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Abstract

We present here a case of massive subchorionic hematoma complicated by intrauterine

growth retardation and oligohydramnios diagnosed at 22 weeks' gestation. The patient was man-

aged with the following medications: (1) tocolysis with ritodrine infusion, (2) 10% maltose infusion

therapy (1500 mL/day) , (3) antibiotic infusion (cefotaxim sodium, 2 g/day %X7) and (4) kampo

therapy with Sairei-to until delivery. At 33 weeks and 0 days' gestation, a female baby weighing

1,342 g was delivered without complication by caesarean section. During surgery, an escape of

about 500~600 g of dark brown blood with no clots was noted from the subchorionic space of the

placenta. Examination of the placenta showed a large fibrosis with well-defined margins on the fe-

tal surface. (J Nippon Med Sch 2001; 68: 54—57)
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Introduction

Massive subchorionic hematoma (MSH) , which was
first described by Breus' in 1892 (Breus' mole) , is a se-
rious condition in pregnancy that is frequently compli-
cated by perinatal abnormalities such as intrauterine
growth retardation (IUGR) and intrauterine fetal
death (IUFD).In 29 cases of MSH at 18~39 weeks'
gestation reported by Shimizu et al?, 11 cases (38
%) resulted in abortion or IUFD, and 12 cases (41%)
resulted in light-for-detes. We encounted a case of
MSH complicated by IUGR and oligohydramnios diag-
nosed at 22 weeks' gestation and present here the de-

tails of the case.

Case Report

A 28 year-old primigravida was found to have pla-
cental thickening and oligohydramnios on ultrasound
scan at 22 weeks' gestation. The medical and genetic
family and past histories of the patient and her hus-
band were unremarkable. The patient does not
smoke. During the first trimester of the pregnancy,
there were no complications such as infection, anemia
or trauma in the patient. At 23 weeks' gestation, ultra-
sonographic examination revealed symmetric growth
retardation: both the biparietal diameter and femoral
length were — 1.5 SD. The fetal head circumference
(HC) was also—1.2 SD, as shown in Fig. 1. The amni-

otic fluid index (AFI) was 4.5 cm. A large homogenous
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and hyperechoic zone (13 X 10 cm) was detected at the
lower pole of the placenta (Fig. 2) , while the insertion
of the umbilical cord was recognized at the upper pole
of the placenta. Pulsed Doppler examinations of the
umbilical artery and of the fetal middle cerebral ar-
tery were normal. No blood flow was present in the
hyperechoic zone of the placenta. The patient felt ir-
regular uterine contractions. Her hematocrit was 31
%, platelet count was 204,000/ mm?®, antithrombin
(AT)-III was 92.3%, hemoglobin F (HbF) was 1.1%
(normal: 0.0~0.7%), C-reactive protein was <0.4 mg/

dL, cervical granulocyte elastase was 4.59 ug/mL
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Fig.1 The change in fetal head circumference plot-
ted on an appropriate reference range (%15
SD)
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(normal: < 1.60), anticardiolipin antibody was nega-
tive, and antinuclear antibody was positive (X 320).

The patient was admitted the following day and
gave informed consent to be placed on the following
medications: (1) tocolysis with ritodrine infusion until
delivery (50 ug/min),(2) 10% maltose infusion ther-
apy® until delivery (1,500 mL/day) , (3) antibiotic infu-
sion (cefotaxim sodium, 2 g/dayx7) and (4) kampo
therapy with Sairei-to until delivery (8.1 g/day, per
0s). Magnetic resonance imaging was performed at 24
weeks 3 days' gestation, and the lower portion of the
placenta showed heterogenous low-intensity on T»
weighted images, suggesting a massive hematoma of
about 370 cm® (=052%10%9x% 8 cm, Fig. 3). Weekly
ultrasound examinations, including Doppler studies of
umbilical arteries and fetal middle cerebral arteries,
were performed, and the fetus was monitored daily
with cardiotocograms.

The patient was managed conservatively for 9
weeks, and the fetal HC grew compatible with about
— 1.2 SD of the dates (Fig. 1), although fetal growth
retardation worsened. The ultrasonographic findings
of the placenta, the AFI and the Doppler examina-
tions did not change significantly. The fetal cardioto-
cograms showed a reactive pattern. At 32 weeks'
geatation, the patient's hematocrit was 28%, platelet
count was 185,000/ mm®, AT-III was 81.9%, HbF was
0.7%, C-reactive protein was <04 mg/dL, and antinu-

clear antibody was X 80.

