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Abstract 
Epilepsy is a leading neurological condition characterized by recurrent seizures 
and affecting more than 50 million people worldwide. Status epilepticus (SE) 
is a neurological emergency associated with a high mortality rate and long-term 
cognitive sequelae. In pregnancy, status epilepticus poses a tremendous threat 
to both mother and fetus. We report a case of status epilepticus in pregnancy 
complicated by coma, where obstetrical ultrasound revealed fetal demise in 
utero followed by rapid maternal deterioration and demise later. There was 
management challenge of a comatose pregnant mother in very poor and de-
teriorating hemodynamic state with fetal demise in a low economic and li-
mited resource setting. 
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1. Introduction 

Epilepsy is a leading neurological condition which is characterized by recurrent 
seizures and affecting more than 50 million people worldwide. There is an im-
portant geographical burden of epilepsy, with most of the cases (80%) living in 
low- and middle-income countries [1]. Status epilepticus (SE) is a neurological 
medical emergency associated with a high mortality rate and long-term cognitive 
sequelae. The definition of SE has undergone several modifications which in-
clude mainly the duration of seizures, the type of seizure, the clinical state of the 
patients, the time necessary to intervention and response to treatment. The In-
ternational League Against Epilepsy (ILAE) defines SE as a condition resulting 

How to cite this paper: Ofeh, M.A. and 
Nodem, C.R.K. (2022) Status Epilepticus 
and Coma in Pregnancy. Management Di-
lemma in a Resource Limited Setting (Mo-
natele, Cameroon): Case Report. Open Jour-
nal of Obstetrics and Gynecology, 12, 25-32. 
https://doi.org/10.4236/ojog.2022.121003 
 
Received: November 3, 2021 
Accepted: January 10, 2022 
Published: January 13, 2022 
 
Copyright © 2022 by author(s) and  
Scientific Research Publishing Inc. 
This work is licensed under the Creative 
Commons Attribution International  
License (CC BY 4.0). 
http://creativecommons.org/licenses/by/4.0/   

  
Open Access

https://www.scirp.org/journal/ojog
https://doi.org/10.4236/ojog.2022.121003
https://www.scirp.org/
https://orcid.org/0000-0001-6528-5674
https://doi.org/10.4236/ojog.2022.121003
http://creativecommons.org/licenses/by/4.0/


M. A. Ofeh, C. R. K. Nodem 
 

 

DOI: 10.4236/ojog.2022.121003 26 Open Journal of Obstetrics and Gynecology 
 

either from the failure of the mechanisms responsible for seizure self limitation 
or from the initiation of mechanisms which lead to atypically prolonged seizures 
[2] [3]. Here, we defined SE as a continuous seizure lasting more than 30 min, or 
two or more seizures without full recovery of consciousness between any of 
them [3]. The seizures of SE can be either focal or generalized in onset and either 
convulsive or nonconvulsive in presentation. During SE, consciousness can be 
preserved (e.g., focal motor SE), altered (e.g., complex partial SE), or completely 
lost in the absence of motor symptoms (e.g., absence SE or electrographic SE in 
the comatose patient [2]. 

The causes of SE vary with age. Common identifiable causes of SE include 
trauma, tumors, vascular disease, alcohol withdrawal, infections and noncom-
pliance with antiseizure medications. Status epilepticus occurs at all ages, but is 
most common at the extremes of life [2]. Pregnancy-related SE is a rare condi-
tion that has been reported to occur in 0.6% of all patients with epilepsy during 
pregnancy [4]. It poses a tremendous threat to both mother and fetus [4] as 
pregnancy is associated with a number of physiological, endocrine and psycho-
logical changes, any or all of which might contribute to lowering the seizure 
threshold with resultant frequent seizures [5]. A high epilepsy prevalence vary-
ing from 4.6% to 7.8% has been reported in several onchocerciasis-endemic lo-
cations along the Sanaga river in Cameroon [6]. Monatélé, capital of the Lekie 
division of the center region of Cameroon is one of these towns along the river 
Sanaga.  

