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Adrenal Infarction in Pregnancy

Gebelikte Adrenal Enfarktiis
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OZET

Adrenal enfarktiis ¢ok nadir bir durumdur, ancak bazen hiper pihtilasma durumlarinda goérulir.
Hamilelik bu hiper pihtilasma durumlarindan biridir. Gebelikte olusan pihtilagsma sistemindeki
degisiklikler bu hiper pihtilagmada etkilidir. 36 haftalik gebe, daha 6nce tromboz 6ykiisii olmayan, sag
ist kadran agrisi sikayeti ile gelen ve sonunda tek tarafli sag adrenal enfarktiis tanisi alan nadir bir
olguyu sunuyoruz.
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ABSTRACT

Adrenal infarction is a very uncommon occasion however not very often seen in hypercoagulable
states. Pregnancy is one of these hypercoagulation conditions. Changes in the coagulation system
during pregnancy are effective in this hypercoagulation. We present a rare case of 36-week pregnant
woman, without any history of previous thrombotic occasions, providing with right upper quadrant
abdominal pain and ultimately diagnosed with unilateral rigt adrenal infarct.
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INTRODUCTION

The causes of abdominal pain in pregnant woman can be
classified into two groups; obstetric or non-obstetric (1). The
most common causes of acute abdominal pain in pregnancy
are acute appendicitis, cholecystitis, pyelonephritis, and
problems related to adnexa, like ovarian torsion with ovarian
cyst rupture (2).

Adrenal infarction is a rare cause of abdominal pain
during pregnancy and if its diagnosis is missed, it might have
serious medical consequences for the mother and child. The
location of the pain may occur on the flanks, abdomen or
chest, depending on the situation. It is difficult to identify
adrenal infarction as the cause of abdominal pain during
pregnancy. This is because the diagnosis of adrenal infarction
has no specific signs and attention is given to more common
pathologies (eg preterm labor, appendicitis, cholecystitis and
pulmonary embolism) (3).

CASE PRESENTATION

A 25-year-old G2P1 pregnant woman presented at 36
weeks of gestation to the emergency department with acute
onset of right-sided abdominal pain. The pain was severe,
radiating to the back, and was accompanied by vomiting and
nausea. There was no history of fever, chills, constipation, or
urinary symptoms. Her medical history was unremarkable,
only with appendectomy history.

On examination, her vital signs showed a blood pressure
of 120/70 mmHg, pulse rate of 96 per minute and regular,
respiratory rate of 18 per minute, a temperature of 37°C, and
oxygen saturation (SpO,) of 98% in room air. On abdominal
examination, there was moderate tenderness in the right
upper quadrant, and there was no rebound tenderness. There
was no fundus tenderness on uterine palpation, bowel sounds
were present, and other system examinations were normal.
Laboratory tests (white blood cell count, hemoglobin level,
hematocrit, platelets, coagulation profile, kidney function test,
liver function test, electrolytes, serum amylase, and lipase) at
admission were essentially normal. Urine microscopy showed
no evidence of microscopic hematuria, proteinuria, or
infection. The gallbladder hydropic other organs were normal
on abdominal ultrasonography.

In the obstetrics evaluation, a single, live, normal fetus
with normal amniotic fluid was observed on ultrasonography.
It was observed that there were regular contractions hitting
80 mmHg on CTG (cardiotocography). A 3530 g healthy
male baby was delivered through cesarean section applied
to the patient who had a previous cesarean section history.
The patient's vital signs were normal after cesarean section,
and when the effect of spinal analgesia ceased, severe pain
reappeared and the pain did not respond to analgesics.

Abdominal contrast-enhanced computed tomography
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Figure 1. In the transverse section of the abdomen with
CT, a lack of perfusion in the adrenal gland is seen with
the arrow.

(CT) scan showed enlargement and edema in the right
adrenal gland, lack of perfusion, and adrenal artery perfusion
defect supporting the embolism (Figures 1 and 2). Cortisol
levels and adenocortocotropic hormone (ACTH) levels were
measured to assess adrenal insufficiency, and a normal ACTH
result of 63 pg/mL and a slightly elevated cortisol level of 29
pg/dL were noted.

The patient was started on two daily doses of low-
molecular-weight heparin (LMWH) subcutaneously as
anticoagulant treatment due to new arterial embolism.
The patient was discharged six days after the delivery.

Figure 2. In the coronal section of the abdomen with
CT, a lack of perfusion in the adrenal gland is seen with
the arrow.
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Thrombophilia and antiphospholipid syndrome panel
was requested from the patient and policlinic control was
recommended.

DISCUSSION

The risk of venous thromboembolism increases by
4-5 times, the risk of arterial thromboembolism which
increases by 3-4 times in pregnancy. The total prevalence of
thromboembolic events experienced during pregnancy is at
the level of 1:500 (4).

Adrenal infarction may exist with abdominal pain, nausea
and vomiting secondary to electrolyte disturbances. CT or MRI
can be done to diagnose a suspected adrenal infarction. After
adrenal infarction is diagnosed, therapeutic anticoagulation
treatment is recommended to prevent contralateral adrenal
infarction (5). Contrast-enhanced CT scan was performed
in our patient who applied with complaints of right upper
quadrant pain, nausea and vomiting, and anticoagulant
treatment was started after diagnosis in accordance with the
literature.

There are several predisposing factors for the
development of adrenal infarction during pregnancy (3).
Hypercoagulability is one of these factors. Hypercoagulability
is necessary for saving a mother from bleeding postpartum.
The coagulation factors VII, VIIL, X, von Willebrand factor
and fibrinogen levels rise during pregnancy. Free protein S
decreases depending on the increase in binding protein. Level
of plasminogen activator inhibitor-1 increases by five times
(6). As pregnancy progresses, there is a significant decrease
in the activity of activated protein C, a critical anticoagulant.
While these physiological changes may be significant for
minimizing intrapartum blood loss, they entail an increased
risk of thromboembolism during pregnancy and postpartum
(7).

Literature on adrenal infarction; consists of several small
retrospective case series, mainly case reports, and old articles
evaluating the pathology of adrenal infarctions for various
reasons (8). In most of the cases, unilateral adrenal infarction
was detected without adrenal insufficiency and was treated
with anticoagulants that continued for a while after delivery
(9). There is no definite opinion about how long to continue
anticoagulant treatment, it should be individualized according
to the patient. The use of anticoagulation in a pregnant
patient should be evaluated for each patient according to
the patient's characteristics, taking the risks into account.
The risk of conversion to adrenal hemorrhage and the risk of
hemorrhage at birth should be considered. Anticoagulation
is recommended for adrenal infarction in the absence of
bleeding (8). After the diagnosis of adrenal infarction, the
patient should be followed up for signs of adrenal insufficiency,
and steroid treatment should be administered if necessary (9).
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When evaluating abdominal pains during pregnancy, it
is atypical to confront arterial embolism, particularly in the
adrenal gland. With the analyzes described above, a diagnosis
of exclusion was realized, and a possible unnecessary
operations was prevented.

Cikar Catismasi: Calismada herhangi bir ¢ikar ¢atigmasi yoktur.

Finansal Cikar Catigmasi: Calismada herhangi bir finansal ¢ikar catismast
yoktur.
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