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Abstract
Introduction: Anticoagulation therapy is widely used for curative and prophylactic purposes. The most serious
complication is bleeding, which presents as an intramural hematoma of the small intestine; however, it is uncommon,
seen in 1 in 2,500 patients. We report an unusual case of a warfarin overdose that resulted in spontaneous
intramural hematoma of the small intestine with intestinal volvulus.
Observation: A 60-year-old patient was admitted to the emergency department with diffuse abdominal pain and
anuria that had started several hours earlier. The patient had a long history of complicated diabetes, marked by
moderate chronic renal failure as well as arterial hypertension and atrial fibrillation, which was managed with the oral
anticoagulant acenocoumarol. Respiratory and cardiovascular exams revealed no abnormality except for an
irregular rhythm in cardiac auscultation. His abdomen was mildly distended and there was tenderness with
Blumberg’s sign in the periumbilical region, which was associated with signs of peritoneal irritation. Laboratory tests
showed incoagulable plasma, an inflammatory syndrome, and renal failure. The Computed tomography (CT) scan
without intravenous injection revealed a spontaneous intramural hematoma of the small intestine with intestinal
volvulus; moderate hemoperitoneum was also documented. Initial patient management consisted of the cessation of
oral anticoagulation therapy, gentle gastric aspiration, correction of the coagulopathy with fresh frozen plasma, and
the administration of parenteral Vitamin K. The patient’s condition began to decline, marked by a worsening of
clinical and laboratory parameters, and the patient ultimately died from acute cardio-circulatory failure while on
ventricular fibrillation.
Conclusion: Spontaneous small intestine hematoma is an uncommon clinical complication, but it should be
taken into consideration for any patient on long-term anticoagulation therapy who presents with acute abdomen.
Abdominal CT is the key for diagnosis. Early diagnosis is crucial because most patients can be treated nonoperatively with a good outcome.
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Introduction
Anticoagulation therapy is widely used for curative and
prophylactic purposes. The most serious complication is bleeding.
Many types of bleeding are commonly described as minor, such as
ecchymosis, epistaxis, gingival bleeding, and hematuria. However,
more serious bleeding can occur in certain organs such as the brain,
the pericardium, the pleura, or the abdomen [1].
Bleeding, presenting as an intramural hematoma of the small
intestine, is a rare complication, seen in 1 in 2,500 patients [2]. The
clinical presentation of the small intestine intramural hematoma can
vary from simple abdominal pain to an acute abdomen with intestinal
obstruction. CT scan has to be performed in emergency and usually
confirms diagnosis. Most patients without complications can be
treated medically. We report an unusual case of a warfarin overdose
that resulted in spontaneous intramural hematoma of the small
intestine with intestinal volvulus.
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Case Report
A 60-year-old patient was admitted to the emergency department
with diffuse abdominal pain and anuria that had started several hours
earlier. The patient had a long history of complicated diabetes, marked
by moderate chronic renal failure as well as arterial hypertension and
atrial fibrillation, which was managed with the oral anticoagulant
acenocoumarol (Sintrom). The patient has no surgical history.
His vital signs were normal, with arterial blood pressure at 150/80
mmHg. Respiratory and cardiovascular exams revealed no
abnormality except for an irregular rhythm in cardiac auscultation. His
abdomen was mildly distended and there was tenderness was
tenderness with Blumberg’s sign in the periumbilical region, which was
associated with signs of peritoneal irritation.
Laboratory tests showed a hemostasis disorder with incoagulable
plasma (an international normalized ratio (INR) >10), renal failure
with creatinine at 279 umol/l, hyperkalemia at 5.9 mmol/l, and an
inflammatory syndrome: C-reactive protein to 98 mg/l, hemoglobin at
12.3 g/dl, white cell count at 18,000 cells /mm3, and a platelet count at
230,000 cells/mm3.
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hemodialysis. During his transfer, the patient died from acute cardiocirculatory failure in ventricular fibrillation.

Figure 1: Axial CT scan of the abdomen showing an important
thickening of the jejunum with dense and circumferential aspect.

Figure 3: Axial CT scan of the abdomen objectifying an abnormal
topography of jejunum and radial aspect of the mesenteric vessels
in favor of a volvulus of the jejunum which is site of an extensive
intramural hematoma.

Figure 2: Axial CT scan of the abdomen objectifying an abnormal
topography of jejunum and radial aspect of the mesenteric vessels
in favor of a volvulus of the jejunum which is site of an extensive
intramural hematoma.
The CT scan showed a significant dense, circumferential thickening
of the jejunum wall (Figure 1), abnormal jejunum topography, and
Whirlpool sign (Figures 2 and 3). Based on these CT findings,
spontaneous intramural hematoma of the small intestine with
intestinal volvulus was diagnosed. A moderate hemoperitoneum was
also documented (Figure 4).
Initial patient management consisted of the cessation of oral
anticoagulation therapy, gentle gastric aspiration, correction of the
coagulopathy with fresh frozen plasma, and the administration of
parenteral vitamin K. The patient’s condition began to decline, marked
by a worsening of clinical and laboratory parameters: a drop in blood
pressure to 80/50 mmHg, creatinine at 301 umol/l, development of
anemia with hemoglobin at 9.5 g/dl, and potassium at 5.6 mmol/l with
anuria. Due to this progression, the patient was taken for emergency
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Figure 4: Axial CT scan of pelvic objectifying moderately abundant
hemoperitoneum at the Dougla’s pouch.

