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Case Report 

Massive subchorionic haemorrhage: a rare case report associated with 
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INTRODUCTION 

During pregnancy, minor degrees of haemorrhage on the 

chorionic plate surface of the placenta are commonly 

identified on ultrasound assessment. Hemorrhage beneath 

or at the edge of the placenta, or behind an isolated area 

of the fetal membrane is of greater concern. Hemorrhage 

on the chorionic plate surface of the placenta are 

commonly identified on ultrasound assessment and is 

usually asymptomatic. Since is on the placental surface it 

cannot escape to cause vaginal bleeding. By contrast 

hemorrhage at the edge of the placenta or behind an 

isolated area of the fetal membrane, blood may track 

externally to cause vaginal bleeding.1 

Later in the first trimester and early second trimester, the 

subchorionic hematoma partially strips the developing 

placenta away from its attachment site. Therefore 

prognosis of patients with type of hematoma in second 

trimester is worse than the prognosis of patients with 

hematoma early in first trimester. Massive subchorionic 

hemorrhage in the second trimester may also compromise 

maternal health.2,3 

A subchorionic hemorrhage can be considered large or 

massive if it is greater than 50% of the size of the 

gestational sac, medium if it is 20-50% and small if it is 

less than 20%.2,3 We report here a case of massive 

subchorionic hemorrhage at 13 weeks of gestation.  

CASE REPORT 

A 29 years old South Indian origin woman gravida 4 para 

2 live 2 abortion 1 with no medical comorbidities, with 

two term previous uneventful caesarean deliveries and 

one previous incomplete abortion at 11 weeks gestation 

for which dilatation and curettage was done had admitted 

with vaginal bleeding at 13 weeks 6 days of gestation in 

the present pregnancy. On examination vitals were stable 

and uterus was just palpable per abdomen. USG showed 

an alive intrauterine gestation with retro placental 

hematoma of size 3.6×2.8 cm in posterior wall of the 
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uterus. Routine investigation showed hemoglobin 7.6 

g/dl. Patient was transfused two units of packed red blood 

cells. Three hours after admission patient had tachycardia 

(HR- 120-130/min) and blood pressure of 80/50 mmHg. 

On examination uterus had enlarged to 24 weeks size, 

USG done showed subchorionic hemorrhage of 10×10 

cm occupying the entire posterior wall of her uterus. 

Hemoglobin was 5 gm/dl. Owing to sudden increase in 

the size of subchorionic hemorrhage and hemodynamic 

instability, hysterotomy was proceeded.  

 

Figure 1: Intraoperative pictures showing massive 

subchorionic hemorrhagic clots. 

 

Figure 2: intraoperative picture showing an alive fetus 

within an intact sac. 

 

Figure 3: In vitro picture showing 550 grams of 

subchorionic clots and an alive fetus. 

Intra op findings showed the uterus was enlarged to 24 

weeks size. Hysterotomy incision was made in the lower 

segment of the uterus. A massive hematoma occupying 

almost the entire uterine cavity of size 15cmx10cm 

pushing the amniotic sac with an alive fetus to one corner 

was noted. An alive fetus with intact sac was delivered. 

The hematoma of about 550 grams was evacuated. 

Uterine cavity was emptied. The uterus was found to be 

anatomically normal. 

Intraoperative pictures  

Perioperatively 4 units of packed red blood cells and 6 

units of fresh frozen plasma was transfused.  

After 3 hours of surgery patient had an episode of vaginal 

bleeding and about 300 grams of clots removed. 

Intrauterine balloon tamponade was done to control 

bleeding for 24 hours. Following these 2 units of packed 

red blood transfusion was done. 

Lupus anticoagulant, Antithrombin III, Protein C, Protein 

S, ANA and ACL were found to be negative.  

MRI pelvis done on 10th postoperative day: axial gradient 

–echo T1 weighted MR angiogram demonstrated flow 

void in right uterine artery (arrowhead) due to turbulent 

flow. Impression: right uterine artery pseudoaneurysm.  

  

Figure 4: T1 weighted MR angiogram showing flow 

voids in right uterine artery. 

On 11th post-operative day patient had another episode of 

massive secondary post-partum hemorrhage. On 

examination: HR- 146/min, BP- 60 mmHg, Sp02- 90% 

with oxygen. Abdomen was soft and uterus was 

involuting, per vaginal examination revealed profuse 

bleeding.  

