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ABSTRACT

Spontaneous duodenal hematoma is a rare condition, mainly occurring in relationship to the
administration of anticoagulants. Rare case reports have described an association with 
pancreatitis. This paper aims to present the case of a patient with type A hemophilia who
developed spontaneous intramural duodenal hematoma during all-oral antiviral therapy for
chronic HCV hepatitis. Furthermore, the paper reviews existing data on incidence, diagnosis
and management of this condition. Direct acting antiviral agents have proven very safe and
effective in curing hepatitis C (HCV) infection. However, interactions with other drugs and
therapeutic management in case of on-treatment complications have been insufficiently
studied. 
Key words: duodenal hematoma, hemophilia, chronic hepatitis C, direct acting antivirals

INTRODUCTIONINTRODUCTION

Intramural duodenal hematoma is an uncommon condition, mainly resulting
from abdominal blunt trauma. Spontaneous hematomas occur in patients with
coagulation disorders, endoscopic procedures or pancreatic disease (1). One
hospital survey revealed an incidence of 1 in 2500 patients undergoing anti-
coagulation therapy (2). A retrospective study of published case reports revealed
that, out of 10 patients with duodenal hematoma 6 had a history of abdominal
trauma and the remaining 4 had a hypocagulatory state or were under anti-
coagulation therapy (3). The clinical findings of the patients were unspecific, and
the diagnosis was made by abdominal computer tomograpy and upper gastro-
intestinal endoscopy. 

In recent years, the development of all oral antiviral therapies for chronic
HCV infection has raised the expectations regarding the possibility of HCV 
erradiacation (4). These therapies have very high efficacy (over 90%), are 
administered for a short period of time and few adverse reactions are reported.

1Department of Internal Medicine, Fundeni Clinical Institute, Bucharest, Romania
2Department of Oncology-Radiotherapy, “Prof. Dr. Alexandru Trestioreanu” Institute of Oncology,
“Carol Davila” University of Medicine and Pharmacy, Bucharest, Romania
3Department of General Surgery, “Bagdasar Arseni” Clinical Emergency Hospital, 
“Carol Davila” University of Medicine and Pharmacy, Bucharest, Romania
45th Surgical Clinic, Cluj-Napoca Municipal Hospital 7th Department of Surgery, 
“Iuliu Hatieganu” University of Medicine and Pharmacy, Cluj-Napoca, Romania

Received: 10.04.2022
Accepted: 07.06.2022

Spontaneous Intramural Duodenal Hematoma – A Rare Entity

Laura Elena Iliescu1, Mihaela Grumeza1, Adriana Mercan Stanciu1, Letitia Toma1, Anca Zgura2*, 
Popescu Gabriel Cristian3, Calin Ionescu4, Xenia Bacinschi2

*Corresponding author:
Anca Zgura, MD
Department of Oncology-Radiotherapy
Prof. Dr. Alexandru Trestioreanu
Institute of Oncology
Carol Davila University of Medicine and
Pharmacy, 37 Dionisie Lupu Street
District 2, 020021 Bucharest, Romania
E-mail: medicanca@gmail.com



Laura Elena Iliescu et al

Currently, treatment options include pan-genotypic
and genotype-specific regimens. For genotype 1b treat-
ment with ombitarsvir/paritaprevir/ ritonavir and
dasabuvir is associated with sustained virologic
response rates of 98%. However, the metabolic 
particularities of these antiviral agents are associated
with complex drug-drug interactions as well as a close
relationship to diet and meal hours. In these conditions,
the development of a new gastrointestinal condition
can create significant management problems. 

CASE REPORTCASE REPORT

We present the case of a 52-year-old with a history
of type A haemophilia and HCV chronic hepatitis, non-
responder to interferon-based therapy. He had been
under replacement therapy with factor VIII as needed
and he began antiviral therapy with ombitarsvir/pari-
taprevir/ ritonavir and dasabuvir in February 2016. At
initiation of therapy the patient had an HCV-RNA of
200000 U/mL and an F3 degree of fibrosis evaluated by
Fibroscan®. 

Ten days after therapy initiation, he was admitted
with a continuous abdominal pain, mainly in the 
epigastrium, vomiting and absence of intestinal transit
for 4 days. Serum biochemistry and hematology
revealed pancreatitis and inflammatory syndrome,
associated with liver cytolysis and cholestasis. Biologic
parameters are presented in table 1.

Abdominal ultrasound showed only accelerated
intestinal motility. The upper endoscopy revealed 
stomach with bile content, duodenal edema and 
duodenal stenosis. A contrast enhanced CT scan of the

abdomen was performed. This examination revealed
an important duodenal parietal thickening of about 
24 mm and acute edematous pancreatitis, a large 
heterogeneous peri-duodenal mass in the retro-
peritoneum (fig. 1), obstructing the duodenum (fig. 2). 

