
osterior reversible encephalopathy syndrome (PRES) is a well-recog-
nized, clinical neuro radiological entity characterized by transitory
neurological disturbances including altered mental status, seizures,

headache and blurred vision, with acute or subacute onset.1 It is more of-
ten associated with acute hypertension or immunosuppression.2 Neurora-
diological findings are mainly represented by bilateral involvement of the
white and gray matter in posterior regions of the cerebral hemispheres.3 It
is usually considered to be a reversible condition if promptly recognized
and correctly treated.4 Otherwise, a delayed or incorrect diagnosis may le-
ad to irreversible damage.5

Here, we present a case of PRES, which developed in 32 weeks of preg-
nancy who admitted to our intensive care unit (ICU) as supposed to eclamp-
tic crisis.
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Posterior Reversible Encephalopathy
Syndrome (PRES) in the Differential
Diagnosis of Eclampsia: Case Report

AABBSS  TTRRAACCTT  Pos te ri or re ver sib le en cep ha lo pathy syndro me (PRES) is a well-re cog ni zed, cli ni cal
ne u ro ra di o lo gi cal en tity cha rac te ri zed by tran si tory ne u ro lo gi cal dis tur ban ces inc lu ding al te red
men tal sta tus, se i zu res, he a dac he and blur red vi si on, with acu te or su ba cu te on set. It is mo re of ten
as so ci a ted with acu te hyper ten si on or im mu no sup pres si on. It is usu ally con si de red to be a re ver -
sib le con di ti on if promptly re cog ni zed and cor rectly tre a ted. Ot her wi se; a de la yed or in cor rect di-
ag no sis may le ad to ir re ver sib le da ma ge. He re, we pre sent a ca se of PRES, which de ve lo ped in 32
we eks of preg nancy who ad mit ted to our in ten si ve ca re unit as sup po sed to ec lamp tic cri sis.

KKeeyy  WWoorrddss::  Ec lamp si a; pos te ri or le u ko en cep ha lo pathy syndro me 

ÖÖZZEETT  Pos te ri or ge ri dö nü şüm lü en se fa lo pa ti sen dro mu (PRES) iyi ta nım lan mış, men tal du rum da
bo zul ma, nö bet, baş ağ rı sı ve bu la nık gör me gi bi ge çi ci nö ro lo jik bo zuk luk lar la ka rak te ri ze akut
ve ya su ba kut baş lan gıç lı kli nik nö ro rad yo lo jik bir an ti te dir. Sık lık la akut hi per tan si yon ve ya im mü -
no süp res yon ile bir lik te dir. Ge nel lik le iyi ta nım la nır ve doğ ru te da vi edi lir se ge ri dö nü şüm lü bir du -
rum dur. Ak si tak dir de ge cik miş ve ya yan lış ta nı ge ri dö nü şüm süz ha ta la ra yo l a ça bi lir. Bu  çalışmada,
32. ge be lik haf ta sın da ge li şen ve yo ğun ba kı ma ek lamp tik kriz dü şü nü le rek ka bul edi len bir olgu
sunulmuştur.

AAnnaahh  ttaarr  KKee  llii  mmee  lleerr:: Ek lamp si; pos te ri or lö ko en se fa lo pa ti sen dro mu  
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CA SE RE PORT
A 17-ye ar-old wo man, at the 32nd we eks of her first
ges ta ti on, was ad mit ted to emer gency for con vul -
si ve sta tus epi lep ti cus (SE), con fu si on and cor ti cal
blind ness. Her blo od pres su re was 140/90 mmHg
and he art fre qu ency was 88/mi nu te. Ini ti al tre at -
ment with mag ne si um sulp ha te was star ted with 4
g in 20 mi nu tes. Des pi te tre at ment with in tra ve -
no us mag ne si um sul fa te (2 g/ho ur), the pa ti ent ex-
pe ri en ced ad di ti o nal se i zu res du ring trans por ta ti on
to the in ten si ve ca re uni te. Her air way was se cu -
red vi a ra pid se qu en ce in duc ti on with pen tot hal
and isof lu ra ne, then the trac he a was in tu ba ted for
emer gent ce sa re an de li very. A 1945 -g fe ma le ne -
o na te was de li ve red with one and 5-mi nu te Ap gar
sco res of 6 and 8, res pec ti vely.

Pe ri o pe ra ti ve la bo ra tory stu di es inc lu ded: no
pro te in in the uri ne; as par ta te ami not rans fe ra se
(AST) 15 U/L; cre a ti ni ne, 0.5 mg/dL; pla te let co unt,
208.000 K/mm3; and ne ga ti ve to xi co logy scre en.
Des pi te the mot her’s pre sen ting cli ni cal pic tu re,
she was he mody na mi cally stab le thro ug ho ut sur-
gery and re qu i red no in tra o pe ra ti ve an tihy per ten -
si ve me di ca ti ons.

To fully elu ci da te a de fi ni ti ve di ag no sis (to ru -
le out in trac ra ni al he morr ha ge or tu mor as an eti-
o lo gic so ur ce), mag ne tic re so nan ce ima ging (MRI)
of the bra in we re ob ta i ned im me di a tely af ter sur-

gery. Axi al FLA IR we igh ted MRI sho wed hyper in-
ten se le si on in the sub cor ti cal re gi on of right pa ri -
e to-oc ci pi tal re gi on (Fi gu re 1A-1B).  