Discussion
Spontaneous intramural hematoma of the small intestine is a rare
complication of long-term anticoagulation therapy, seen in 1 in 2,500
patients [2]. The mean age at presentation in a recent series of 13
patients was 64 years; 15% of the patients in this series had multiple
hematomas [2]. The jejunum is the most affected location, unlike the
duodenum, which is much more affected by post-traumatic intramural
hematoma [3]. A rupture of the terminal arteries as they leave the
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mesentery and penetrate the muscularis layer of the intestinal wall
would be the most probable physiopathology of spontaneous
intramural hematoma of the small intestine. Consequently, the
hemorrhage dissects the bowel wall between the muscularis mucosa
and the muscularis layers. Unlike mesenteric vascular occlusion, the
viability of the mucosa is preserved [4,5]. Intra-peritoneal hemorrhagic
effusion, when present, is related to the leakage of blood from an
enlarged, thickened and inflamed bowel wall with submucosal bleeding
into all layers [3-5]. Clinical presentation can vary from mild, vague
abdominal pain to intestinal obstruction and an acute abdomen [6,7].
Our patient displayed an acute abdomen with widespread abdominal
defense. In contrast to small bowel trauma, which commonly affects
the duodenum and tends to be focal, spontaneous small bowel
hematomas are more extensive and most commonly involve the
jejunum, followed by the ileum and colon [3,6]. Once spontaneous
intramural hematoma of the small intestine is suspected, the patient’s
past medical history and current medication should be carefully
reviewed in order to establish the correct diagnosis and management.
Co-morbidities such as hypertension [8-11], atrial fibrillation [10], and
renal failure [9] also appear to be risk factors for hemorrhagic
complications. Oral anticoagulation therapy with warfarin was
reported to be the most common predisposing factor for spontaneous
intramural hematoma of the small intestine [3,12]. Routine laboratory
tests in cases suspected for SIHSI should include complete blood
count, routine biochemical analysis, coagulation parameters, and
bleeding time. INR is used as an indicator of the anticoagulant effect,
and values greater than 3 are associated with an increased risk of
bleeding. In the absence of other already known lesions, the inability to
measure the Prothrombin ratio with incoagulated plasma suggested an
Anti-vitamin Koverdose in our patient. Some studies have shown that
the risk of major bleeding was significantly increased when the INR is
above 5 [13,14], and mortality was closely linked to the level of INR in
patients on anticoagulation [14].
An abdominal CT is key for diagnosis, with characteristics
including circumferential wall thickening, Intramural spontaneous
hematic density, luminal narrowing, intestinal obstruction, and
hematic density effusion [3]. These characteristics were found in our
patient. Where CT is unavailable, US in combination with abdominal
radiography may be sufficient to diagnose intramural hematoma.
Indicative findings are tubular or circular images with the absence of
peristalsis and mucous compression enveloped by an anechoic halo
corresponding to the thickened intestinal wall. Echogenicity varies
according to the stage of maturation of the hematoma [15,16]. The
appearance as acute obstructive abdomen may lead to operative
treatment, although the use of US and CT in diagnosis has contributed
to changes in conduct. Surgical exploration, which was previously used
as a diagnostic method, has now primarily become a treatment method
reserved for cases with complications that include intra-abdominal
hemorrhage, suspected ischemia with or without perforation, and
peritonitis due to diagnosis doubt or to late complications. Clinical
treatment should be instituted in the absolute majority of cases.
The first treatment steps are discontinuation of the anticoagulant
medication, gastric decompression in the presence of vomiting, the
correction of electrolyte disturbances, administration of vitamin K,
and the transfusion of fresh frozen plasma and blood when indicated.
Total parenteral nutrition may be necessary. In cases where there are
no complications and surgery is unnecessary, resolution tends to occur
within a few days. The recurrence of bleeding, as well as late sequelae
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such as stenosis, is unusual. In the presence of an intramural
hematoma, death has occurred as a result of secondary complications
such as digestive hemorrhage due to ulcer [16].

Conclusion
Spontaneous small intestine hematoma is a rare clinical entity. It
should be considered in any patient on long-term anticoagulation
therapy who presents with an acute abdomen. Abdominal CT is the
key for diagnosis. Non-invasive investigative methods offer high
accuracy, permitting the adoption of medical procedures that avoid
unnecessary surgery. Complete resolution of the condition within a
short period of time occurs in nearly 100% of cases.
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