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Cet algorithme décisionnel ne se substitue pas au jugement clinique.

Le choix de I'imagerie dépend de la pathologie recherchée. Etablir d'abord
un DD en fonction de la clinique et de la prévalence.
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TC: Trauma Cranien, HSD: Hématome Sous Dural, 10: intra orbitaire, IC : intracranien, HSA: Hémorragie Sous
Arachnoidienne, TVC: Thrombose Veineuse Cérébrale, SEP: Sclérose En Plaque, HTIC: Hypertension Intra Cranienne

DD: Diagnostic différenciel
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A Pregnant and post-partum women with acute neurological symptoms

Are they identical to pre-pregnancy
neurological symptoms?
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Treat as before, and carefully Isolated headache?
manitor response
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Headache plus seizures, visual symptoms, Go to part B

B Pregnant and post-partum women with isolated headache

Symptoms identical to pre-existing primary
# headache syndrome or compatible with pure
pre-eclampsia or postdural puncture headache?

g MNo
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Treat likely cause Red flags

and manitor Is this a thunderclap headache, or one that is
responza new, unusuzl, or unique to the patient?

Is there a change in headache pattern for

this patient?

Does the patient have previous cerebrovascular

motor deficits, or altered consciousness
or neurological signs

l

Symptoms and signs consistent with
typical prepartum eclampsia?

No or post partum | Yes

v

Go to part C Treat for eclampsia and
carefully monitor response

C Patients with other neurclogical symptoms or signs (with or
without headache and not thought to be pure eclampsia),
or eclamptic patients not responding to treatment

Appropriate consultations

Neurokogy and obstetrics

In some cases: critical care, neurosurgery, haematology, or endocrinalogy
Consider transfer to specialised centre

Advanced neuroimaging
Most of these patients will need both brain and cerebrovascular
imaging by MR

Cifferential diagnosis
Eclampsia

ovT

Stroke (infarct or haemorrhage)
5AH

RCWS

PRES

Subdural haematoma

Rare conditions
Choriocarcinoma

Amniotic fluid and air embolism
PFituitary apoplexy

Thrombotic thrombooytopenic
purpura

Wernicke's encephalopathy

disease?
Is the blood pressure raised?
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Additional considerations for post-partum patients
Primary headache is still the most commaon cause

If a spinal anaesthetic was used, consider pastdural puncture
headache (or subdural haematoma complicating postdural
puncture headache)

Eclampsia can occur up to & weeks post partum

Mon-contrast brain CT |+
or MRI

Megative or non-diagnostic Positive
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Thunderclap headache? Treatdiagnosis
{might need further

imaging)
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¢ Megative - ‘L -
| Do lumbar puncture I—P Advanced imaging for
CWT, PRES, RCVS, eclampsia,
dissection, and other
Paositive diagnoses

Further imaging and
treatment based on
lumbar puncture results

Other steps

Labaoratory tests including complete blood count, platelet count,
uric acid, and liver function tests

MRA/CTA might be falsely negative early in RCVS

Discuss with radiologist to peform the comect sequences

Figure 1: Diagnostic algorithm for pregnant and postpartum patients with acute neurological symptoms
(A) Diagnostic approach for pregnant and post-partum women with acute neurobogical symptoms. (B) Diagnostic approach for pregnant and post-partum patients

with isolated headache. () Diagnostic approach for patients with other neurological symptoms or signs, or eclamptic patients not responding to treatment. If
patients are being monitored and are not improving, the clinician should loop back to more testing. SAH=subarachnoid haemorrhage. (VT=cerebral venous sinus

thrombaosis. ROVS=reversible cerebral vasoconstriction syndrome. PRES=posterior reversible encephalopathy syndrome. MRA/CTA=magnetic resonance angiography

and CT angiography.

(eg, blackness or loss of vision).” Positive phenomena—
brightness or sparkling in vision, tingling, or prickling
feelings in the limbs or body—spread gradually and often
lead to loss of function, such as scotoma or numbness.
Symptoms often clear in one modality, for example
vision, and then begin and spread in another modality.
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The neurological symptoms develop and usually
disappear in 20-30 min. Because visual symptoms are
common with pre-eclampsia, diagnosis should not be
made without a consideration of other disorders that
affect the visual pathways, such as PRES, pituitary
apoplexy, and strokes. Another consideration is orbital
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