MASSIVE VULVAR EDEMA IN A WOMAN WITH SEVERE PREECLAMPSIA.
A case report and review of literature.
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ABSTRACT

We report a case of massive vulvar edema in a 20 years old primigravida woman with severe preeclampsia at 32 weeks
gestation. Other causes of vulvar edema were excluded. The vulvar edema appeared as the blood pressure increased, and
cesarean section was performed for increasing preeclampsia and fetal distress. In the post partum period, the vulvar edema
resolved progressively. By the fourteenth day post cesarean section, the vulvar edema had completely regressed and the
blood pressure was within the normal range. The aim of this report is to alert clinicians that vulvar edema complicating
preeclampsia could be a poor prognostic sign.
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EDEME VULVAIRE MASSIF CHEZ UNE FEMME PRESENTANT UNE
PREECLAMPSIE SEVERE: Un cas clinique et revue de la literature.

RESUME

Nous rapportons un cas d’ cedéme vulvaire massif chez une primigeste de 20 ans présentant une pré éclampsie sévere a 32
semaines de grossesse. Toutes les autres causes d’ cadéme vulvaire ont été éliminées. L’ cedéme vulvaire est apparu avec
I’ aggravation des chiffrestensionnels. L’ accouchement s est fait par césarienne a cause del’ aggravation de la pré éclampsie
et lasouffrancefodale. Danslapériode du post partum, I’ cedéme vulvaire s’ est résorbé progressivement. Au quatorzieme jour
apreslacésarienne |’ oademe était compl etement résorbé et lapression artérielle était rentrée dansleslimitesdelanorme. Cecas
clinique vient alerter le clinicien sur le mauvais pronostic que pourrait représenter |’ cedéme vulvaire compliquant la pré
éclampsie.

| MOTS CLES: GEdéme- Vulvaire- Pré-eclampsie.
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I-INTRODUCTION morbidity and mortaity worldwide. Thecardind dinicd

features of the condition are hypertension and

ulvar edema complicating preeclampsiais  proteinuria occurring after 20 weeks gestation in

unusual [1-3]. Preeclampsiaisamultisystemic  yomen who were not previously known to be

disorder of pregnancy. It complicates3%to  hypertensive[4]. Other signsand symptomsinclude

5% of pregnancies|[4]. Itisamajor causeof maternal edemaand headache. In severe cases, theconditionis

associated with seizures (eclampsia), liver and kidney
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werenormal. Shewasof blood group A rhesuspostive,

hemoglobin electrophoresisAA, and her HIV serology
washegative.

Onadmission, physical examination reveaed, agood
general state, blood pressure of 170/112mmhg, weight
of 74.5kg, height of 167cm and body temperature at
37°C. On obgtetric examination, thefetuswasin cephdic
presentation, thefundal height was 31 cm and thefetal

heart ratewas normal. Pelvic examination including
ingpection of thevulvawasnorma. Examination of the
legsreveded bilateral moderate pitting pedal edemaup
totheankle.

Urineanaysisshowed positive proteinuriaat 2+. The
24 hoursurinecollection showed Sgnificant proteinuria
at 3.49/24 hours. Other laboratory testswerewithin
thenormal rangethus. serum fasting glucose; hepatic
tests; hemoglobinleve: 12.2g/dl; haematocrit: 30.8%;

uricemia 45¢/1; creatinemia: 0.5¢/l; uremia: 12mg/l;

serum albumin: 3.1g/dl. Ultrasonography showed a
normally evolving fetuswith an estimated fetal weight of
20269 at 33 gestationa weeks. Thebiophysical profile
wasnormd.

The diagnosis of severe preeclampsia was made.
Consarvativetreatment wasinitiated. Thisincluded bed
rest, antihypertensive trestment with methyldopaand
atenolol, and magnes um sulphatewas administered for
24hoursto prevent convulsions. Steroidswere also
administrated to accelerated fetal lung maturity, anda
12 hourly non stresstest wasingtituted.

Figure 2- Edema completely resolved on
14 daysafter cesarean section.

