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Abstract

Spontaneous intramural small bowel hematoma due to the overuse 
of warfarin is a rarely encountered complication. In most patients, 
hematoma may be ameliorated with conservative modalities, and 
surgery is rarely needed. We presented two cases here. The first, a 
81-year-old male patient, was admitted to our clinic with the com-
plaint of abdominal pain and on the use of warfarin (5 mg/day) due 
to cerebrovascular event, congestive heart failure and atrial fibril-
lation. The physical examination revealed tenderness on abdominal 
left upper and lower quadrants. Prothrombin time, activated partial 
thromboplastin time and international normalized ratio were too 
long to measure clotting. On abdominal computerized tomography 
of the patient presenting with intestinal wall thickness on ultra-
sonography, wall thickness suggesting intramural hematoma was 
seen. Warfarin was discontinued, and fresh frozen plasma, eryth-
rocyte suspension and intravenous fluids were given. During the 
follow-up, prothrombin time and international normalized ratio de-
creased to 14.6 seconds and 1.3, respectively, and hematoma was 
found to reduced on abdominal US. The second case, a 76-year-old 
woman patient and on the use of warfarin (5 mg/day), was admit-
ted to the clinic with the complaints of abdominal pain, nausea 
and vomiting. She indicated common tenderness on abdominal ex-
amination, and activated partial thromboplastin time, prothrombin 
time and international normalized ratio were measured as 51.4 sec-
onds, 43.9 seconds, and 3.8, respectively. Direct abdominal graphy 
showed no pathological finding. Abdominal ultrasonography and 
computerized tomography revealed wall thickness consistent with 
intramural hematoma on jejunum. Warfarin was discontunued, 
and fresh frozen plasma and intravenous fluids were administered. 
Activated partial thromboplastin time, prothrombin time and inter-

national normalized ratio were respectively decresed to 33.7 sec-
onds, 20.1 seconds, and 1.7. Spontaneous intramural small bowel 
hematoma is a serious complication, so early diagnosis and prompt 
medical treatment are important. Many patients may be treated with 
conservative modalities successfully.
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Introduction

Although intramural small bowel hematoma is a commonly 
encountered complication of blunt traumas, spontaneous 
intramural small bowel hematoma (SISBH) is a rarely en-
countered condition. In contrast to traumatic small bowel he-
matoma, mainly affecting duodenum and tending to involve 
short intestinal segment, SISBH is more extensive and com-
monly involves jejunum, followed by ileum and duodenum 
[1]. Through gastrointestinal tract, jejunum is the most af-
fected part in up to 70% of such cases [2, 3]. The most com-
mon cause of SISBH is known to be over-anticoagulation 
with vitamin K antagonists [4]. Patients with SISBH are gen-
erally admitted into clinics with the complaints of nausea, 
vomiting, crampy abdominal pain and often some degree of 
gastrointestinal bleeding, and the diagnosis can frequently be 
performed via radiological tests.

 
Case Report

Case 1

A 81-year-old male patient was admitted to our clinic with 
the complaints of abdominal pain and bruising on different 
parts of the body. With no history of traumas, the patient was 
determined to have experienced congestive heart failure, 
atrial fibrillation and ischemic cerebrovascular events twice 
3 and 10 years earlier, and so had been on use of warfarin 5 
mg/day. On physical examination, blood pressure and tem-
perature were 130/70 mmHg and 36.6ºC, respectively. Heart 
rate was detected to be 110/minutes and arrhythmic. Sev-
eral ecchymoses, the largest in size of 15 cm in diameter, 
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were present on anterior chest wall and left upper extrem-
ity. Abdominal left upper and lower quadrants showed com-
mon tenderness. Laboratory findings revealed the following: 
hemoglobin (Hb), 11.2 g/dL; hemotocrit (Hct), 34.4%; leu-
kocyte, 8,760/mm3; and, platelet count, 239,000/mm3. Pro-
thrombin time (PT), activated partial thromboplastin time 
(aPTT) and international normalized ratio (INR) were too 
long to measure clotting. On follow-up, Hb was decreased to 
9.6 g/dL. No pathological finding was detected on direct ab-
dominal radiography. On abdominal ultrasonography (US) 
of the left lower and upper quadrants, a definite intestinal 
wall thickness was observed in a long segment. On com-
puted tomography (CT) of the abdomen, a circumferential 
diffused wall thickening was detected, reaching 15 mm in 
the thickest site at distal jejunum (Fig. 1). So, warfarin was 
discontinued, and six units of fresh frozen plasma (FFP), one 
unit of erythrocyte suspension (ES) and intravenous fluids 
were given. Also, nasogastric suction was performed. Then, 
PT, aPTT, INR, Hb and Hct values were measured as 36.6 
seconds (normal range 9.8 - 14.3 seconds), 42.7 seconds 
(normal range 20 - 36 sec), 3.3, 11.1 g/dL and 34%, respec-
tively. On abdominal US performed on day 7 after the hospi-
talization, intestinal wall thickness was seen to be decreased 

to 4 mm, and PT and INR values were found to decrease to 
14.6 seconds and 1.3.