We present a case of status epilepticus and coma complicated by intrauterine 
fetal demise in pregnancy in a resource limited setting in Monatélé, Cameroon. 
The aim of this presentation is to show possible fatal complications and man-
agement dilemma of pregnant epileptic women in a low resource setting. 

2. Case Presentation 

Miss N.M. 27 years old G7 P6004. She was brought to the Monatélé District hos-
pital by her uncle and aunt for five days of seizures and unconsciousness. Her 
care takers reported seizures which began five days prior to consultation, esti-
mating the total number of seizures to about thirty and describing tonic clonic 
seizures lasting about 3 to 5 minutes with post ictal unconsciousness. They also 
reported that she had fallen from her bed during some of these episodes.  

She was a known epileptic, diagnosed at the age of 11, irregularly followed up, 
on two antiepileptic drugs: Carbamazepine 200 mg tablet BID (twice daily) and 
Phenobarbital 100 mg tablets BID. This treatment had been interrupted a few 
days before seizures due to financial difficulties. Her last reported seizure before 
these episodes was more than three months ago. 

She was G7P6004 with an unknown last menstrual period and gestational age, 
but family members estimated the pregnancy to about seven months. She had six 
live births all by normal vaginal delivery and lost two children as toddlers due to 
illness. The other four were in good health apparently. Her pregnancy was not 
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being followed up as she had not attended any antenatal clinic. She had no sur-
gical history. It was not certain whether she used a contraceptive method before 
pregnancy, whether she used treated mosquito bed net or not, whether she had 
an allergy and whether she consumed alcohol and/or tobacco during pregnancy 
or not. There was no medical consultation book available. She was single and 
lived with her mother. 

On entry physical examination revealed an unconscious woman with a Glas-
gow Coma Scale (GCS) = 9/15 (eye opening = 4, verbal response = 2, movement = 
3). A temperature of 40.4˚C, blood pressure 105/67mmHg, pulse rate 146 bpm, 
respiratory rate 28 cm and SpO2 at 74%. Her weight was not measured. Her 
conjunctivae were red and there was no scleral jaundice. There was a whi-
tish-yellowish discharge on the sclera. There was bilateral non-reactive miosis 
and some dry blood stains on the left angle of her lips. Thorax and breast ex-
amination had no significant findings apart from superficial respiration. Her 
abdomen was distended by a gravid uterus with a fundal height of 27 cm and an 
estimated fetal weight of 2187 grams. There was no fetal heartbeat heard on 
auscultation and no fetal quickening perceived. The vulva was clean with no 
stains. Digital vaginal examination revealed a posterior closed and long cervix.  

Diagnosis made were Status epilepticus complicated by Stage 1 coma and 
suspected intrauterine fetal demise with etiology of status epilepticus being bac-
terial meningitis, severe malaria, intracranial hemorrhage from the several falls 
or antiepileptic drug withdrawal. Workup consisted of Malaria thick blood film, 
obstetrical ultrasound, random blood sugar, Human Immunodeficiency Virus 
serology and Hemoglobin level (Table 1). Computer tomography and analysis of 
cerebrospinal fluid are not available in the Hospital. Immediate management 
consisted of a peripheral intravenous line with 500 ml of lactated ringer solution 
planned over 24 hours, oxygen therapy with oxygen extractor at 4 L/min, Phe-
nobarbital 200 mg diluted in 20 ml of 5% glucose solution with a rate of 1 
mL/min and 500 mg of IV Metamizol. Oxygen saturation, level of consciousness, 
blood pressure, pulse rate and respiratory rate were being monitored.  

An hour after hospitalization we received the Obstetrical ultrasound which 
showed a 31 weeks + 2 days pregnancy, female fetus with no signs of fetal car-
diac activity and fetal quickening confirming intrauterine fetal demise. We then 
referred the lady to a better health structure with an intensive care unit in Yaoundé 
but due to financial and transportation difficulties and after family agreement 
the patient was not transferred. On the second hour of admission we received 
the malaria thick blood film requested which showed 1 - 2 trophozoites of plas-
modium falciparum (TPF) per high power field (HPF) (Figure 1). Fasting blood 
sugar (FBS) was 0.87 g/L and hemoglobin level 10 g/dL (Table 1). Glasgow coma 
scale score was 7/15 (eye opening = 3, verbal response = 2 and movement = 2). 
Oxygen saturation was 74%. Malaria treatment with Artemether protocol was 
started. She received 160 mg of artemether intramuscularly (protocol chosen to 
minimize cost). The questions we pondered on at this point were if we 
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Figure 1. High power field of light microscope at ×40 magnification. Red 
arrow showing trophozoite of Plasmodium falciparum. 