Resuscitative measures initiated. Medical management 

for post-partum hemorrhage was attempted. Profuse 

Bleeding through vagina was persistent despite effective 

medical management. Patient went in for hypovolemic 

shock. 4 units of packed red blood cells and 6 units of 

fresh frozen plasma were transfused. Inotropes started. In 

view of persistent vaginal bleeding, proceeded with 

emergency laparotomy  
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Abdominal exploration revealed a uterus of normal size 

and normal adnexa without intra-abdominal bleeding. 

After the peritoneum of the urinary bladder was detached, 

the cesarean scar was inspected and it was found to be 

healthy. The source of high-flow bleeding was found to 

be the aneurysmatic formation associated with the right 

uterine artery, within the uterine cavity. Hence proceeded 

with hysterectomy.  

Histopathogical examination: endometrium and 

myometrium shows normal gestational changes. Post-

operative period after hysterectomy was uneventful.  

DISCUSSION  

Subchorionic hematomas are common and insignificant 

sonographic findings in patients with vaginal bleeding in 

weeks 9–20 of pregnancy. The incidence rate has been 

reported between 1.3 -62% depending on the patient 

population that was studied.4-7 A number of studies have 

investigated the association between the presence of 

subchorionic hemorrhage and adverse pregnancy 

outcomes. Nonetheless, the clinical significance of 

subchorionic hemorrhage and its effects on pregnancy 

outcomes remains controversial. Ultrasound exami-

nations are indicated to assess the viability of a 

pregnancy in the context of vaginal bleeding in the 

second trimester, but it is rare to observe hematomas that 

are larger than the fetus. Here we report one such case 

where subchorionic hemorrhage is much larger than the 

fetus. 

Placenta of this case showed normal morphological 

features and normal echogenic texture in ultrasonogram. 

Case reports of massive intrauterine hematomas describe 

poor outcomes when the hematoma is associated with the 

placental pathology, probably because this represents a 

variant of abruption.8,9 They confirm that abnormalities 

of the placenta, especially placentomegaly, constitute a 

poor prognostic sign and suggest abruption from 

underlying chronic uteroplacental vascular disease. 

Placental evaluation may therefore be of prognostic 

significance in women whose pregnancies are found to 

have significant hematomas in the second trimester.  

Initial size in relation to gestational sac size at 

presentation (worse if large) and location (worse 

prognosis if retro-placental) determines outcome. In our 

case the hemorrhage was retroplacental and behind the 

fetal membrane which itself indicates poor prognostic 

sign.  

The main reasons for vaginal bleeding in early gestation 

are subchorionic hemorrhage and rupture of a marginal 

placental sinus. Its etiology is largely unknown, although 

uterine malformations, history of repeated abortions and 

infection have been suggested as possible predisposing 

factors. Though no uterine malformations were noted, 

history of one abortion is present in our patient and it 

could have been a predisposing factor for subchorionic 

hemorrhage.  

The size of the hematoma is graded according to the 

percentage of chorionic sac circumference elevated by the 

hematoma as follows. Small indicates less than one-third 

of the chorionic sac circumference elevated by 

hematoma. Moderate indicates one-third to one-half of 

the chorionic sac circumference elevated by hematoma. 

Large indicates one-half to two-thirds or greater of the 

chorionic sac circumference elevated by hematoma. The 

size of these hematomas understandably could result in 

discussions about the wisdom of pregnancy continuation 

and maternal safety.  

Since case reports of sub chorionic hematoma have been 

reported with patient’s positive to ANA ACL antibodies, 

Lupus anticoagulant, Protein S and Protein C, these tests 

for thrombophilia were done and found to be negative.10  

Our patient also developed secondary postpartum 

hemorrhage with MRI findings of right uterine artery 

pseudoaneurysm. Pseudoaneurysm of the uterine artery is 

an uncommon cause of delayed postpartum hemorrhage. 

Trauma to the uterine artery during surgery may cause a 

defect in the arterial wall, through which arterial blood 

escapes and diffuses to the adjacent tissues, resulting in 

the formation of a hematoma. When this hematoma is in 

continuity with the uterine artery that supplies continuous 

blood flow, a pseudoaneurysm forms. The absence of a 

three-layered arterial wall lining in a pseudoaneurysm 

differentiates it from a true aneurysm.The development of 

an arterial pseudoaneurysm is a rare but reported 

complication of pelvic surgery, vascular trauma during 

hysterotomy, C- section or after uterine curettage.11 

Uterine curettage done for previous abortion in this 

patient may be a predisposing factor for the development 

of pseudoaneurysm.  

A uterine artery embolization procedure was scheduled 

the day after the diagnosis of pseudoaneurysm. However, 

on the day of the intervention, the patient experienced 

excessive vaginal bleeding (approximately 1500 mL) and 

underwent emergency laparotomy.  
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