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Bladder perforation: an unusual complication caused
by rectus sheath haematoma
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Abstract

Rectus sheath haematoma (RSH) is an uncommon cause of abdominal pain. Despite being previously viewed as a benign,
self-limiting condition, there is increasing evidence suggesting significant local and systemic complications with RSH. We
present a case of an 82-year-old female who developed a large RSH following prescription of therapeutic anticoagulation for her
new onset atrial fibrillation. She subsequently developed significant haemodynamic collapse, which necessitated emergency
radiological intervention. We describe a novel approach to prevent recurrence of bleeding by inserting a covered endovascular
stent across the origin of inferior epigastric artery. We also describe a rare finding of bladder perforation, presumed secondary
to pressure necrosis from the haematoma. Our report contributes to the growing evidence which suggests RSH, particularly
secondary to anticoagulation in the elderly, can result in catastrophic complications. In addition, bladder perforation is a rare

but possible complication that needs to be considered.

INTRODUCTION

Rectus sheath haematoma (RSH) is an unusual cause of abdom-
inal pain and frequently viewed as a benign, self-limiting con-
dition [1]. However, there is growing evidence to suggest that
RSH can result in significant life threatening complications. We
present a case of RSH in an elderly patient that resulted in life
threatening haemodynamic instability and bladder perforation,
a rarely reported complication.

CASE REPORT

A previously well 82-year-old female was referred for surgical
opinion with worsening abdominal pain and loose bowel
motions, after being anticoagulated (enoxaparin 90 mg twice
daily) for 6 days under the medical team with new onset atrial
fibrillation secondary to lower leg cellulitis. Relevant background

includes hypertension and type two diabetes. Within 5 h of
initial review, patient developed sudden haemodynamic collapse
(systolic pressure 86 mm Hg, haemoglobin decreased from
114 g/L to 84 g/L and lactate raised to 13.5 mmol/L). Urgent
computed topography showed a large right RSH measuring
151 x 137 x 128 mm extending into space of Retzius without
contrast extravasation (Fig.1). Due to concerns for active
bleeding, an emergency radiological intervention by vascular
team was arranged.

During subtracted digital angiography (DSA), the right infe-
rior epigastric artery (IEA) could not be cannulated due to a pre-
existing atherosclerotic lesion but no active contrast extravasa-
tion was noted. An 8 x 50 mm, self-expanding covered stent was
deployed in the external iliac artery (EIA) across the origin of the
IEA to occlude inflow and prevent recurrence of bleeding (Fig. 2).
The patient recovered haemodynamically and was transferred
to intensive care unit (ICU). During this procedure, a cystogram
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Figure 1: Large rectus sheath haematoma on computed tomography (white
arrow).

Figure 2: DSA showing left: flow through inferior epigastric artery (white arrow)
and right: occlusion of inferior epigastric artery flow with covered stentin inferior
epigastric artery.

Figure 3: Cystoscopy showing perforation in anterior bladder wall communicat-
ing with the haematoma.

performed via the indwelling Foley catheter confirmed the cor-
rect positioning and normal outlining of the bladder with no
evidence of perforation.

Day 1 post intervention, post-renal kidney injury due to mass
effect of haematoma was suspected (creatinine 194 pmol/L and
bilateral hydronephrosis on ultrasonographic study). Emergency
cystoscopy (for consideration of ureteric stenting) revealed an
anterior bladder wall perforation which communicated anteri-
orly with the haematoma in the extra-peritoneal space (Fig. 3).
This was managed conservatively with long-term catheter and
bilateral nephrostomy to decompress the dilated upper urinary
tracts. Following 1 week admission in ICU, patient made grad-
ual recovery with no evidence of re-bleeding following reintro-
duction of anticoagulation, nephrostomy tubes were removed
3 weeks post insertion uneventfully.