Onday 4 hospitdisation, wenoted therapid appearance
of amassivevulvar edema(Figure 1) and the blood
pressure valuesremained el evated. In addition, there
wasaprogressiveincrease of the pedal edemabeyond
theankles, associated with bilatera palmar edema. The
dosesof the blood pressure drugswereincreased.
Onday 10 hospitalisation, at 34 weeksgestation, fetal
evauation reved ed an abnorma biophysicd profile. The
blood pressurewasraised at 180/114mmhg, and there
wasperdstenceof themassvevulvar edema. Thepatient
had an unfavourable cervix and was stressed. After
counsdling the patient and her parents, acesarean section
wasoptedfor. It resulted intheddivery of amale baby
of weight 2100g, APGAR scoreof 7 at thefirst minute
and 9at thefifth minute. During cesarean section, marked
ascites(800ml) was noted.

During post partum period, we advised the vulvar
Immersion in an antiseptic solution (Gynecological
Betadine®). Inthenext seven daystheblood pressure
and vulvar edemagradualy regressed. When the patient
wasseen onthefourteenth day of post partum, thevulvar
oedemahad completely resolved (Figure 2) and normal
blood pressure was noted.

[lI- DISCUSSION

Clinicd presentationsof patientswith preeclampsavary
greatly. Thisispartly related to the severity of affected
vascular bedsand organ systemsinvolved [4].

Toour knowledge, thereare very few reportsof vulvar
edemaassociated with preeclampsia(Tablel) [1,2,3,6].
A suggested mechanism for the development of vulvar
edemain pregnancy isthat renninangiotensnactivation
causesfluid retention, which resultsin edema, especidly
inthelegsand feet. The vulvacan be affected by the
pressure-volume disturbances since it has a thin
epithelium and loose connective tissue [1-4]. We
postul atethat vulvar edemaand ascitesin preeclamptic
patients develop from the common mechanism of
hypoal buminemia and/or increased capillary
permesability, observedin preeclampsig[5]. Inour case,
we assumed that, the presence of ascites and vulvar
edemacorrel ated with the above mechanism.
Wehypothesi zethat theclinical courseof vulvar edema
In preeclampsia patients might correlate with the
development of ascites, and should therefore be
considered a poor prognostic sign. In such cases,
preeclampsiaworsenswith the appearance of vulvar
edema.
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Massive vulvar edema in a woman with severe preeclampsia.

Table I- Cases of vulvar edema in preeclampsia 2005; 44(3):44.

3. Daponte A, Skentou H,
References Year Age Gestational  Related Treatment D‘moPO_UIOS DK, Ke_llhtsanSA’
(years) age (weeks) pathology modality Messinis EI. Massive vulvar
Morris et al® 990 24 20 Preeclampsia, Resolved after edema in a woman with
hydrocephalus  termination of preeclampsia: a case report. J
pregnancy . §9. _

Bracero et al' 1991 - - Preeclampsia Mechanical Reprod Med 2007; 52:1067

drainage 69.

4. Sibai BM, Taslimi M, Abdella
Daponte et al® 2007 17 33 Preeclampsia  Resolved after TN, Brooks TF, Spinnato JA,
) Cesarean section Anderson GD. Maternal and
Turkyylmaz et al® 2008 19 34 Preeclampsia  Resolved after perinatal outcome of

termination of

pregnancy conservative management of

Others causes of vulvar edema include infections,
neoplastic mass, congenital anomalies, trauma,
inflammatory diseases (crohn disease, vulvovaginitis,
contact dermatis), venous thrombosis, nephritic
syndrome, congestive heart failure, tocolytic therapy [7-
11] . All of these were excluded in this case.
Treatment of vulvar edema is necessary, since it may be
alarming to the patient, painful, uncomfortable and may
cause occlusion of the vaginal outlet. Treatment should
be dictated by the specific cause of edema[ 7, 11].
Symptomatic treatment includes bed rest, trendelenburg
positioning, and application of ice bags, hypertonic saline
bags and local antibiotics [8, 12]. Heparin therapy may
be considered since one of the reasons may be venous
thrombosis [7]. Some authors suggest mechanical
drainage as an alternative, in case of non response to
non invasive methods [7, 13]. If delivery becomes
urgent, cesarean section may be necessary. In our case,
delivery was by cesarean section and the vulvar edema
resolved gradually in the post partum.

This report aims at alerting clinicians that vulvar edema
complicating preeclampsia could be a poor prognostic
* signnecessitating comprehensive review of the patient’s
management g
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