Case 2

A 76-year-old woman on the use of warfarin (5 mg/day) 
due to atrial fibrillation was admitted to the clinic with the 
complaints of abdominal pain, nausea and vomiting. She 
displayed no history of trauma. On physical examination, 
vital findings were stable, pulse rate was 96/minute and ar-
rhythmic, and common tendernes was detected in abdomen. 
Laboratory findings were as follows: aPTT, 51.4 seconds; 
PT, 43.9 seconds; INR, 3.8; Hb, 9.2 gr/dL; Hct, 27.8%; leu-
kocyte, 6,810/mm3; and, platelet count, 192,000/mm3. On 
direct abdominal graphy, no finding suggesting intestinal 
obstruction was observed. On abdominal US, wall thickness 
was detected in intestinal segment in pelvic area. On abdom-
inal CT, diffused wall thickness consistent with intramural 
hematoma reaching 5 mm was observed in a segment of 9 
cm in jejunum (Fig. 2), and warfarin was discontinued. Oral 
feeding was ceased. Intravenous fluids and three units of FFP 
were given, and so aPTT, PT and INR were decreased to 33.7 
seconds, 20.1 seconds and 1.7, respectively. On abdominal 
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Figure 1. Post-contrast computed tomography image; (A) Axial plan, (B) Coronal plane, and (C) Parasagittal plane. 
Thickened jejunal bowels (small arrows), and high density surrounding free fluid (thick arrow), suggesting hemorrhage.
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US performed on day 8 after hospitalization, no wall thick-
ness was observed in intestinal segment.

Discussion
  
Oral anticoagulants are among drugs widely used in the treat-
ment of many disorders, such as pulmonary embolism, deep 
vein thrombosis, prosthetic heart valves and persistent atrial 
fibrillation [5, 6]. SISBH is an uncommon complication of 
anticoagulations. In literature, the frequency of spontaneous 
intramural hematoma is reported to take place in 1 per 2500 
patients treated with anticoagulants [7].

SISBH is asserted to be a complication of bleeding dis-
orders, malignancies and vasculitis, as well as excessive 
anticoagulants [3]. Along with factors mentioned above, en-
doscopic biopsies and injection therapy were also reported 
among other causes of intramural hematoma. However, as a 
very rare complication of endoscopic procedures, iatrogenic 
intramural duodenal hematoma is mainly observed in pa-
tients with coagulation or hematological disorders [8].

As a result of large spectrum, clinical presentation can 
range from mild, vague abdominal pain to intestinal obstruc-
tion and acute pain of abdomen. Nausea and vomiting are 
observed in approximately half of the cases and related to 
high intestinal obstruction including duodenum and proxi-
mal jejunum. Patients may also exhibit gastrointestinal hem-
orrhage due to ruptured hematoma [9]. While our case 1 was 
admitted just with the complaint of abdominal pain, case 2 
was admitted with the complaints of nausea and vomiting, as 
well as abdominal pain.

Plain abdominal radiography is seldom specific and may 
be insufficient in demostrating the evidence of intestinal ob-
struction. The sonographic appearance of acute intramural 
small bowel hematoma is composed of a thickened intesti-
nal wall, mainly involving the submucosal layer. However, 

such an abnormality is not specific for intestinal tract hema-
tomas and can be witnessed in numerous disorders [1, 10]. 
CT is the key modality in order to diagnose the condition. 
Among characteristic findings on CT are circumferential 
wall thickening, intramural hyperdensity, luminal narrow-
ing and intestinal obstruction [3, 11]. The exact pathology 
can be achieved in all patients via the combination of CT 
and US [12]. Magnetic resonance imaging (MRI) character-
istics of duodenal hematoma include well-defined concentric 
ring with a high signal intensity (ring sign). The unique MRI 
tissue characteristics (ring with short T1 and long T2 relax-
ation times) can be attributed to the paramagnetic properties 
of iron species within the hematoma [13]. Deep small bowel 
lesions can be determined using pull and push enteroscopy 
[14]. On both abdominal US and CT in our both cases, wall 
thickness was observed, and no additional procedures were 
considered to diagnose.

The best modalities to take up the treatment are to dis-
continue anticoagulant drugs, bowel rest, correction of PT 
with intravenous vitamin K and FFP, and correction of ane-
mia, if present [15, 16]. As a result of conservative treatment, 
an improvement of symptoms is usually seen within 4 - 6 
days. Complete amelioration is usually observed in almost 
all cases under conservative measures within 2 months after 
the onset [17, 18]. When it comes to significant intramural 
hemorrhage, bowel perforation, ischemia or peritonitis, sur-
gery is considered an only thereupatic option [16, 19]. Con-
tinuing the anticoagulation therapy appears to be safe after 
the resolution of hematoma [20]. No anticoagulant treatment 
was commenced for cases 1 and 2, and both were discharged 
with the treatment of antiagregant.

SISBH was determined to develop in jejunum in our 
cases due to the use of warfarin, and the diagnosis was car-
ried out via CT and US. Thanks to conservative treatment, 
hematoma was seen to decrease. So, the subjects were con-
sidered not to be required surgery.

Figure 2. Post-contrast computed tomography image; (A) Axial plan, (B) Parasagittal plane. Thickened jejunal walls (ar-
rows) suggesting intramural hematoma.
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Both of the cases presented here were at older age, and 
SISBH, a serious complication due to the use of warfarin 
had developed. In light of both cases, it is considered that 
the decision for starting warfarin treatment meticulously be 
questioned, especially in the elderly and those for whom 
INR follow-up is too difficult. 
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