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Abstract

Case Reort

Eclampsia is a fatal complication of pregnancy that is rare in developed countries, whereas its incidence is more marked
in developing countries and constitutes a public health problem. Although a number of risk factors have been identified,
the best prevention to date is pregnancy monitoring and screening of patients with gestational hypertension. The
pathophysiology of an eclampsia seizure is not well understood to date and remains the subject of hypothesis; however,
disruption of the blood-brain barrier in the cerebral parenchyma remains the most widespread theory, hence the interest
in close monitoring throughout pregnancy and the postpartum period when complications may also arise. We discuss a

clinical case of this type.
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INTRODUCTION

Eclampsia is defined as the occurrence of one
or more seizures unrelated to a neurological cause during
pregnancy or postpartum [1, 2]. Although 10% of
pregnancies are complicated by hypertensive disorders,
eclampsia continues to occur in 0.8% of women with
hypertensive disorders [3]. In recent years, the rate of
eclampsia has fallen in developed countries thanks to
good pregnancy monitoring and multidisciplinary
involvement. This was the case in our patient, who
neglected to measure her blood pressure (BP) in the face
of excruciating headaches, since her BP was normal
throughout her pregnancy and even during the three days
postpartum until tonic-clonic seizures set in, prompting
a visit to the emergency department. Most post-partum
eclampsia occurs in the first 48 hours after delivery [4-
6].

CASE REPORT

The patient was 35 years old, had no previous
pathological history and had given birth to 3 healthy
children during 3 pregnancies. During the last
pregnancy, the follow-up was unremarkable and the
delivery was by a programmed caesarean section with
the birth of a female newborn in good health. On the 7th

post-partum day of this last pregnancy, the sudden onset
of atrocious thunderclap headaches in the afternoon,
which were resistant to analgesic treatment. At around 5
a.m. on the 2nd day, a generalised tonic-clonic epileptic
seizure occurred during sleep. The patient was taken by
her family to emergency at our hospital, and on
admission she had a second epileptic seizure similar to
the previous one, lasting 1 minute. The 2nd seizure
occurred 30 minutes after the first seizure, in an apyretic
state with no visual disturbances or vomiting. Clinical
examination revealed an obnubilated, confused patient
with a post-critical Glasgow Coma Scale of 13/15. There
was no fever, no skin lesions and no signs of respiratory
distress. Blood pressure was 180/100 mmHg, heart rate
100 beats per minute (bpm). Post-critical neurological
examination revealed no motor or sensory deficits, with
pupils that were equal and reactive. The patient was
initially treated with diazepam (5 mg I\VVL), paracetamol
(1g/8h 1V infusion) and nicardipine (IV autopulsed
syringe), followed by nimodipine (30 mg/4h) after
control of hypertension. Clinically, the patient became
conscious with good temporospatial orientation but still
had mild headaches. A cerebral computed tomography
(CT) scan was performed and showed spontaneous
hyperdensity in the cortical sulci on the right side.
Cerebral magnetic resonance imaging (MRI) with angio
sequences and Gado injection (Figure 1) confirmed
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right-sided subarachnoid haemorrhage in the territory of
the distal branches of the right middle cerebral artery,

A

with no presence of cerebral thrombophlebitis,
arteriovenous malformations or aneurysms.

Figure 1: Brain MRI showing signal abnormalities in the right peri-temporal subarachnoid space with hyper-
intensity on FLAIR sequence (A) and hypo-intensity on T2*-weighted gradient-echo (B). The TOF sequence (C)
shows evidence of haemorrhage without aneurysmal lesions

General paraclinical tests were carried out and
returned without abnormalities, including: complete
blood count, prothrombotic tests, liver and kidney tests,
haemoglobin electrophoresis, tests for systemic
vasculitis and autoimmune diseases, syphilis serology,
HIV, viral hepatitis B and C. The electrocardiogram
(ECG), Doppler ultrasound of the cervical arteries and
echocardiography were unremarkable. A conventional
arteriogram was performed one month after the incident
and showed no arterial abnormality in the brain. The
patient was initially controlled on nimodipine, which was
subsequently replaced by amlodipine 5 mg/day. For anti-
epileptic drugs, she was put on sodium valproate 500 mg
twice daily for 6 months. The course of treatment was
favourable, with no recurrence of seizures and
stabilisation of haemodynamic status.

DiscussION

Eclampsia is a major cause of pregnancy-
related maternal mortality, in addition to the
complications of abortion, dystociaand haemorrhage [7].
Eclampsia is a major public health issue worldwide, and
many prevention programmes are aimed at improving
the prognosis of pregnancies in both industrialised and
developing countries [8, 9], hence the discussion of our
clinical case, which represents a particular case of
eclampsia on the 7th day post partum. The patient
presented with excruciating headaches with a sudden
onset beginning in the middle of the day, and in the
evening the patient presented with a tonic-clonic seizure
during her sleep, leading to consultation of the
emergency department. Throughout the pregnancy,
blood pressure was around 100/70 mmHg, even during
the 3 days of postoperative hospitalisation for the
planned caesarean section. On admission to A&E, she
suffered a second tonic-clonic seizure, with an admission

