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ABSTRACT 

 
Broad ligament haematoma is a rare complication of a normal vaginal delivery. We report one such case of a 
woman who developed this complication within 3 hrs of normal vaginal delivery. Diagnosis was confirmed by 
clinical features and transabdominal ultrasound. Based on patients haemodynamic instability surgical 
management in the form of obstetric hysterectomy was done. 
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Broad ligament haematoma is a very rare event 
following a spontaneous vaginal delivery with an 
incidence of 1: 20,000 1. Usually these haematoma are the 
results of upper vaginal, cervical or uterine tears 
extending into uterine or vaginal arteries. Various 
predisposing factors like precipitate labour, caesarean 
delivery, operative vaginal delivery or trauma to the 
abdomen have been discussed in the literature 2.  
Case report 

A 33 years old G2P1L1, with previous normal vaginal 
delivery was admitted in labour room at 38 weeks of 
gestation in active labour. Artificial rupture of membrane 
(ARM) was done at 6 cm of cervical dilatation. Within 20 
minutes patient delivered a healthy male baby of weight 
3.710 Kg without any complication. No evidence of 
cervical or vaginal tears were noted. Right medio lateral 
episiotomy was sutured in layers. 

Three hours following delivery, patient complained of 
severe perineal and abdominal pain along with inability to 

void urine. On examination, patient looked pale, pulse 
rate – 92/min, blood pressure - 100/60 mm of Hg, uterus 
well contracted above the level of umbilicus. Genital 
examination revealed that episiotomy was intact, mild 
ooze from episiotomy skin site was noted; no obvious 
vaginal or vulval swelling was felt. On per rectal 
examination no obvious boggy mass was felt. Patient vital 
further deterioted, fall of Hb to 8.1 gm% from admission 
Hb of 12.2 gm% was noted. Urgent transabdominal 
ultrasonography was done which showed a hypoechoic 
mass of 10×4.3×4 cm on the right side with a well 
contracted uterus. Broad ligament haematoma was 
confirmed. Based on patient haemodynamic instablity a 
decision of exploratory laparotomy was made.   

Patients’ coagulation status was assessed by 
thromboelastography test and adequate blood products 
were arranged. Bladder was catheterised with foley’s 
catheter and clear urine was drained. Intraoperatively a 
huge haematoma 10×5×4 cm was seen anterior to rectus 
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muscle. On entering the peritoneal cavity haematoma was 
found in right broad ligament extending into right 
paracolic gutter posteriorly and space of retzius anteriorly 
(Figure 1). 

 

 
        Figure 1: Broad ligament haematoma 
 
Exact location of the bleeders could not be localized, 

hence a decision for subtotal hysterectomy was done. 
Three units of pack cell volume (PCV) were transfused. 
Two intraperitoneal drains were placed in situ. 
Haematoma was non expanding hence left undisturbed. 
Postoperatively patient was managed in high dependency 
unit. Catheter was removed after 2 days; patient resumed 
her normal bowel bladder habits. Stitched was removed 
on 10th postoperative day and discharged. Four weeks 
later patient was followed up with an ultrasonography of 
abdomen which showed a resolving haematoma with size 
significantly reduced.  
Discussion 

Para genital haematoma are two types - supralevator 
and infralevator. Supralevator haematoma spreads upward 
and outward beneath the broad ligament. Our case is an 
example of supralevator haematoma. It can be silent and 
may not cause any obvious vaginal bleeding 3. Clinical 
symptoms are vague with persistent perineal pain, urge to 
defecate, unable to void within first few hours of delivery.  

Imaging modalities like transabdominal/ transvaginal 
ultrasound confirms the diagnosis. Broad ligament 

haematoma can be managed both conservatively and 
surgically depending on patient haemodynamic status, 
size and rate of haematoma expansion. Small non 
spreading ones can be managed conservatively however 
larger ones might need internal illiac artery ligation, or 
even hysterectomy 4, 5. Our patient was 
haemodynamically unstable at the time of diagnosis and 
given the circumstances that the haematoma was 
expanding we decided for the surgical management i.e 
subtotal hysterectomy. 
Conclusion  

Broad ligament haematoma is a very rare event 
following a spontaneous vaginal delivery. A high degree 
of clinical suspicion is necessary for diagnosis of such 
rare complication. Resuscitation, volume replacement, 
and surgical exploration are the key steps in the 
management.  
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