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We introduce a case of a 71-year-old woman with a clinical 

history of hypertension, who presented to the emergency department 

with chest pain of 3-day duration.  On the Electrocardiogram (ECG) 

at emergency room, signs of left  main (LM) or Proximal Left  Anterior 

Descending (LAD) stenosis were presented with ST depression in 

leads I,II,AVL,AVF,V1 to V6 and ST elevation in lead AVR (Figure.1). 

Troponin I concentration was 0. 3 24 ng per milliliter (reference range, 

0 to 0.04 ng per milliliter) and hemoglobin concentration of 126g/L. 

Th e transthoracic echocardiogram demonstrated no   ventricular wall 

motion abnormalities, aortic valve mild regurgitation, no signs of aortic 

dissection. Em e rgency personnel considered the diagnosis of acute 

myocardial infarction with routine protocol for NSTEMI including 

loading doses of aspirin (300mg), ticagrelor ( 1 80mg) and rosuvastatin 

(20mg) followed by intravenous injection of unfractionated heparin 

(5000U). Th en he was transferred to the coronary care unit. Following 

a review by the cardiology team, the emergency coronary angiogram 

(the right radial artery path) revealed isolated critical stenosis of the 

ostial-LM and mid-LAD and total occlusion of RCA (Figure.2A, C). 

He is performed emergency percutaneous coronary intervention. Th e 

LM and LAD stenosis was successfully treated with a drug-eluting 

stent, respectively (Figure.2B).

    Th en he was transferred to the coronary care unit. While the 

patient experienced extreme abdominal pain, nausea and vomiting 

(gastric contents, no bloody substance) at the time of coronary 

care unit. At the time his heart rate 115 beats/min, blood pressure 

78/43mmHg, there was not a thoracoabdominal bruit and hypoactive 

bowel sounds. Th e transthoracic echocardiogram demonstrated 

no cardiac mechanical complications. Abdominal ultrasound 

de m onstrated no retroperitoneal hematoma. Electrocardiogram 

demonstrated no evidence suggests that myocardial ischemia. 

Troponin I concentration was 0.892 ng per milliliter and hemoglobin 

concentration of 79g/L. He initially was diagnosed as hemorrhagic 

shock, and we decided to perform blood transfusions. Based on 

current clinical evidence, the evidence was not suffi  cient diagnosis of 

gastrointestinal bleeding. Immediately following, on the abdominal 

computed tomography, signs of retroperitoneal hematoma were 

presented with bilateral perirenal fascia and peritoneum slightly 

thickened, bilateral iliac muscle swelling (Figure.3A-E). Aft er 

rehydration, blood transfusion, reversal of anticoagulation therapy 

and hemodynamic stability, and the patient was discharged home on 

day 7.

Falling, crush injury, road traffi  c accidents, injury to the 

retroperitoneal organs, fracture of the pelvis or lower spine, and 

retroperitoneal vascular injury are all potential causes of re t roperitoneal 

hemorrhage or he m atoma. Spontaneous retroperitoneal hematoma 

is a much less common distinct clinical entity that can be life-

threatening [1]. Previous accounts consist mostly of small case-based 

series or single case reports that usually highlight the relationship 

between SRH and the use of antiplatelet or anticoagulant therapies 

[2-7].However, SRH is a more complicated disease, with considerable 

  ABSTRACT

Spontaneous Retroperitoneal Hematoma (SRH) is a potentially fatal and diffi cult to diagnose clinical entity defi ned as bleeding 
into the retroperitoneal space without associated trauma or iatrogenic manipulation. We present a case of spontaneous retroperitoneal 
hemorrhage after acute myocardial infarction involving anticoagulant agents.

Figure 1: On the Electrocardiogram (ECG) at emergency room, signs of 
Left Main (LM) or Proximal Left Anterior Descending (LAD) stenosis were 
presented with ST depression in leads I, II, AVL, AVF, V1 to V6 and ST 
elevation in lead AVR.

Figure 2a-c: The emergency coronary angiogram (the right radial artery path) 
revealed isolated critical stenosis of the ostial-LM and mid-LAD and total 
occlusion of RCA (Figure.2A, C). He is performed emergency percutaneous 
coronary intervention. The LM and LAD stenosis was successfully treated 
with a drug-eluting stent, respectively (Figure.2B).

heterogeneity. SRH is an uncommon clinical entity that can lead to 

serious complications if not recognized and treated immediately. 

Patients with SRH oft en presented in a hypovolemic state with pain 

in the abdomen, back, legs, or hips [8]. Th ere was a strong but not 

absolute relationship between SRH and previous treatment with 

blood-thinning medications [8]. Management consisted of aggressive 

resuscitation and reversal of coagulopathy or interventional radiology 

procedures [8]. Physicians are encouraged to suspect SRH in patients 

with centrally located pain and signs of hypovolemia, regardless of 

anticoagulation or antiplatelet history.

In conclusion, SRH is an uncommon but potentially lethal entity 

with a non-specifi c presentation that can lead to misdiagnosis and 

delayed treatment. It could be suspected in patients who present 

with truncal pain or hypovolemia-related symptoms, regardless of 

anticoagulation or antiplatelet history. CT imaging was frequently 

used and eff ective for diagnosis. Th e majority of patients received 

intensive-care-unitlevel of care and aggressive support in the form 

of blood transfusion, reversal of coagulopathy, or procedures by 

interventional radiology. Surgery was rarely indicated.
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Figure 3a-e: On the abdominal computed tomography, signs of 
retroperitoneal hematoma were presented with bilateral perirenal fascia and 
peritoneum slightly thickened, bilateral iliac muscle swelling.
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