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CASE REPORT

Puerperal eclampsia in the immediate postoperative period of cesarean section:
a critical obstetric emergency
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ABSTRACT

Eclampsia is a serious and potentially life-threatening complication of hypertensive disorders of pregnancy,
characterized by the onset of new-onset seizures (tonic-clonic, focal, or multifocal) in the absence of other
identifiable neurological causes. Most cases of eclampsia manifest postpartum, with the first 48 hours being
the highest risk period. Recent literature has documented the emergence of atypical forms of eclampsia, in
which seizures can occur in the absence of hypertension or proteinuria. The unpredictable nature of these
cases makes timely diagnosis and management difficult. A 29-year-old female patient at approximately
40,6 weeks presented to the emergency department with prodromes of labor. An obstetric ultrasound was
performed, and given the diagnosis of risk of loss of fetal well-being, an emergency segmental cesarean
section was performed. Approximately four hours after the cesarean section, the patient presented two
generalized tonic-clonic seizures. Anticonvulsant treatment was administered, a diagnosis of puerperal
eclampsia was established, and her transfer to the Intensive Care Unit (ICU) was coordinated. The therapeutic
plan in the ICU included an infusion of phenytoin as an anticonvulsant, antihypertensive management with
alpha-methyldopa, hemodynamic support, correction of fluid and electrolyte imbalance, and empirical
antibiotic therapy due to suspected urinary tract infection. Her subsequent evolution was favorable,
remaining afebrile, hemodynamically stable, and without recurrence of seizures. The unusual presentation
of puerperal eclampsia in the immediate postoperative period, in the initial absence of the classic diagnostic
criteria of hypertension and proteinuria, is significant and of academic value. This case underscores the
importance of maintaining a high level of clinical suspicion for eclampsia in the immediate postpartum
period, even without prior criteria for preeclampsia. Early recognition and the timely use of magnesium
sulfate are essential to reduce maternal morbidity and mortality.

Keywords: Puerperal Eclampsia; Postpartum Seizures; Atypical Presentation; Hypertensive Disorders of
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RESUMEN

La eclampsia es una complicacion grave y potencialmente mortal de los trastornos hipertensivos del embarazo,
caracterizada por la aparicion de convulsiones de nuevo inicio (tonico-clonicas, focales o multifocales) en
ausencia de otras causas neurologicas identificables. La mayor parte de los casos de eclampsia se manifiestan
en el postparto, siendo el primer periodo de 48 horas el de mas alto riesgo. la literatura reciente ha
documentado la emergencia de formas atipicas de eclampsia, en las que las convulsiones pueden ocurrir en
ausencia de hipertension o proteinuria. La naturaleza impredecible de estos casos dificulta el diagnostico y
el manejo oportunos. Paciente femenina de 29 anos de aproximadamente 40,6 semanas que acude
al servicio de urgencias por presentar prodromos de trabajo de parto, se realizd una ecografia obstétrica y
ante el diagnostico de Riesgo de Pérdida de Bienestar Fetal, se decidio realizar una cesarea segmentaria de
emergencia. Aproximadamente cuatro horas después de la cesarea, la paciente presenté dos convulsiones
tonico-clonicas generalizadas. Se administré tratamiento anticonvulsivo, se establecié el diagndstico de
Eclampsia Puerperal y se coordind su traslado a la Unidad de Terapia Intensiva (UTI). El plan terapéutico en
la UTI incluyé la infusion de fenitoina como anticonvulsivante, manejo antihipertensivo con alfametildopa,
soporte hemodinamico, correccion del desequilibrio hidroelectrolitico y antibioticoterapia empirica ante
la sospecha de una infeccion del tracto urinario. Su evolucion posterior fue favorable, manteniéndose
afebril, hemodinamicamente estable y sin recurrencia de las convulsiones. la presentacion inusual de
eclampsia puerperal en el posoperatorio inmediato en ausencia inicial de los criterios diagnosticos clasicos
de hipertension y proteinuria, es de significativo y de valor académico. Este caso subraya la importancia de
mantener un alto indice de sospecha clinica de eclampsia en el posparto inmediato, incluso sin criterios previos
de preeclampsia. El reconocimiento temprano y el uso oportuno de sulfato de magnesio son fundamentales
para reducir la morbimortalidad materna.

Palabras clave: Eclampsia Puerperal; Convulsiones Posparto; Presentacion Atipica; Trastornos Hipertensivos
del Embarazo.

