I OLGU SUNUMU CASE REPORTI

Omer YILMAZ 2
Ali YILMAZ P
Zeki AKTAS,?
Ercan MALKOG,?
Ferhat ATES®

Clinics of

aUrology,

®Gynecology and Obstetrics,

GATA Haydarpasa Training Hospital,
istanbul

Gelis Tarihi/Received: 27.03.2014
Kabul Tarihi/Accepted: 18.08.2014

Yazisma Adresi/Correspondence:
Omer YILMAZ

GATA Haydarpasa TrainingHospital,
Clinic of Urology, Istanbul,
TURKIYE/TURKEY

dr_omeryilmaz @yahoo.com

Copyright © 2014 by Tiirkiye Klinikleri

54

A Rare Cause of Haematuria:
Implantation of Plasental Villous Structures
into Detrusor Muscle Following Probe
Curettage: Case Report

Nadir Bir Hematiiri Nedeni:
Kiiretaj Sonras1 Detriisér Kas1 Icerisine
Plasental Villus Yapilarinin Implantasyonu

ABSTRACT A 40 year-old woman with massive haematuria due to implantation of placental
villus structures into detrusor muscle following curettage was reported. Haematuria has started
one month after the curettage procedure. Abdominal ultrasonography revealed hematoma for-
mation in the bladder. Gynecologic examination was normal. Because of persistent haematuria,
cystoscopy was performed. A mucosal defect and flap was seen on the bladder neck.
Transurethral resection and fulguration were performed for histopathologic examination. An
urethral catheter was introduced for 10 days. Postoperative period was uneventful. To the best
of our knowledge, this is the first case, which had massive haematuria because of implantation
of placental villous structures into detrusor muscle as an iatrogenic trauma during curettage
procedure. Evaluation of haematuria after such gynaecologic procedures must include cys-
toscopy.
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OZET Kiiretaj sonrasi plasental villiis yapilarinin detriisor kast icerisine implantasyonu nedeni ile
masif hematiiri gelisen 40 yasinda kadin hasta sunulmustur. Kiiretajdan 1 ay sonra baglayan ve son
10 giinde yogunlasan hematiiri sikayeti nedeni ile yapilan ultrasonografide mesane igerisinde he-
matom tespit edildi. Jinekolojik muayenesi normal olan hastaya hematiirinin devam etmesi nedeni
ile sistoskopi yapildi. Mesane boynu yakininda mukozal bir defekt ve flep goriildii kanama odag: bu
defekt olarak degerlendirildi. Mukozal flep transiiretral rezeksiyon ile alindi ve kanama kontroli
i¢in fulgurasyon yapildi. Hematiirisi diizelen hasta 10 giin sonda ile takibin ardindan taburcu edildi.
Alinan 6rnegin patolojisi plasental villiis yapilar1 olarak rapor edildi. Olgumuz literatiirde plasen-
tal villiis yapilarinin iatrojenik olarak implante oldugu ve masif hematiiri olusturdugu ilk vakadir.
Jinekolojik bir girisimin ardindan gelisen hematiiri degerlendirmesi icin sistoskopi mutlaka goz
ontinde bulundurulmahdir.

Anahtar Kelimeler: Hematiiri; kiiretaj; yaralanmalar; iyatrojenik hastalik
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here are some well-known causes of macroscopic haematuria in
urology; such as cancer, infection, stone and trauma.'* Besides
them, there are also some rare conditions like gynecological and
obstetrical procedures resulting in iatrogenic urological traumas.> Clinical
approach to haematuria includes taking history, physical examination,
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biochemical tests, imaging and cystoscopy/
ureterorenoscopy.®’ In this report, a 40 year-old
woman with massive haematuria due to implan-
tation of placental villous structures into detrusor
muscle following curettage was reported.

I CASE REPORT

A 40 year-old woman, who underwent curettage
one month ago in an obstetrics and gynecology
clinic due to unintended pregnancy, was admit-
ted to our clinic with massive haematuria. Her
macroscopic haematuria was permanent for the
last ten days and very intensive for the last two
days.