DISCUSSION

RSH is an uncommon presentation, accounting for about 2% of
abdominal pain causes [2]. RSH arises from rupture of either the
inferior or superior epigastric arteries and therapeutic antico-
agulation is an established risk factor [3]. Due to the absence
of the posterior rectus sheath below arcuate line, RSH aris-
ing from the IEA may expand with less restriction and extend
postero-inferiorly, as seen in our patient. Historically, RSH was
managed conservatively without major complication. However,
with the increasing usage of anticoagulation in the elderly, RSH
with life threatening complication has been reported more fre-
quently [1]. Radiological (contrast extravasation) or clinical evi-
dence of active haemorrhage (haematoma expansion, haemody-
namic compromise) warrants a consideration of active interven-
tion. Although laparotomy or open ligation is often unnecessary,
recent reports have described successful use of angiographic
embolization using either gelfoam or gelatin sponge emboliza-
tion to control bleeding [4, 5]. Our patient did not show active
extravasation of contrast during DSA, however, a covered stent
was deployed to occlude inflow from EIA and prevent bleeding
recurrence. To our knowledge, this is the first report describing
such an approach.

Complications of RSH are rare and may include infected
haematoma, hypovolemic shock or intra-abdominal compart-
ment syndrome [6]. We report an unusual complication of blad-
der perforation secondary to RHS. To our knowledge, only two
previous reports have described similar finding in three other
patients [7, 8]. Interestingly, all three were described to present
with frank haematuria. In contrast, our patient did not have
haematuria and perforation was only found during cystoscopy.
We hypothesize that the rapidly expanding haematoma caused
by the therapeutic enoxaparin resulted in pressure necrosis and
perforation of the anterior bladder wall, which was stretched
against the indwelling catheter. The absence of frank haema-
turia might be due to the active bleeding already controlled
angiographically.

Our case contributes to the growing evidence that RHS can
result in catastrophic haemodynamic collapse, particularly
with the increasing use of anticoagulation in the elderly.
In patients where selective embolization of the inferior
epigastric vessel is not feasible, usage of covered stent to
occlude inflow might be an option. Finally, bladder perfo-
ration is a rare but possible complication that needs to be
considered.

CONFLICT OF INTEREST STATEMENT

None declared.

FUNDING

None.

REFERENCES

1. Fitzgerald JEF, Fitzgerald LA, Anderson FE, Acheson AG. The
changing nature of rectus sheath haematoma: case series and
literature review. Int ] Surg 2009;7:150-4.

2. Hatjipetrou A, Anyfantakis D, Kastanakis M. Rectus sheath
hematoma: a review of the literature. Int J Surg 2015;13:
267-71.



3. Kapan S, Turhan AN, Alis H, Kalayci MU, Hatipoglu S, Yigitbas

H, et al. Rectus sheath hematoma: three case reports. ] Med
Case Reports 2008;2:1-4.

. Rimola J, Perendreu J, Falcé J, Fortufio JR, Massuet A, Branera
J. Percutaneous arterial embolization in the management of
rectus sheath hematoma. AmJ Roentgenol 2007;188:W497-502.
. WongJH-M, Ng SS-M, Ho SS-M, Lee JF-Y. Transcatheter arterial
embolization of spontaneous rectus sheath haematoma in a
Chinese woman. Asian J Surg 2008;31:36-9.

Bladder perforation with rectus sheath haematoma | 3

. Jafferbhoy SF, Rustum Q, Shiwani MH. Abdominal compart-

ment syndrome - a fatal complication from a rectus sheath
haematoma. BMJ Case Rep 2012;2012:bcr1220115332-b.

. Almannie RM, Alkhamis WH. Bladder perforation secondary

to rectus sheath hematoma after enoxaparin injection. Saudi
Med ] 2018;39:301-4.

. Sandoval O, Kinkead T. Spontaneous rectus sheath

hematoma: an unusual cause of gross hematuria. Urology
2013;82:e35-€6.



	Bladder perforation: an unusual complication caused by rectus sheath haematoma
	INTRODUCTION
	CASE REPORT
	DISCUSSION
	CONFLICT OF INTEREST STATEMENT
	FUNDING


