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Abstract. Background and aim: Vulvar hematoma is often puerperal. A case of non-puerperal vulvovaginal 
hematoma is rare in the literature. There is no consensus on the management of vulvovaginal hematoma. In 
this study, we discussed the approach to a rare case of non-puerperal vulvar hematoma. Case: We present the 
case of a 14-year-old adolescent female with a severe vulvar non-obstetric hematoma that occurred after she 
had been illegally and voluntarily married. Conclusions: In conclusion; vulvar hematoma is the most com-
mon non-obstetric cause of perineal trauma and carries the risk of mortality by causing hypovolemic shock. 
The conservative approach is preferred for small and non-growing hematomas; however, surgical hematoma 
drainage is used for large and enlarging hematomas. Selective arterial embolization procedure is not common 
as the required equipment is not available in all healthcare facilities.
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C a s e  r e p o r t

Introduction

Hematoma is a soft mass caused by the accumula-
tion of blood due to trauma in subcutaneous soft tissue. 
Vulva, supported by a rich vascular structure. Vul-
var hematoma is often puerperal and non-puerperal 
causes are rare. A puerperal vulvar hematoma usually 
was seen within 24 hours after birth. Non-puerperal 
causes include straddle injury, sexual abuse, rape, water 
skiing and coagulopathies (1-7). Also, spontaneous 
rupture of the internal iliac artery has been reported in 
the literature due to atherosclerosis (8).

A case of non-puerperal vulvovaginal hematoma 
is rare in the literature. Therefore, there is no consensus 
on the management of vulvovaginal hematoma.

Case

In this article, we present the case of a 14-year-
old Syrian female refugee with a severe vulvar 

non-obstetric hematoma that occurred after she had 
been illegally and voluntarily married. A 14-year-old 
adolescent girl with gravida 0 and para 0 and no other 
disease and allergy history. She has presented to our 
hospital with complaints of vaginal bleeding, vul-
var mass, and pain on the second day after first coi-
tus and urinary retention for 24 hours. The patient 
was transferred from the emergency unit to our clinic 
and hospitalized. In her perineum examination, there 
was generalized edema in the vulva and vagina, and 
approximately 12x10 cm deviated mass consistent 
with hematoma, covering the right labium minus and 
labium majus and the urethra. Generalize edema was 
observed in the periurethral region and a vesical globe 
was seen. There was an actively bleeding 2x2 cm lacera-
tion extending from 9 o’clock position in the hymen to 
the vagina. Cervix was nulliparous, clean and consist-
ent with the patient’s age. The findings of her physical 
examination were 110 beats/min heart rate and 100/60 
mmHg blood pressure. No macroscopic hematuria 
was observed in bladder catheterization with a 14F 
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Foley catheter. Hemoglobin was 12.3 g/dL, hemato-
crit was 36.7%, platelet was 172.000 x 10^3/uL and 
coagulation parameters were normal. Hematoma area 
was evacuated and irrigated with physiological saline 
solution, then hemostasis was achieved with bleeding 
vessel ligation and by repairing the vaginal laceration 
area covering the hymen. The operation was completed 
after the insertion of a hemovac drain into the hema-
toma region.

In her post-operative follow-up, the drain was 
removed on the postoperative first day. Intravenous 
antibiotic cefazolin sodium 1g IV and anti-inflam-
matory treatment diclofenac sodium 75mg IM were 
administered twice a day, cold compression and dress-
ing with Eau de Goulard solution were applied to the 
perineum thrice a day and the patient was discharged 
in a healthy condition on the postoperative fifth day. 
In the follow-up of the patient, hemoglobin levels and 
vital signs were normal; therefore, no blood transfusion 
was performed.

Figure 1. Pre-operative edematous vulva, and vulvar hematoma 
covering the right labium minus and majus and the urethra

Figure 2. Evacuation of the vulvar hematoma with the incision 
to the interior of left labium majus

Discussion

The vulva mostly consists of loose connective 
tissue and smooth muscle, and it has a rich vascular 
structure. The external genital area is fed by a vascular 
structure rich in internal and external pudendal arter-
ies (9). The venous drainage is provided by labial veins, 
and labial veins drain into the external and internal 
pudendal veins (9). Damages that the injury to labial 
branches of the internal pudendal artery in this vas-
cular network easily hematoma developments. Vul-
var hematoma can develop due to delivery or trauma. 
These may be located in one of two anatomic areas, 
often referred to as the anterior and posterior triangles. 
The frequency of sexual injuries in general gynecol-
ogy practice has been reported in various publications 
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ranging from 0.05% to 0.7% (5,10,11). However, the 
actual frequency is estimated to be much higher than 
reported (10).

Most of the female reproductive system injuries 
are caused by obstetric traumas, while sexual trauma is 
the most common non-obstetric cause. (12). Virginity, 
hard sexual intercourse, sexual assault and harassment, 
penovaginal disproportion, premenarchal and post-
menopausal period, puerperium, inadequate emotional 
and physical preparation of women for sexual inter-
course, previous vulvovaginal surgery, foreign body 
use with pelvic radiotherapy are predisposing etiologic 
factors for vulva laceration and hematoma (13,14). 

There are no specific guidelines of surgical 
intervention, surgical management, the surgical out-
come in vulvar hematoma. In the treatment of vulvar 
hematomas; conservative treatment (ice bags, pres-
sure clothing, and analgesia is sufficient, etc), surgery, 
and arterial embolization. Although some authors 
suggested that obstetric vulvar hematomas could be 
managed conservatively (ice bags, pressure clothing, 
and analgesia is sufficient, etc) (15,16), surgical drain-
age reduces prolonged morbidity and hospital stay 

Figure 3. Post-operative 12th hour

(3,17). Conservative treatment is possible in small and 
chronic vulvar hematomas but is not possible in acute 
and large vulvar hematomas. Surgical drainage and 
primary repair can be performed in acute large hema-
tomas (1,3,5,7,18). If possible, the incision should be 
opened through the vagina and bleeding foci should be 
repaired with eight-shape absorbable sutures. It may 
be necessary to insert a drain into the hematoma cavity 
for at least 24 hours, insert a tampon into the vagina, 
and insert a foley catheter.

Recently, selective arterial embolization has been 
preferred as an alternative to surgery in puerperal and 
non-puerperal hematomas (2,19-22). In the selective 
artery embolization technique, these vessels are ini-
tially examined by transfemoral arteriography. Embo-
lization is then performed using gel foam (gelatin) 
pledgets. Although it appears less risky than surgery, 
deaths due to sepsis and multiple organ failure have 
been reported (22). Selective arterial embolization is 
not yet common, as it requires equipment and staff.

In our case, there was a large vulvar hematoma 
obstructing the external urethra. Therefore, as con-
servative treatment would not be sufficient, surgical 
approach was preferred. Hemostasis was achieved by 
ligation of the bleeding arteries during exploration 
after evacuation. Our patient had short post-operative 
hospitalization and a good treatment response.

Conclusion

In conclusion, vulvar hematoma is the most com-
mon non-obstetric cause of perineal trauma and carries 
the risk of mortality by causing hypovolemic shock. 
Sexual trauma, in particular, increases the risk of non-
obstetric vulvar hematoma. The conservative approach 
is preferred for small and non-growing hematomas; 
however, surgical hematoma drainage is used for large 
and enlarging hematomas. Selective arterial emboliza-
tion procedure is not common as the required equip-
ment is not available in all healthcare facilities.
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