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Case 1 
A 25-year old Para 1 gravida 2 patient was referred to the
University Hospital of the West Indies (UHWI) from a peri-
pheral hospital at term.  She had a history of traumatic
obstructive hydrocephalus for which a ventriculo-peritoneal
(VP) shunt had been inserted five years before and it had
been revised twice since.  On presentation, she was fully con-
scious with a pulse rate of 88/minute and blood pressure of
80/40 mm Hg.  Her abdomen was obviously gravid compa-
tible with a single term infant in longitudinal lie with cephalic
presentation.  The fetal heart rate was 132/minute, regular
and normal.  On admission, she was found to be in early
labour with irregular contractions.  The vaginal examination
revealed a cervix which was 50% effaced and 4cm dilated
with the membranes intact.  The fetal head was palpated at

station -2 and was in the occipito-anterior position.  She
subsequently went into established labour and had a spon-
taneous vaginal delivery of a live, term female neonate about
five hours after admission.  Her labour and delivery were un-
ventful as was her stay on the postnatal ward.  Her neonate
was examined by the paediatricians who found mild res-
piratory distress as the only problem.  This soon resolved and
a thorough central nervous system examination of the neo-
nate revealed no abnormalities.

Case 2 
This patient was a 32-year old para 0+2 recently married
woman with a VP shunt inserted for congenital hydro-
cephalus first recognized and treated at age 18 years.  She
had had numerous shunt revisions, the last being 13 years
prior to her index pregnancy.  The patient also had a history
of recurrent shunt infections.  Neurosurgical consultation
suggested vaginal delivery or in the event of a Caesarean sec-
tion, packs on either side of the uterus and copious irrigation
to avoid blockage of the shunt by blood and liquor.  Her
pregnancy was uneventful until 36 weeks when she presented
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ABSTRACT

We present two cases of maternal hydrocephalus in pregnancy.  In one case, the patient had no medical
problems and had a spontaneous vaginal delivery of a normal neonate at term.  In the second case, the
patient had an uneventful pregnancy until 36 weeks when she presented to the labour ward with
drowsiness and decreasing consciousness.  She only recovered after emergency Caesarean section and
revision of her ventriculo-peritoneal shunt.  Her neonate although preterm had no anomalies and was
sent home soon after birth with the mother.

Hidrocefalia Materna en el Embarazo y en el Parto 
Reporte de dos Casos 

H Fletcher1, IW Crandon2, D Webster2

RESUMEN

Presentamos dos casos  de hidrocefalia en el embarazo. En uno de los casos, la paciente no presentaba
problemas médicos y tuvo un parto vaginal espontáneo de un neonato a término.  En el segundo caso,
la paciente tuvo un embarazo sin incidentes hasta la semana 36 en que se presentó a la sala de partos
con somnolencia y pérdida gradual de la conciencia.  Sólo se recuperó luego de una cesárea de
emergencia y la revisión de su derivación ventrículo-peritoneal. Su neonato, aunque pre-término, no
presentó anomalías, y fue  enviado a casa junto con su madre, poco después de su nacimiento. 
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cated in patients with indwelling, usually older shunt systems
composed of metallic connectors, as it is for all metallic im-
plants.  It is recommended that patients with programmable
shunt valves have these reset after MRI since the mag-
neticically controlled mechanism may be disturbed by the
magnetic field produced by MRI (12).  

The usual recommendation is for vaginal delivery at
term (2, 7, 8) but if shunt malfunction occurs, the symptoms
can be severe enough to compromise both mother and child
requiring intervention by both neurosurgical and obstetric
teams (3, 13).  Although conservative treatment may be bene-
ficial in selected cases (14), preterm delivery by Caesarean
section and shunt revision are usually recommended (13).
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with worsening memory, headache and urinary incontinence
of a few hours duration prior to presentation.  Her pulse rate
was 112/minute, respiratory rate 28/minute, temperature
37ºC, blood pressure 130/80 mm. Hg and the urine was
negative for protein.  When examined, she was conscious but
drowsy and had incoherent speech.  She was oriented in per-
son and place but not time.  She had normal pupils, full
power in all limbs and no neck stiffness.  Her abdominal
examination revealed a fundal height of 37 cm with a single
fetus in longitudinal lie with cephalic presentation.  Her va-
ginal examination showed a low Bishop score with a cervix
that was uneffaced with a closed os.  Neurosurgical
consultation and computed tomography scan determined that
she had a possible blocked shunt.  Caesarean section with
simultaneous shunt revision was recommended.  The patient
and neonate had an uncomplicated postoperative period.

DISCUSSION
The number of hydrocephalic patients reaching reproductive
age has increased due to improvements in diagnosis and
therapy including the increased use of unidirectional VP
shunts (1–3).

While shunting is extremely useful in relieving sym-
ptoms, these procedures are prone to complications such as
infections and mechanical obstruction (3, 4).  Shunt mal-
function occurs in 81% of shunts with obstruction in 56% by
twelve years after insertion (5).  Both patients apparently had
this problem with recurrent revision of their shunt prior to
pregnancy.  The risk of malfunction increases with proce-
dures such as magnetic resonance imaging, laparoscopy and
pregnancy (4).  One of the patients presented with headache,
a common symptom during the third trimester in any preg-
nancy (6) and a confounding factor in distinguishing in-
creased intracranial pressure in a hydrocephalic patient with
an indwelling shunt from the myriad of other causes of
headache.  In these cases magnetic resonance imaging (MRI)
may help to confirm the diagnosis and avoid radiation ex-
posure to the unborn (2, 3).   In pregnancy, the risk of shunt
malfunction is high and has been reported to occur in about
50–75% of cases (3, 7, 8).  Conversion to a shunt free status
by endoscopic third ventriculostomy, although not done in
the index cases, would be preferable to shunt revision since it
relieves the hydrocephalus and avoids all the potential
complications of an indwelling foreign body (9).  So far, no
adverse effects of MRI on the pregnant woman or the fetus
have been proven (10), although the long term effects are
uncertain (11).  Magnetic resonance imaging is contraindi-
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