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Abducens nerve palsy as a sign of pre-eclampsia "’,
with severe features

Dear Editor, we present a unique case of severe pre-eclampsia.

A 36-year old primigravid woman presented at a gestational age
of 33 weeks and 2 days with abrupt reduced vision and headache.
Past medical history was negative, except for migraine. At
admission, blood pressure readings reached 169/100 mmHg. A
urine dipstick indicated significant proteinuria, confirmed with a
24h urine collection revealing 971 mg of protein. On clinical
examination, hyperreflexia and unilateral abducens nerve palsy
was apparent (Fig. 1).

The patient was admitted for fetal lung maturation and
observation. Labetalol 600mg daily and magnesium sulfate
intravenously were administered, however diastolic hypertension
persisted.

Due to the persisted severe hypertension, a caesarean section
was performed 48 h after admission and with completion of the
fetal lung maturation. The neonate was admitted to the neonatal
unit since the birth weight was only 1470 g. Apgar of the neonate
were 7/5/10, after 1, 5 and 10 min(s) respectively. No neonatal
problems were observed during the 1-month hospitalization.

Magnesium sulfate was continued for 48 h after delivery. A
cerebral MRI was performed to rule out ischemia or hemorrhage,
no abnormalities were observed. Within 3 days after delivery, a
reduction of the palsy and normalization blood pressure was
detected. Full recovery of the palsy was observed within 5 months.

Only about nine cases have been published, displaying the rarity
of this clinical feature [1-3]. Although this feature is uncommon,
the obstetrician should be aware of the clinical significance. The
true etiology of this sign is yet to be determined, but nerve
compression due to intracranial hypertension and vasospasm of
the nerve vessels due to hypertension, have been hypothesized [1].
Regardless, all neurologic symptoms, including palsy, should be
regarded as a sign of severe pre-eclampsia [4]. Before 34 weeks of
gestational age, British and American guidelines propose to first
administer corticosteroids for fetal lung maturation for 48 h and
then initiate delivery if severe hypertension remains or the clinical
condition of the patient or fetus deteriorates [4,5]. In this case, a
caesarean section was selected as the route of delivery, mainly due
to the low estimated fetal weight. According to the guidelines,

Fig. 1. Unilateral abducens nerve palsy of the left eye when asked to look to the left
direction.
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caesarean section should not be the de facto route of delivery and
should be determined by other obstetrical, fetal or maternal factors
[4,5].

Abducens nerve palsy should be regarded as a sign of pre-
eclampsia with severe features and should lead to swift action.
Although such a case is very rare, any obstetrician should recognize
its importance.
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Twin pregnancy complicated by disseminated ")
intravascular coagulation following single fetal
demise

Dear Editor,

Intra uterine fetal demise (IUFD) complicated by DIC is a rare
but known complication of singleton pregnancies [1]. Coagulation
abnormalities are due to the gradual release of tissue factor from
the placenta into the maternal circulation [1]. Unlike singleton
pregnancies, twin pregnancies with single IUFD are rarely
complicated by DIC [2,3].

A 26 year old woman was referred to our center at 21 weeks of
her Dichorionic Diamniotic twin pregnancy due to hydrops fetalis
of both twins with MCA PSV flow correlating with severe fetal


http://refhub.elsevier.com/S0301-2115(18)31044-3/sbref0005
http://refhub.elsevier.com/S0301-2115(18)31044-3/sbref0005
http://refhub.elsevier.com/S0301-2115(18)31044-3/sbref0010
http://refhub.elsevier.com/S0301-2115(18)31044-3/sbref0010
http://refhub.elsevier.com/S0301-2115(18)31044-3/sbref0010
http://refhub.elsevier.com/S0301-2115(18)31044-3/sbref0015
http://refhub.elsevier.com/S0301-2115(18)31044-3/sbref0015
http://refhub.elsevier.com/S0301-2115(18)31044-3/sbref0020
http://refhub.elsevier.com/S0301-2115(18)31044-3/sbref0020
https://www.nice.org.uk/guidance/cg107
https://www.nice.org.uk/guidance/cg107
mailto:yukiyasu@kuhp.kyoto-u.ac.jp
http://dx.doi.org/10.1016/j.ejogrb.2018.10.033
http://crossmark.crossref.org/dialog/?doi=10.1016/j.ejogrb.2018.09.024&domain=pdf
http://crossmark.crossref.org/dialog/?doi=10.1016/j.ejogrb.2018.09.024&domain=pdf
http://dx.doi.org/10.1016/j.ejogrb.2018.09.024
http://www.sciencedirect.com/science/journal/03012115
www.elsevier.com/locate/ejogrb