INTRODUCTION

Eclampsia is a serious and potentially fatal complication of hypertensive disorders of pregnancy,
characterized by the onset of new-onset seizures (tonic-clonic, focal, or multifocal) in the absence of other
identifiable neurological causes. It affects approximately 2-8 % of pregnancies worldwide?* and occurs in 2-3
% of patients with preeclampsia.® As one of the leading causes of maternal and perinatal mortality, its timely
diagnosis and immediate management, including seizure control with magnesium sulfate and appropriate
termination of pregnancy, are crucial to mitigate maternal and fetal complications. Most cases of eclampsia
occur in the postpartum period, with the first 48 hours being the highest risk period. 'Classically, preeclampsia
and, by extension, eclampsia have been defined by the concomitant presence of significant hypertension and
proteinuria. In fact, most women who develop these conditions exhibit these signs between 20 weeks of
gestation and 48 hours postpartum. However, recent literature has documented the emergence of atypical
forms of eclampsia, in which seizures can occur in the absence of hypertension or proteinuria.” These atypical
presentations account for approximately 8 % of eclampsia cases, and studies have found that up to 38 % of
eclampsia convulsions occur before these signs are documented.®® The unpredictable nature of these cases
makes timely diagnosis and management difficult.® This case report of a primigravida patient who developed
generalized tonic-clonic seizures four hours after a cesarean section, with no history of hypertension or
proteinuria at baseline, although mild hypertension and slight proteinuria were subsequently identified.

The objective is to highlight the unusual presentation of puerperal eclampsia in the immediate postoperative
period in the initial absence of the classic diagnostic criteria of hypertension and proteinuria, which is of
significant academic and clinical value. This case underscores the need to maintain a high index of clinical
suspicion and consider the diagnosis of eclampsia even in the absence of typical features, given that early
recognition is critical for the prevention of maternal and neonatal morbidity and mortality.®

CLINICAL CASE

A 29-year-old female patient, primigravida, from and residing in La Paz, Bolivia, with a relevant personal
medical history of moderate anemia in childhood, treated intermittently with ferrous sulfate. In December
2024, she was diagnosed with fungal colpitis, for which she was prescribed treatment with vaginal clotrimazole,
which she did not complete. She reports no allergies, tobacco, alcohol, or drug use. Her gynecological and
obstetric history includes menarche at age 15 with regular menstrual cycles (28/4 days), onset of sexual
activity at age 17, nulliparous (G0), nulliparous (P0O), null abortions (AQ0), and no cesarean sections (C0). Her
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last menstrual period (LMP) was on April 29, 2024. The estimated gestational age at admission was 40,6 weeks.
The patient denied using contraception and had no history of sexually transmitted infections. Her last cervical
smear was in 2013, with normal results. She had 10 adequate prenatal checkups.

The patient presented to the emergency department with prodromal labor, with a clinical picture of
progressively intense contractile abdominal pain radiating to the lumbar region, accompanied by the expulsion
of a mucous plug. On physical examination upon admission, the following vital signs were recorded: blood
pressure 100/70 mmHg, heart rate 102 beats per minute (bpm), respiratory rate 20 breaths per minute (rpm),
temperature 37 °C, and oxygen saturation 93 %.

An obstetric ultrasound was performed, which reported a pregnancy of 37,2 weeks according to fetal
biometry, with a single live fetus in cephalic presentation, estimated fetal weight of 3 556 g, and pathological
findings of severe oligohydramnios (amniotic fluid index: 2 cm) and an altered fetal Doppler profile. Given the
diagnosis of risk of fetal distress, an emergency segmental cesarean section was decided. During the surgical
procedure, a live female newborn was delivered, weighing 3 030 g and measuring 50 cm, with no immediate
neonatal complications. The estimated intraoperative blood loss was 350 ml. Approximately four hours after
the cesarean section, while in the recovery room, the patient had two generalized tonic-clonic seizures
without sphincter relaxation. Intravenous midazolam was administered as immediate treatment. Based on
the clinical picture, a diagnosis of puerperal eclampsia was established, and her transfer to the intensive care
unit (ICU) was coordinated. Upon admission to the ICU, the patient was in a stable neurological state (Glasgow
Coma Scale 15/15), with no signs of neurological focalization. Blood pressure readings of 135/90 mmHg were
documented, with a subsequent peak of 145/90 mmHg. Initial laboratory studies showed mildly impaired renal
function (creatinine: 1,1 mg/dL), mild hyponatremia (133 mmol/L), mild anemia (hemoglobin: 9,7 g/dL), and
proteinuria on urine examination. No criteria for HELLP syndrome were found.

The therapeutic plan in the ICU included the infusion of phenytoin as an anticonvulsant, antihypertensive
management with alphamethyldopa, hemodynamic support, correction of electrolyte imbalance, and empirical
antibiotic therapy for suspected urinary tract infection. In addition, two units of packed red blood cells and
three units of fresh frozen plasma were transfused due to anemia and an initial alteration in coagulation
parameters. After 48 hours of management and stabilization in the ICU, the patient was transferred to the
postpartum ward. Her subsequent evolution was favorable, remaining afebrile, hemodynamically stable, and
without recurrence of seizures. Oral antihypertensive treatment was continued, and progressive improvement
in laboratory results was observed. Neurologically, she remained alert, oriented, and without deficits. Finally,
she was discharged with instructions for outpatient follow-up by the Gynecology and Obstetrics service.

