LETTER TO THE EDITOR

Twin Pregnancy Complicated
by Intrauterine Death of One
Fetus and Herniated Bowel
Loops Over Gravid Uterus

the APGAR of the alive fetus. Since the platelet count and international normalised ratio (INR) and prothrombin time (PT) were
within normal range and there were no signs of disseminated
intravascular coagulation (DIC), it was decided to give
combined spinal epidural anesthesia to the patient.

Sir,
We present a rare case of incisional hernia with herniated bowel
loops lying over gravid uterus with twin pregnancy, with need of
urgent caesarean section due to death of one of the twin at 21
weeks, pre-eclampsia, and early stages of development of
sepsis. Such constellation of comorbidities in a patient have not
been reported before in literature and served as a dilemma for
multidisciplinary teams involved in management including
anesthesiologists, obstetricians and surgeons. Written
informed consent was obtained from the patient for this case
publication.
A 38-year old lady, gravida 5, para 3, with 31-week pregnancy,
came to emergency department with complains of diarrhea
(10–12 episodes per day) for 2 days. There was no history of
previous antenatal visits to an obstetrician. No previous ultrasounds or any blood test report was available. She was obese
with body mass index (BMI) of 35.4 kg/m2. She had a history of
umbilical hernia repair 10 years back, laparoscopic cholecystectomy and ventral hernia repair 8 years back, repair of large incisional hernia (15 cm) with mesh 3 years back, and previous 3
lower segment caesarean section (LSCS).
On examination and laboratory tests, she was diagnosed to
have pre-eclampsia (raised blood pressures, headache,
nausea, vomiting and signiﬁcant proteinuria), high anion gap
metabolic acidosis and hypokalemia. Leukocytosis and lactate
level of 2.4 mmol/L was also present. Ultrasound pelvis was
done, which showed mono-chorionic, mono-amniotic twins with
intrauterine death of one of the twin at 21 weeks. She had a
large, soft, herniated sac with multiple defects along with herniated bowel loops present over gravid uterus (Figure 1).
The patient was resuscitated, central venous catheter was
inserted and electrolyte imbalance was corrected. Antibiotics
were given. Surgery team was taken on board as well. Keeping
in mind the maternal condition, which outweighed that of fetus,
it was planned to undertake emergency caesarean section with
repair of incisional hernia. Preoperatively, the patient and her
husband were counselled in detail regarding her current condition and condition of her babies. Surgical plan and anesthesia
options and their eﬀect on fetus, were also discussed.
Spinal anesthesia could not be given to the patient as prolonged
surgery was expected. General anesthesia could not be given
because of potential diﬃcult access to the fetus during surgery
as it could have prolonged induction to delivery time and aﬀect

Figure 1: Postoperative picture of patient's abdomen. The hernia was
planned to be repaired later. The picture shows location of existing hernia
over the uterus.

Electrocardiogram (ECG), non-invasive blood pressure monitor,
and pulse oximeter were applied. Two large bore intravenous
cannula of 16 gauges were inserted. Urinary catheter was
already in place to monitor urine output. Patient was placed in
sitting position.
The back of the patient was examined. The spinous processes
and inter-spinous spaces were not palpable due to edema and
obesity. The iliac crests were palpable, and at that level in the
midline combine spinal epidural insertion was attempted. It was
successfully inserted. 12 mg of 0.5% hyperbaric bupivacaine
with 15 μg micrograms of fentanyl was given as spinal dose and
the catheter was inserted in the epidural space.
Patient was placed in supine position. Surgery team did a midline
laparotomy. Abdominal entry was diﬃcult with excessive adhesions. Access to the uterus was made. Obstetric team then took
over and made transverse incision on uterus. One alive and
another dead fetus were delivered. Alive neonate remained well.
Abdomen was closed and mesh repair was deferred till the signs
of infection resolved.
During surgery, the patient remained hemodynamically stable
and vomited twice during the handling of bowel loops by
surgeon, which was managed with ondansetron. Epidural was
loaded after the eﬀect of spinal dose started wearing oﬀ and continued postoperatively for pain relief.
Twin pregnancy is associated with a higher morbidity and
mortality as compared to singleton pregnancy. Mono-chorionic
twins are at increased risk for perinatal death and neurological
1
injury. Fetal demise of one twin puts the surviving co-twin at
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more risk. The prognosis is poor and associated with neurological
damage in the surviving fetus.2
Pregnancy-induced hypertension and pre-eclampsia have also
been found to be associated with the intrauterine death of one
twin.3 Our patient had undiagnosed pre-eclampsia, which may
have been the cause of intrauterine death of the fetus. Early
delivery remains the deﬁnitive treatment of this condition.
Leaving the surviving co-twin in the hostile intrauterine environment is risky and should be balanced against preterm delivery
4
problems. Conservative management is usually preferred.
Intrauterine death may lead to maternal complications as well,
which include DIC, sepsis, acute renal failure and maternal
mortality.5 These complications may, in turn, cause threat to
surviving twin and cause mortality.
The cause of infection in this patient was unclear. It may be due to
intrauterine death, diarrhea or partial intestinal obstruction due
to hernia. Nevertheless, the patient was developing early signs
of sepsis and required early delivery.
General anesthesia could not be given to the patient due to
expected prolonged induction to delivery time with low APGAR
score in neonates. This may be due to the development of fetal
acidosis as a result of longer duration of anesthesia. Also these
patients may have high level of circulating catecholamines
causing a reduction in placental blood ﬂow which also leads to
acidosis. Low APGAR can also be due to transmission of anesthetic drugs though placental barrier.
Regional anesthesia may be regarded as superior to general
anesthesia for caesarean section. In this patient, spinal anesthesia could not be given due to prolonged duration of surgery, so
combined spinal epidural anesthesia was selected. It not only
provided anesthesia intraoperatively, but was continued postoperatively for analgesia. In pre-eclamptic patients, neuraxial anesthesia actually provides more stable hemodynamics with fewer
swings in blood pressure.
The case was successfully managed with no complications; and
the mother and living baby remained well postoperatively.
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