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Introduction: Although gestational trophoblastic neoplasia (GTN) tumours are exquisitely chemosensitive with survival rates
from 90% to 100%, bleeding vaginal metastatic lesions pose a clinical conundrum. Whilst these patients should be treated in
specialised centres, they may present to non-specialised centres requiring emergency lifesaving treatment. We review the current
management of haemorrhage from vaginal metastatic lesions and describe a novel, lifesaving technique that is readily available
and easy to use in emergencies in most settings.

Methods: We discuss a 21-year-old patient referred with GTN stage Il and score 14 with extensive vaginal metastasis. Sequentially
she received antibiotics and tranexamic acid, percutaneous embolisation of the anterior branches of the internal iliac arteries and
feeder vessels, and required haemostatic radiotherapy. Two attempts at removing her vaginal pack resulted in catastrophic bleeds
and haemodynamic instability.

Results: On the third attempt, we inserted a Bakri® postpartum balloon into the vaginal canal, inflated it with 230 ml of sterile
water, and strapped the balloon’s catheter tubing to the patient’s thigh to secure the balloon. Over the next 24 hours, after draining
150 ml, the haemorrhage seized. The controlled and slow reduction of the balloon in theatre resulted in the atraumatic removal of
the balloon and no further significant haemorrhage. We suggest that using the Bakri® balloon as described is an effective and easy
measure to tamponade vaginal GTN lesions. We propose that the manner in which the balloon applies the tamponade effect, by
pressing against the tissue and not integrating with the tissue as a porous gauze would, ensures less tissue trauma upon removal.
In addition to allowing accurate monitoring of any continuous haemorrhage, the balloon can be deflated incrementally and
reinflated quickly should a haemorrhage ensue, whereas a gauze pack is removed in its entirety and replaced if bleeding is noted.

Conclusion: The use of the Bakri® postpartum balloon in bleeding vaginal GTN lesions should be considered as an emergency

tamponade method in both specialised and non-specialised centres as a primary tamponading method.
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Introduction

Gestational trophoblastic disease is an umbrella term used to
describeanabnormal pregnancystaterangingfrom premalignant
lesions, partial hydatidiform mole (PHM) and complete
hydatidiform mole (CHM), to malignant lesions such as invasive
mole, choriocarcinoma, placental site trophoblastic tumours
(PSTT), and epithelioid trophoblastic tumours (ETT).! Malignant
lesions are grouped under the term gestational trophoblastic
neoplasia (GTN). Disease severity is staged according to the
International Federation of Gynecology and Obstetrics (FIGO)
staging system that utilises the site of metastases and scored
according to the World Health Organization’s scoring system that
incorporates eight prognostic variables.?

Excluding PSTT and ETT, these malignant tumours are exquisitely
sensitive to chemotherapy with overall survival rates ranging
from 90% in high-risk GTN to 100% in low-risk GTN.?

Given the excellent survival rates in adequately treated patients,
even in advanced disease, it is of vital importance to prevent
mortality from secondary consequences of the malignancy.
Although it is advocated that these patients be treated in

specialised centres, they often present to non-specialised centres
requiring emergency lifesaving measures.! A local review of
patients referred to a tertiary hospital found that the mean age
of presentation was 25.6 years old, and 61.9% of these patients
were from rural areas with 60.3% of them presenting to district
hospitals as a first point of contact.?

Case report

We present a 21-year-old woman, gravida 1 and parity 0, who had
no medical comorbidities and was referred to us with a history
of a blood-stained productive cough, fatigue, loss of weight,
and a persistently positive beta-human chorionic gonadotropin
(B-hCG). She had a suction curettage 18 months prior for a partial
mole and defaulted the follow-up plan after two consecutive
negative serum 3-hCG measurements.

