlling hypertension, 

Preeclampsia and Eclampsia are MgSO4, Nefidipine, aldomet and hydralazine. 

MgSO4 and Nefidipine are the protocol drugs given to patients who are diagnosed 

with high blood pressure and Preeclampsia on admission (Edmonds, 2007).  

Federal Medical Centre and the Ministry of Primary health in Adamawa State should 

start an educational program on the risks factors contributing to hypertensive 

disorders such as chronic hypertension, pregnancy induce hypertension, 

Preeclampsia and Eclampsia being the major cause of maternal death in northern part 

of Nigeria which accounts for up to 40 percent of maternal deaths, the incidence of 

Pre–Eclampsia ranges from 10 to 50 per 1,000 deliveries in developing countries. 

The maternal mortality rate of Nigeria is 630 bases on the CIA annual number of 

female deaths per 100,000 live births from any cause related to or aggravated by 

pregnancy or its management which exclude accidental or incidental causes (CIA, 

2010). This data shows that Nigeria is still far behind in solving the cases of maternal 

health in its country. 
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These present study was carried out at FMC Yola, which shows the significant 

correlation through education and the socio economic income as a risk factors in 

developing Preeclampsia and in Eclampsia. These is because majority of the women 

in this research study have no formal education, only few had secondary and primary 

education and they have no knowledge of the complication, like wise others lack 

source of income because they are mainly housewives without any work to do and 

they totally depend on husband for their medical bills have higher risks of 

Preeclampsia.  

This finding also show that most of the women are unbook with no prior hospital and 

antennal visits, have low level of education, and poor access of antenatal care. FMC 

should provide educational session on the importance of antenatal visits for pregnant 

women and their husbands because some husbands don’t allow their wives to go to 

hospitals because of some traditional and psychological believes that hospitals are 

places where people go without coming back and doctors violet people privacy. 

Another risk factor of developing hypertension and Preeclampsia is family with 

previous history hypertension or Preeclampsia; women from such family have higher 

chances of becoming one. Most of the women diagnosed have one or two relatives 

with the same problem. Family history of hypertensive disorders reflects genetic and 

behavioral factors to be consider whether women may be predisposed to an increased 

risk of Preeclampsia and Eclampsia. 

Lastly Age is another risk factor that contributes a lot in hypertensive disorder cases 

such as in Preeclampsia and elampsia especially in the northern part of Nigeria. This 

is because most girls are forced to get married at an early age; some get married 

before they start their first period. Most of the incidence of Preeclampsia witnessed 
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at FMC Yola were of the age variation of 15 to 20 and are with the highest rate of the 

incidence.  

Finally the research was carried at the wrong time of the year, because most of the 

pregnant women did not give birth, some of questionnaires are incomplete due to the 

time frame of the study. Another problem is the issue of strike which leads to small 

number of questionnaire filled.  

5.2 CONCLUSION 

The rate of severe pregnancy-related hypertensive disorders in FMC Yola maternity 

ward is very high and consistent with the findings of other studies in Northern part of 

Nigeria. The proportion of Eclampsia was observed to be higher than the proportion 

of Preeclampsia; this is due to the delay of presentation of patient till after 

convulsion with many episodes at homes which might lead to some of the cause of 

maternal death on admission. Hypertension and lack of antenatal visits are the major 

cause of maternal complication which can leads to fetal and maternal death. 

Preventive measures should focus on this delay, which is usually beyond the reach of 

the hospital and educative sessions on the importance of antenatal visits should be 

implemented and fliers should be distributed inside the hospital enlightening people 

on the preventable solution and the risks factors contributing to Preeclampsia.  
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