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Summary

Uterine perforation, a major complication of dilatation and curettage (D&C), is typically recognized at the time of the procedure. Large
defects in the uterine wall or injury to other intraabdominal organs can result in an acute abdomen requiring immediate surgical treat-
ment. On the other hand, small perforations usually resolve on their own without any long-term consequences. Here, the authors report
a case of delayed hemoperitoneum, ten days after the D&C evacuation of an early pregnancy. Initially, intramural pregnancy was the
suspected etiology. However, histopathology suggested that the inciting event was the rupture of a serosal uterine hematoma, which likely
resulted from an incomplete uterine perforation during D&C. The patient did well after undergoing an uneventful laparoscopy.
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Introduction

One of the most common complications of dilatation and
curettage (D&C) of early pregnancy is uterine perforation.
Usually, conservative therapy is sufficient for if the perfora-
tion is small, caused by a small instrument such as a uterine
sound [1]. However, even a relatively small perforation can
lead to a potentially lethal hemorrhage requiring an emer-
gent operation as an immediate or short-term consequence
[2]. Here, the authors report an unusual case of delayed acute
haemoperitoneum secondary to rupture of a uterine serosal
hematoma caused by an incomplete uterine perforation.

Case Report

A 29-year-old, gravida 2, para 1, woman arrived at the present
emergency department with acute abdominal pain and vaginal
bleeding developed earlier that day. On systemic examination, there
was marked lower abdominal tenderness with rebound tenderness.
She also showed mildly anemic conjunctiva. The patient was in a
hypovolemic state with a blood pressure of 85/50 mmHg, heart rate
of 90 bpm, and body temperature of 36.2°C. Urine pregnancy test
was positive; however she had a history of D&C ten days previ-
ously. Therefore, the test was regarded as a false positive, detecting
remnant serum beta-human chorionic gonadotropin (beta-hCG).
Transvaginal ultrasound showed normal thin endometrium with no
evidence of intrauterine pregnancy and a large amount of fluid col-
lection in the pelvic cavity, suggestive of haemoperitoneum (Figure
1). Diagnosis of ruptured ectopic pregnancy previously missed, was
made, and exploratory laparoscopy was performed. On laparo-
scopic examination, a 1.5 cm sized bleeding mass was identified at
the surface of uterine fundus. Other pelvic organs were found to be
grossly normal (Figure 2). Again, the lesion was believed to be an
ectopic gestation at an unusual site such as an intramural pregnancy,
and excision was performed uneventfully. However, histopatho-
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logic study of the specimen revealed only mesothelial cells cover-
ing hematoma without any trophoblastic tissue (Figure 3). The pa-
tient recovered well and her serum beta-hCG level at postoperative
day 9 was 14.3 mlU/ml, down from initial levels of 650 mIU/ml.

Discussion

D&C during early pregnancy is a relatively safe procedure.
Common complications directly associated with the proce-
dures are infection, hemorrhage, uterine perforation, and in-
complete abortion [3] The actual incidence of uterine
perforation during surgical evacuation of early pregnancy is
uncertain because many cases can go undetected by the oper-
ator during the procedure [1] The most commonly perforated
sites are the uterine fundus, which is relatively avascular com-
pared to the cervix and lateral body. If uterine perforation is
suspected, simple observation in the outpatient setting is usu-
ally appropriate for detecting any significant internal bleed-
ing. Transvaginal ultrasound is also often helpful in
demonstrating free fluid in the pelvic cavity indicating
haemoperitoneum. Severe haemoperitoneum is a rare acute
consequence of uterine perforation requiring emergency sur-
gical treatment. In this case, the authors encountered a delayed
haemoperitoneum occurring ten days after the procedure. It
appears that the cause was the rupture of a serosal hematoma
at the uterine fundus, as there were no uterine defects or in-
jured vessels. The authors suspect that the hematoma was
caused by an incomplete uterine perforation, not penetrating
the uterine serosa. The protruding mass was likely the accu-
mulation of blood under the serosal surface, which eventually
ruptured. The literature describes a similar case, that of a uter-
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Figure 1. — Transvaginal ultrasonography demonstrates an empty
uterine cavity (arrow) and large amount of fluid accumulated in
the pelvic cavity, suggestive of haemoperitoneum.

Figure 2. — Laparoscopy showing a 1.5 cm bleeding mass at the
uterine fundus under the serosal surface.

R

Figure 3. — (A) The epithelial nests show bland-looking cytologic features admixed with inflammatory cells on a background of
hematoma. (x200). (B) Immunohistochemical staining for calretinin identifies the epithelial cell nests as mesothelial cells of the peri-

toneum (x200).

ine perforation during surgical evacuation occurring at an area
thinned by the scar of a previous cesarean section. The defect
was filled by the formation of a hematoma [4] However, in the
present case the rupture of the hematoma was an unusual de-
layed complication of uterine perforation resulting in acute
life-threatening haemoperitoneum. This case illustrates the
potential need of close follow-up of asymptomatic patients
and careful instructions regarding symptoms suggestive of in-
ternal bleeding, when perforation is suspected. Also, low
threshold for high suspicion for perforation during the proce-
dure is fundamental to uterus and visceral organs.
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