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A 30 year old woman with a 6 week history of amenorrhoea presented with abdominal cramping, vomiting, 
dizziness and right sided neck and shoulder pain. Hb 114, bHCG 153. An USS showed a normal AV uterus with a 
15.6mm endometrium. No evidence of gestation sac within. Haemoperitoneum seen. The left ovary does not look 

involved. The right ovary is surrounded by clot measuring 54 x 51 x 64mm but could be larger due to borders being 
difficult to delineate. Findings in keeping with ruptured ectopic pregnancy, presumably right sided. The patient was 

taken to theatre however there was no evidence of an ectopic pregnancy. There was bleeding from the right 
Fallopian tube fimbrial end, and a small right ovarian cyst which was excised. Blood loss 1.2L. 

Her subsequent bHCGs showed inadequate rises: 153, 271, 413, 703, 1080. A repeat USS the following week 
showed an eccentrically positioned 1.7mm cystic structure within the endometrium, suggestive of an early gestation 

sac of approx. 4 weeks. The right ovary contained a 13mm thick walled heterogenous area, likely representing a 
collapsing corpus luteum. The histology of the excised right ovarian cyst showed ovarian tissue with functional 

follicular cyst, fibrin and inflammatory cells derived from blood surrounded by luteinized sheets of cells, suggestive 
of ruptured corpus luteum. The patient opted for a medical termination of pregnancy.

Case Presentation

Haemoperitoneum is the accumulation of blood in the pelvic cavity causing peritoneal irritation symptoms such as 
nausea, vomiting, abdominal pain, and dizziness1. There are several gynaecological causes of haemoperitoneum

including ruptured ectopic pregnancy, ovarian tumours eg. endometrioma, and deep infiltrating endometriosis. The 
rupture of a functional ovarian cyst, such as a corpus luteum cyst, can occur both in patients with coagulopathies and 
healthy individuals2. Rupture can occur at any age between menarche and menopause, however is most commonly 
seen in the third decade of life3. Though functional cysts can rupture without producing symptoms, around 4% of 

women will be admitted to hospital for ovarian cysts by the age of 654. Cysts larger than 3cm are associated with an 
increased incidence of rupture5. 

Ultrasound is the imaging modality of choice for the initial evaluation of a patient with an acute abdomen, especially 
if the cause is suspected to be gynaecological in origin, with transabdominal and transvaginal scans being preferred6. 

Contrast CT may be performed in cases where bHCG is negative and non-gynaecological causes are suspected, 
however may also be considered in suspected or confirmed intrauterine pregnancy if the USS is non-diagnostic and 

MRI is unavailable for prompt diagnosis of a life-threatening condition7. 
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Discussion

Corpus luteum cysts are normal post-ovulatory structures seen in the ovaries during the second half of the menstrual cycle. If pregnancy occurs, the corpus luteum persists 

as an endocrine organ for the first trimester secreting progesterone to maintain the trophoblastic tissue until placentation is established11. A corpus luteum cyst is more 

likely to be haemorrhagic than a follicular cyst because the corpus luteal wall is highly vascular. This enables it to obtain oxygen, nutrients and hormone precursors 

necessary to synthesize and release large amounts of progesterone, which is essential in maintaining pregnancy12,13,14. Sexual intercourse can increase the risk of rupture 

due to trauma and the changes in intraluminal pressure created during intercourse. Pregnancy may also predispose to rupture due to the increased vascularity of the 

ovary8,15. The right ovary seems to be predisposed to rupture with a prevalence of 81.25% compared to 56.52% on the left, possibly due to the protection of the left ovary 

from trauma by the cushioning of the recto-sigmoid colon as well as differences in the ovarian venous architecture causing a higher intraluminal pressure on the 

right4,5,16,17. 

Management can be either conservative or surgical. Conservative management is appropriate in haemodynamically stable patients without severe abdominal pain and in 

the presence of a small amount of free fluid demonstrated on USS. When a large amount of fluid is observed and/or in the presence of severe abdominal pain, laparoscopy 

should be performed. Direct laparotomy is recommended in cases of circulatory collapse18,19. Emergency surgery during the first trimester for complications of an ovarian 

cyst, especially before 10 weeks of gestation, is associated with a higher rate of abortion20,21. Obstetric outcomes following emergency laparoscopic surgery for acute 

adnexal pathologies in early pregnancy are not well established due to the limited number of reported cases, and miscarriage could still be a significant concern in the early 

postoperative period particularly following laparotomy. When an intrauterine gestational sac cannot be identified in an acute abdominal emergency despite elevated 

bHCG, intrauterine pregnancy with adnexal disorders should be carefully differentiated from ectopic pregnancy and intrauterine manipulation should be avoided before a 

correct diagnosis is made22. 

Differentials for Acute Abdomen 2,8,9,10

• Ruptured ectopic pregnancy

• Cyst rupture eg. endometrioma, corpus luteum

• Deep infiltrating endometriosis

• Ovarian torsion

• Acute appendicitis

• Acute biliary colic

• Pancreatitis

• Pyelonephritis

• Peptic/duodenal ulcer disease
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