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INTRODUCTION 

Haemoperitoneum seen by gynaecologists in clinical 

practice is usually due to ruptured ectopic, which needs 

an immediate surgery. Other causes of haemoperitoneum 

are traumatic rupture of vascular organs like spleen or 

liver which are managed at laparotomy by general 

surgeons. Rarely, one encounters haemoperitoneum due 

to bleeding corpus luteum secondary to warfarin induced 

coagulopathy, in patients with prosthetic heart valves. 

Management of such cases needs joint consultation of 

gynaecologist, cardiologist and haematologist. Surgery is 

fraught with danger of bleeding and thromboembolism. 

Bleeding complication in warfarin coagulopathy has high 

mortality from 3%-11% and also risk of recurrence in 25-

31%.
1,2

 After stopping warfarin and reversing 

anticoagulation with FFP and vitamin K, bleeding usually 

stops. However warfarin has to be restarted after 

management of initial crisis and in future, ovulation bleed 

prevented by ovulation inhibiting drugs like oral pills 

(OCP) or injectable progestins. 

CASE REPORT 

Case report 1 

A 40 year old woman, Para 4 , resident of Rajasthan, was 

referred from a private nursing home in Jaipur on 14 
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ABSTRACT 

Massive or ongoing Haemoperitoneum is an emergency, usually surgical, managed by laparotomy. Haemoperitoneum 

seen by gynecologists in clinical practice is usually due to ruptured ectopic. Other causes of haemoperitoneum are 

traumatic rupture of vascular organs like spleen or liver which are managed by general surgeons. Spontaneous 

haemoperitoneum (SH) due to bleeding corpus luteum secondary to warfarin induced coagulopathy is encountered 

very rarely. Bleeding complication in warfarin coagulopathy has high mortality up to 10%. Two cases of warfarin 

induced significant haemoperitoneum, due to bleeding corpus luteum were managed conservatively, with joint 

consultation with hematologist and cardiologist. Reversal of anticoagulation usually arrests further bleeding and 

haemoperitoneum got absorbed as in first case or was drained out in second case. No difference in postoperative 

period was seen in both cases. Laparoscopy or laparotomy may be needed very rarely after haemostatic control. 

Emphasis is placed on continuous monitoring in HDU/ICU. Patients on anticoagulant therapy can rarely present with 

life threatening haemoperitoneum, secondary to ruptured corpus luteum Early diagnosis and reversal of 

anticoagulation can be lifesaving in this condition which carries significant mortality Unlike ruptured ectopic, 

ruptured corpus luteum causing haemoperitoneum due to warfarin induced coagulopathy can be managed 

conservatively, as bleeding stops after reversal of anticoagulation. However a strict continuous monitoring of 

hemodynamic status and hematology investigations in high dependency unit is required. A heightened awareness of 

these cases is required due to paucity of available reported literature. 
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January 2015 for further management to our hospital, 

with a diagnosis of suspected ectopic. As per records, 

patient gave history of mitral valve replacement done 4 

years back in our hospital for which she was taking 7.5 

mg warfarin daily. She developed pain abdomen and 

distension three days prior to reporting to our hospital, for 

which she consulted a private nursing home. There, an 

ultrasound was done and haemoperitoneum diagnosed. 

Her LMP was 14 day back and she used barrier 

contraceptive. Urine pregnancy test (UPT) done there 

was negative. Her Hb was 6 gm% and she was given 3 

units of packed cells (PC) and 2 fresh frozen plasma 

(FFP) in the nursing home. A paracentesis was done 

which aspirated blood as per her referral record. Patient 

was pale though haemodynamically stable upon reporting 

to our hospital. She also had a 3x3 cm hematoma in Right 

iliac fossa at the site of paracentesis. Her investigations 

done in our hospital, revealed an Hb of 8 gm%, PT INR 

of 3.2. She was given 2 units of PC with 3 FFP. In pelvic 

examination uterus was bulky, fullness and tenderness 

was felt in both fornices. Cervical excitation pain was 

present. Ultrasound revealed about 800 ml of 

haemoperitoneum and right adenexal mass of 5x3 cm, 

with mixed echo texture. Urine pregnancy test was 

repeated which was found to be negative. She was put on 

continuous monitoring of vitals. Patient remained 

haemodynamically stable and next day CT scan was done 

which was reported as adenexal mass with 

haemoperitoneum. During a hospital stay of 10 days, her 

haemoperitoum slowly decreased, as was evident on 

serial ultrasound monitoring. Warfarin was restarted on 

day 8 in a lower dose of 4 mg with INR of 2.2 and inj 

depot Provera was given I/M in dose of 150 mg to 

prevent further ovulation bleed. Patient continues to be in 

follow up near her residence in Jaipur.  