 
Table 1. Laboratory investigations and results. 

 Laboratory investigation results 

1 Malaria thick blood film 1 - 2 TPF/HPF 

2 FBS 0.87 g/L 

3 Hemoglobin level 10 g/dL 

4 Human Immunodeficiency Virus 1/2 serology Negative 

 
should induce labor despite her condition, wait and hope for her to regain con-
sciousness before inducing or wait for labor to start naturally. Prothrombin time 
and cephaline activated time were requested to see if the intrauterine fetal de-
mise had resulted in a coagulopathy that could complicate induction of labor. 
Unfortunately, the requested tests were not done due to financial difficulties and 
the absence of the latter in the hospital laboratory. 

On the seventh hour of hospitalization a quick reevaluation was done. Glas-
gow coma scale score then was 5/15 (eye opening = 2, verbal response = 2, 
movement = 1). Respiratory rate was 34c/min and temperature 39.5 degrees Cel-
sius. On the eighth hour of admission we were called by her family members for 
an absence of respiratory movements. Glasgow coma scale score then was 3/15. 
There was no respiratory movement, no heartbeat and bilateral non-reactive 
mydriasis. Death was confirmed clinically. 

3. Cause of Death 

The etiology of death in this context could not be determined with certainty. 
However, several interwoven hypotheses were made: anoxia/brain damage from 
prolonged seizures, probable cerebral hemorrhage from a head trauma during a 
fall during the seizures, severe malaria or bacterial meningitis causing seizures 
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and coma or respiratory failure from severe brain damage. The context (low fi-
nancial and technical) did not permit us to confirm or exclude some of these 
hypotheses.  

4. Discussion 

Epilepsy is defined as repeated (at least 2), spontaneous, unprovoked seizures of 
any type. Status epilepticus is a neurological emergency which is associated with 
a high mortality rate (9% - 40%) and cognitive sequelae [4]. Convulsive SE dur-
ing pregnancy poses a tremendous threat to both mother and fetus. 

Our patient was aged 27 years old falling within the age group with the highest 
number of epileptic patients in other studies in Cameroon and Taiwan [4] [6] 
(20 - 29 years and 21 to 36 years respectively). The gestational age after ultra-
sound was 31 WA (third trimester). A study in Taiwan reported a gestational age 
ranging from 5 weeks to 26 weeks among 5 pregnant women with status epilep-
ticus while another study reported 17.2% each in first and third trimesters with 
up to 51.7% cases of SE in the postpartum period [4] [7]. Our patient had preex-
isting epilepsy. Studies in Cameroon and Nigeria have reported patients who had 
preexisting epilepsy developed status epilepticus [8] [9]. 

Our patient was on bitherapy and poorly followed up. In other literature mo-
notherapy should always be attempted initially, with multidrug therapy reserved 
for patients with persistent seizures or unacceptable side effects [10]. The fact 
that our patient was on a bitherapy (carbamazepine and phenobarbital) surely 
meant that her seizures could no longer be controlled with monotherapy. Studies 
on Carbamazepine are mixed in terms of teratogenicity, phenobarbital is effec-
tive for partial and generalized tonic-clonic seizures. These Anti-Epileptic Drugs 
(AEDs) are not ideal during pregnancy but are largely used because of their low 
cost and they are often the only available AEDs in many developing countries 
[5] [10]. 

The diagnosis of Status epilepticus in this case was justified as it is a clinical 
diagnosis with defined criteria. Given the clinical picture and workup, four eti-
ologies of status epilepticus could be incriminated in this case: either severe ma-
laria, brain trauma, bacterial meningitis, antiepileptic drug withdrawal or a 
combination of any of these. These etiologies were reported in another study. 
Anti-seizure medication changes (withdrawal, change) in 15.1% of cases, brain 
trauma in 13.2% of cases, bacterial meningitis in 3.8% and severe malaria in 
1.9% [9]. Another study reported 10% of cases related to AED withdrawal [7]. 

