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Case Report

A 37 year old multi-gravid in her fifth pregnancy
was admitted at 21 weeks for abdominal pain of
unknown cause. The pain started three days
prior to admission originating from the supra
pubic area extending to the epigastrium and
became generalized at the time of admission. The
intensity of the pain increased with respiratory
movements. The fetal movements were normal
and there was no pre term uterine contraction. No
symptom of nausea, vomiting or diarrhoea was
present. There was history of gastritis for which
she was on antacids. Her past four pregnancies
and deliveries were uneventful.

Upon admission, the patient appeared acutely
distressed, pale with a painful abdomen.
Temperature was normal, blood pressure was
90/60 mm of Hg and pulse was 100 beats per
minute. The uterine size corresponded to the
gestational age. A vaginal examination was
unremarkable. There were no echogenic signs of
placental abruption. The biometry findings of the
fetus were consistent with the gestational age.
Further sonographic examination of the abdomen
showed normal liver and spleen. Free fluid was
present in the peritoneal cavity. At this point a
differential diagnosis of a concealed placental
abruption, torsion of the uterus or perforated
stomach was made.
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The patient was resuscitated and a laporotomy
was carried out. Three litres of blood was found
in the peritoneal cavity. The source of bleeding
was identified after a meticulous examination of
the pelvic area, which revealed a left broad
ligament haematoma. Upon opening, brisk
bleeding from the left ascending branch of the
uterine artery was seen via the round ligament.
The uterine artery was double ligated after the
ureter was identified. Good haemostasis was
secured. The patient made an unremarkable
recovery after three units of blood was transfused.
She was discharged on the fifth day with advice
to follow-up at our institution. The subsequent
antenatal visits were normal. She went into
spontaneous labour and vaginal delivery at 37
completed weeks to a baby boy, birth weight
2.3kg. The puerperium was uneventful.

Discussion

Intra-abdominal haemorrhage from a ruptured
uterine artery is very rare and can be a dramatic
clinical catastrophe. The precise pre-operative
diagnosis of the condition is often difficult as
there is no specific symptom or diagnostic
sonographic marker pertaining to this condition.
The diagnosis is often made intra-operatively.
The differential diagnosis includes: placental
abruption, torsion of gravid uterus, rupture of
ut~ro-ovarianvessels, ruptured uterus, abdominal
pregnancy, perforated appendix or rupture of
splenic or hepatic artery aneurysm.

Kuppuvelumani' et al reported a similar event in
a rupture of the right uterine vein at 37 weeks
gestation. Steinberg 2 on the other hand reported
rupture of the left uterine artery at a similar
gestation and both patients had lower uterine
segment caesarean section. Hodgkinson and
Christenson3 in 1950 reported an overall maternal
mortality rate of 49%. Ginsburg et al4 in 1987
reported one maternal death in 28 cases reviewed
between 1950-1985.

The aetiology of an arterial rupture in pregnancy
remains unclear. Davidsen et al5 attributed to
congenital arteriovenous malformation, arterial
degeneration and inflammatory processes.
Hodgkinson and Christensen4 alluded to
varicosity of the uterine vein leading to rupture in
pregnancy. Angiography to localize the site of
haemorrhage in impending obstetric-shock
patient is not advocated as this may only delay
the intervention and control of bleeding.
Furthermore, this investigative and interventional
expertise is not available at all tertiary centres in
Malaysia.

Pre-operative resuscitation and transfusion of
colloids or blood is important initial management
irrespective of the period of gestation. Unlike
other reported cases, this patient presented with
signs of hypovolaemia and abdominal pain at 21
weeks gestation and immediate surgical
intervention was undertaken. Fortunately, we
were able to salvage both the patient and the
pregnancy to achieve a delivery at term.

&m lilllIi 111111 1I11i11111 Ill!

Mad JMalaysia Vol 58 No 1 March 2003

r

129



CASE REPORT

1. Kuppuvelumani P; Rachagan SP; Khin MS,
Spontaneous intra-partum rupture of uterine vein
an uncommon cause of intra-abdominal
haemorrhage. Med J Malaysia 1994; 49 (2): 185-6.

2. Steinburg LH; Goodfellow C; Rankin 1.:
Spontaneous rupture of the uterine artery in
pregnancy. Br J Obstet Gynaecol 1993; 100: 184.

3. Hodgkinson CP; Christensen Re.: Haemorrhage
from ruptured utero-ovarian veins during

130

pregnancy. AmJ Obstet Gynecol.1950; 59: 1112-17.

4. Ginsburg KA; Valdes C; Schnider G.: Spontaneous
utero-ovarion vessel rupture during pregnancy:
three case reports and review of the literature.
Obstet Gynecol 1987; 69: 474-76.

5. Davidson MB; Madsen PV; Wilken Jensen e.: True
aneurysm of the uterine artery. Case report. Eur J
Surg 1995; 161: 775-76.

Med J Malaysia Vol 58 No 1 March 2003




