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CASE REPORT

Rectus sheath haematoma: a rare masquerader for

abdominal pain

Khalid Hamid Changal, Saad Saleem, Ghulam Ghous

SUMMARY

Rectus sheath haematoma is a rare cause of abdominal
pain. It can be easily confused for other causes of

acute abdomen and may even lead to unnecessary
laparotomies. Our patient has the rectus sheath
haematoma because of violent coughing and on
presentation had no obvious clinical sign pointing to the
same. Diagnosis was made by a CT scan of the abdomen,
and patient was treated conservatively. Rectus sheath
haematomas are usually present on the posterior aspect
of the rectus muscles and thus may not be clinically
appreciable.
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INTRODUCTION

Rectus sheath haematoma (RSH) is a rare cause of
abdominal pain. It can mimic other more life-threat-
ening causes of acute abdomen. If not looked for it
may cause clinicians to perform unnecessary lapa-
rotomies. Patients who are on anticoagulation are
at high risk for getting RSH. Being mostly posterior
in location in relation to the rectus muscle, it may
not appreciable clinically on examination. A good
history is necessary for diagnosis.

Picture showing bruising around the umbilicus
and flank because of the rectus sheath haematoma.

The bruising around the umbilicus is called the Cullen
sign and the bruising of the flank is called Grey Turner
sign. Other causes of Cullen sign are acute pancreatitis,
abdominal trauma and ectopic pregnancy. Other cause of
Grey Turner sign is pancreatic necrosis.

Figure 1

Figure 2 CT scan showing the rectus sheath
haematoma as pointed by the circle. Note the posterior
location of the haematoma in relation to the rectus
muscle.

CASE PRESENTATION

The patient was a 56-year-old male with signifi-
cant medical history of coronary artery disease and
presented to us with pain abdomen, which was peri-
umbilical and severe. The patient had recent history
of acute bronchitis and had been coughing a lot. The
bronchitis was settling at the time of admission. He
was not on any anticoagulants but was on aspirin.
On examination, his abdomen was very tender.
There was no mass palpable in the abdomen. There
were no other significant clinical findings at the
time. His vitals were stable. However, next day he
was noted to have periumbilical ecchymosis (Cullen
sign and Grey Turner sign, figure 1).

INVESTIGATIONS

The complete blood count showed a haemoglobin
of 12.1g/dL against a baseline of around 14g/
dL. A CT scan of the abdomen was done which
showed asymmetric lenticular thickening of the
left rectus abdominus measuring up to 3.7cm in
thickness just above the level of the umbilicus. This
spanned approximately 15cm transversely and
22 cm cranial caudally (figures 2 and 3). This was
suggestive of a confined RSH. Coagulogram and
serum lipase were normal. There were no other lab
abnormalities.
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Figure 3  CT scan showing the rectus sheath haematoma. Note the
long extent of the haematoma.

DIFFERENTIAL DIAGNOSIS

This patient’s clinical history was suggestive of an acute abdomen,
and the differentials were broad and RSH was not one of the top
ones. The chief differentials on clinical history and exam were
gut ischaemia, bowel obstruction, acute pancreatitis, appendi-
citis and a ruptured viscus. However, on radiological testing,
these were ruled out and RSH was the final diagnosis.

TREATMENT

Patient was managed conservatively with rest, analgesics, haema-
toma compression, ice packs and monitoring of clinical status.
A close watch was kept on the size of the haematoma and the
haemoglobin of the patient. The RSH remained stable, and there
was no observable drop in the haemoglobin of the patient.

OUTCOME AND FOLLOW-UP

Patient did well with conservative management, the haematoma
size slowly decreased, the pain subsided and his haemoglobin
came back up to 14g/dL in 3—4 weeks at follow-up. The super-
ficial ecchymosis resolved and the patient has been doing well
since.

DISCUSSION

RSH is an unusual cause of abdominal pain and an abdominal
mass. Awareness of the condition and early diagnosis made
with focused history, physical examination and imaging of the

abdomen and pelvis may help decrease unnecessary workup for
other conditions and lead to better triage of patients who present
with RSH.' Haematomas are more often seen in the lower
segment of the rectus sheath posteriorly.” This is because lower
section of the muscle is the longest and consequently shortening
during contraction is greatest.” The posterior location of the
haematoma may make it difficult to be appreciated on physical
exam. Our patient had the haematoma in the posterior location
making it difficult to be palpated. RSHs are usually caused either
by rupture of one of the epigastric arteries or by a muscular
tear. The immediate cause of the rupture may be trauma to the
abdominal wall, surgery or excessively vigorous contractions
of the rectus muscle. These vigorous contractions are often
produced during strenuous exercise, severe coughing, vomiting
or straining during defecation. In our patient, the cause of the
RSH was vigorous coughing. The association with abdominal
trauma has been noted in Ancient Greek literature. Anticoagula-
tion has a strong association with RSH.* Due to growing use of
anticoagulants, more patients are expected to present with this
condition thus making it important for the modern physician to
be aware of the condition.’ Ultrasound may be the first imaging
modality used for the diagnosis of RSH but sometimes CT scan
is necessary to see the origin and extent of the haematoma.’

Learning points

» Rectus sheath haematoma can mimic other causes of acute
abdomen and may sometimes prompt for a laparotomy
unless it is specifically looked for.

» Rectus sheath haematoma may not be palpable if it is
present posteriorly and thus may be missed.

» The history of violent coughing or severe abdominal strain
may point to this diagnosis.
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