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INTRODUCTION 

Hypertensive emergency is characterized by acute severe 

elevation of blood pressure along with end organ damage 

like hypertensive encephalopathy, cardiac failure or renal 

disease.  The evaluation of children with hypertensive 

emergency includes recognition of target organ damage 

and identifying the underlying etiology.1,2 Paroxysmal 

hypertension warrants evaluation for 

pheochromocytoma.3 Sometimes the evaluation for 

etiology may be negative making the diagnosis and 

management difficult. A nine year old girl who presented 

with paroxysmal hypertension and posterior reversible 

encephalopathy is reported. 

CASE REPORT 

Nine year old non obese girl referred to the emergency 

department with history of vomiting and upper abdominal 

pain for 6 days, one episode of transient loss of vision 

and high blood pressure. No history of headache, 

seizures, cola colored urine, edema, sweating, palpitation, 

flushing, rashes or diarrhea. No history of drug intake. 

There was no stress at home or school. At admission she 

was conscious, dehydrated. She had tachycardia and BP 

was160/100mm Hg, There was no pallor/edema. All 

peripheral pulses were palpable. There was no cardiac 

murmur, bruit over major vessels or focal neurological 

deficits. Fundus examination was normal. No family 

history of hypertension. Blood pressure got controlled 

with oral amlodipine. 

One year back she was admitted with vomiting, 

abdominal pain and one episode of abnormal gaze. Blood 

pressure at admission was 140/90mm Hg. Further BP 

measurements were normal. EEG was normal. MRI brain 

was suggestive of reversible posterior 

leukoencephalopthy syndrome/ encephalitis. CSF study 
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ABSTRACT 

 

Nine year old girl was presented with paroxysmal episodes of hypertensive emergency. She was asymptomatic with 

normal blood pressure without antihypertensives in between the episodes. MRI brain was suggestive of reversible 

posterior leukoencephalopathy.  Acute episodes were managed with IV labetalol infusion and amlodipine. She was 

evaluated extensively to find out the etiology of hypertension. Cardiac and renal causes were ruled out. Work up for 

pheochromocytoma, hyperaldosteronism, porphyria and vasculitis were negative. The case is reported in view of the 

rare presentation and the leukoencephalopathy noted in this case.  
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was normal. She was treated symptomatically. Repeat 

MRI done 3 months later was normal. Blood pressure 

measurements on follow up were within normal limits. 

Observation 

MRI brain showed symmetrical T2W/FLAIR cortical and 

subcortical hyperintensities in parietal, occipital and 

middle frontal gyrus of frontal lobe which was suggestive 

of reversible posterior leukoencephalopthy syndrome 

(RPLS) (Figure 1). 

 

Figure 1: MRI brain T2W image showing 

symmetrical cortical and subcortical hyperintensities 

in the occipital lobe. 

She was extensively worked up for hypertension. Renal, 

renovascular and cardiac causes were ruled out. Serum 

calcium, Thyroid function, Plasma renin activity and 

aldosterone concentration were within normal limits.  

Work up for pheochromocytoma including MRI 

abdomen, urine 24 hour metanephrine, normatanephrines 

and plasma free metanephrine, normatanephrines was 

normal. Vasculitis work up was negative. Urine 

porphobilinogen was negative. 

Amlodipine was stopped as blood pressure was 

consistently low. Blood pressure was monitored daily and 

was 90/60mm Hg without antihypertensives for 2 weeks. 

Again she presented with similar symptoms, blood 

pressure was 160/ 110mm Hg. As she was not tolerating 

orally IV Labetalol infusion was started at 0.25mg/kg / 

hour and then increased to 0.4mg/kg/hour and blood 

pressure got controlled. 

As the child had paroxysmal hypertension with RPLS she 

was advised for further evaluation like MIBG scan for 

pheochromocytoma, psychological counseling to find out 

stress factor for  pseudopheochromocytoma, repeat 

plasma metanephrine and normetanephrine during 

hypertensive crisis and 5 hydroxy indole acetic acid for 

carcinoid syndrome and 24 hour urine porphobilinogen 

for acute intermittent porphyria. Due to financial 

constrains it was not done.  Amlodipine was started and 

then tapered and stopped. No definite diagnosis has been 

made till now. She is on follow up with normal blood 

pressure without medications for last 6 months. 

