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Rupture of uterine vessel by twisted leiomyoma causing massive
intraperitoneal haemorrhage and hypovolemic shock

Pathiraja R P*

26 year old nullipara who was

diagnosed with multiple uterine
leiomyomata, presented in the emer-
gency care unit with acute lower
abdominal pain and slight vaginal
bleeding. On admission to hospital,
three hours after the onset of pain, she
was very pale her skin was cold and
was feeling faint, the temperature was
37.5°C pulse 92 beats per minute,
blood-pressure 95/60 mmHg and res-
piration was 36 per minute. The chest
and heart were normal. The abdomen
was distended with generalized ten-
derness and rigidity, most pro-
nounced over the suprapubic region.
Pregnancy test was negative. Ultra-
sound scan revealed multiple uterine
leiomyomata and free fluid in the
peritoneal cavity. The diagnosis of
acute abdomen due to haemoperi-
toneum was made.

The patient underwent an explo-
rative laparotomy. The peritoneal
cavity was full of blood. The tubes and
ovaries were normal. Uterus was
enlarged with multiple leiomyomata
in varying sizes (Figurel).

A fibroid 5 x 5 x 3 cm on the
posterior surface of the uterus was
partly detached from its bed, leaving
a small cavity as if it had been
partially enucleated. The torn area
was bleeding freely. Myomectomy
was done and the raw area was
repaired (Figure 2 and 3).

!Senior Lecturer, Faculty of Medical Sciences,
University of Sri Jayewardenepura,
Nugegoda, Sri Lanka.

Correspondence: R P Pathiraja
E-mail: ramya_pathiraja@yahoo.com
Competing interests: None

Figure 1. Uterus with multiple fibroids 4 x 5.3 inches

Figure 2. Posterior surface of the uterus where the fibroid was detached
4 x 5.3 inches
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Figure 3. Following the repair of the posterior surface of the uterus where
the fibroid was detached 4 x 5.3 inches

Other fibroids were also removed
(Figure 4). The patient’s postoperative
course was uneventful. The histology
reported as leiomyomata containing
haemorrhages with areas of oedema
and thrombosis. There were no abnor-
mal cellular mitosis.

Discussion

Haemoperitoneum associated with
uterine leiomyoma is very rare. In
most cases the bleeding occurs as a
result of rupture of a superficial vein'
and occasionally due to avulsion by
trauma? or due to rupture of fibroid®.
Rupture of a vein on the surface of a
uterine fibromyoma was first reported
by Von Rokitansky C* the condition
was discovered at necropsy of a girl
who had died from intra abdominal
haemorrhage.

Haemoperitoneum from subserous
fibroid due to spontaneous avulsion
isreported in only three cases®, the first
case was reported by Shelly in 1931
and Cottalorda in 1935 reported
another case in whom gangrenous
appendix was found, adherent to the
avulsed fibroid at laporatomy carried
out for suspected appendicitis®® and
the third case was reported by Pappa
Dasari in 2005°.

There has been much speculation
regarding the factors which preci-
pitate rupture of the veins on the
surface of fibroid tumours. Twisting
of the pedicle of a subserous myoma,
a direct blow to the abdomen, abdo-
minal massage, a fall, violent coitus,
injury to a vein by the sacral pro-
montory and an increase in intra-
abdominal pressure, which may then
increase the venous pressure have all
been blamed. Increased venous con-
gestion and rupture of the tumour
during menstruation and pregnancy
has been reported by Mattison and
Yeh’.

Trauma associated with pelvic
fractures can also cause avulsion of
the pedunculated leiomyoma*>. Pos-
terior location of a bleeding vein
supports the theory of direct-contact
injury from the promontory of the
sacrum. Degeneration of a leiomyoma
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during pregnancy and puerperium
cause spontaneous perforation and
bleeding into the abdomen®°.

Like our patient, twisting of the
pedicle of a subserous myoma was
held responsible in 10 out of 60 cases
in a study of world literature by
Hasskari®. This condition produces
acute abdominal symptoms which
make an exploratory laparotomy
imperative. The usual diagnosis in
these cases were ectopic gestation,
rupture or torsion of an ovarian cyst
or fibroid tumour, ruptured viscus, or
acute appendicitis, acute pancreatitis
or ruptured spleen. Very seldom has the
diagnosis been made preoperatively,
for example, in only 4 of the 60 cases
collected by Hasskari®.

Treatment

The treatment consists of immediate
explorative laparotomy' and myo-
mectomy in most cases, as these
patients are gravely ill and also
comparatively young'". Subtotal
hysterectomy has been carried out in
some cases, because of the poor
general condition of the patient'. The
woman's age must be considered in
decisions regarding hysterectomy?®.
However, when the condition is
critical or when there are multiple
uterine leiomyomas and many
superficial blood vessels, hysterec-

tomy may be the only appropriate
option'*.

In one case, owing to the desperate
state of the patient at the time of the
operation, ligation of the bleeding vein
was all that was done'.

We report this case due to rarity
and life threatening nature of the
condition. As surgical management is
needed in an emergency, surgeons
should be aware of this rare but severe
complication in patients with known
leiomyomas.

In conclusion, definitive, pre-
operative diagnosis of uterine vessel
rupture by twisting fibroids is diffi-
cult; explorative laporatomy is both
diagnostic and therapeutic in this rare,
life threatening condition. n
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