Upon referral, she was anaemic, tachypnoeic, and hyperthyroidic
with a serum B-hCG of 793 675 mIU/ml. On examination, she had
mild pallor and tachycardia. A 16-week size uterus with bilateral
adnexal masses and metastatic vaginal lesion were noted on
pelvic-abdominal and per speculum assessment, respectively.
Ultrasound revealed a heterogeneous mass in the uterine cavity
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Figure 1:Image A (left), Image B (centre), and Image C (right); arrow indicates coil

Image A - Bilateral anterior branches of internal iliac arteries occluded with coils
Image B - Left anterior branch of internal iliac artery occluded with coil
Image C - Right anterior branch of internal iliac artery occluded with coil

Figure 2:Image A (left), Image B (centre), and Image C (right)

Image A - Planning image of vaginal disease
Image B - Planning image of pelvic disease
Image C - Planning image of all disease, sagittal view

with bilateral theca lutein cysts and she had cannonball lesions
on chest X-ray. Staging computer tomography (CT) excluded
brain metastasis. We diagnosed her as ultra-high risk GTN stage
Il with a score of 14.

Whilst being worked up and clinically optimised, she experienced
an unprovoked catastrophic bleed from metastatic vaginal
lesions (estimated at 2 500 ml). Resuscitation protocols were
activated and the vagina was packed with adrenaline and saline-
soaked 9” gauze for local tamponade and vasoconstriction.
This managed to stem the bleeding; however, she was slowly
trickling past the packs. Her haemoglobin (Hb) and platelets (plt)
had dropped to 5.8 g/dl and 47 x 10°/L, respectively.

She was taken to the radiology department for transcutaneous
arterial embolisation (TAE). Multiple bleeding vessels with
tumour stains were identified and systematic TAE was required
from distal (inferior gluteal and uterine) to proximal (anterior
branch of internal iliac) on the left and right (Figure 1). The
immediate response was satisfactory. She stopped bleeding past
the vaginal pack and we were able to continue fluid and blood
product resuscitation.

After 48 hours, her coagulopathy was corrected, her Hb and
plt count were 9.8 g/dl and 154 x 10°%L, respectively, and she
was deemed stable enough for pack removal. The removal of
the vaginal packs resulted in an immediate large haemorrhage

of 1 500 ml. In response, a new 9” vaginal packing gauze was
meticulously and gently inserted. Her blood parameters had
again worsened to a Hb of 6.1 g/dl, fibrinogen of 2.2, and
international normalised ratio (INR) of 1.47. Because she was still
trickling past the pack, we administered a haemostatic radiation
dose of 8 Gy to the pelvis and vaginal area (Figure 2).

Unfortunately, she experienced another large bleed (1 200 ml)
when we removed that pack 48 hours later. We hypothesised
that the trauma of removing the gauze from the friable lesions
resulted in bleeding.

In an attempt to replicate the tamponade effect of the gauze,
but alleviate the potential trauma upon removal, we decided to
insert a Bakri® postpartum balloon into the vaginal cavity and
inflated it with 230 ml of sterile water. At this point, we saw a
clinical reduction in blood loss and felt resistance when trying
to insufflate more fluid. We strapped the drainage segment of
the balloon to the patient’s thigh using the modified cow-hitch
technique (Figure 3).#

After 48 hours, we were able to remove the Bakri® balloon
without any more significant bleeding. We did this by slow
and controlled deflation of the balloon (60 ml at a time) in
the theatre. Subsequently, the patient was able to start her
chemotherapy and had no more significant bleeding episodes.
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Figure 3: The modified cow-hitch technique of securing the drainage tube of the
Bakri® balloon, the two loose ends after completing A-F are loosely tied around
the thigh of the patient

With permission from Walters et al.4

She had a complete response to chemotherapy and is currently
in her 12-month post-treatment surveillance phase.

Discussion

The incidence of GTN is difficult to determine without a national
registry and dedicated GTN centres; however, one referral centre
in South Africa estimates this to be 0.5 : 1 000 deliveries.®

The incidence of metastatic GTN following CHM is estimated
to be 2-4%, whilst GTN after PHM is usually non-metastatic.
Vaginal metastasis accounts for 30% of cases, whilst the lungs,
liver, and central nervous system account for 80%, 10%, and 10%,
respectively.®” Even though cases of metastatic vaginal lesions
as the presenting symptom have been described, this remains a
rare presentation.?