DISCUSSION 

Severe and symptomatic hypertension in children is 

usually due to secondary hypertension. Intermittent 

hypertension can be seen in renal diseases, drugs and 

poisons (cocaine, sympathomimetics, heavy metals, 

vitamin D) central and autonomic nervous system 

disorders, pheochromocytoma, hypercalcemia, porphyria 

etc. Children with pheochromocytoma have sustained 

rather than intermittent hypertension.4 Other causes of 

paroxysmal hypertension includes 

pseudopheochromocyoma, labile hypertension and panic 

attacks. 

Pseudopheochromocytoma is due to activation of the 

sympathetic nervous system due to unrecognized 

emotional factors that have been kept from conscious 

awareness.5,6 Labile hypertension manifests with transient 

blood pressure elevation along with a stress that the 

patient is aware of. Panic attack can also be associated 

with elevation in blood pressure.7 

Reversible posterior leukoencephalopathy is due to 

disordered cerebral autoregulation and endothelial 

dysfunction that occurs in hypertensive encephalopathy, 

eclampsia, and the use of cytotoxic / immunosuppressant 

drugs. Subcortical white matter in the posterior cerebral 

hemispheres is characteristically affected. Prompt 

recognition and treatment is important in preventing the 

permanent damage that can occur in this otherwise 

typically reversible condition.8 

Our patient had 3 episodes of   hypertensive emergency 

with reversible posterior leukoencephalopathy syndrome. 

She was asymptomatic with normal blood pressure in 

between the episodes. All major etiologies were ruled 

out. We couldn’t find out the exact etiology of her 

paroxysmal hypertension and she needs further work up 

for the same. The case is reported in view of the rare 

presentation and the leukoencephalopathy noted in this 

case. 

Funding: No funding sources 

Conflict of interest: None declared 

Ethical approval: Not required 

REFERENCES 

1. Chobanian AV, Bakris GL, Black HR, Cushman 

WC, Green LA, Izzo Jr JL, et al. The seventh report 



Thomas M et al. Int J Contemp Pediatr. 2019 Sep;6(5):2225-2227 

                                              International Journal of Contemporary Pediatrics | September-October 2019 | Vol 6 | Issue 5    Page 2227 

of the joint national committee on prevention, 

detection, evaluation, and treatment of high blood 

pressure: the JNC 7 report. Jama. 

2003;289(19):2560-71. 

2. Flanigan JS, Vitberg D. Hypertensive emergency 

and severe hypertension: what to treat, who to treat, 

and how to treat. Med Clinics. 2006;90(3):439-51. 

3. Pacak K, Linehan WM, Eisenhofer G, Walther MM, 

Goldstein DS. Recent advances in genetics, 

diagnosis, localization, and treatment of 

pheochromocytoma. Anna Int Med. 

2001;134(4):315-29. 

4. Lande M B. Systemic hypertension In: R. Kliegman, 

B. Stanton, J. St.Geme III, N. Schor and R. 

Behrman, ed., Nelson Textbook of Pediatrics, 20th 

ed. 2016. Philadelphia: Elsevier;2294. 

5. Mann SJ. Severe paroxysmal hypertension 

(pseudopheochromocytoma): understanding the 

cause and treatment. Arch int med. 

1999;159(7):670-4. 

6. Kuchel OT. Pseudopheochromocytoma. Hypertens. 

1985;7(1):151-8. 

7. Balon R, Ortiz A, Pohl R, Yeragani VK. Heart rate 

and blood pressure during placebo-associated panic 

attacks. Psychosomatic med. 1988 Jul. 

8. Fugate JE, Rabinstein AA. Posterior reversible 

encephalopathy syndrome: clinical and radiological 

manifestations, pathophysiology, and outstanding 

questions. The Lancet Neurol. 2015;14(9):914-25. 

 

 

 

 

 

 

 

 

Cite this article as: Thomas M, Nair VV, 

Hrishikesan L, Swarnam K. Paroxysmal hypertension 

with reversible posterior leukoencephalopathy 

syndrome in a child: an unresolved riddle. Int J 

Contemp Pediatr 2019;6:2225-7. 


