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Uterine arteriovenous malformation:
A case report diagnosed by sonohysterography
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Summary

Purpose of investigation: The aim of this report is to describe a case of uterine arteriovenous malformation that occurred in a 54-
year-old postmenopausal woman referring recurrent postmenopausal bleeding, after two years of tamoxifen therapy.
Methods: Medical therapy with GnRh agonists was unsuccessful. Ultrasound and Doppler flow ultrasound scanning were normal

and the following hysteroscopy was normal as well.

Results: Hysterosonography performed on the patient made us suspect the presence of an intracavitary vascular lesion which was

confirmed histologically after hysterectomy.

Conclusion: In our case hysterosonography allowed us — by creating optimal contrast between the uterine wall and the uterine
cavity — to suspect and identify the lesion and to recognize the typical ultrasound findings of this pathology not visualized with stan-

dard transvaginal ultrasound.

Key words: Uterine arteriovenous malformation; Hysterosonography.

Introduction

Vascular hemangiomas and vascular malformations of
the uterus are very uncommon. Few reports of these
lesions are found in the literature and are limited largely to
single case histories and a few small series [1, 2]. Some of
the articles describe dramatic clinical manifestations of the
vascular tumors and malformations, including excessive
bleeding [3]. Clinical findings are often not reliable and at
times angiography and ultrasonography may prove helpful
in obtaining a preoperative diagnosis [1].

Case Report

A 54-year-old postmenopausal woman, gravida 4, para 2,
spontaneous abortion 2, presented with referring recurrent post-
menopausal bleeding in July 1999.

In 1997 the patient had undergone quadrantectomy and radi-
ation therapy for breast cancer and one month later she began
hormonal therapy with tamoxifen. In 1998 she had an episode
of vaginal bleeding; this initially consisted of two days of light
bleeding followed by intermittent torrential bleeding. In the
same year she had similar bleeding three subsequent times. In
all cases she was treated at another institution with medical
therapy including gonadotropin releasing hormone agonists
with poor improvement. Coagulation studies were normal and
dilatation and curettage (D&C) was proposed. In February and
March 1999 she underwent B-mode and color Doppler ultra-
sound and hysteroscopy. The ultrasound was transabdominally
and transvaginally performed and demonstrated a normal pelvis
with fibromatous uterus. Doppler flow ultrasound scanning
showed no pathological findings. The hysteroscopy showed
normal atrophic postmenopausal findings.
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Results

When the patient came under our care we proposed
hysterosonography. The patient underwent the exam a
few days later: easy distention of the uterine cavity was
seen together with an irregular lesion extending from the
uterine fundus (thickness 6 mm) to the cavity. In some
scans the lesion revealed multiple tortuous anechoic areas
indicating an arteriovenous malformation (Figure 1).

In November the patient underwent a hysterectomy
with bilateral salpingo-oophorectomy. On pathologic
examination the uterus weighed 65 g, the uterine poste-
rior wall was 2 cm thick at its maximum thickness and
the anterior wall was 1.2 cm. The endometrial cavity was
8 cm long. The endometrium showed sparse hemorrhagic
areas. Cut sections of the posterior wall showed a lesion
composed of an abnormal vascular network with tortuous
and anastomosing vessels involving all the myometrial
thickness. The lesion was comparable to a cavernous
hemangioma. The diagnosis of an arteriovenous malfor-
mation was thus confirmed.

Discussion

Since the description of uterine arteriovenous malfor-
mation by Dubreuil and Loubat [4] in 1926, various
terms have been used to describe this lesion, including
cirsoid aneurysm, pulsating angioma, arteriovenous
aneurysm, racemose aneurysm, arteriovenous fistula and
cavernous hemangioma [5].

Arteriovenous hemangioma has been described as
partial persistence of the fetal capillary bed causing
abnormal connections between the arteries and veins. It
can be divided into two types — one which occurs in deep
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locations, also called arteriovenous malformation, and
one which occurs superficially in the dermis [6].

Uterine arteriovenous malformations may be congeni-
tal or acquired.

Congenital types may represent arrested embryonic
development of vascular structures [7]. They can be clin-
ically silent and infrequently cause pain and bleed spon-
taneously, although cases with severe menometrorrhagia
and hematuria have been reported [8].

Acquired etiologies include pelvic trauma, surgery
(such as curettage, therapeutic abortion and cesarean
section [9]), neoplasm (such as endometrial or cervical
carcinoma and trophoblastic neoplasia [9, 10]), infection
and exposure to diethylstilbestrol [1, 11-13]. Histologi-
cally, the lesion consists of arteries and veins of various
sizes communicating directly to form fistulae. The
vessels are ambiguous, with thickened intima and some
elastin in the walls making the distinction between arter-
ies and veins difficult [12].

Uterine arteriovenous malformations are potentially
life threatening. Typically, patients with uterine arteri-
ovenous malformations present with heavy abnormal
bleeding that may be exacerbated by D&C [14]. The
pattern of bleeding is intermittent and torrential and
blood loss is often so marked as to cause hypovolemic
shock and in 30% of reported cases the patients required
blood transfusions [15]. However the clinical presenta-
tion is variable, ranging from asymptomatic patients to
those with recurrent pregnancy loss and death following
uterine instrumentation.

Other symptoms include throbbing discomfort in the
lower abdomen, dyspareunia, urinary frequency, or
incontinence. Strong pelvic pulsations after exercise have
also been described [6].

Systemic hypotension caused by intratumoral blood
pooling and even cardiac failure has been described [16].

The diagnosis of arteriovenous malformation of the
uterus is difficult because the condition is very rare and
the routinely used diagnostic methods, such as pelvic
examination, curettage, gray scale ultrasonography or

hysteroscopy, usually fail to provide findings which are
strongly suggestive of this malformation [5]. Angiogra-
phy, used in the past to diagnose arteriovenous malfor-
mations [10, 11, 17, 18], is no longer performed for
purely diagnostic purposes mainly because it is invasive.

Ultrasound examination has proved useful in providing
diagnostic information in a number of cases [9, 18]
Torres et al. [19] first described this anomaly as multiple
anechoic structures with a serpentine contour within the
pelvis. Classical features include tortuous vessels of
greater than normal calibre with real time sonography
showing a bounding pulse [9]. However, several entities,
including fluid filled bowel loops, multilocular ovarian
cysts, hemangiomas, hydrosalpinx, hydatiform and inva-
sive moles, and choriocarcinomas may have a similar
appearance on gray scale sonography [5, 11, 17].

Color Doppler sonography has also been employed to
diagnose uterine arteriovenous malformations [18]. The
characteristic flow pattern of arteriovenous malforma-
tions on color Doppler sonography will show a tangle of
tortuous vessels with multidirectional, high velocity and
turbulent flow [18].

Conclusions

Uterine arteriovenous malformations may have grey
scale sonography appearing similar to several other enti-
ties. Color Doppler sonography often, but not in our case,
may help in diagnosing this rare lesion. Hysterosonogra-
phy allowed us — by creating optimal contrast between
the uterine wall and the uterine cavity — to suspect and
identify the lesion and to recognize the typical ultrasound
findings of this pathology not visualized with standard
transvaginal ultrasound.
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