CASE REPORT

It’s not inside, it’s on top! — An unusual cause
of right iliac fossa pain
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Rectus sheath haematoma (RSH) is an uncommon cause of acute abdominal pain, but can mimic a variety of acute surgical
conditions. Computed tomography (CT) provides the diagnosis and avoids unnecessary procedures.
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A 72-year-old female presented with acute-onset right iliac
fossa pain, without any other symptoms. She had no co-
morbidities and was not taking any chronic medication. Her
previous surgical history included a previous Caesarean
section at the age of 42 years. On examination, she was
apyrexial, with tenderness in the right iliac fossa region.
There were no palpable masses, but ecchymosis developed in
the right suprapubic region on day 3 post the onset of pain
(Figure 1).

Figure 2: A computed tomography scan at the upper level of
the haematoma (arrow)

Figure 1: Ecchymosis in the right suprapubic region

The patient’s leucocyte count and C-reactive protein level
were normal. Intra-abdominal pathology was not indicated on
the abdominal sonar. A haematoma in the right lower rectus
sheath was demonstrated on the CT scan of the abdomen
(Figures 2 and 3).

Figure 3: A computed tomography scan at the lower level of
the haematoma (arrow), with bladder compression (arrow
heads)
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On further inquiry, the patient admitted to performing
abdominal crunches as part of a new exercise programme
for the elderly. She improved on simple analgesia and was
discharged on day 3.

Discussion

RSH is an unusual cause of acute abdominal pain, which
can be mistaken for other surgical conditions.! The source
of haemorrhage in the rectus sheath is from branches of the
inferior epigastric artery, or from a tear in the muscle.? Most
RSH are posterior to the muscle due to the anatomical location
of the inferior epigastric artery and can occur spontaneously
or post procedural. Some risk factors documented include
anticoagulation therapy, bleeding disorders, hypertension,
atherosclerosis, cough and physical exercise.

The typical presentation of a RSH is the triad of acute
abdominal pain, abdominal wall mass and a decrease in the
haemoglobin level,® but patients may complain of non-specific
symptoms, such as vomiting, nausea and fever. Cullen’s and
Grey-Turner’s signs rarely occur, and suggest concomitant
retroperitoneal haemorrhage, when present. Patients may
present with an acute abdomen and hypovolaemic shock
on severe cases. These symptoms and signs have a wide
differential diagnosis, ranging from acute cholecystitis and
appendicitis, to acute pancreatitis and a ruptured abdominal
aortic aneurysm.

Two clinical examinations have been described to assist
in differentiating abdominal wall pathology from intra-
abdominal pathology. Both require examination of the
patient’s abdomen while supine. The patient is then asked to
tense his or her anterior abdominal wall muscles by raising his
or her shoulders from the bed.

Carnett’s sign identifies the point of maximal abdominal
tenderness, which worsens if the pathology is within the
abdominal wall. If the tenderness is alleviated, then the
pathology is likely to arise from the abdominal viscera as the
contracted rectus muscle now protects the intra-abdominal
contents.

Fothergill’s sign is used for abdominal masses. If a mass
lies intra-abdominally, the mass will be concealed when the
patient tenses the anterior abdominal wall muscles, but if the
mass arises from the abdominal wall, it will remain palpable.

56 SAJS VOL.54 NO.2 JUNE2016

These signs are sensitive for abdominal wall pathology, but
not necessarily specific.'

However, a CT scan is 100% sensitive and 100% specific
in acute RSH,* and it is used to classify RSH (Table 1). This
classification, first proposed by Berna et al.,’ is used to guide
management. Hospitalisation is not required for type I RHS,
but types II and III require hospitalisation and a possible
blood transfusion. Angiography and embolisation are used
successfully in cases where patients continue to bleed. If these
fail, or are unavailable, surgical exploration and ligation of the
culprit vessel is mandatory.

Table 1: Computed tomography grading of rectus
sheath haematoma®

Type Description

I The haematoma is intramuscular, unilateral and
does not dissect along the fascial planes

11 The haematoma can be unilateral or bilateral, with
blood between the muscle and the transversalis
fascia

11 Blood is seen to track along the fascial lines, into
the peritoneum and the prevesical space
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