This patient’s clinical state of coma with persistent hyperthermia, hypoxemia 
corresponds to the second phase of SE which is characterized by the failure of 
cerebral autoregulation, decrease in cerebral blood flow and increase in intra-
cranial pressure. During this phase, electromechanical dissociation may occur in 
which, although electrical cerebral seizure activity continues, the clinical manife-
stations may be restricted to minor twitching [3]. 

The management of our patient included administration of Phenobarbital, 
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chosen for its availability. In a study in India the most common AED used for 
treatment of SE was phenytoin/fosphenytoin followed by phenobarbitone (phe-
nobatital) and levetiracetam [7]. Management of intrauterine demise at the time 
of discovery was really challenging given the mother’s clinical state and the lack 
of specific workup. A study in Taiwan reported Cesarean section in 2 of 5 pa-
tients in preterm because of poorly controlled SE [4]. To our knowledge, there is 
no clear protocol for management of intrauterine fetal demise in comatose 
pregnant women especially in a resource limited setting. However, reports have 
been made of comatose non-epileptic women carrying on with pregnancy to 
term and giving birth spontaneously [11] [12]. The questions we pondered on 
were if we should induce labor despite her condition, if we should be expectant 
for her to regain consciousness before inducing labor, if we should wait for labor 
to start naturally or if we should go in for a cesarean section. All four options 
revolved around the fact that the patients clinical state was poor and deteriorat-
ing, we lacked specific decisive workup and there was a huge financial difficulty. 
Our patient also received Artemether which is acceptable for the management of 
Severe malaria in pregnancy [13]. 

Our patient was a gravida 7 but still single, concurring to the reality of most 
epileptic women in Cameroon and Nigeria. This is mostly due to the stigma and 
beliefs attached to epilepsy [1]. Our patient had not attended any antenatal clin-
ics. This may be due to her relatively low economic status or as a result of stigma 
related to epilepsy in the community. A study in sub-Saharan Africa reported 
that women with epilepsy attend less antenatal clinics [1]. There was a huge de-
lay (5 days) in seeking health care from the hospital. This may be due to the low 
economic status, ignorance of the family or difficulties in transportation as she 
became unconscious. Epileptic women and their families should be educated on 
the benefits of following up their pregnancies. There should be a close follow up 
of epileptic patients by health personnel, especially for those who are pregnant 
or who plan on getting pregnant. 

Although this case ended up in death, not all women with status epilepticus 
have poor outcomes. One study reports a 10-fold increase risk of death [5] and 
another reported an overall mortality rate of 28.5%, with 80% of the survivors 
returning to baseline [4]. Pregnant patients with SE should be hospitalized in the 
Intensive Care Unit (ICU). The fact that this patient was not in an ICU greatly 
reduced her chances of survival as management was not optimal due in part to 
low technical plateau and economic level. The fetal outcome of this pregnancy 
was fetal demise days before maternal death. This may have been caused by the 
poor circulation to the placenta during the seizure episodes. A study in Taiwan 
reported a series of outcomes from cesarean section, to preterm delivery, deli-
very at term and to intrauterine fetal death [4]. In another study 76% of women 
had good outcome. Majority of the fetuses had good outcomes [7].  

A patient in such a clinical picture and the circumstances described is difficult 
to manage. The points we pondered on were if we should induce labor despite 
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her condition, wait and hope for her to regain consciousness before inducing or 
wait for labor to start naturally.  

5. Conclusion 

Status epilepticus though manageable remains a challenging condition especially 
in low resource settings. In pregnancy, insufficient, late or poor management 
can result in perilous outcome for both mother and fetus. Medical societies of 
Gynecology and Neurology should develop a protocol for the management of 
fetal demise in comatose women or women with uncontrolled status epilepticus. 
This will contribute greatly to the third objective of sustainable development. 
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