Despite the normal physical examination, bio-
chemical analyses showed that beta-Human Chori-
onic Gonadotropin (Beta-HCG) levels were
increased (280 IU/ml), hematocrit (21.6%) and he-
moglobin (7.38 g/dl) levels were decreased. Her
history revealed a caesarean section 2 years ago.
She was not a smoker and did not have any co-
morbidity either.

Abdominal
hematoma formation in the posteroinferior part

ultrasonography  revealed
of the bladder with no other sonographic patholo-
gies. A 3-way urethral catheter was introduced
and her bladder was irrigated with 0.9% NaCl so-
lution via this transurethral catheter. Afterwards
she was hospitalized for blood transfusion and fol-
low-up.

Gynecologic examination was normal and
there was no vaginal bleeding. By the way, a 2x2
cm intramural myoma in posterior wall of uterus,
and hematoma formation with irregularity on pos-
terior bladder wall were detected with transvagi-
nal ultrasonography. Daily follow-up of beta-HCG
was suggested.

The patient was kept under surveillance for
the following 2 days. Although 4 units erythro-
cyte suspension were transfused, massive haema-
turia continued. Abdominopelvic computerized
tomography (CT) (Figure 1) was carried out for
further evaluation and differential diagnosis.
Once again, hematoma formation in the bladder
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FIGURE 1: Pelvic tomography showing hematoma formation in the bladder.

FIGURE 2: Cystography after transurethral resection and fulguration show-
ing no extravasation.
(See color figure at http://www.turkiyeklinikleri.com/journal/uroloji-dergisi/1309-632X/)

figured out with CT. The area between bladder
and uterus was normal in contrast to the area
bladder and vagina. However no other patholo-
gies explaining macroscopic haematuria could be
figured out with CT.

Because of persistent haematuria, cystoscopic
evaluation was performed under general anaesthe-
sia. There was a huge hematoma formation in the
bladder, and a 1-cm diameter mucosal defect and a
mucosal flap were seen on the bladder neck at 5
o’clock position. Bleeding origin was at the bottom
of this defect. Pathologic sampling and fulguration
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with transurethral resection (TUR) was performed
from the mucosal flap and irregular parts of the le-
sion. There were no additional pathological find-
ings in the bladder. Haematuria disappeared after
cystoscopy and fulguration. She was followed up
for 10 days with foley urethral catheter then
checked with cystography (Figure 2). After the in-
tegrity of the bladder proved, the urethral catheter
was extracted.

In the postoperative period Beta-HCG levels
gradually decreased. Histopathologic examination
of the lesions revealed wide necrotic areas and de-
generated placental villous formations. There were
no histopathologic signs of bladder structures (Fig-
ure 3).

DISCUSSION

Iatrogenic urinary system injuries in gynecolog-
ical surgeries, one of the less common causes
of haematuria, occur with a frequency of 3%.8
The incidence is even lesser in curettage proce-
dures.’

To the best of our knowledge, this is the first
case, which had massive haematuria because of im-
plantation of placental villous structures into de-
trusor muscle as an iatrogenic trauma during

curettage procedure .

The onset of bleeding was at the first month
of curettage procedure. It is presumed that it was
due to patient’s menstruel cycle and related hor-
monal changes.

Iatrogenic injuries in gynecological operations
are seldom but important reasons of haematuria. It

FIGURE 3: The image of histopathologic examination of the resected mate-
rial: Placental villous structure (HE, x40).
(See color figure at http://www.turkiyeklinikleri.com/journal/uroloji-dergisi/1309-632X/)

seems that evaluation of haematuria following such
gynaecological procedures must include cysto-
scopic evaluation in addition to other imaging
modalities. Some studies put an emphasis on the
need of intraoperative cystoscopic control if there
is any doubt.’

Garcia et al. reported in their case that uterus
and bladder were repaired with open surgery. But
in our case, conservative treatment with fulgura-
tion and catheterization was enough and there was
no need for open surgery.'°

In conclusion, we must keep iatrogenic uri-
nary traumas in our mind when evaluating haema-
turia especially in the patients who previously
underwent gynaecological instrumentation and/or
operation. In such cases, it is necessary to perform
cystoscopy besides imaging modalities. If the de-
fect is small, it can be treated by conservative ap-
proaches.
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