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During the post-operative period her hamoglobin was
68% (io g./Ioo ml.). Her blood group was 0 Rh.
negative.

Discussion
Intraperitoneal haemorrhage from a ruptured

corpus luteum cyst is not so rare, and its possibility
should be kept in mind whenever a case of suspected
appendicitis during childbearing period, or a case
of suspected ectopic pregnancy, is operated on.
Another condition in differential diagnosis is a
twisted ovarian cyst. It is not an uncommon
experience that a normal-looking appendix is
removed, when in fact the patient has a small
hoemorrhage into the peritoneal cavity from a
ruptured corpus luteum cyst. Whenever the
diagnosis of appendicitis is in doubt in such women,
a paramedian or pfannensteil incision should be
used.
The clinical picture of such a case is a fairly

definite one. Usually she complains of pain in
the right or left iliac fossa, nausea, vomiting, faint-
ing and collapse. Depending on the amount of
blood loss, signs and symptoms of shock would be
present. Unlike ectopic pregnancy, signs and
symptoms of pregnancy would not be present.
Another important differentiating point is that
there is no large abdominal mass palpable because
the ovarian cyst has ruptured.

Gurewich and Thomas (I960) reported a case
of massive intraperitoneal hemorrhage from a
ruptured corpus luteum as a complication of long-
term anti-coagulant therapy. Hunter and Hill
(I960) reported a case as a complication of leukiemia.
According to Rosenthal (I960) the range of age

iS 2o to 35 years. He reported a series of i i cases,
the youngest of I 3 years. Posterior colpotomy
and culdoscopy has been recommended in some
cases, but in many cases only the presence of blood
in the pouch of Douglas would be confirmed.

Summary
(i) A case of massive intraperitoneal hemorrhage

resulting from a ruptured corpus luteum cyst is
described.

(2) Whenever a woman in the childbearing period
of her life presents with acute pain in the iliac fossw
and signs of intraperitoneal hemorrhage, the
possibility of this condition should be kept in mind.

(3) In cases of small hemorrhage from a ruptured
corpus luteum, the patient has to be observed in
the hospital, and conservative treatment may
suffice in such cases.

We are grateful to Mr. E. Harford Rees and to Mr.
T. Henry Wilson for their guidance in publishing this
case report. Also we thank Mr. J. Coulter, of Armour
Pharmaceutical Laboratories, for getting us the photo-
micrograph of the histological slide of this case.
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BRONCHIAL CARCINOMA PRESENTING AS
CARDIAC TAMPONADE

W. A. PENMAN, M.B., Ch.B.(Edin.), M.R.C.P.(Edin.)
Consultant Physician, The Royal Isle of Wight County Hospital, Ryde, I.o.W.

BRONCHIAL carcinoma is a common disease but this
manner of presentation and mode of death are
unusual.

Case Report
Ten days before admission this patient, a male,

aged 39, had a rigor and went home from his work to
bed. He later developed a slight cough and purulent

spit and gradually became more breathless. He was
treated as a case of influenza by his practitioner, but
because of his lack of response to treatment he was sent
in as an emergency to hospital. There was no relevant
previous or family history and he was a non-smoker.

Examination on admission showed him to be ex-
tremely dyspnceic and cyanosed. Temperature was 97°,
pulse rate 1o2/min., blood pressure 92/50 mm. Hg.
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A paradoxical element was noted in his radial pulse.
His jugular veins were engorged 3 cm. Heart: no
enlargement detected, sounds were faint but pure. His
liver was enlarged two finger-breadths below the right
costal margin and evidence of right basal consolidation
was present. There was no peripheral cedema. A diag-
nosis of right basal pneumonia was made and he was
given chlortetracycline 250 mg. six-hourly.
The following day his general condition was much

worse, the dyspncea more pronounced and the para-
doxical element of the pulse more clearly felt. A peri-
cardial effusion was suspected. Chest X-ray showed
congestion in the lungs with consolidation at the right
base. The heart shadow, though generally enlarged,
was not typical of pericardial effusion. X-ray and
screening of the chest on the following day did show
evidence of a pericardial effusion. A pericardial para-
centesis was done on the same day and 20 ml. of heavily
blood-stained fluid were removed. While this was
being done the paradoxical element in the pulse dis-
appeared and his breathing became much easier. The
pericardial sac was not emptied and re-screening of the
heart at that time showed no change in size or contour.
The aspirated fluid revealed no tubercle bacilli on direct
microscopy or culture and only endothelial cells were
seen on direct examination.

Radiological examination two days later showed com-
plete clearing of the consolidation, but the pericardial
effusion became more obvious and his clinical condition
deteriorated rapidly. Seven days after his paracentesis
the pericardium was again tapped and 450 ml. of very
heavily blood-stained fluid were removed. The peri-
cardial sac was emptied as nearly as possible and a
pericardial rub developed. Once again he felt much
better and the pulsus paradoxus disappeared and, in
fact, he was able to take a few steps without much
breathlessness. ECG: elevation of the ST segment in

all leads initially; this later persisted in precordial leads
only. There was no inversion of the T waves. On the
following day his general condition rapidly deteriorated
and he became acutely dyspneeic and died.
At autopsy a grossly distended pericardial sac con-

taining 1,500 to 2,000 ml. of heavily blood-stained fluid
was found and infiltration of the pericardial wall around
the pulmonary veins by tumour tissue was seen. The
heart was small, the myocardium flabby and the
chambers dilated and the valves healthy. Careful dis-
section of the bronchial tree showed thickened mucosa
at a distance of 2 cm. in a secondary division of the left
upper lobe bronchus. The lumen was partially
occluded and some direct spread had occurred into the
adjacent lung. Several lymph nodes in the left hilum
and upper mediastinum were largely replaced by tumour,
each pleural sac containing about 5o ml. of blood-
stained fluid.
The liver contained about I2 secondary nodules,

roughly 4 cm. in diameter. Several lymph nodes in the
porta hepatis and along the aorta contained tumour
tissue. The left adrenal gland was completely replaced
bv tumour. The brain was not examined.

Histologically the tumour from the bronchial tree
was a spheroidal cell carcinoma with some adeno-
carcinomatous differentiation and the secondary spread
showed a similar histology.

I have been unable to trace a case of bronchial
carcinoma presenting with cardiac tamponade
though hmmopericardium is, of course, a known
complication (Barbour, Hirst and Johns, i96i;
Rukstinat, I946).

I am indebted to Dr. R. Hill, Heathfield Hospital,
Ayr, for permission to publish.
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