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OBJECTIVES
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Gynaecologists

*» Highlight the importance of recognising risk factors and non-specific
symptoms of adrenal haemorrhage in pregnancy and the postpartum
period, and their overlap with other common complications.

** Emphasise the role of imaging and laboratory tests in accurate diagnosis.

* Advocate a multidisciplinary approach to managing adrenal
haemorrhage.

*** Increase clinical awareness for early identification and prompt treatment.

*** Aim to improve understanding of adrenal haemorrhage in pregnancy and
postpartum

BACKGROUND

Adrenal haemorrhage (AH) is a rare condition, with an incidence of 0.14-
1.8% during pregnancy, and even fewer cases reported Iin the
puerperiuml’?l, It often presents with non-specific signs, which can delay
diagnosis and lead to life-threatening complications such as adrenal crisis,
shock, and, if undiagnosed, potentially death!’-2],

The aetiology remains unclear but is believed to be associated with
adrenocorticotropic hormone (ACTH), adrenal vein thrombosis, postpartum
naemorrhage, anti-phospholipid syndrome, and the Increased
nypercoagulability of pregnancyl’-3l,

ncidence may be higher in the presence of pregnancy-related adrenal
nyperplasia and limited venous drainage. In cases of retroperitoneal
naematomas following delivery, AH should be considered as a differential
diagnosis!®4.Outside of pregnancy, the primary causes of AH include
trauma and adjacent tumours!?l.

Damage to the adrenal glands can result in deficiencies in aldosterone,
cortisol, androgens, and catecholamines—all of which are essential for
maintaining homeostasis and regulating maternal and foetal
haemodynamics!'.The most common presentation is non-specific pain in
the epigastric, flank, upper or lower back, or pelvic regions, occurring in 65—
85% of casesl!'2l,

Symptoms of adrenal insufficiency may also be present, such as fatigue,
weakness, dizziness, and anorexial'l. In severe cases, this may progress to a
life-threatening adrenal crisis or Addison’s disease. If left untreated,
patients may develop hypotension, tachycardia, shock, and, in extreme
cases, maternal and foetal deathl'l. Imaging is essential for diagnosis;
however, blood tests may also reveal hyponatraemia and hypoglycaemial3l.

CASE PRESENTATION

A 25-year-old patient with a history of three miscarriages and two live births. The patient underwent
category 1 caesarean section for foetal distress and labour dystocia at 38+1 weeks gestation. The
patient had maternal risk factors including a Body Mass Index (BMIl) of 48, positive for Group B
streptococcal infection, previous venous thrombotic event requiring antenatal low molecular weight
heparin (LMWH), previous pre-eclampsia requiring antenatal aspirin and previous gestational
diabetes.

Postoperatively the patient developed a wound infection and haematoma. She was managed
medically with antibiotics including flucloxacillin and metronidazole. The patient also received input
from tissue viability for wound care and was discharged once deemed well.

The patient re-presented to the emergency department
seventeen days post- partum with left sided chest and
flank pain. The patient’s blood test showed a mild
anaemia of Hb 78g/L , raised C-reactive protein (CRP)
255mg/L with a normal white blood cell count and normal
renal and liver functions. Given the patient’s previous
history, she was commenced on treatment dose of LMWH
and was investigated for a pulmonary embolism (PE) and
other causes for acute abdomen. A Computed
Tomography (CT) scan was normal, except for an
Incidental finding of a 7.9cm left adrenal haemorrhage.
The patient’'s haemorrhage was stable with normal
observations.

Figure 1: A Transverse CT Section showing a Left sided adrenal haematoma. High
attenuation fluid in the left suprarenal region measuring 7.9 x 4cm with poor
visualisation of the left adrenal gland is suggestive of a stable adrenal haemorrhage.

Initial monitoring should focus on detecting hypotension or

Q signs of shock; if these occur, IV Hydrocortisone should be
administered and the Endocrine and Surgical team consulted
urgently.

Iiiillnvestigations Include random cortisol, ACTH, plasma renin,
aldosterone, short synacthen test, FBC, and U&Es. If cortisol is
less than 400 nmol/L, hydrocortisone treatment should be
Initiated — Orally if clinically stable, or Intravenously if unwell.
Routine monitoring involves daily U&Es and FBC,; if there is a
signhificant drop in FBC or hypotension, LMWH should be
paused, and a repeat CT scan performed.

MANAGEMENT

Figure 2: A Transverse MRI Section showing
resolution of adrenal haematoma 3 months after

wound infection.
Haemodynamic stability and improvement in infection should be ensured over the following
days.
E For long-term management, an endocrine follow-up appointment should be scheduled within
=»two weeks, and a follow-up CT abdomen or MRI should be performed in 2-3 months. Steroid
therapy can be discontinued once the patient is stable and test results confirm no underlying
causes for the haematoma.

3 Prophylactic LMWH was continued as its benefits outweigh the risks, along with IV antibiotics for

DISCUSSION

AH are rare during pregnancy, occurring in approximately 1% of cases, and are
even less common in the postpartum period!’2l, AH typically results from
trauma or penetrative injury. Spontaneous adrenal bleeds are extremely rare,
particularly in pregnancy. The current working theory suggests that adrenal
hyperplasia during pregnancy increases arterial blood supply, and when
combined with limited venous drainage and the hypercoagulable state of
pregnancy, may predispose to haemorrhagel?3:4l,

The condition may present with non-specific symptoms that overlap with other
common postpartum complications, making diagnosis challenging. Imaging—
particularly contrast-enhanced CT or MRI—is crucial for diagnosis!!4l,
Ultrasound with Doppler of the adrenal glands is preferred during pregnancy
due to the absence of radiation and lower cost; however, there should be a low
threshold for MRI to confirm the diagnosis. A CT angiogram is recommended to
rule out an arterial bleed and can assist interventional radiologists in planning
embolisation, if necessaryl?3l,

Treatment is usually conservative in stable patients, with regular blood tests
and imaging to monitor resolution. Surgical intervention is reserved for severe
cases. Vaginal delivery i1s not contraindicated unless the condition
deteriorates; however, preterm delivery may be considered in the presence of
significant complications!'3l. For patients with controlled bleeding and no
evidence of adrenal insufficiency, ongoing monitoring for potential neoplasms
is recommended!?l. In cases of maternal sepsis with meningococcal disease,
Waterhouse-Friderichsen syndrome should be excluded in the presence of

severe shockll.
CONCLUSION

Incidental AH are rare, especially during pregnancy, as symptoms can mimic
common complications such as pre-eclampsia and infections, making it a
difficult diagnosis, often relying on imaging for diagnosis. AH requires more
reporting and awareness; further research is needed on the management of
this condition in pregnancy. A high clinical suspicion is essential for a prompt
diagnosis especially in the context of pregnancy. A multi-disciplinary approach

IS needed for the management of these patients.
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