The patients was given antibiotic therapy (third 
generation cephalosporin), Factor VIII replacement
therapy, proton pump inhibitors 3 times a day,
octerotide and symptomatic treatment. The oral anti-
viral treatment was administered via a nasogastric tube,
two hours apart from all other therapies, by fragmenta-
tion and dilution in water, despite the producer`s 
recommendations. To our knowledge, this is the first
case of an alternative means of administration for these
drugs. Under treatment, serum pancreatic enzymes
and inflammatory syndrome diminished, and serologic
values normalized in 3 weeks. The nasogastric tube was

Therapy initiation Day 10 Day 15 Day 20 Day 30 Day 45 Day 60
(Day 0) (EOT)

AST (N:0-25 U/mL) 18 126 199 54 22 20 18

ALT (N: 0-35 U/mL) 25 138 153 49 44 29 27

Total bilirubin (N: 0.1-1 mg/dL) 0.4 1.2 3.8 1.5 0.9 0.7 0.8

GGT (N: 5-85 U/L) 31 33 38 27 31 22 18

AlkP (N: 50-136U/L) 62 71 88 75 64 72 78

INR (N: 0.9-1.27) 1.1 1.16 1.09 1.01 1.03 0.98 0.94

Lipase (N: 73-393 U/l) 102 573 408 315 224 118 121

Amylase (N: 25-115g/dl) 54 313 210 131 89 75 66

WBC (N: 3.98- 10 x103) 6.8 17.7 12.4 10.8 7.3 7.1 7.4

Hb (N: 11.2-17.5 g/dL) 11.6 9.9 8.5 9.8 10.1 10.8 11.3

PLT (N:150-300 x103) 221 273 281 236 208 213 186

CRP (N: 0-3mg/L) 1.8 66.3 35.8 10.6 6.3 2.7 2.2

ALT alaninaminotranspherase, AST aspartate aminotranspherase, GGT gama-glutamyl transpeptidase, AlkP alkaline phosphatase,
INR international normalized ratio, WBC whithe blood cell count, Hb hemoglobin, PLT platelet count, CRP C-reactive protein, EOT
end of antiviral treatment

Table 1 - Evolution of biologic parameters

Figure 1 - Duodenal hematoma with acute edematous pancreatitis 
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suppressed and antiviral treatment was continued 
orally. A month later upper endoscopy and abdominal
CT scan were repeated and there were no signs of 
pancreatitis or hematoma, the duodenum was fully
permeable. 

After 3 months the patient was admitted for re-
evaluation; the CT scan and the MRI scan confirmed the
complete resolution of duodenal hematoma and acute
pancreatitis (fig. 3). Meanwhile, the antiviral treatment
was continued and in August 2016, the patient was
declared cured of HCV infection, with sustained 
virologic response. 

DISCUSSIONDISCUSSION

Intramural duodenal hematoma was initially
describe in 1838 by McLauchlan as a "false aneurysmal
tumor occupying nearly the whole of the duodenum"
at the authopsy of a 49-year-old who died of duodenal
obstruction. In 1948 Liverud first describe the radio-
graphic findings associated with intramural intestinal
hematoma (5). 

Duodenal hematoma is a very rare condition, with
rare cases reported in patients with no risk factors or
patients undergoing anticoagulant treatment (6,7). In
our case, we consider that the patient’s hematoma
appeared in the context of hemophilia, irrespective of
the antiviral treatment. 

Symptoms of duodenal hematomas are non-specif-
ic, including abdominal pain and small bowel obstruc-
tion; hematemesis is a rare occurence (8). This is consis-
tent with the clinical presentation of our patient.
Furthermore, cholestasis and pancreatitis may appear
due to the obstruction of the papilla of Vater, as was the
case we described (9). 

The diagnosis requires abdominal CT, usually reveal-
ing a large homogenous mass (with hematic densities
50-60 HU) located in the duodenum (3). MRI may 
be used for a better evaluation of biliary ducts and pan-
creatic abnormalities (as potential cause or secondary
to the hematoma). In our case, contrast-enhanced CT
was able to identify pancreatic edema associated to the
obstruction of bile ducts and MRI was not required. 

Therapeutic management for duodenal hematonas
is mainly conservative, if patients are in a stable 
condition. Surgical management is presented in some
case reports ( 10,11) describing good clinical evolution
but prolonged hospitalization. Another therapeutic
option is transarterial embolization, if active bleeding
can is visualized (12).  

The challenge in our case was tailoring the medical
treatment in order to prevent interferences with the
antiviral treatment. Antiviral drugs were administered
via a naso-gastric tube and in association with increased
doses of proton pump inhibitors, with the risk of impaired
absorption. However, the follow-up of the patient
revealed sustained virologic response. In addition, 
concomitant administration of antibiotics increased the
risk of altered antiviral metabolism. On the other hand,
antiviral treatment has been associated with liver 
cytolysis and cholestasis during the first weeks of 
therapy with spontaneous remission (13). As such, in
our case, the biologic alterations described may have
had a dual cause. 

CONCLUSIONCONCLUSION

In conclusion, we strongly advise that the 
management of HCV infected patients should
include active monitoring of commorbidities, during

Figure 2 - Duodenal stenosis with gastric stasis Figure 3 - Complete resolution of duodenal hematoma 
and pancreatitis, without signs of digestive stasis
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and after antiviral therapy, as unrelated complication
may arise, imposing treatment difficulties and
increased risks. 

The authors declare no conflicts of interests.

All procedures performed were in accordance with
the ethical standards of the 1964 Helsinki Declaration
and its later amendments. 
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