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 ABSTRACT

Pregnant uterine damage when performing operative laparoscopy is a rare complication, accompanied by a high risk of infection and miscarriage. Clinical management of pregnancy and its result have practical interest and need discussion. The article describes a clinical case of independent childbirth on time after uterine perforation when performing operative laparoscopy with deleting a significant volume of amniotic fluid in a pregnant woman with 21-22 weeks of pregnancy. The prolongation of pregnancy and independent childbirth on time after uterine damage with a gestation period of 21 or 22 weeks is possible in case of diagnosis of complications in proper time, careful restoration of the uterine integrity and rational conduct of postoperative period.
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Need for abdominal surgery during pregnancy, which is not connected with obstetric reasons, occurs rarely – only in 1-2 % of cases – due to acute appendicitis, cholecystitis, paraesophageal hernia, torsion of the uterine appendages and intestinal obstruction [1, 2]. Pregnant uterine damage when performing operative laparoscopy is considered a rare and potentially preventable complication [1, 3, 4]. It is known that the prolongation of pregnancy after uterine damage is connected with high perinatal risks such as infection, miscarriages and prematurity [4, 5, 6]. Obesity, uterine fibroids and multiple pregnancy are unfavorable factors rising a risk of pregnant uterine damage when performing operative laparoscopy. Meanwhile, the application of the open technique according to Hasson, performing an ultrasonic scanning immediately before surgery with marking a uterine bottom, is efficient means of prevention of uterine damage [1]. 

Ways to eliminate complications and a choice of clinical management of pregnancy after uterine damage can be extrapolated from the experience of fetal surgery and performing fetoscopy, when a 2-4 mm trocar is inserted through the front abdominal wall into the amniotic cavity under the control of ultrasonic scanning and spots of uterine perforation are not restored after its removal [1,7]. Moreover, performing fetal surgery does not eliminate risks of premature birth, chorioamnionitis, trauma and anemia of the foetus, damage to the placenta and hemorrhages in the uterine wall, and pregnancy loss as well [8]. 

Cases of uterine damage during pregnancy are rare and deserve discussion, so, we find it important to give a description of a clinical case of uterine damage with a gestation period of 21 or 22 weeks while performing salpingo-oophorectomy with a laparoscopic access. 

On October 19th, 2012, patient L., 34 years old, with 21-22 weeks of pregnancy, entered the gynecological department for performing planned surgical treatment of a fast-growing giant tumor of the right ovary. She had a childbirth on time on her medical history, it is her second pregnancy, a desired one. The tumor of the ovary was first detected four years ago (it was up to 4 cm in diameter), 3 times size increase of a tumor (up to 17 cm) is ascertained during the present pregnancy. The somatic history is burdened with a moderate case of anaemia, ulcer disease of 12-duodenum in remission, infectious hepatitis in childhood. The condition of admission is adequate, without complains.

The patient was operated under endotracheal anesthesia on October 23rd, 2012.The first trocar was inserted along the mid-collarbone line on the left, 3 cm below the edge of the rib arc; pneumoperitoneum (carbon dioxide 12 mm Hg) was imposed. The laparoscope was inserted: the uterine body increased to 21-22 weeks of pregnancy was identified, the right ovary presented a tumor-like formation up to 17 cm in diameter, with a dense, smooth capsule. After inserting an additional trocar, 500 ml of liquid was removed; supposedly, it was cystoma contents. While a detailed examination, it turned out that the suction pump was inserted into the bottom area, closer to the left side of the uterus, and the removed liquid was amniotic fluid. The doctors’ council made a decision to restore the integrity of the uterus and to prolong pregnancy. By laparotomy, the uterine perforation was stitched with a two-lined vicryl seam and salpingo-oophorectomy was performed on the right. Histological result: multi-chamber serous cystadenoma of the right ovary. 

Subfebrile condition (37,1-37,5 °С) was registered during 6 days in postsurgical period. Treatment was carried out: Sulperazone 4 g twice a day intravenously during 7 days, Fraxiparin 0,3 subcutaneously during 5 days, Papaverine 2,0 twice a day during 3 days, Ginipral 10 mcg in the form of an intravenous infusion during 3 days. Ultrasonic scanning of pelvic organs was conducted on the second day after surgery: the foetus corresponded to the term, heart rate did not suffer (up to 160 beats a minute), fetal movement was active, amniotic index decreased to 80 (at a rate of 213 for this period of gestation). The placenta, with thickness up to 24 mm, was located on the back wall. It was identified on the 14th day after surgery under the control of ultrasound scanning that gestation period corresponded to 24 weeks, the tone of the myometrium and amount of fluid was within the standard (amniotic index is 219), fetal growth was appropriate, heart rate was up to 142 beats a minute, the placenta was located on the back wall, 5 cm from the edge of internal pharynx, its thickness was up to 24 mm. On the 20th day after surgery, the patient was discharged from hospital with progressive pregnancy under medical supervision of a doctor in the women's health clinic. Later the pregnancy was progressing without any complications and ended up with an independent childbirth on time on February 23rd, 2013. A baby boy was born with 8/9 points according to Apgar, weight was 3690 g, length was 50 cm. The total duration of childbirth was 5 h 10 min. On the 4th day of postnatal period, according to clinical evidence and ultrasonic scanning results, hematometer was diagnosed, it was the reason for performing instrumental revision of the contents of the uterine cavity. Histopathological study of biopsy material did not reveal the remains of placental tissue and fetal membranes, decidua was found. The patient was discharged from the maternity ward under medical supervision of a doctor in the women's health clinic on the 6th day after childbirth.

In a year, the woman had an independent pregnancy ended up in an independent childbirth on March 15th, 2015. The early postnatal period was complicated with massive obstetric bleeding which required a hysterectomy. A true placental ingrowth located in the lower segment of the uterus on the back wall was identified during pathohistological examination.
Discussion.
The clinical case presented here testifies about importance of the doctors’ council engaging an obstetrician and a gynecologist-surgeon to make the right decision and choose rational tactics of treating a patient with uterine damage during pregnancy. The cause of pregnant uterine damage can be considered as a modification of anatomical and topographical relationships arising from damage of a capsule of ovarian volume formation while inserting the first trocar with the subsequent outpouring of tumor contents into the abdominal cavity, change of the shape and size of the cystoma, which misled a surgeon. After inserting working trocars, the previous volume of ovary formation was not detected and the pregnant uterus was taken for cystoma, pumping of a significant amount of amniotic fluid was performed. Working with large ovarian tumors, we should remember about possibility of capsule damage of large cystoma with modification of laparoscopic pattern in a short period of time and also about necessity to visualize a tumor and a uterus again just before the procedure.

Possible complications and peculiar features of management of postnatal period of patients with pregnant uterine damage also deserves discussion. Instrumental revision of contents of the uterine cavity, performed on the fourth day of postnatal period in connection with formation of hematometra, without any histological confirmation of presence of placental tissue remains, does not look quite reasonable. To our opinion, natural inflammatory myometrium response to the damage with subsequent disorder of contractile function is quite expectable, it should be taken into account and not hurry with invasive treatment methods. It is known that frequency of placenta ingrowth is increased with inflammations and intrauterine interventions. So, placenta ingrowth in the patient who suffered uterine damage during her previous pregnancy and revision of contents of the uterine cavity performed on the fourth day of postnatal period should be regarded as “endometrial” reasons and a real pathological mechanism of placental pathology formation in the subsequent pregnancy [9].
Conclusion. Presented experience of pregnancy prolongation and possibility of independent childbirth on time after uterine perforation while performing laparoscopy can be used in treating similar complications. 
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