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INTRODUCTION 

Spontaneous intracerebral haemorrhage occurs in one to five per 10,000 pregnancies.
(1)

 

Pregnancy is an important risk factor for stroke in young patients; the incidence of stroke is 

13 times more than that found in non-pregnant women of similar age.
(2) 

The relationship 

between pregnancy and stroke remains controversial; a recent large, population-based 

study found the postpartum state rather than pregnancy itself to be associated with an 

increased risk of cerebral infarction and haemorrhage.
(3)

 The two distinct categories of 

spontaneous intracranial bleeding are intracerebral and subarachnoid haemorrhage. We 

hereby present an unusual case of intracerebral haemorrhage(ICH) in a normotensive 

woman in the third trimester.
                        

 

CASE PRESENTATION 

A 29-year-old primigravida was admitted in the department of Obstetrics and Gynaecology, 

I.P.G.M.E & R. as a referred case from a district hospital. She had complaints of sudden 

onset of weakness of right side of body with deviation of angle of mouth towards left since 

the previous day along with gradually developing altered sensorium. According to her family 

she had no complaints of recent fever, chills or visual difficulties. She was normotensive, 

nondiabetic at 32 weeks period of gestations with no previous antenatal visits. 

On admission, thorough examination revealed normal pulse and blood pressure, isocortic 

pupils normally reacting to light. Her Glasgow Coma Scale was (GCS) 6 (E2 M2 V2) with right 

sided hemiplegia and facial palsy. Obstetric examination showed uterus 32 weeks sized, 

relaxed with normal fetal heart sound. She was not in labour. Her investigations read 

hemoglobin 10.6 gm%, blood group, Total and differential counts were within normal limits 

with normal readings of platelet counts, coagulation profiles and renal function tests. 
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Ultrasound pelvis showed- single life fetus 32 wks 4days of period of gestations with 

estimated fetal weight 2025 gms. 

Computed Tomography of brain revealed a large intracranial hemorrhage with edema in left 

basal ganglia and paraventricular region extending into both supra and infratentorial 

ventricle and adjoining sylvian fissure (left MCA territory). Midline shift was of 8mm to right 

with effaced cortical sulci. MR-angiogram of brain could not detect the obvious cause of 

such haemorrhage.  

The patient was shifted to ITU and conservative management for intracerebral haemorrhage 

started. Considering the estimated fetal weight (approximately 2 kg) as detected by 

ultrasound, induction of labour was started with 50mcg misoprost vaginally 4 hourly and she 

delivered vaginally next day after 3 doses. The preterm baby was sent to NICU. She 

remained normotensive throughout the hospital course. Neurosurgeons did not allow 

operative intervention since it was an intraparenchymal haemorrhage with ventricular 

extentions hoping its spontaneous absorption. She was shifted to medicine ward after 

delivery and discharged with minimal residual hemiparesis with advice for further follow-up 

and physiotherapy. 

 

DISCUSSION 

Bleeding into the substance of the brain most commonly is caused by spontaneous rupture 

of small vessels damaged by chronic hypertension.
(4)

 In pregnancy-associated haemorrhagic 

strokes, there is often chronic hypertension with superimposed preeclampsia. Advanced 

maternal age, African American race, hypertensive diseases, coagulopathy, and tobacco 

abuse are all independent risk factors for pregnancy-related intracranial haemorrhage.
(5)

 In 

one study of 154 patients with intracerebral hemorrhage associated with pregnancy, 77% 

were secondary to aneurysmal rupture and 23% were due to arterio-venous malformation 

(AVM).
(6)

 Other reported causes included preeclampsia, vasculitis and cavernous angioma. 

The patients this series presented with hemorrhage secondary to ruptured aneurysms in 

each trimester. Most patients with hemorrhage from AVM presented in the second 

trimester. Although this is consistent with previous reports, the reason for this is unclear.
(7)

 

In our patient, however, no such identifiable pathology was detected. Halpin et al reported 

that angiography could be negative in 16% of cases where CT findings were positive for 

intracerebral haemorrhage.
(8)

 

Maternal mortality has been reported in association with intracerebral hemorrhage. Mas et 

al reported mortality associated with subarachnoid hemorrhage was 27% to 40%.
(9)

 Three 

patients with intracerebral hemorrhage died shortly after presentation. Hemorrhage was 

caused by AVM in one patient and unknown in the remaining two. Death was secondary to 

herniation in two patients and cardiac arrest in one patient. Intracerebral haemorrhage has 

much higher morbidity and mortality rates than subarachnoid haemorrhage because of its 

location. Chronic hypertension is associated with Charcot-Bouchard microaneurysms of the 

penetrating branches of the middle cerebral artery. Pressure-induced rupture causes 

bleeding in the putamen, thalamus, adjacent white matter, pons and cerebellum. In the 28 

women described by Martin and associates, half died and most survivors had permanent 

disabilities.
(10)

 Our patient too was discharged with residual paresis and is presently on 

physiotherapy. Our case demonstrates appropriate and timely intervention can salvage 

young subjects even with massive intracerebral haemorrhage probably because of their 
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highly active body homeostasis. In addition to that fact we were fortunate enough to 

perform vaginal delivery successfully avoiding cesarean section. 

 

Figure 1: Non-contrast CT scan of brain shows left sided haemorrhage with midline shift 

 

Figure 2: Follow-up CT scan shows resorption of blood clot 

 

Figure 3: MR-angiogram of brain does not show any obvious abnormality 
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