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A 42 year old woman presented with a 5-hour history of
acute severe generalized abdominal pain, with no
associated symptoms. During the preceding 4 days she
had complained of dull intermittent right upper quadrant
pain. On examination she was pale, clammy and hypoten-
sive, with generalized abdominal tenderness, rebound
tenderness and guarding. Resuscitation was instituted
with intravenous fluids, blood sent for full blood count,
urea and electrolytes, blood sugar, amylase and cross-
matching, urinary catheterization performed, and radio-
graphs taken of the chest and abdomen. Haemoglobin
estimation was 8.6 g/dl, and a provisional diagnosis of
spontaneous intraperitoneal haemorrhage was made. The
patient was immediately transferred to the operating
theatre where a long midline laparotomy was performed.
The peritoneal cavity was full of fresh blood and clot,
confirming the suspected diagnosis. The haemorrhaging
lesion was a suspicious-looking 4 x 3 cm nodule on the
dome of the right lobe of the liver, which had ruptured
and stripped the capsule off a large area. Numerous such
lesions were seen in both lobes of the liver; they looked
like tumour nodules, but there was no evidence of a
primary intra-abdominal neoplasm.

After unsuccessful attempts to control the haemorr-
hage by ligation, deep hepatic sutures and hepatic arterial
clamping, the liver was packed off with large swabs, the
abdomen closed, and arrangements made for subsequent
transfer of the patient to a nearby centre with a specialist
hepatic surgeon. However, the patient became hypoten-
sive despite rapid infusion of large volumes of intra-
venous fluids and blood. A second laparotomy revealed
gross haemoperitoneum, and both hepatic lobes were
literally disintegrating, precluding any possibility of
resection.
At post-mortem, in addition to the lesions described in

the liver, two similar tumour nodules 1 cm in diameter
were identified in the apex of the left lung. The absence of
an obvious primary tumour was confirmed. Histological
examination showed the nodules to be deposits of
melanocarcinoma. On closer questioning of relatives, it
was disclosed that the patient had undergone excision ofa
malignant melanoma, 0.9 mm thick, from the skin of the
back, 5 years previously.

In the absence of a known hepatic lesion the diagnosis
of spontaneous rupture may be difficult. A thorough
history may provide important clues. The combination of
peritoneal irritation and hypovolaemic shock, with a
short duration of symptoms, may suggest intraperitoneal
haemorrhage. Successful surgical management has been
claimed for resection ofthe affected lobe,'-3 hepatic artery
ligation,4 or direct injection of ethanol into the bleeding
lesion.5 However, despite early diagnosis and prompt
surgery, the mortality of this condition is considerable.
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Retroperitoneal haemorrhage from a renal
carcinoma in association with streptokinase therapy

Sir,
We wish to report an unusual complication of treatment
with intravenous streptokinase for suspected myocardial
infarction, which we believe has not previously been
described.
A 75 year old woman was admitted to another hospital

following a collapse in church. On admission, she felt well
and no abnormality was found on clinical examination.
She had previously undergone a right mastectomy with
adjuvant radiotherapy for breast carcinoma 10 years
before, and was receiving treatment with captopril and
hydrochlorothiazide and amiloride for hypertension. The
electrocardiogram was interpreted as showing an acute
myocardial infarction and treatment with 1.5 million IU
ofstreptokinase intravenously was initiated. This was not
followed by intravenous heparin. Six hours later, left
upper abdominal pain developed and the patient became
hypotensive to the extent that inotropic support was
commenced. An aortic dissection was suspected and she
was transferred to this unit.
On arrival the patient was clinically hypovolaemic with

rebound tenderness in the left upper abdomen. The
haemoglobin had dropped to 7.5 g/dl from 14.7 g/dl on
admission to the referring hospital. Abdominal ultra-
sound revealed a large probable subcapsular splenic
haematoma with an abnormal echogenic area within the
left kidney. In the face of continuing haemodynamic
deterioration despite aggressive intravenous resuscita-
tion, and a normal clotting screen, a laparotomy was
performed. Intraperitoneal blood was found associated
with a large retroperitoneal haematoma extending into
the splenic hilum and apparently arising from the apex of
the left kidney. Further exploration revealed a 2 cm
tumour arising from the upper pole of the left kidney, and
subsequent histology from the nephrectomy specimen
confirmed a renal adenocarcinoma. The patient made an
uneventful recovery. The cause of this patient's collapse is
unclear; her electrocardiogram showed a right bundle
branch block pattern which, at her initial presentation,
had been misinterpreted as changes ofmyocardial infarc-
tion.

Spontaneous retroperitoneal haemorrhage from renal
causes is rare, but well recognized.' Series with renal
adenocarcinomas as the cause of such haemorrhage vary
between incidences of I in 309 cases, and I in 166.2
Intravenous streptokinase when used in suspected myo-
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cardial infarction has a good safety record,3 but signi-
ficant retroperitoneal haemorrhage has previously been
reported.4 Haematuria from unsuspected urinary tract
tumours occurred in 5 of a series of 300 patients
undergoing thrombolytic therapy.5 However, we believe
this to be the first reported case of massive retro- and
intraperitoneal haemorrhage from a renal carcinoma in
association with streptokinase therapy.

Concealed haemorrhage, particularly retroperiton-
eally, may initially be difficult to diagnose. It should
however be considered in any patient treated with a
thrombolytic agent who becomes hypotensive.
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