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ABSTRACT 
Context Pancreatitis can be associated with significant complications. Bowel hematoma is a rare complication and the second part of 
the duodenum is the most commonly affected site. Hematomas affecting other parts of the bowel are extremely rare. Case report A 
53-year-old female with a history of atrial fibrillation and ischemic heart disease on anticoagulants and aspirin presented with 
abdominal pain of a few days duration which had worsened prior to presentation. This was associated with abdominal distension, 
vomiting and melena. Laboratory investigations showed elevated serum amylase, coagulopathy and severe anemia. Computed 
tomography imaging showed a jejunal hematoma and pancreatitis with peripancreatic inflammation. She responded to conservative 
treatment in addition to correction of the coagulopathy and a blood transfusion. Her symptoms were resolved within a few days and 
a repeat computed tomography scan two months later showed complete resolution of the hematoma and the pancreatitis. Conclusion 
Our case demonstrates a rare complication of acute pancreatitis in a patient with risk factors. 
 
INTRODUCTION 
 
Acute pancreatitis can be associated with significant 
complications and these can be categorized into either 
early or late and local or systemic. [1, 2] Significant 
local complications include necrosis, pseudocysts and 
abscess whereas significant systemic complications 
include shock, respiratory failure, renal failure, 
metabolic derangements and disseminated 
intravascular coagulopathy. When inadequately treated, 
these complications are associated with a high 
mortality rate. Hemorrhagic complications are less 
common and these include gastrointestinal bleeding 
which can be immediate or delayed, a spontaneous 
splenic hematoma and a bowel hematoma [3, 4, 5]. In 
the case of a bowel hematoma, the duodenum is the 
most commonly affected site. We report a rare case of 
a jejunal hematoma secondary to acute gallstone 
pancreatitis in a patient who was on anti-coagulants 
and anti-platelets for atrial fibrillation and ischemic 
heart disease. 
 

CASE REPORT 
 
A 53-year-old female presented to the Emergency 
Room with a two-day history of hematuria and melena, 
and a one day history of worsening central abdominal 
pain, distension and vomiting of bilious fluid. She had 
initially experienced epigastric and right upper 
quadrant pain a few days before her latest symptoms. 
This pain resolved without treatment and she 
mentioned that the subsequent pain was different in 
character from the initial pain. Her past medical history 
included thyrotoxicosis under treatment, hypertension, 
ischemic heart disease and atrial fibrillation. Her 
medications consisted of carbimazole, enteric-coated 
aspirin, omeprazole, atenolol and warfarin. She denied 
using any other medications in the weeks before this 
current illness. There was definitely no history of 
abdominal trauma or any flu-like illness before the 
onset of the symptoms. On examination, she looked 
pale and had tachycardia of 140 beats per minute 
(irregular) but was maintaining her blood pressure at 
130/70 mmHg. Abdominal examination showed a 
distended abdomen which was not tender and not 
guarded. Laboratory investigations showed severe 
anemia (hemoglobin 5.2 g/dL, reference range: 12-16 
g/dL; leukocytosis 15.0 x109/L, reference range: 4.0-
11.0 x109/L), coagulopathy higher than the designated 
therapeutic target (international normalized ratio, INR 
4.7) and mild renal impairment (serum urea 13 
mmol/L, reference range: 2.9-7.1 mmol/L; creatinine 
171 µmol/L, reference range: 35-88 µmol/L). Serum 
calcium and lipid profiles were normal. When she had 
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attended her routine anti-coagulation clinic 
appointment the previous day, her INR was 6.5 and the 
warfarin was stopped. Apart from this, her 
anticoagulation control had previously been 
satisfactory. At that point, her abdominal symptoms 
were still bearable. Abdominal radiography showed 
small dilated fluid-filled bowel loops suggesting bowel 
obstruction. Her urine was clear but urinalysis detected 
red blood cells. 
She was immediately referred to the surgical service 
and an urgent computed tomography (CT) scan was 
carried out. This showed a thickened jejunal loop 
consistent with a hematoma, a dilated fluid-filled 
proximal duodenum and stomach, a solitary gallstone 
and a swollen pancreatic head and body with 
peripancreatic fat streaking, consistent with acute 
pancreatitis (Figure 1). The jejunal hematoma was 
located in the proximal jejunum and extended for 
approximately 10 cm. Close inspection of the 
pancreatic and common bile duct did not reveal any 
abnormalities, such as dilatation, stones or pancreas 
divisum. There were no abnormalities, such as 
calculus, seen in the urinary system to account for the 
hematuria. Laboratory investigations revealed an 
elevated serum amylase level of 1,962 IU/L (reference 
range: 0-120 IU/L) and normal liver function with the 
exception of elevated serum bilirubin of 78 µmol/L 
(reference range: 0-34 µmol/L). A review of her 
previous liver function tests carried out when she had 
previously complained of intermittent mild epigastric 
pain had shown intermittent cholestatic profiles which 
had resolved spontaneously. Unfortunately, she was 
not evaluated with an ultrasound scan of the abdomen. 
Given the history of abdominal pain characteristic of 
biliary colic which had preceded the abdominal 

