Case Report

MASSIVE VULVAR EDEMA IN A WOMAN WITH SEVERE PREECLAMPSIA.
A case report and review of literature.
KEMFANG NGOWA J.D.1; KASIA J.M.1; DAMTHEOU S.2; ASHUNTANTANG G.3; TOUKAM
M.4; MAWAMBA Y.N.2; VLASTOS A.T.5
(Manucript N°D204. Received 11/06/2010. Accepted in revised form 22/06/2010) Clin Mother Child Health 2010; Vol 7, N° 1 : 1225 - 1228

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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ŒDEME VULVAIRE MASSIF CHEZ UNE FEMME PRESENTANT UNE
PREECLAMPSIE SEVERE: Un cas clinique et revue de la literature.
RESUME
Nous rapportons un cas d’œdème vulvaire massif chez une primigeste de 20 ans présentant une pré éclampsie sévère à 32
semaines de grossesse. Toutes les autres causes d’œdème vulvaire ont été éliminées. L’œdème vulvaire est apparu avec
l’aggravation des chiffres tensionnels. L’accouchement s’est fait par césarienne à cause de l’aggravation de la pré éclampsie
et la souffrance fœtale. Dans la période du post partum, l’œdème vulvaire s’est résorbé progressivement. Au quatorzième jour
après la césarienne l’œdème était complètement résorbé et la pression artérielle était rentrée dans les limites de la norme. Ce cas
clinique vient alerter le clinicien sur le mauvais pronostic que pourrait représenter l’œdème vulvaire compliquant la pré
éclampsie.
MOTS CLES: Œdème - Vulvaire - Pré-eclampsie.
I- INTRODUCTION

V

ulvar edema complicating preeclampsia is
unusual [1-3]. Preeclampsia is a multisystemic
disorder of pregnancy. It complicates 3% to
5% of pregnancies [4]. It is a major cause of maternal
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morbidity and mortality worldwide. The cardinal clinical
features of the condition are hypertension and
proteinuria occurring after 20 weeks gestation in
women who were not previously known to be
hypertensive [4]. Other signs and symptoms include
edema and headache. In severe cases, the condition is
associated with seizures (eclampsia), liver and kidney
dysfunction, clotting abnormalities, adult respiratory
distress syndrome and fetal growth restriction [4, 5].
We report a case of massive vulvar edema in a 20
years old primigravida with severe preeclampsia at 32
gestational weeks.
II- CASE REPORT

The authors report the case of 20-year-old
primigravida, admitted in the obstetric and gynecology
unit of Yaoundé General Hospital for severe
preeclampsia at 32 gestational weeks. Her prenatal
care was done regularly in a private clinic and the routine
prenatal tests (hemoglobin level, syphilis, rubella,
toxoplasmosis, bacteriuria, glucosuria and proteinuria)
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were normal. She was of blood group A rhesus positive,
hemoglobin electrophoresis AA, and her HIV serology
was negative.
On admission, physical examination revealed, a good
general state, blood pressure of 170/112mmhg, weight
of 74.5 kg, height of 167cm and body temperature at
37°C. On obstetric examination, the fetus was in cephalic
presentation, the fundal height was 31 cm and the fetal
heart rate was normal. Pelvic examination including
inspection of the vulva was normal. Examination of the
legs revealed bilateral moderate pitting pedal edema up
to the ankle.
Urine analysis showed positive proteinuria at 2+. The
24 hours urine collection showed significant proteinuria
at 3.4g /24 hours. Other laboratory tests were within
the normal range thus: serum fasting glucose; hepatic
tests; hemoglobin level: 12.2g/dl; haematocrit: 30.8%;
uricemia: 45g/l; creatinemia: 0.5g/l; uremia: 12mg/l;
serum albumin: 3.1g/dl. Ultrasonography showed a
normally evolving fetus with an estimated fetal weight of
2026g at 33 gestational weeks. The biophysical profile
was normal.
The diagnosis of severe preeclampsia was made.
Conservative treatment was initiated. This included bed
rest, antihypertensive treatment with methyldopa and
atenolol, and magnesium sulphate was administered for
24hours to prevent convulsions. Steroids were also
administrated to accelerated fetal lung maturity, and a
12 hourly non stress test was instituted.

Figure 1- Vulvar edema on 34 gestational weeks.
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Figure 2- Edema completely resolved on
14 days after cesarean section.
On day 4 hospitalisation, we noted the rapid appearance
of a massive vulvar edema (Figure 1) and the blood
pressure values remained elevated. In addition, there
was a progressive increase of the pedal edema beyond
the ankles, associated with bilateral palmar edema. The
doses of the blood pressure drugs were increased.
On day 10 hospitalisation, at 34 weeks gestation, fetal
evaluation revealed an abnormal biophysical profile. The
blood pressure was raised at 180/114mmhg, and there
was persistence of the massive vulvar edema. The patient
had an unfavourable cervix and was stressed. After
counseling the patient and her parents, a cesarean section
was opted for. It resulted in the delivery of a male baby
of weight 2100g, APGAR score of 7 at the first minute
and 9 at the fifth minute. During cesarean section, marked
ascites (800ml) was noted.
During post partum period, we advised the vulvar
immersion in an antiseptic solution (Gynecological
Betadine®). In the next seven days the blood pressure
and vulvar edema gradually regressed. When the patient
was seen on the fourteenth day of post partum, the vulvar
oedema had completely resolved (Figure 2) and normal
blood pressure was noted.
III- DISCUSSION
Clinical presentations of patients with preeclampsia vary
greatly. This is partly related to the severity of affected
vascular beds and organ systems involved [4].
To our knowledge, there are very few reports of vulvar
edema associated with preeclampsia (Table I) [1,2,3,6].
A suggested mechanism for the development of vulvar
edema in pregnancy is that rennin angiotensin activation
causes fluid retention, which results in edema, especially
in the legs and feet. The vulva can be affected by the
pressure-volume disturbances since it has a thin
epithelium and loose connective tissue [1-4]. We
postulate that vulvar edema and ascites in preeclamptic
patients develop from the common mechanism of
hypoalbuminemia and/or increased capillary
permeability, observed in preeclampsia[5]. In our case,
we assumed that, the presence of ascites and vulvar
edema correlated with the above mechanism.
We hypothesize that the clinical course of vulvar edema
in preeclampsia patients might correlate with the
development of ascites, and should therefore be
considered a poor prognostic sign. In such cases,
preeclampsia worsens with the appearance of vulvar
edema.
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