warmacoss
< %,

1SSN: 2329-6607

dovaseg
.

s

93y uadO

Munasinghe et al., Cardiovasc Pharm Open Access 2016, 5:1
DOI: 10.4172/2329-6607.1000170

Cardiovascular Pharmacology: open Access

Open Access

Abdominal Wall and Intra Pelvic Hematoma Presenting as Abdominal
Pain after Short Course of Antibiotics in Patients on Long Term Warfarin

Therapy

Kandegedara Ruwana Munasinghe', Gallage Chandima Amarasena?, Naomali Lalani Amarasena’, Jagath Indranath Parakrama Herath'

and Harshana Dilan Samarasinghe’

'Advanced Cardiology Unit, Sri Jayewardenepura Hospital, Sri Lanka
2Cardiothoracic Unit, National Hospital of Sri Lanka, Sri Lanka

Abstract

along with warfarin prior to this clinical presentation.

Warfarin is the most commonly used anticoagulant in clinical practice. Despite its advantages it has serious
side effects mainly bleeding due to narrow therapeutic range and several drug and food interactions. Spontaneous
abdominal haemorrhage is one of the rare bleeding manifestations of it. Concomitant use of commonly used antibiotic
are associated with an increased risk of bleeding among patients receiving warfarin.

We report two patients who presented with abdominal pain, later confirmed as abdominal wall and intra-
abdominal hematoma by computed tomography of abdomen. Both of them were had concomitant use of antibiotics

We highlight the importance of making a high degree of suspicion on abdominal haemorrhage in patients
with warfarin treatment when presented as abdominal abdomen. We also emphasized the consideration of drug
interaction of warfarin before prescribing other medication as well as close monitoring of INR during that period.

Introduction

Warfarin, the most commonly used anticoagulant worldwide, is
indicated for the prevention of systemic embolism in patients with
prosthetic heart valves, atrial fibrillation and for the primary and
secondary prevention of venous thromboembolism [1,2].

Even though warfarin is efficient drug for the prevention of
thrombo - embolism it is one of the most common drugs which have
serious side effect mainly causing bleeding ranging from minor to fatal
haemorrhagic manifestations [3-5]. Spontaneous abdominal wall and
intra-abdominal hematoma is a rare bleeding manifestation of anti-
coagulant therapy.

All commonly used classes of antibiotics (Azole antifungals,
Macrolides, Quinolones, Cotrimoxazole, Penicillin and Cephalosporin)
are associated with an increased risk of bleeding among patients
receiving warfarin [6,7].

We report two patients who presented with spontaneous abdominal
wall and intra-abdominal hematoma with concomitant use of warfarin
and antibiotics.

Case History 01

A 57 year old woman, on warfarin treatment following mitral valve
replacement, presented with diffuse continuous mild to moderate
abdominal pain and distension for 3-4 days. On the 4* day of symptom
onset she noticed a dark pigmentation over the anterior abdominal
wall.

She was able to maintain the INR in the therapeutic range most of
the time during last 7 years. (Last INR level 1 month back was 2.6). She
was prescribed Co amoxyclave 625 mg thrice daily , prednisolone 10
mg thrice daily and vitamin C 1 tablet thrice daily for respiratory tract
infection 4 days prior to onset of symptoms.

On physical examination temperature 37.4°C, blood pressure
120/79 mm Hg, pulse rate 68 beats/min, and respiratory rate 12

breaths/min. A firm mass was palpable over the upper abdominal wall
and it was not tender. She had ecchymosis in anterior abdominal wall
(Figure 1). There was no evidence of free fluid on percussion.

Abdominal ultrasound revealed presence of multiple anterior
abdominal wall masses and large intra pelvic hematoma measuring
10.9 cm X 9.8 cm x 9.8 cm adjacent to urinary bladder on right side.
Computed tomography (CT) scan of abdomen confirms organized
hematomas within the right rectus abdominis muscle in multiple levels
(Figure 2) and a large hematoma in the pelvis (11.7 cm X 6.6 cm x 11
cm) in to the right side of the urinary bladder displacing it (Figure 3).

Her other investigations on admission revealed INR level of 6.0,
Hemoglobin level of 8.2 g/dl and serum creatinine of 1.53 umol/L. Her
platelet count, APTT, liver functions were within normal range.

