
A
a
T
t
p
s

s
w
t
d
s
i
e
i
c
u
d
i
i

c
u
c
d
u

l
u
T
i
r
m
l
B
o
1
n

i
m
b
t
p
t

N
A
D
B
D
P
M
n

Letters to the Editors www.AJOG.org
dvanced extrauterine pregnancy: diagnostic

nd therapeutic challenges
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O THE EDITORS: I read with interest the article published in
he Journal by Worley et al1 and agree that advanced abdominal
regnancy, significant diagnostic dilemma, and high index of
uspicion is warranted to make a diagnosis.

The authors of the article and Cotter et al2 also suggested
ome clinical criteria for diagnosing abdominal pregnancy,
hich include elevated levels of maternal serum alpha feto pro-

ein (MSAFP), abnormal fetal lie, displaced cervix, oligohy-
ramnios, maternal intraperitoneal fluid, and lack of uterine
timulation with oxytocin induction. I suggest absence of uter-
ne contour and Braxton Hicks contractions on per-abdominal
xamination should be added to the list. Probably failure of
nduction with oxytocin or misoprostol is the most important
riterion because abdominal pregnancy is mostly missed by
ltrasound and also physicians clinically. The possibility of ab-
ominal pregnancy to cause failure to ripen the cervix and

nduction, and careful reevaluation and use of ultrasound can
mprove diagnostic acumen.

As the authors have rightly emphasize the importance of
onfirming that a pregnancy lies within the confines of the
terus with each obstetric ultrasound examination, we should
heck for the uterine wall all around the fetus, which is not
one routinely by most sonologists while conducting obstetric
ltrasound.
In the authors’ series, patient 8 and patient 10 had a ruptured

eft uterine horn, and the placenta was still attached to the
terus. The placenta was not implanted outside the uterus.
hese patients will always present in an emergency and need

mmediate treatment. Also, adhesions will be absent at lapa-
otomy. Difficulties that are encountered during placental re-
oval in such cases will not be the same as encountered during

aparotomy for pregnancy that is implanted outside the uterus.
ecause uterine rupture is defined as the breach in the integrity
f the myometrial wall,3 I propose that these 2 patients (8 and
0) should be labeled as ruptured uterus rather than abdomi-
al pregnancy.
The authors suggested that a useful definition of abdom-

nal pregnancy is an extrauterine pregnancy in which all or
ost of the fetus develops within the abdominal cavity. But

ecause of the above-mentioned reasons, I do not agree with
his definition. Rather, implantation of the placenta in the
eritoneal cavity by Atrash et al4 is a more logical and prac-
ical definition. f
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e appreciate the comments made by Dr Niraj Mahajan re-
arding our manuscript.1 Certainly we agree with his assess-
ent that any failed response to an induction or cervical-rip-

ning agent should prompt a thorough reevaluation of the
atient, including confirmation that the pregnancy is

ntrauterine.
We do, however, disagree with Dr Mahajan that the manage-
ent of ruptured uterine horn pregnancies, particularly when

iscovered at an advanced gestational age, are less challenging
han “true” abdominal pregnancies, as defined by Atrash et al.2

r Mahajan asserts that such patients “always present in an
mergency,” but this was not the case in either of the women
ncluded in our series.

Although both patient 8 and patient 10 ultimately required
mergent surgery, the extrusion of the amniotic sac and fetus
ccurred well before the onset of hemorrhagic shock. In the
ase of patient 8, the rupture had taken place at least 3 weeks
rior to her surgery, and the fetus continued to develop within
he abdominal cavity. Had the diagnosis been suspected earlier
ecause of abnormal ultrasound findings, an elective operation
ould have been scheduled after appropriate preoperative
lanning.
In the case of patient 2, a presumptive diagnosis of abdom-

nal pregnancy was made by ultrasound because the live 20
eek fetus was noted to be distinct from the empty uterus. The

act that there was no discernible myometrium surrounding
he amniotic sac suggested that the extrusion of the fetus oc-
urred prior to her presentation to the hospital, perhaps when
he started developing pain several days earlier. Unfortunately,
lacental separation prompted emergent surgery during the
reoperative evaluation.
In our experience with these advanced extrauterine preg-

ancies, the actual location of placental implantation was not
ssociated with the development of complications, as empha-

ized by the 2 aforementioned cases. Both women required
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e

mergency surgery and transfusions, and 1 required total
ysterectomy.
We continue to support the concept that any advanced

xtrauterine pregnancy in which the most of the fetus is
eveloping within in the abdominal cavity presents a unique
hallenge with regard to diagnosis and management. Even
hen the diagnosis is suspected preoperatively, it is often
ery difficult to delineate the exact anatomy of the placental
mplantation site with any imaging modality. Difficult dis-
ection and hemorrhage must be anticipated in each case,
herefore, because the structures involved with placental
mplantation may not be fully appreciated until time of sur-

ical exploration. f ©

he impact of race on severity of u

ynecol 2008;198:168.e1-9.
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terine leiomyomata

O THE EDITORS: The article by Huyck et al1 presents an

mportant contribution to the literature on the risk factors
or uterine leiomyomata. The authors ought to be com-

ended for suggesting a symptom or clinical severity algo-
ithm of fibroids when none so far exists. What the medical
ommunity perhaps needs to do is to have a discussion on
he algorithm, create a scoring system, and validate such as

score rather than have individual research teams create
heir own severity ranking. This would allow comparability
f findings from different research teams. Second, perhaps
he authors may wish to explain whether they did not con-
ider the last criterion, ie, hysterectomy, because of uterine
eiomyomata as a mix of access to health care and differing
ecision making moderated by availability of health insur-
nce (and personal co-pays) to pay for surgery, rather than
symptom attribute. It is well possible that surgery could be
ecided more by finances and not symptom severity. As it
as been reported in the Results section by the authors them-
elves, there was no difference in UL-related surgery
p168.e3) between blacks and white, and yet blacks experi-
nces more “severe” symptoms than whites. There appears,
herefore, a differential health care access issue here between
lack and whites as has been reported for other medical
onditions in the United States.2 f
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e appreciate the reader’s insightful comments regarding
he report from our Finding Genes for Fibroids Study and
elcome discussion and validation of our severity algorithm

n diverse populations.1 Unfortunately, the uterine leiomy-
ma research community lacks many tools needed for re-
earch, and leiomyoma consensus conferences have not ad-
ressed this issue. Thus, we established the algorithm at the
utset of the study and acknowledge that refinements in the
lgorithm may occur with further research.
Each of the elements of the algorithm can have influences

ther than disease severity. For example, although early on-
et of disease is typically considered a good indicator of
isease severity and a marker of genetic contribution to dis-
ase, for leiomyomas, access to diagnostic services such as
ltrasound could play a role. However, the literature sup-
orts that black women develop fibroids at earlier ages, have
ore severe disease at the time of hysterectomy, and have

igher rates of myomectomy. Thus, we interpret a hysterec-
omy to be reflective of disease severity more than access to

TABLE 1
(based on Model 4)

Black (n�146) White (n�424)

Severe 129 (88.4%) 263 (62%)
............................................................................................................................................................................

Not severe 17 (11.6%) 161 (38%) P � .0001
............................................................................................................................................................................

Adapted from Huyuck KL, Panhuysen CI, Cuenco KT, et al. The impact of race as a risk
factor for symptom severity and age at diagnosis of uterine leiomyomata among affected
sisters. Am J Obstet Gynecol 2008;198:168.e1-168.e9.
............................................................................................................................................................................
Stewart. Reply. Am J Obstet 2008.
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