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Introduction

In contrast, intracranial hemorrhage (ICH) is relatively 

uncommon in pregnancy, with an estimated incidence 

of  0.01 to 0.05%.4 In pregnancy, vascular 

malformations are the most common cause of  

hemorrhagic stroke.5 Neurologic symptoms of  ICH in 

pregnancy can resemble those seen in 

preeclampsia/eclampsia which include: confusion, 

headache, nausea and vomiting and seizures. There have 

been no definitive risk factors described in the 

literature. Diagnosis requires an imaging modality such 

as a computed tomography scan or magnetic resonance 

imaging. Initial management calls for stabilizing the 

parturient, seizure management (first line therapy = 

benzodiazepine), and fetal delivery if  evidence of  fetal 

intolerance. Definitive treatment requires neurosurgical 

intervention.

Eclampsia is described as new onset seizures or 

unexplained coma during pregnancy or postpartum in a 

parturient with signs and symptoms of  preeclampsia 

and without a preexisting neurologic disorder. The 

incidence of  eclampsia has been reported as up to 

0.08% of  pregnant women1. It usually exists as a step 

on the pregnancy-induced hypertension spectrum. Risk 

factors of  eclampsia include young maternal age, 

nulliparity, multiple gestation, preexisting hypertension, 

renal or cardiac disease, and previous severe 

preeclampsia or eclampsia2. Diagnosis is clinical, with 

up to 80% of  patients having neurologic symptoms 

such as headache and visual disturbances preceding 

seizures3. Management includes stabilizing the 

parturient and seizure management. Definitive 

treatment for eclampsia is delivery of  the fetus and 

placenta. 
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Methods
32F G3P1 26w2d with no prenatal care presents from 

OSH with severe ranging BPs and witnessed seizures. 

She received 55mg diazepam en route and currently on 

Magnesium Sulfate drip.

PMHx: unknown

PSHx :unknown

Preoperative assessment: Obtunded, GCS 1-1-1 with 

nasal trumpet in right naris and bloody nose/mouth. 

Intra-operative course: STAT primary cesarean section 

for nonreassuring FHT. RSI, GETA VL, HELLP with 

EBL 1300cc requiring 1g TXA, 2u cryoprecipitate, 1u 

plateletlets. 

Surgical Duration: 2 hours

Post-operative Course:

Transferred to SICU intubated but without sedation. 

VSS on arrival and GCS 1-1t-1. Prolonged “sedation” 

and seizure-like activity on POD 0 prompts spot EEG 

which shows intermittent focal slowing in right 

hemisphere, Neurology consult who recommend 

Keppra loading dose, and CTH which shows large left 

frontal acute parenchymal hemorrhage with midline 

shift. NSGY is consulted who recommend serial CTH. 

Their reasoning: 

“with all the confusing data, close 

watching of  the left frontal brain 

hemorrhage was reasonable as frontal 

hematomas above the temporal fossa 

are generally well tolerated.”
Overnight worsening neuro exam and progression of  

bleed seen on CTH. NSGY discusses ICP monitoring 

bolt placement with family. Patient acutely 

decompensates, herniation is suspected. Femoral CVC 

placed, started mannitol and 3% NS. CTH confirms 

herniation. Neuro exam shows fixed and dilated pupils, 

no reflexes. NSGY has GOC discussion with family. 

Treatment stopped per family request. Patient dies 

shortly after palliative extubation.

Figure 1. Pregnancy-Induced Hypertension Spectrum

BUMPTrial

Ineffective communication  

resulted in a missed 

diagnosis of  ICH in a 

parturient, leading to a 

possibly preventable 

mortality

Until proven otherwise, the occurrence of  seizures 

during pregnancy should be considered eclampsia9. 

However, given the difficulty in treating the seizures, 

compounded by HELLP syndrome, further 

investigation into an underlying etiology was warranted. 

Perhaps if  cerebral imaging had occurred earlier in our 

patient’s presentation, the ICH would have been 

detected and acted upon prior to devastating neurologic 

injury. Ultimately, ineffective communication lead to a 

possibly avoidable devastating consequence.

Conclusion

• Presents as elevated blood 
pressure after 20 weeks’ 
gestation without proteinuria 
(in the absence of  chronic 
hypertension or systemic 
manifestations of  preeclampsia) 
that resolves by 12 weeks 
postpartum 

GESTATIONAL 
HYPERTENSION

• Is defined as the new onset of  
hypertension and proteinuria 
after 20 weeks’ gestation

PREECLAMPSIA
• When central nervous system 

(CNS)  involvement results in 
the new onset of  seizures in a 
woman with preeclampsia 

ECLAMPSIA

• Refers to the development of  
hemolysis, elevated liver 
enzymes, and low platelet 
count in a woman with 
preeclampsia 

HELLP 
SYNDROME 

Table 1. Seizure Management in Eclampsia

Start with an intravenous bolus of  4 to 6 g magnesium sulfate, followed by 

an infusion at 1 to 2 g/h.

In case of  persistent or recurrent seizures, give an additional bolus of  2 to 

4 g, infused over 5 to 10 minutes.

For recurrent or uncontrolled seizures, consider small doses of  midazolam 

or diazepam to raise the seizure threshold.6

Magnesium sulfate is preferred to diazepam for the prevention of  further 

seizures in eclampsia.7,8


