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Small Bowel Obstruction Caused by Blood Clots: A Rare
Complication of Peptic Ulcer
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Abstract

Small bowel obstruction (SBO) caused by blood clots is an extremely
rare complication of peptic ulcer. A 20-year-old woman presented to
our hospital with coffee ground vomitus and diffuse abdominal ten-
derness. Computed tomography (CT) findings led us to the diagnosis
of complete SBO caused by blood clots as a result of bleeding from
a gastric ulcer. We successfully treated the patient by dissolution and
evacuation therapy using a long intestinal tube, and no surgery was
required. Peptic ulcer may cause occlusive intraluminal hematoma. In
such cases, CT findings and long tube therapy may help avoid surgery.
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Introduction

Peptic ulcer is a common disease worldwide. Bleeding, perfo-
ration, penetration, and gastric outlet obstruction are common
complications of peptic ulcer, whereas small bowel obstruction
(SBO) caused by blood clots is extremely rare. Although only
two cases, including stress-induced duodenal bleeding [1] and
warfarin-induced gastric bleeding [2], have been reported thus
far, both the cases were diagnosed with surgery [1, 2]. To our
knowledge, there have been no previous reports of non-opera-
tive management using a long tube. Here, we report a case of
occlusive intraluminal hematoma, wherein computed tomogra-
phy (CT) findings and long tube therapy helped avoid surgery.

Case Report

A 20-year-old woman with no remarkable medical history
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presented to our hospital because of several episodes of cof-
fee ground vomitus lasting half a day. She had epigastric pain
and black stool for 1 week. Her heart rate and blood pressure
were 131 beats/min and 119/74 mm Hg, respectively. Physical
examination revealed diffuse abdominal tenderness without
peritoneal signs. Laboratory findings were as follows: white
blood cell count, 8,300 cells/mm?; hemoglobin level, 15 mg/
dL; blood urea nitrogen level, 19.6 mg/dL; creatinine level,
1.03 mg/dL; and C-reactive protein level, 5.94 mg/L. Her
blood coagulation tests, liver function, blood gas analysis,
and common tumor marker levels were normal. On admis-
sion, contrast-enhanced CT revealed submucosal thickening
of the gastric antrum and a site of obstruction in the ileum
with dilation of the proximal small bowel (Fig. 1). Although
we initially considered that the patient presented with gastro-
intestinal necrosis, a comma-shaped high-density mass (ap-
proximately 60 x 26 mm) led us to the diagnosis of complete
SBO caused by blood clots as a result of bleeding from a gas-
tric ulcer. On admission, under fluoroscopy, a long intestinal
tube was placed in the terminal ileum with suction and ir-
rigation using warm saline. Approximately 1 L of dark green
fluid and blood clots were evacuated. Consequently, the ob-
struction was relieved, and the contrast medium reached the
colon (Fig. 2). This procedure lasted approximately 60 min
without complications. Because follow-up CT showed neither
the mass nor the dilated small bowel, the tube was removed
on hospital day 2. On hospital day 3, endoscopy revealed sub-
mucosal thickening with a deep ulcer (Forrest III lesion) in
the gastric antrum (Fig. 3). After administration of intrave-
nous omeprazole 20 mg twice a day and fasting for 6 days,
she recovered and was discharged on hospital day 9. Capsule
endoscopy and follow-up endoscopy performed 1 month after
discharge showed no evidence of lesions or blood clots in the
small bowel. The ulcer had healed, and biopsies of this region
showed an unremarkable pathology. She tested negative for
Helicobacter pylori.

Discussion

This case highlighted two important issues. First, blood clots
as a result of bleeding from the peptic ulcer caused complete
SBO, and CT is useful as a diagnostic modality for such cases.
Siddiky and Gupta [1] reported a case of SBO caused by jejunal
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Figure 1. (A, B) Axial computed tomography. (C) Coronal computed tomography. Computed tomography showing submucosal
thickening of the gastric antrum (black arrows), a comma-shaped high-density mass (white arrows) in the ileum, and dilated small
bowel loops with a transitional zone (black arrow head), but absence of intestinal ischemia.

impaction of blood clots observed in the duodenum by endos-
copy 3 days prior. Similarly, our patient possibly had a gastric
ulcer with blood clots in the gastrointestinal tract, and ileal im-
paction of the blood clots conclusively caused complete SBO.
The most common site of impaction of gastrointestinal foreign
bodies is the ileum, which is the narrowest part of the bowel
[3, 4]. Enteroscopy, although useful to detect hematomas in the

small bowel, is difficult to perform in an emergency setting.
Therefore, occlusive intraluminal hematoma is diagnosed only
with surgery [1, 2]. We initially considered the mass to be a
bezoar or gallstone [3]. However, the mass had a uniform high
density (58 Hounsfield units) without internal gas and was not
round like a gallstone but was rather loop-shaped located along
the small bowel, which led to the diagnosis of a hematoma.

Figure 2. An abdominal radiograph showing the contrast medium in the
colon (white arrow).
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Figure 3. Endoscopic findings showing submucosal thickening with a
deep ulcer (black arrow).
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Additionally, because there was no circumferential bowel wall
thickening or mucosal fold thickening [5], we determined that
the mass was not an intramural hematoma but rather an intra-
luminal hematoma.

Second, non-operative management using a long tube is
useful to avoid surgery. We initiated treatment of the SBO be-
fore performing endoscopy for the gastrointestinal bleeding
(Glasgow Blatchford score: 4) [6]. In the absence of clini-
cal, laboratory, or radiologic findings of bowel ischemia, pa-
tients with SBO undergo non-operative management [7]. In
patients with bezoars, dissolution therapy with cola through
a long tube has been reported [8]. Similarly, in patients with
occlusive intraluminal hematoma, long tube therapy (includ-
ing waiting for spontaneous absorption or passage, dissolu-
tion with warm saline, and evacuation by suction) may relieve
the obstruction.

Conclusion

In patients with hematemesis, if patients simultaneously pre-
sent with SBO, we generally consider the possibility of gas-
trointestinal necrosis [9, 10]. Although rare, peptic ulcer may
cause occlusive intraluminal hematoma. In such cases, CT
findings and long tube therapy may help avoid surgery.
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