 

Figure 1: Pelvic USG showing haemoperitoneum with 

right adnexal mass. 

Case report 2 

A 30yrs old female P1, L1 presented in Gynaecology 

OPD on 6th may 2016 with complaints of pain in 

abdomen for one day and history of amenorrhea for one 

and a half month. She was a known case of mitral valve 

replacement 2 years back and was taking tablet warfarin 

4/5 on alternate days. Her LMP was 10 day back and she 

used barrier contraceptives. On examination, pulse was 

110/min and BP 100/60 mm Hg and generalized 

tenderness was present in lower abdomen. In her pelvic 

examination uterus was normal size and fornices were 

tender. UPT was negative. ECG showed atrial fibrillation. 

Pelvic USG findings revealed a right adnexal mass, 4X4 

cm, with gross haemoperitoneum, uterus was normal size 

and all other visceral organs were intact (Figure 1). Pt 

collapsed on her way back, she was resuscitated and all 

relevant investigation was sent. Her lab investigation 

showed Hb as 5.5 gm%, TLC 7200, INR 5.15 and B 

HCG was 0.39. She was transfused with 3 units of PC 

and 6 units of FFP and injection Vit K 10mg i.v was 

given. As she was high risk in view of immediate 

laparotomy and her vitals were stable in last 6 hours of 

admission, a decision for a constant monitoring with need 

for immediate laparotomy if BP fell was taken. As her 

vitals improved with all the resuscitative measures, a 

conservative management continued. Her D2 

investigation was Hb 7.8 gm%, TLC 6500 and INR 1.51. 

As her INR was stabilized on D3, two abdominal drains 

under USG guidance were inserted in lumbar areas and 

approx. 1800cc of blood mixed fluid was drained (Figure 

2). On D4, 72 hrs after admission, she was started on 

LMWH after cardiac consultation. On D8 both the drains 

were removed as there was no subsequent drainage and 

patient was restarted on Tablet Warfarin 2mg. Patient 

was discharged on Day 10 on Inj. Depot provera. Patient 

was asymptomatic during her follow up visits. 

 

Figure 2: Two drains in both paracolic gutter 

draining 1800 ml of blood mixed fluid on day 1, in 

case 2. 
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DISCUSSION 

The clinical basis on which the diagnosis of corpus luteal 

hemorrhage was made were clinical history of patients 

being in luteal phase, imaging studies and negative urine 

b-Hcg, however possibility of ectopic with negative urine 

pregnancy test are there, although rare. In the first case, 

which was referred to us when 48 hrs had passed and 

vitals remained stable signifying arrest of on-going 

hemorrhage. In second case, we followed the patient 

strictly in first 24 hours to gather that the hemorrhage 

stopped with no need for immediate laparotomy. There 

are various causes of SH in women of reproductive age 

group most common being ruptured ectopic, ruptured 

ovarian cysts and corpus luteum hemorrhage. The 

formation of the corpus luteum begins with the release of 

an ovum from a ripe follicle. According to Novak and 

Woodruff, bleeding does not occur from stigma because 

it becomes plugged with fibrin. Ovulation is followed by 

a stage of proliferation or hyperaemia, consisting of 

follicular collapse and luteinisation of the granulosa 

layer, which is devoid of blood vessels. The lumen of the 

corpus still contains no blood. The stage of 

vascularization then occurs: the granulosa layer is 

penetrated by blood vessels that pass vertically towards 

the cavity of the corpus luteum, filling the cavity with 

blood. If this corpus luteum hematoma ruptures, 

intraperitoneal hemorrhage may occur, especially if the 

woman's clotting mechanisms are depressed by 

anticoagulant therapy.
3 

Warfarin is a lifesaving drug; the incidence of bleeding 

during its use is stated to be between 2% and 13%. 