Letters to the Editor — Brief Communications/European Journal of Obstetrics & Gynecology and Reproductive Biology 233 (2019) 160-163 161

A. Initial TEG

Angle G EPL
min deg d/sc %
3.8 3.0K 8.1

: 45K—11.06 0—15

B. TEG followingtherapy

0.0
0—15

6.2K
4.5k — 11.0K

Fig. 1. A. Patient’s initial Thromboelastogram, indiucating DIC, B. Patient’s Thromboelastogram following therapy, represnting normal coagulation.

anemia was diagnosed. The pregnancy was treated at a fetal
therapy center with intra uterine blood transfusion. This resulted
in IUFD of twin A, twin B transfusion was successful and quick
resolution of the hydrops and anemia was noted within weeks.
The woman who suffered from mirror syndrome during fetal
hydrops also quickly improved. Parvovirus infection was con-
firmed via maternal serology and PCR from amniocentesis of both
fetuses.

She represented at 24 weeks with preterm premature rupture
of the membranes (PPROM) of the demised twin A. She was treated
with a 24 h course of betamethasone and a one week course of
ampicillin and roxithromycin and the fetal routine sonographic
biophysical profile and non-stress test was unremarkable with no
signs of chorioamnionitis or placental abruption.

At 30 week and 5 day gestation routine blood tests showed
dysfibrinogenemia of 105 mg/dL (normal levelsin the third trimester
of pregnancyare 373-619).Other coagulation functions (PT, PTT, INR)
were normal. The patient was asymptomatic with normal vital signs
and no vaginal or other bleeding. Further blood tests were indicative
for disseminated intravascular coagulation (DIC) including D-Dimer
levels (35,088 ng/mL, normal levels 130-1700) and Thromboelasto-
gram (TEG) (Fig. 1).

Considering all the above findings and even though she was
asymptomatic we decided to deliver the fetus. An emergency
cesarean under general anesthesia performed due to breech
presentation with the intention of minimalize the potential
bleeding of regional anesthesia. The woman was treated with 10
units cryoprecipitate and the course of the surgery was normal
with no excessive bleeding. Shortly (about 15 min.) after surgery
repeat laboratory tests worsened with lower fibrinogen levels

(114 mg/dL) and TEG. The patient developed early post-partum
hemorrhage with vaginal bleeding estimated at 1000 ml. She was
treated with fresh frozen plasma and packed cells for her
coagulation disorder together with uterotonics. The following
laboratory tests and post-operative course were normal. The baby
was released from the Neonatal intensive care unit at age 2.5
months with no prematurity complications.

DIC is a frequent cause of maternal morbidity and mortality and
is associated with up to 25% of maternal deaths [4]. Proper
treatment of this hazardous complication relays on early recogni-
tion diagnosis. Yet, frequently the diagnosis of DIC is challenging
and the laboratory abnormalities are precursory of the clinical
symptoms. The rare case presented above demonstrates that DIC
following single fetal demise do occur, and may be associated with
bleeding tendency. Awareness to this association should lead to
prompt respiratory and hemodynamic support along with
administration of coagulation resuscitation products (FFP/cryo-
precipitate).

Disclosure statement

All authors have no conflict of interest or benefit that has arisen
from the direct applications this research to disclose.

Funding

None of the authors have any direct or indirect financial
incentive associated with publishing the article.



162 Letters to the Editor — Brief Communications/ European Journal of Obstetrics & Gynecology and Reproductive Biology 233 (2019) 160-163

Acknowledgement

Patient consent form has been completed and signed by the
patient.

References

[1] Shek NWM, Hillman SC, Kilby MD. Single-twin demise: pregnancy outcome.
Best Pract Res Clin Obstet Gynaecol 2014;28:249-63, doi:http://dx.doi.org/
10.1016/j.bpobgyn.2013.11.003.

Eddib A, Rodgers B, Lawler ], Yeh ]. Monochorionic pseudomonoamniotic twin
pregnancy with fetal demise of one twin and development of maternal
consumptive coagulopathy. Ultrasound Obstet Gynecol 2006;28:736-7, doi:
http://dx.doi.org/10.1002/uog.3817. -
Romero R, Duffy TP, Berkowitz RL, Chang E, Hobbins JC. Prolongation of a
preterm pregnancy complicated by death of a single twin in utero and
disseminated intravascular coagulation. Effects of treatment with heparin. N
Engl ] Med 1984;310:772-4, doi:http://dx.doi.org/10.1056/
NEJM198403223101207.

