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CASE REPORT

2 electroencephalogram revealed no epileptiform activity, and 
the patient was extubated. She had mild confusion and headache 
postextubation.

DISCUSSION
A diagnosis of PRES posttransfusion was made based on 
p r e s e n t a t i o n  a n d  M R I  r e p o r t s .  PR E S  s y n d r o m e  i s  a 
clinicoradiological entity which presents with headache, 
visual disturbance, convulsions, and altered mental state.1 The 
pathophysiology of this entity is still debatable but probably 
results from endothelial dysfunction and disruption of the 
blood-brain barrier. The sudden increase in hematocrit leads to 
increased release of PGs, calcium ions, serotonin, endothelin, 
and nitric oxide, exacerbating endothelial dysfunction.2 This 
culminates into vasogenic edema and vasoconstriction despite 
normal blood pressure. The rapid rise of blood viscosity and the 
subsequent loss of hypoxic vasodilatation, which may occur due 
to the sudden rise of hemoglobin, may lead to endothelial damage 
and the breakdown of the blood-brain barrier.

The predilection for the posterior brain is due to posterior 
circulation being more susceptible to impaired autoregulation and 
vasogenic edema and lesser sympathetic dominance. However, 

INTRODUCTION
We report a case of a 42-year-old female who presented to the 
gastro surgery unit with complaints of generalized weakness and 
bleeding per rectum for 30 days. She did not have any history 
of hypertension, diabetes mellitus, tuberculosis, coronary artery 
disease, or surgery. On examination, the patient had grade 4 
hemorrhoids. The patient was admitted to the ward and was 
worked up for hemorrhoidectomy. The patient�s hemoglobin 
was found to be 1.3 gm/dL on preliminary investigations. The 
patient had a heart rate of 134 minutes. Thus she was transfused 
with 6 units of packed red blood cells over 3 days before taking 
for surgery. Just prior to surgery patient�s hemoglobin reported 
was 7.2 gm/dL. Laser hemorrhoidectomy was done under 
saddle block uneventfully. The patient stood the procedure 
well and was shifted to the ward. On postoperative day 5, the 
patient had generalized tonic-clonic seizures. She was electively 
intubated and shifted to the intensive care unit (ICU) for further 
management. Seizures were controlled with benzodiazepines. 
A loading dose of injection eptoin was given, and an urgent 
noncontrast computerized tomography (CT) head was done 
(Fig. 1). CT head revealed no obvious hemorrhage or any 
focal lesion. Anemia typing showed microcytic hypochromic 
anemia. The patient was planned for MRI, serum calcium, 
folic acid levels, vitamin B12 levels, and homocysteine levels. 
All the above investigations were within normal limits. A 
12-lead electrocardiogram (ECG) was done, which showed no 
abnormality. A two-dimensional ECG was done, which showed 
concentric left ventricular hypertrophy, dilated left atrium, mild 
mitral regurgitation tricuspid annulus plane systolic excursion of 
23 mm, no regional wall motion abnormality, no left atrial clot, 
and an ejection fraction of 60% with normal right ventricular 
functions. Ultrasonography abdomen revealed mild fatty liver, 
inferior vena cava, hepatic veins were congested, mild diffuse 
thickening of the gallbladder, and mild splenomegaly.

Further investigation for the etiology of generalized tonic-clonic 
seizures MRI brain with magnetic resonance venogram was done, 
which revealed increased signal intensity in the bilateral temporal, 
parietal cortex suggestive of PRES (Fig. 2). Eventually, on ICU day 
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ABSTRACT
Posterior reversible encephalopathy syndrome (PRES) is a very infrequent disease characterized by alteration in mental status, which may lead 
to seizures and deficits. Here we describe a 42-year-old female with seizures after transfusion for chronic anemia. Her brain magnetic resonance 
imaging (MRI) showed edema in occipital regions consistent with the clinical finding. Many immunological and nonimmunological complications 
are present after blood transfusion, but PRES is rare and preventable.
Keywords: Blood transfusion, Posterior reversible encephalopathy syndrome, Vasogenic cerebral edema.
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In PRES, acute hypertension is a common observation, but it 
is not related to poor prognosis, hemorrhage rate, or a particular 
subtype. The unfavorable outcome is often associated with 
chemotherapy, sepsis, or patients who have serious underlying 
medical conditions. Thus, the take-home message is that chronically 
anemic patients should be transfused blood components with 
caution as transfusion-mediated autoimmunity may predispose 
them to PRES.

many cases reported unilateral and atypical region involvement, 
such as the brainstem, basal ganglia, or cerebellum.

Many of the PRES cases show clinical recovery and radiological 
reversibility of brain lesions, but occasionally there may be 
discordance between clinical and radiological recovery. In some 
cases, there may be evidence of permanent tissue damage, and 
in others, despite the radiological recovery, clinical recovery is not 
achieved due to associated comorbidities.3�5

Fig. 1: Computerized tomography (CT) brain�normal finding (not explaining the cause of seizure)

Fig. 2: Magnetic resonance imaging (MRI) brain�showing hyperintense areas in parietal and occipital areas
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