The pa ti ent did well at post sur gery pe ri od but
she re por ted left ho monyms he mi a nop si a. An ti-
ede ma to us tre at ment with man ni tol, an ti-arit mic
tre at ment with ami o da ro ne, an ti e pi lep tic tre at -
ment with dip heny lhi dan to in was ini ti a ted and
then con ti nu ed. In the pos to pe ra ti ve pe ri od; the
pa ti ent had no pro te i nu ri a in the uri ne and she was
al so ne ga ti ve for to xi co logy scre en. The pa ti ent was
then disc har ged with no ne u ro lo gi cal de fi cit and
re ma i ned asym pto ma tic on the out pa ti ent ser vi ce
one month la ter.

DIS CUS SI ON
The pat hoph ysi o logy of PRES is ma inly at tri bu ted
to fa i lu re of ce reb ral au to re gu la ti on and en dot he -
li al dysfunc ti on.6 The le a ding pat hoph ysi o lo gic
hypot he sis for PRES in vol ves a bre ak down of bra -
in vas cu lar au to re gu la ti on du e to an in cre a se in
blo od pres su re abo ve the pa ti ent’s ba se li ne le vel.
It is be li e ved that the pos te ri or bra in is at gre a ter
risk for au to re gu la ti on bre ak down be ca u se it is less
ex ten si vely in ner va ted, ren de ring it less ab le to ad-
just to blo od pres su re fluc tu a ti ons.7 The fa i lu re of
au to re gu la ti on re sults in va so ge nic ede ma.8 The
pre sen ce of en dot he li al dysfunc ti on dec re a ses the
thres hold blo od pres su re at which va so ge nic ede -
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FIGURE 1A-1B: Axial FLAIR weighted MRI show right parieto-occipital hyperintense lesion.



ma oc curs. For this re a son, va so ge nic ede ma may
oc cur with mildly ele va ted or nor mal blo od pres-
su re.6,7

PRES is se en in the ab sen ce of hyper ten si on in
20-40% of pa ti ents, and mo re re cently it has be en
re la ted to a wi de va ri ety of con di ti ons, par ti cu larly
preg nancy.9-11 Mul tip le eti o lo gi es for PRES ha ve
be en des cri bed.1,12 Com mon ca u ses inc lu de hyper -
ten si ve en cep ha lo pathy, re nal fa i lu re, and tre at -
ment with im mu no sup pres sant or cyto to xic
me di ca ti ons.1,12 It has al so be en re por ted in in ter -
mit tent porph yri a, cryog lo bu li ne mi a, and in par-
tu ri ent.1,3

PRES is di ag no sed by ce reb ral ima ging tech-
ni qu es.12,13 The hall mark fe a tu re is bi la te ral sym-
met ri cal va so ge nic ede ma in the ter ri to ri es of the
pos te ri or ce reb ral cir cu la ti on (oc ci pi tal and pos te -
ri or pa ri e tal lo bes).12,13 The pre fe ren ti al dis tri bu ti -
on of the se chan ges is in the sub cor ti cal whi te
mat ter. The ce reb ral cor tex is mo re tightly pac ked
and or ga ni zed than is the whi te mat ter, the reby
ten ding to re sist ac cu mu la ti on of lar ge amo unts of
ede ma. Prog res si ve ede ma the re fo re tends to mig -
ra te to sub cor ti cal whi te mat ter.1,12,13 In pa ti ents
with ex ten si ve in vol ve ment, ot her struc tu res such

as bra in stem, ce re bel lum, ba sal gang li a, and fron -
tal (as ob ser ved in our ca se) lo bes al so can be af fec -
ted.1,12 Such chan ges are best cha rac te ri zed by
flu id-at te nu a ted in ver si on re co very (FLA IR) and
dif fu si on ima ging se qu en ces.12 FLA IR ima ging was
jud ged su pe ri or to pro ton den sity and T2-we igh -
ted spin-ec ho for de tec ti on of sup ra ten to ri al bra in
le si ons.12 Du e to the wi des pre ad uti li za ti on of MRI,
this syndro me is be co ming mo re fre qu ently di ag -
no sed. Ne vert he less, PRES re ma ins a re la ti vely un-
fa mi li ar con di ti on to cli ni ci ans.1,4

As a conc lu si on; Obs tet ri ci ans and ot her he -
alt hca re pro fes si o nals in vol ved in the ca re of preg-
nant wo men ne ed to be awa re of this ra re but
in cre a singly re por ted syndro me of PRES. It is re-
ver sib le when ade qu a te tre at ment is promptly ins -
ti tu ted, but de la yed di ag no sis and tre at ment can
re sult in per ma nent ne u ro lo gi cal se qu el.5 If
promptly re cog ni zed and tre a ted (inc lu ding de li -
very in the preg nant pa ti ent), re so lu ti on of ne u ro -
lo gic signs oc curs wit hin two we eks, and MRI
chan ges re sol ve wit hin 8 days to 17 months af ter
di ag no sis.1,4,12,14This syndro me al ways sho uld be
kept in mind in the dif fe ren ti al di ag no sis of ec -
lamp si a in preg nant pa ti ents.
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