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ABSTRACT

eclampsia, Reversible

Reversible visual disturbances in patients with eclampsia may be due to either retinal detachment or retinal arteriolar
vasospasm or thrombosis of the central retinal arteries or PRES (posterior reversible encephalopathy syndrome).
Although retinal arteriolar vasospasm is the most common mechanism of visual disturbance, cortical blindness may
occur in 1% to 15% of patients with eclampsia. Reporting herewith a case of reversible cortical blindness in the
setting of severe preeclampsia complicated with eclampsia.

Keywords: Cortical blindness, Eclampsia, Hypertension, Posterior reversible encephalopathy syndrome, Pre-

INTRODUCTION

Pre-eclampsia is a syndrome complex peculiar to
pregnancy and parturition and is associated with
hypertension and proteinuria. It complicates 1-5% of all
pregnancies and is one of the leading causes of maternal
morbidity and mortality.! Its etiology is unknown but
abnormal trophoblastic invasion of spiral arteries,
endothelial cell activation and exaggerated inflammatory
response are mainly involved in the pathogenesis of pre-
eclampsia. Increased vascular permeability is seen due to
endothelial cell activation and presents as edema and
hypoproteinemia. In the brain due to acute and severe
hypertension there is cerebrovascular overregulation
leading to vasospasm, ischemia, cytotoxic edema and
eventually tissue infarction with resultant convulsions.?
Preeclampsia/eclampsia can have various ocular
manifestations. Blurred vision is the most common visual
symptom. Sudden and complete blindness is a rare
presentation of preeclampsia and is manifested in 1-3%

of patients with severe preeclampsia/eclampsia.® It is
defined as blindness occurring in association with normal
fundoscopy and pupillary function.* It may occasionally
be the first clinical symptom preceding seizures by 4-7
hours as was seen in our patient. PRES (posterior
reversible encephalopathy syndrome) is a rare
neurological syndrome first described in 1996. Its clinical
manifestation varies and is nonspecific.

Clinical presentation of patients with PRES syndrome
varies from headaches, consciousness disorders, seizures,
vomiting, mental status changes and visual
abnormalities.> Pre-eclampsia or eclampsia is the most
common cause of PRES.® Most PRES cases associated
with  pre-eclampsia/eclampsia are postpartum and
intrapartum,  rather  than  antepartum.”  Visual
abnormalities in PRES commonly include blurred vision
hemianopia.®> Reversible cortical blindness is a very rare
symptom in these patients.
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CASE REPORT

A 19 years old primigravida with 33 weeks of gestation
was admitted at a tertiary care center with severe
headache followed by convulsion at home with
antepartum hemorrhage. This was associated with
complete loss of vision in both eyes just prior to
convulsions. History from relatives revealed that she was
diagnosed as case of severe pe-eclampsia since 1 month
and was taking antihypertensive tablets since then.
Patient was advised admission for thorough evaluation
for pre-eclampsia but refused. Patient was referred to a
tertiary care center from a peripheral hospital where she
was given a loading dose of injection MgSOs. On
admission she was conscious and well oriented, her Pulse
was 100/min and her blood pressure were 130/100
mmHg. She had no pallor but had pedal edema. No
abnormality was detected in her respiratory and
cardiovascular systems. On per abdominal examination
uterus corresponding to 32 weeks with a single fetus,
longitudinal lie with cephalic presentation with FHS of
136/min. She had slight uterine tenderness so suspicion
of abruptio placenta was made. In view of sudden loss of
vision, an urgent ophthalmology reference was taken and
fundoscopy was done which showed no evidence of
retinal detachment, normal pupillary reflexes and no
papilledema indicating cortical blindness. MRI brain was
advised to rule out PRES syndrome or intracranial bleed
but patients’ relatives refused. A clinical impression of
PRES was made and she was immediately started on Inj.
Mannitol and MgSQy infusion at the rate of 1g/hour. On
investigations PIH profile was within normal limits and
coagulation profile too was normal. USG was done which
revealed SLIUG of 31 weeks and EFW of 1.5 kgs and a
retroplacental clot of approximately 4x5 cms. In view of
the above findings and clinical suspicion of abruptio
placenta, an Emergency LSCS was done. Intraoperative
findings: a couvelaire uterus was seen and a female child
of 1.2 kg was born and shifted to NICU and a
retroplacental clot of 300 gms was removed.
Postoperatively MgSos infusion and antihypertensives
were continued. Her vision started to return from post-
operative day 2 onwards. Initially she had only blurring
of vision but her vision slowly improved and she had full
recovery by sixth postoperative day and was discharged
on 8th postoperative day after complete return of her
vision and an ophthalmology fitness for discharge.

DISCUSSION

The exact mechanism of cortical blindness in
preeclampsia/eclampsia is unclear. It may result from
cerebral vasospasm and ischemic injury or it may arise
from vasogenic edema due to increased capillary
permeability in the occipital region of the cerebral cortex.
Recently, single-photon emission tomography studies
supported the finding that elevated capillary permeability
and vasogenic edema are involved in cases of cortical
blindness. Cortical lesions are usually bilateral and is
often in the posterior cortical areas.>*® The
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pathophysiological mechanism of PRES caused by pre-
eclampsia is still not clear. One hypothesis is that high
blood pressure causes cerebrovascular autoregulation
failure, resulting in hyper perfusion. Another is that
hypoperfusion is caused by vasospasm or
vasoconstriction. Vasogenic edema in brain tissue occurs
in both hypotheses.® Consequently, there is endothelial
damage, at least in part, at the blood-brain barrier.? If
vasogenic edema occurs in the visual cortex of the
patient, it can cause cortical blindness. As PRES
improved and resolved after delivery of the baby and
placenta, as in our case, it is suggested that the culprit
may be in the placenta.®'! The endothelial damage noted
in the placenta may be paralleled in the endothelial
damage at the blood-brain barrier with a possible
common aetiology.*®®® It is imperative that clinicians,
including obstetricians, ophthalmologists and
neurologists are familiar with variable features and
factors of PRES and its association with blindness. A
fundoscopy examination is essential to diagnose a patient
with pre-eclampsia who complains of ophthalmic
symptoms. If cerebral edema is suspected, an MRI must
also be performed. In PRES, the MRI image shows
symmetrical or bilateral vasogenic edema in the parietal
and occipital lobe. Vasogenic edema is also commonly
found in the frontal lobe, temporal lobe and cerebellar
hemisphere.® In the brain edema area, an MRI image
shows hypointense or isointense signals in T1IWI and
hyperintense signals in T2WI and FLAIR sequence.'*!®
The key to treat pre-eclampsia and PRES include control
of blood pressure, prevention of seizures, and induction
of labour.'® Antihypertensive treatment should be given
when the patient's systolic pressure is consistently higher
than 160 mmHg or diastolic blood pressure is 105-110
mmHg or above. Common antihypertensive drugs
include labetalol, hydralazine and short-acting oral
nifedipine. The preferred medicine to prevent seizures is
magnesium sulphate to relieve vascular spasm.
Fortunately, blindness due to occipital lesions is
reversible and the lost vision is usually regained within 4
hours to 8 days.3*17:18

CONCLUSION

Because 90 percent of women presenting with severe
preeclampsia/ eclampsia have a headache and close to
one half of them have some type of visual disturbance,
physicians providing obstetric care should be alert for
these symptoms as an unusual presentation of this disease
and must be vigilant. Fundoscopy and MRI brain are
mandatory and timely intervention is the key to success.
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