Fig.2 A large homogenous and hyperechoic zone detected at the lower pole of the placenta at 23

weeks' gestation by ultrasonography



Fig.3 Magnetic resonance imaging of the palcenta
at 24 weeks' gestation. The lower portion of
the placenta showed heterogenous low-
intensity on T>-weighted images.

Fig.4 The fetal surface of the placenta showing a
large fibrosis of 16 X 5 cm with well-defined
margins. The fibrosis did not extend beneath
the insertion of the umbilical cord.

At 33 weeks and 0 days' gestation, a female baby
weighing 1,342 g (—3.0SD) was delivered without
complication by caesarean section because of regular
uterine contractions, IUGR and oligohydramnios. The
amniotic water was clear. During manual removal of
the placenta, an escape of about 500~600 g of dark
brown blood with no clots was noted from the subcho-
rionic space of the placenta. The placenta measured
20x19 %X 4 cm and weighed 790 g. Examination of the
placenta showed a large fibrosis of 16 X5 c¢m, which
did not extend beneath the insertion of the umbilical
cord, with well-defined margins on the fetal surface
(Fig. 4). Several branches of the umbilical vessels ran
along the surface of the fibrosis. At the base of the fi-
brosis, there was a subchorionic space in which we
speculate a large amount of blood was stored (Fig. 5) .

Microscopically, the subchorionic infarction and hema-
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Fig.5 The cut surface of placenta showing a subcho-
rionic space at the base of the fibrosis.

toma of the placenta were confirmed.

Discussion

In this study, the sonographic features of the in-
volved placenta were perfect for a correct diagnosis
of MSH'™®. Although the reported frequency of MSH
is very low, some cases of IUGR associated with MSH
have been investigated'®. The mechanism of IUGR
has been suggested, at least in part, to be due to
uteroplacental insufficiency from the MSH. Thomas et al*
observed the presence of redistribution in the fetopla-
cental circulation in their two cases of MSH by using a
Doppler study. In the current case, on the other hand,
the Doppler examinations were normal except for the
presence of MSH, which might be because the MSH
did not extend beneath the umbilical cord. The loca-
tion of the MSH has been suggested to impede the
cord insertion®. The MSH of maternal blood in the in-
tervillous space can easily compress the umbilical ves-
sels. The findings in this case may support the porsi-
bility of these mechanisms. If MSH is found on ultra-
sound examination, we believe that the insertion por-
tion of the umbilical cord should be examined immedi-
ately.

Tocolysis and antibiotic therapy are common for
the management of MSH, because subchorionic hema-
toma has been reported likely to result in abortion or
premature delivery associated with chorioamnionitis®.
In the current case, kampo therapy with Sairei-to and
10% maltose infusion therapy were also performed. In
1991, Baxi and Pearlstone’ suggested that the pres-
ence of antibodies is an etiologic factor for subchori-

onic hematoma of the placenta. The antibodies have
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been suggested to increase the tendency of platelets
to aggregate, which leads to thrombosis and/or vascu-
litis and thereby to an increased possibility of subcho-
rionic hematoma. In Japan, Sairei-to has been sug-
gested to have an effect like corticosteroids, and is
therefove used for the treatment of patients with a
poor obstetric history such as habitual abortion”. In
this case, the antinuclear antibody decreased from
(% 320) to (x80) with kampo therapy using Sairei-to,
while intravenous infusion of 10% maltose is a tech-
nique for the treatment of high risk pregnancies that
has been used for the past 18 years in Japan'. Maltose
infusion not only increases the supply of glucose to
the fetus in the absence of fetal insulinogenesis, but
also improves the metabolism of amino acids and the
circulation in growth-retarded fetuses*"'. In the cur-
rent case, the findings of fetal HC and Doppler studies
may support these previous studies.

In the current case, an increased maternal HbF was
also observed on admission, indicating the presence of
fetomaternal hemorrhage (FMH)'*"®. There were no
typical fetal symptoms of FMH such as decreased or
absent fetal movement or a sinusoidal heart rate pat-
tern in cardiotocograms because the onset of MSH
might have been during the first trimester of preg-
nancy. No maternal transfusion reaction due to FMH
was observed. MSH is a condition in which a large
amount of blood mainly of maternal origin collects and
separates the chorionic plate from the villous chorion®.
Thus, further examination is needed of this mecha-
nism.

In Summary, we present a case of MSH compli-
cated by IUGR and oligohydramnios diagnosed at 22
weeks' gestation. Sairei-to and 10% maltose infusion
with tocolysis and antibiotic therapy may be useful in

the management of MSH.
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