blood pressure of 180/110 mmHg. This is why it is
important to inform women of the need to avoid
trivialising headaches, visual disturbances or residual
abdominal pain, and of the importance of consulting a
doctor if any of these symptoms appear [10]. This
clinical presentation accounts for 44% and 28% of cases
of eclampsia in the UK and US respectively [1, 11, 12].
The majority of post-partum eclampsia occurs within the
first 48 hours after delivery, and there have been reports
of eclampsia up to 23 days post-partum [4, 13, 6]. At
present, the most likely pathophysiological hypothesis
for eclampsia is that of a posterior reversible
encephalopathy (PRES) [14]. The hypertensive crisis is
thought to be at the origin of this PRES syndrome due to
vasogenic cerebral oedema caused by dysfunction of the
cerebral autoregulatory mechanisms with disruption of
the blood-brain barrier. This hypothesis helps to explain
why some eclampsia occurs when systolic and mean BP
are relatively low [15]. In the work by Brewer et al., 98%
of the eclampsia patients studied had PRES identified by
MRI, cerebral CT or MRI angiography, with cerebral
oedema located mainly in the subcortical white matter of
the occipital territories, where perivascular sympathetic
innervation is less important and therefore more
vulnerable. The result is increased perfusion with
endothelial rupture and pericapillary suffusion in these
areas [16]. Ischaemic or haemorrhagic lesions may also
appear secondarily, worsening the prognosis. The latter
was the case in our patient complicated by a meningeal
haemorrhage detected on cerebral CT and MRI.

CONCLUSION

Eclampsia is a dreadful complication of
pregnancy, directly affecting the maternal-foetal
prognosis. Screening for gestational hypertension is the
best way to prevent eclampsia and its complications.
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This screening must be maintained in the postpartum
period, with education for patients and nursing staff.

REFERENCES

1.

Réanimation des formes graves de prééclampsie.
(2001). Conférence d’experts SFAR 2000. J
Gynecol Obstet Biol Reprod (Paris), 30, 121-132.
James, P. R., & Nelson-Piercy, C. (2004).
Management of hypertension before, during, and
after pregnancy. Heart, 90(12), 1499-1504.
Magpie Trial Collaborative Group. (2002). Do
women with pre-eclampsia, and their babies,
benefit from magnesium sulphate? The Magpie
Trial: a randomised placebo-controlled trial. The
Lancet, 359(9321), 1877-1890.

Sibai, B. M. (2005). Diagnosis, prevention, and
management  of  eclampsia. Obstetrics &
Gynecology, 105(2), 402-410.

Duckitt, K. (2005). Postpartum eclampsia of late
onset: a complicated case. BMJ: British Medical
Journal, 331(7526), 1204.

Matthys, L. A., Coppage, K. H., Lambers, D. S.,
Barton, J. R., & Sibai, B. M. (2004). Delayed
postpartum preeclampsia: an experience of 151
cases. American journal of obstetrics and
gynecology, 190(5), 1464-1466.

Selvidge, R., & Dart, R. (2004). Emergency in the
second and third trimesters: hypertensive
disorders and antepartum hemorrhage. Emerg
Med Pract, 6(12).

Magpie Trial Collaborative Group. (2002). Do
women with pre-eclampsia, and their babies,

10.

11.

12.

13.

14,

15.

16.

benefit from magnesium sulphate? The Magpie
Trial: a randomised placebo-controlled trial. The
Lancet, 359(9321), 1877-1890.

Thompson, S., Neal, S., & Clark, V. (2004).
Clinical risk management in obstetrics: eclampsia
drills. Qual Saf Health Care, 13, 127-129.
Fourrier, F., & Girardie, P. (2006). Prise en
charge de la pré  éclampsie  aux
urgences. Actualité en réanimation et urgence.
Eds SRLF. Paris, Elsevier, 474-4809.

Mattar, F., & Sibai, B. M. (2000). EclampsiaVIII.
Risk factors for maternal morbidity. American
journal of obstetrics and gynecology, 182(2),
307-312.

Douglas, K. A., & Redman, C. W. G. (1994).
Eclampsia in the united
kingdom. Bmj, 309(6966), 1395-1400.

Duckitt, K. (2005). Postpartum eclampsia of late
onset: a complicated case. BMJ: British Medical
Journal, 331(7526), 1204.

Garg, R. K., Kumar, N., & Malhotra, H. S. (2018).
Posterior reversible encephalopathy syndrome in
eclampsia. Neurology India, 66(5), 1316-1323.
Cipolla, M. J. (2007). Cerebrovascular function in
pregnancy and eclampsia. Hypertension, 50(1),
14-24,

Brewer, J., Owens, M. Y., Wallace, K., Reeves,
A. A., Morris, R., Khan, M., ... & Martin Jr, J. N.
(2013). Posterior reversible encephalopathy
syndrome in 46 of 47 patients with
eclampsia. American journal of obstetrics and
gynecology, 208(6), 468-e1.

| © 2025 Scholars Journal of Medical Case Reports | Published by SAS Publishers, India