Immediate suspension of oral warfarin treatment was done. She
was transfused two pints of blood and pain managed with simple
analgesia. Abdominal swelling resolved gradually in the following 4-5
days and no surgical intervention was needed. Her INR level came to
therapeutic range 4 days after admission. Warfarin was restarted in
smaller dose and adjusted according to the INR level. Her INR one
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Figure 1: Right upper abdominal wall swelling and anterior abdominal wall
ecchymosis.

Figure 2: Computed tomography images showed organized hematomas

within the right rectus abdominis muscle in multiple levels.

week after admission was 2.6 and hemoglobin and serum creatinine
levels achieved normal values.

Case History 02
A 58 year old female patient, with a 8-year history of dyslipidemia,

essential hypertension and diabetes mellitus presented with localized
anterior abdominal pain and swelling for 2 days duration. No history
of trauma, urinary or bowel symptoms. Her long term medication
includes atorvastatin 20 mg daily, losartan 25 mg bd, metformin 500
mg tds and warfarin 3.5 mg daily for last 5 years following prosthetic
mitral valve replacement. She was prescribed co amoxyclave 625 mg
tds, salbutamol 2 mg tds and piriton 4 mg nocte for respiratory tract
infection 5 days prior to admission.

Physical examination was unremarkable except that moderate
anemia and anterior abdominal wall lump measuring about 10 cm X
8 cm.

Laboratory investigation on admission showed INR level 10.0,
Hemoglobin 6.4 g/dl with a hematocrit value of 61%.WBC count and
platelet count, renal functions, liver functions and electrolytes were
within normal range. Her abdominal ultrasound scan revealed hypo
echogenic mass in anterior abdominal wall, which was confirmed as
8.1 cm x 4.3 cm x12 cm (sagittal) size intra muscular hematoma within
the right rectus abdominis muscle extending up to the pubic symphysis
level in computed tomography (CT) scan (Figure 4).

She was managed conservatively and warfarin treatment withheld
with daily monitoring of INR level. She was transfused 3 pints of blood
during hospital stay.

Her INR level came to therapeutic range 4 days after stopping it.
Warfarin treatment was reinitiated as small dose with adjustment of
the dose during hospital stay. Her pre discharge INR level was 2.6 and
hemoglobin level was 12.1 g/dL

Discussion

Warfarin, the most commonly used anti-coagulant worldwide
[1], is mediated through inhibition of vitamin K dependent gamma
carboxylation of coagulation factors II, VII, IX, and X [8].

It is indicated for the prevention of systemic embolism in patients
with prosthetic heart valves or atrial fibrillation and for the primary
and secondary prevention of venous thromboembolism [2,9]. Despite
its high clinical indication and efficacy serious side effects mainly
causing bleeding led to its underutilization.

The most important factor causing the risk of bleeding is the
intensity of anticoagulant therapy [5]. There are several factors
including lot of drug and food interact the action of warfarin leading
over anti coagulation, under anticoagulation or increased bleeding
independent of changes in INR value [10,11]. Mechanisms associated
with interaction include altered platelet action, alteration of vitamin K
metabolism and alteration of warfarin metabolism. Commonly used
antibiotics are well known to cause increased INR [6,7].

Although penicillins have not been shown to interact with warfarin
[12], isolated few cases have been reported, particularly with broad-
spectrum penicillins [13,14]. Our both patients were on Co- amoxyclav
for respiratory tract infection few days prior to development of
abdominal bleeding.

Spontaneous abdominal wall hematomas are an uncommon cause
of acute abdominal pain and are often misdiagnosed. It can also present
as abdominal wall mass with or without ecchymosis [15,16].

CT scan can accurately confirm the diagnosis of abdominal wall
and intra-abdominal hematoma [1].

The mainstay of management of abdominal wall hemorrhages
is conservative including bed rest and analgesics. However, surgical
treatment may indicate. In our patients the first measure was the
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Figure 3: Computed tomography images showed a large hematoma in the
pelvis (11.7 cm x 6.6 cm x 11 cm) in to the right side of the urinary bladder
displacing it.

Figure 4: Computed tomography images showed 8.1 cm x 4.3 cm x 12 cm
(sagittal) size intra muscular hematoma within the right rectus abdominis
muscle.

immediate suspension of oral anticoagulants with close monitoring
of INR value and conservative management. None of them needed
surgical treatment.

Conclusion

Keeping a high suspicion of abdominal haemorrhage is important
if a patient on long term warfarin therapy presented with abdominal
pain. Clinicians must consider the drug interaction of warfarin before

prescribing other medication and need to monitor INR level closely
during concomitant drug usage period.
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