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ABSTRACT

Report

RECTUS SHEATH HAEMATOMA
PRESENTING AS ACUTE ABDOMEN

Rupture of epigastric vessels or tearing of the recuts abdominis fibres causes rectus sheath hematoma. Diagnosis
can be difficult; a high index of suspicion is essential to prevent unnecessary surgery. Investigations of choice are
an abdominal ultrasound and CT scan but the former may not always be helpful and the latter not always available.
We are reporting a case that was properly diagnosed and treated on clinical grounds only.
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INTRODUCTION

Rectus sheath hematoma may present as an acute abdo-
men mimicking mostly as acute appendicits'. It can be
caused by coughing or lifting heavy weights, and in
patients taking anticoagulants®. The diagnosis can be
confirmed by ultrasound and CT scan®. Accurate diag-
nosis is essential to avoid an unnecessary laparotomy
being performed.

CASE REPORT

A young scout of 25 years presented to the emergency
department with four hours history of lower abdominal
pain. He was climbing up a wall with the help of a rope
as part of his routine exercises, when he suddenly felt
pain in his lower abdomen. The pain was severe and
constant and aggravated by movements. There was no
history of fever or gastrointestinal symptoms. His vitals
were stable.

The abdomen was soft but markedly tender towards the
midline below the umbilicus. Both the recti were palpated
along their entire length and the right rectus was found
tender between the umbilicus and the symphysis pubis.
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There was no tenderness over the McBurney’s point
and no mass was palpable. Tenderness in this area, com-
bined with the sudden onset of pain while climbing up
the wall, prompted the diagnosis of a rectus sheath hae-
matoma. The blood tests and the abdominal ultrasound
were normal. The patient was operated through an ipsi-
lateral Pfannenstiel incision over the right rectus, 2 cms
above the pubis. The rectus sheath was opened. The
rectus muscle was dusky blue and apparently intact.
Lateral retraction of the muscle disclosed a hematoma
of about 10cc with some fresh bleeding. On sweeping
the right index finger across the under surface of the
rectus muscle, a gap was felt where the muscle fibres
were torn (Fig.1). Both ends of the torn fibres were
delivered into the wound. The lower end was bleeding.
Both ends were ligated and a vacuum drain placed deep

Fig.1. Ipsilateral Pfannenstiel incision showing
the lower end of ruptured rectus muscle fibres
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to the muscle and the rectus sheath closed. The patient
was asymptomatic immediately after the operation and
made a good recovery.

DISCUSSION

Rectus sheath haematoma (RSH) is an uncommon and
often misdiagnosed cause of acute abdomen®. It occurs
due to rupture of rectus muscles or epigastric vessels™®.
This occurs commonly below the arcuate line owmg to
significant mobility of the rectus muscle exposing the
fixed epigastric vessels to injury™’. The absence of pos-
terior rectus sheath here allows the haemorrhage to
cross the mid line, irritating bladder and peritoneum.

There are three types of RSHs, based on CT scan fin-
dings’. Type-I RSH is a umlateral haematoma contained
within the muscles, Type-1I RSH is bilateral or that not
contained within the muscle sheath, while Type-I1II RSH
invades the perivesical space or peritoneum. RSH can
also occur above the umbilicus®.

RSH is more common between 50 and 60 years of
age™ Male to female ratio is 1:3%1°. It can occur spon-
taneously” but usually one of the following causes or
risk factors is evident: violent bouts of cough, sneezing
and vomiting, strenuous physical activity, pregnancy
and postpartum period, lifting heavy weights, trauma,
connective tissue disorders, leukaemia, alcoholic liver
disease, atherosclerosis and hypertension. latrogenic
causes of RSH include: paroxysmal cough immediately
after extubation, anticoagulants, subcutaneous abdominal
injections, haemodialysis %)erltoneal access procedures,
laparoscopic trocar injury™

Classically, the patient presents with sudden, severe,
unilateral lower abdominal pain that increases with
movement. The patient may have tachycardia and hypo-
tension. A tender mass may be palpable in the lower
abdomen, which does not disappear on raising the head
(Fothergill’s sign)>®. Ecchymosis of the abdominal wall
may be evident. RSH may also present as a gradually
enlargmg abdominal mass mistaken for abdominal wall
tumour'”. Sudden severe haemorrhage can cause death”.
Clinical diagnosis can be wrong in 50% of the cases'®.

Differential diagnosis of RSH includes acute appen-
dicitis, diverticulitis, mesenteric vascular ischaemia and
dissecting aortic aneurysm'®!8. Ultrasonography and
CT scan can confirm the diagnosis of RSH with a sen-
sitivity of 71% and 100% respectively'~>. MRI is help-
ful in dlstmgulshmg chronic RSH from other anterior
abdominal masses

Management of RSH depends on its radiological type®.
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Conservative treatment is appropriate for Types I and
II RSH, consisting of bed rest, analgesia, volume rep-
lacement and cessation of anticoagulants. Surgery is
reserved for patients with haemodynamic instability,
significant pain or enlarging haematoma. Surgery con-
sists of clot evacuation, ligation of bleeding vessels and
closed suction drainage. Percutaneous asplratlon and
gel foam embolization have also been used”!
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