distension, a diagnosis of acute gallstone pancreatitis 
complicated by a jejunal hematoma was made. This 
was despite the minimally abnormal liver profiles on 
admission. 
As the patient was mildly symptomatic and stable, she 
was referred to the gastroenterology service and was 
admitted to the general medical ward. She was kept nil 
orally, started on intravenous fluids and omeprazole, 
and given blood and fresh frozen plasma transfusions 
to correct the anemia and the coagulopathy. Her 
condition remained stable and her symptoms improved 
over the next few days. Her abdominal distension and 
vomiting regressed and she was allowed oral feeding. 
Echocardiography showed a normal left atrium without 
any evidence of clots. She was discharged seven days 
after admission but was not started on her aspirin and 
warfarin. Repeat urinalysis before discharge showed 
resolution of the microscopic hematuria. A repeat CT 
scan two months later showed that the hematoma and 
the other abnormalities seen on the initial CT scan had 
completely regressed (Figure 2). She has begun her 
anti-coagulants again with close monitoring and has 
remained well on follow-up without further abdominal 
pain or hematuria. 
 
DISCUSSION 
 
Bowel hematoma can be categorized as either 
spontaneous or traumatic. A traumatic hematoma is by 
far the most common and is often associated with blunt 
trauma injuries or found after endoscopy with biopsies 
[6, 7, 8]. However, in the latter, risk factors, such as 

Figure 1. Reconstructed CT scan showing a jejunal hematoma 
(asterisk) and an irregular slightly swollen pancreatic body with 
peripancreatic fat streaking (arrow), dilated fluid-filled duodenum 
and stomach secondary to jejunal obstruction. 

Figure 2. Reconstructed CT scan showing complete resolution of the 
jejunal hematoma and bowel obstruction. A solitary gallstone was 
also seen in the fundus of the gallbladder. 
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hematological disorders, liver cirrhosis or anti-platelets 
agents, are usually present. Spontaneous or non-
traumatic hematomas are most commonly associated 
with over-anticoagulation, hematological disorders, 
vascular disorders or malignancies [9, 10, 11, 12, 13, 
14]. Pancreatitis is a recognized but rare cause of 
bowel hematoma [5, 15, 16]. The duodenum is the 
most commonly affected site in acute pancreatitis due 
to its close proximity to the pancreas. 
The exact mechanism underlying the formation of a 
bowel hematoma in pancreatitis is unknown and can 
vary depending on the underlying etiology. Two 
hypotheses have been postulated by van Spreeuwel et 
al. [17]. The first hypothesis involves the presence of 
ectopic pancreatic tissue within the bowel wall. Similar 
to normal pancreatic tissue, an ectopic pancreas can 
develop acute inflammation, and the subsequent 
necrosis can lead to hematoma formation. However, 
ectopic pancreatic tissue is rare and is most commonly 
located in the antrum of the stomach. The second 
mechanism postulated suggested that the leakage of the 
pancreatic enzymes in pancreatitis can result in tissue 
damage leading to local necrosis and hematoma 
formation. However, these mechanisms have only been 
postulated for a duodenal hematoma in association with 
pancreatitis. Whether similar events can lead to a 
bowel hematoma in another part of the bowel is not 
known. In our patient, there was prominent 
peripancreatic inflammation in close proximity to the 
proximal portion of the jejunal hematoma. This 
suggests that the pancreatitis contributed to the jejunal 
hematoma. The use of anti-platelets and anti-
coagulants, which were in excess of the correct 
therapeutic dosage at that time, could have contributed 
greatly to the underlying pathogenesis in our patient. 
The management of a jejunal hematoma is similar to 
the management of a bowel hematoma in another 
location. In some cases, surgery has been performed 
mainly because the diagnoses were not known pre-
operatively [9]. As most hematomas will resolve with 
conservative and supportive treatment, non-surgical 
interventions are currently recommended [9]. Keeping 
patient nil orally, intravenous supplements and 
corrections of coagulopathy and anemia are the 
mainstays of treatment. In most cases, the hematoma, 
depending on its size, will resolve in a few days. Our 
patient had complete obstruction of the jejunum and 
started to feel better within a few days of conservative 
treatment even before the hematoma had regressed 
significantly. This is not surprising as even minor 
resolution of a hematoma allows re-establishment of 
lumen patency in the patient, thus allowing symptom 
improvement. 
Interestingly, apart from being caused by a bowel 
hematoma, acute pancreatitis can be caused by a 
duodenal hematoma due to compression of the 
pancreatic duct [18, 19]. Therefore, in certain cases, it 
may be difficult to distinguish which of these events 
came first. In our case, given the history of colicky 
epigastric and right upper quadrant pain preceding the 

bowel distension by a few days, we are certain that the 
pancreatitis was the initial event leading to the 
hemorrhagic complication. Furthermore, the hematoma 
was localized in the jejunum, too far away to cause 
pancreatic duct obstruction. 
In conclusion, our case points out that a hematoma can 
occur in any part of the gastrointestinal tract in close 
proximity to the pancreas, especially in patients with 
risk factors, such as anticoagulant and anti-platelet 
therapy. Management includes standard treatment for 
bowel obstruction and correction of the coagulopathy 
and anemia. 
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