Cunningham FG, Nelson DB. Disseminated intravascular coagulation syndromes
in obstetrics. Obstet Gynecol 2015;126:999-1011, doi:http://dx.doi.org/
10.1097/A0G.0000000000001110.

2

3

[4

Misgav Rottenstreich”

Ella Kitroser

Alexander loscovich

Arnon Samueloff

Hen Y. Sela

Department of Obstetrics and Gynecology, Shaare Zedek Medical
Center, Jerusalem, Israel’

!Affiliated with the Hebrew University Medical School of Jerusalem.

* Corresponding author at: Department of Obstetrics and
Gynecology, Shaare Zedek Medical Center, 12 Bayit Street,
Jerusalem, 91031, Israel.

E-mail address: misgavr@gmail.com (M. Rottenstreich).

Received 25 November 2018
Accepted 27 November 2018

http://dx.doi.org/10.1016/j.ejogrb.2018.11.025

Uterus-like mass: A case report L)

Gheck for
Updaies

Dear Editors,

We report a case of a uterus-like mass. A 28-year-old
nulliparous patient presented with increasing dysmenorrhea after
discontinuing use of her contraceptive pill. Clinical examination
revealed pelvic pain mainly located in the right iliac fossa. A pelvic
ultrasound displayed a suspicious uterine mass initially described
as a pseudo-unicorn uterus with a rudimentary horn. Magnetic
resonance imaging (MRI) revealed a roundel image within the right
myometrium appearing to have a cleavage plane with the
myometrium. This suggested a uterus-like mass, showing hyper-
signal T1 and hyposignal T2 with discreet hypersignal in the center
linking to a hemorrhagic content without communication to the
uterine cavity (Fig. 1).

Abdominal examination through a coelioscopy showed no
abnormalities. Uterus size and aspect were normal aside from an
arch on the right side under the broad ligament. Incision was
performed and no area of a cleavage plane was identified. Brown
liquid evacuated from the mass alluding to a hematoma. The mass
was removed and sent for histological examination. Patient
showed no recurrence of pelvic pain or dysmenorrhea during
follow-up. Histopathological examination described an endome-
trium with rich cellular cytogenetic chorion and oval glands lined

with a cylindrical coating associated with smooth muscle cells,
confirming diagnosis of a uterus-like mass.

A uterus-like mass is a rare, benign tumoral pathology first
described in 1981 by Cozzuto [1]. It is defined by an ovoid structure
with a central cavity bordered by endometrium and surrounded by
a thick wall of smooth cells imitating normal myometrium.
Literature is scarce and masses are mainly found within the pelvic
cavity, affecting many generations of women, such as young
women with early onset puberty or menopausal women. A uterus-
like mass can also be located outside the pelvic cavity in other
organs (abdominal wall, small and large bowel, mesentery,
pancreas, liver, appendix, spinal cord) [2,3].

Preoperative diagnosis is difficult due to lack of specificity of both
clinical and paraclinical investigations and is made through
observation of pelvic pain and dysmenorrhea. Pelvic imaging
typically describes an ovoid lesion, well limited, and isointense
compared to endometrium with a hypointense junction without
communication to the uterine cavity [4]. The central cavity shows
hypersignal T2. Only histopathological examination can confirm
diagnosis. Uterine malformation is the principal differential
diagnosis (pseudo-unicorn uterus, unicervical unicorn with rudi-
mentary contralateral and blind horn) but also defines other benign
or malignant tumors, such as a hamartoma, teratoma, fibroma,
sarcoma, and endometrioid carcinoma. It is particularly difficult to
differentiate cystic adenomyoma from a uterus-like mass. It is
organized around a cystic hemorrhagic cavity but without the
organoid organized structure specific to a uterus-like mass.

Surgical treatment is key for removal and diagnosis of the mass.
Resection should be complete to prevent recurrence, and
minimally invasive. If there is no cleavage plane, dissection can
be difficult.

Histopathogenesis is poorly understood and no theory explains
all diseases. The theory of congenital malformation has been
described due to concomitant malformations of the genitourinary
tract and would imply a fusion defect or a duplication of Miiller’s
canals. The theory of metaplasia, which Cozzuto postulated, explains
that secondary coelomic pluripotent mesenchymal cells, belonging
to the secondary Miillerian system, differentiate into endometrial

Fig.1. MRl in frontal section in T2 sequence: A: uterus with hypersignal T2; B: right
lateral-uterine mass not communicating with the endometrial cavity.
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