Table I: Strategies to obtain haemostasis in haemorrhage associated
with gynaecological malignancy

Conservative » Medical therapies, such as tranexamic acid
measures - Correcting and preventing coagulopathy
by sustaining normal calcium, Ph, and
temperature and using point-of-care
viscoelastic tests to guide transfusion
requirements
» Tamponading the bleeding site (i.e.
the vagina) by using surgical gauze,
gynaecological tampons, or a haemostatic
balloon

Resection of tumour

Ligation of ovarian, uterine, or internal iliac
arteries

+ Local haemostatic suturing

Fertility-preserving -«
surgical options .

Non-fertility - Removal of the reproductive organs

preserving surgical

options

TAE « Occlusion of the ovarian, uterine, or internal
iliac arteries

Haemostatic - Traditionally 8 Gy of external beam

radiotherapy radiotherapy to the pelvis

When considering vaginal lesions of GTN, the feasible options to
consider are conservative compression and medical techniques,
surgical plication or tissue suturing, TAE, and haemostatic
radiotherapy (Table 1).

Surgical packing to cause a tamponade effect is a well-
known surgical intervention that can be immediately
lifesaving. Achieving local pressure above that of the
systemic vascular pressure allows for the cessation of
haemorrhage and local clot formation.® It can serve as a
valuable temporising measure whilst factors contributing
to bleeding are corrected and allows time for effective
resuscitation.

The traditional use of sterile gauze as vaginal packing
material may be associated with infection risk, difficulty
in achieving a uniform tamponade effect, concealed
bleeding, and trauma.’® Trauma to these friable lesions
can occur at insertion and removal of the gauze as the
uneven surface of the gauze can abrade the lesions and
wipe away the haemostatic clot formed by the tissue.

The Bakri® balloon offers several advantages when compared
to gauze packing. We postulate that it applies more uniform
pressure to achieve an evenly distributed tamponade effect on
the vaginal tissue and that local trauma, as described above,
is minimised by the smooth surface of the silicon balloon as it
applies pressure without sticking to the vaginal lesions and is
only insufflated once inside the vagina. Continuous monitoring
and quantification of any ongoing bleeding with the balloon in
situ is another advantage as it has a catheter drainage channel.
Furthermore, its removal is less traumatic and more controlled,
with the possibility of quick re-insufflation should it be necessary.

The asymmetrical shape of the Bakri® balloon, with the larger
diameter at the tip, has been said to aid in the retention of the
balloon within the vagina.'However, it isimportant to remember
that the balloon is designed for intrauterine use, where the
lower uterine segment and cervix assist in retaining the balloon
in the uterine cavity. For this reason, we recommend that the
balloon’s catheter channel is stabilised in the vaginal introitus
by securing the catheter channel to the thigh, using either a
catheter securement device (cost permitting) or the modified
cow-hitch technique of securing an endotracheal tube. These
recommendations are based on the fear of inadvertent balloon
expulsion, which could result in the resumption of catastrophic
haemorrhage at a time when the patient is not yet optimised or
the ideal setting and staff are not in place.

Conclusion

The Bakri® postpartum balloon adds a valuable tool to the arsenal
against bleeding metastatic vaginal GTN lesions. It offers several
advantages over traditional surgical gauze: it is readily available
in most settings, it is easy to use and familiar to doctors, and it
applies a uniform tamponade effect with minimal trauma to the
fragile GTN lesions upon insertion or removal. The tamponade
effect that the balloon offers allows for patients to be stabilised
and resuscitated whilst definitive treatment is undertaken, or the
patient is transferred to a specialised centre. This is a lifesaving
tool to be considered when managing patients with this very
curable condition who otherwise may suffer great morbidity,
or even mortality, due to haemorrhage. Methods of securing
the device must be ensured to prevent accidental “slip out” and
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subsequent haemorrhage. Scheduled monitoring of catheter
output and balloon placement is crucial.
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