DISCUSSION

Eclampsia is classically defined as the onset of seizures in a woman with preeclampsia, without other
attributable causes. Traditionally, preeclampsia is associated with hypertension and significant proteinuria.
Overall, the modeled incidence of preeclampsia and eclampsia is approximately 4,6 % and 1,4 % of all deliveries,
respectively, with wide regional variation. Eclampsia can occur before, during, or after delivery.About one-third
of women with eclampsia have their first seizure after the birth of their baby.*” The highest risk of eclampsia
occurs in the first week postpartum, with early postpartum eclampsia occurring within the first 48 hours after
delivery, as in the case presented. The peculiarity of our case lies in the absence of classic signs of preeclampsia
(hypertension or overt proteinuria) before the onset of seizures. The literature has documented that eclampsia
can occur without warning.™ In fact, a significant percentage of women, between 20 % and 38 %, do not show
the classic signs of preeclampsia before the convulsive episode. @ In addition, it has been observed that 21 % of
female patients with eclampsia had normal blood pressure (<140/90 mmHg).? This challenges the notion of a
linear progression from preeclampsia to eclampsia.-? Our case, where the patient was normotensive and norm
us in the prenatal period and only showed a slight elevation in blood pressure and proteinuria after the seizures,
is a clear example of this atypical presentation.!®) Regarding pathophysiology, it has been debated whether
the neurological symptoms of eclampsia are due to vasospasm or cerebral hyperperfusion causing cerebral
edema formation. Current evidence suggests that eclampsia is a form of posterior reversible encephalopathy
syndrome (PRES), characterized by reversible abnormalities on neuroimaging that are suggestive of cerebral
edema.” Endothelial cell dysfunction is central to the pathogenesis of preeclampsia, leading to vasospasm,
plasma transudation, and ischemia, and in atypical cases, organ involvement may begin with the brain.® PRES
lesions mainly affect the posterior brain, occipital and parietal cortices, although other areas may also be
involved. Interendothelial cell leakage, associated with preeclampsia, develops at much lower blood pressure
levels than would normally cause vasogenic edema, and is accompanied by a loss of autoregulation of the upper
limit of cerebral blood flow.""'? The clinical implications are significant. It is crucial to maintain a high index of
clinical suspicion for eclampsia, even in patients who do not present with classic signs of preeclampsia during
pregnancy or before delivery. The need for neurological surveillance in the postpartum period, especially in
patients without a history of hypertension, is essential for early detection.®™ In a post-cesarean context, it
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is imperative to consider eclampsia in the differential diagnosis when seizures occur, as timely diagnosis and
treatment, such as the administration of magnesium sulfate, are critical to prevent serious maternal and fetal
complications.™ It is important to highlight the flowchart-based approach used in our hospital. (figure 1)

ALGORITMO DE MANEJO DE ECLAMPSIA PUERPERAL EN EL
POSOPERATORIO DE CESAREA

| PACIENTE EN POSOPERATORIO DE CESAREA I

I 4 HORAS POST CIRUGIA — 2 CRISIS TONICO-CLONICAS I

I SOSPECHA CLINICA: ECLAMPSIA PUERPERAL I

MEDIDAS INICIALES
— Reanimacién basica en sala
— Posicionar en decibito lateral
— Fluidos intravenosos
— Diuresis (en UTI si es necesario)

CORRECCION DE ALTERACIONES METABOLICAS
— Electrolitos: corregir sodio, potasio segun protocolo
— Anemia: transfusién si es necesario

MONITORIZACION EN INFECCION
— Vigilancia neurolégica
— Monitoreo de parametros de
laboratorio e infeccién
— Diuresis para prevenir
complicaciones como edema
cerebral, fallo multiorganice

ALTA CUANDO ESTABLE
— No recurrencia de convulsiones
— Estabilidad hemodinamica
— Correccién metabdlica
— Ausencia de déficits neurolégicos

Figure 1. Algorithm for the management of puerperal eclampsia in the postoperative period following cesarean section

CONCLUSIONS

The clinical case describes the onset of generalized tonic-clonic seizures, with no history of hypertension
or proteinuria. This presentation challenges the classic profile of eclampsia and aligns with curry evidence
indicating that up to 38 % of cases may present without prior diagnosis of hypertension or proteinuria and
even with normal blood pressure readings. This case highlights the importance of maintaining a high index of
clinical suspicion for eclampsia in the immediate postpartum period, even in the absence of previous criteria
for preeclampsia. Assessment of clinical symptoms and blood pressure monitoring remain the most effective
methods for diagnosing eclampsia, allowing for early intervention. Close neurological monitoring and the
inclusion of eclampsia in the differential diagnosis of any neurological symptoms are also highlighted. Post-
seizure treatment includes monitoring and management of potential complications. Early recognition and
timely use of magnesium sulfate are essential to reduce maternal morbidity and mortality.
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