Bleeding may occur intra, extra-peritoneally or 

retroperitoneally. The most important risk factor for 

hemorrhage in users of VKAs is the intensity of the 

anticoagulant effect Studies indicate that with a target 

INR of >3.0, the incidence of major bleeding is twice as 

large as in studies with a target INR of 2.0-3.0.
4
 USG and 

CT examination are useful in diagnosing SH confirming 

the site of bleed in patients. USG can be used to monitor 

the progress. The spectrum of attenuation values of 

abdominal fluid will direct to the diagnosis of 

hemoperitoneum. Peritoneal fluid typically shows higher 

attenuation values near the source of bleeding; these 

parameters progressively increase from the upper 

abdomen to the parietocolic gutters, where the pelvis 

becomes hyper dense (60-65 HU) The area with the 

highest attenuation values is defined as “sentinel clot” 

and it indicates the source of bleeding On CT 

examination, corpus luteum usually appears like a well-

circumscribed unilocular adnexal lesion, rarely bilocular. 

The cyst walls appear slightly thickened (<3 mm) and 

show a characteristic inhomogeneous contrast 

enhancement after administration of contrast medium due 

to increased vascularity. The cystic content is mixed with 

a high attenuation component (45-100 HU) and in some 

cases it presents a “fluid-fluid haematocrit” level 

Contrast-enhanced CT may be helpful in excluding other 

intra-abdominal diseases (e.g., ruptured hepatic adenoma) 

that can cause hemoperitoneum in the young female 

patient.
4-7 

A standard protocol is not reported in literature for the 

management of SH. Historically the treatment of corpus 

luteum hemorrhage was exclusively surgical, laparotomy 

or Laparoscopy and suturing, diathermy or wedge 

resection or even oophorectomy and salpingo- 

oophorectomy. A conservative approach is reported in a 

few case reports of late.
6,8,11,12,14

 In either case the 

treatment targets at preserving ovarian function as well as 

at eliminating the source of bleeding. The products that 

can be used to restore haemostatic parameters and to stop 

hemorrhage in the case of critical bleeding due to 

warfarin include Plasma Cell Concentrate (PCC), FFP, 

and vitamin K. When the patient is haemodynamically 

stable (systolic BP >90 mmHg) with hemoglobin values 

that keep being constant over 4-6 hours of monitoring, a 

conservative approach can be tried if diagnosis of corpus 

luteal hemorrhage is certain. Besides discontinuing 

vitamin K antagonists, PCC should be administered 

immediately in association with 10 mg vitamin K 

supplement given I/V (grade C, level 3). FFP should only 

be used when PCC are not available (grade B, level 2), as 

in India. The use of recombinant activated factor VII 

(rFVIIa) is not recommended (grade C, level 3). 

Subcutaneous and intramuscular administration of 

Vitamin K should be avoided. After the administration of 

I/V vitamin K, within 2 h, the INR will start to drop and 

will be completely normalized within 12–16 hours. The 

recommended dose of FFP is 15 mL/kg, but attention 

must be paid to the risk of volume overload. rFVIIa is not 

recommended for reversal of anticoagulation. This 

clotting factor is expensive than PCC in and can cause 

thromboembolism. PCC cost less than rFVIIa, effect is 

immediate, volume of infusion is small and therefore 

there is no fluid overload, they are considered the 

treatment of choice for rapid reversal of oral 

anticoagulation.
6,8,10,13,14

 However, PCC are not available 

in India. Consideration is also given to inhibiting 

ovulation in future and preventing ovulation bleed by use 

of OCP or progestins. Desogestril, depot provera and 

OCP are useful in inhibiting ovulation. When desogestrel 

is administered at a dose of 60-75 µg/day, ovulation is 

inhibited completely compared to levonorgestrel 30 

µg/day, which prevents ovulation in only 40% of 

cycles.
15-17 

Informed consent form was taken from patients for 

publication of case and images. 

CONCLUSION 

Women of reproductive age group on oral anticoagulants 

presenting with acute abdomen and haemoperitoneum, 

may mimic various etiologies and corpus luteal 

hemorrhage should be considered as a possibility. A 

conservative management with Packed Cell, FFP, Vit K, 

and withholding warfarin, can help in homeostasis. 

Patient should be restarted on warfarin after the acute 
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phase and also given OCP or POP for preventing 

ovulation associated bleeding in future. 
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