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Introduction: Duodenal intramural hematoma is a rare consequence of pancreatitis,
which occurs with obstruction of the duodenum, and may evolve with rupture of the
organ.
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Case report: 47year-old male presenting abdominal pain and several episodes of
vomiting. The upper gastrointestinal endoscopy and abdominal tomography confirmed
the presence of duodenal intramural hematoma and pancreatitis. Conservative
treatment was chosen, presenting a satisfactory response. However, it evolved with
rupture of the hematoma and death.
Discussion and Conclusion: duodenal intramural hematoma caused by pancreatitis
is poorly reported in the literature, its treatment may be conservative or surgical,
consideration sould be given to the patient’s clinical status and degree of duodenal
involvement.
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Introduction
Intramural duodenal hematoma (HID) was first reported in
1838 by Mc Lauchlan.1 Blunt abdominal trauma accounts for 70%
of cases, other causes are related to endoscopic procedures and
coagulopathies.2–4 There are rare cases of HID associated with acute
and chronic pancreatitis, the pathophysiology of this association
is uncertain. The treatment of HID is controversial, and may be
conservative or surgical.2 Aim of this study is to report a case of HID
secondary to pancreatitis and review the most appropriate treatment
in the literature.

located in the posterior wall of the right-pyloric cavity to the edge
of the second duodenal portion suggestive of extrinsic compression
(Figure 2).

Case report
A 47–year–old male was admitted to the emergency surgical service
with a history of severe epigastric pain associated with sweating that
started one week after admission. He reported that the symptoms
were triggered by the ingestion of distillates with spontaneous
improvement. One day after hospitalization, he presented an episode
of intense epigastric pain associated with lipothymia, nausea and
multiple episodes of vomiting after feeding. It refers to similar
recurring episodes of pain for 11years, with increased frequency in
the last year. The patient reported daily habit for 20years (150g/day).
He had no other comorbidities. At the entrance examination, he was
in a regular general condition, dehydrated, nor motensive, tachycardic
(105bpm), afebrile, eupneic. It presented pain on palpation diffusely,
worse on right and epigastrium hypochondrium.
Abdominal ultrasonography demonstrating a heterogeneous
expansive lesion with imprecise limits located laterally to these and
portion of the duodenum with which it did not show a clear plan of
cleavage, measuring about 11.4x6.2cm.The pancreas presented small
dimensions, small scattered calcifications in the parenchyma. Dilation
and tortuosity of the main pancreatic duct measuring 0.8cm.
Contrast abdominal tomography was performed, showing pancreas
with signs suggestive of chronic pancreatitis and pseudocyst, as well
as bulky expansive formation on the wall of the duodenum compatible
with hematoma (Figures 1). In digestive endoscopy, the mucosa was
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Figure 1 Tomography of the abdomen and pelvis with contrast showing
pancreas with small dilatation and tortuosity of the main pancreatic duct
and cystic formation at the head of the pancreas of about 3.5cm. Expansive
formation in the lateral wall of the first and second duodenal portions,
extending caudally to the right iliac fossa of about 16x10x8cm (650ml). The
lesion was spontaneously hyper attenuating suggesting hematoma with recent
bleeding.

In front of the findings, conservative treatment and monitoring
were chosen, after two days of hospital stay, patient presented
improvement of abdominal pain and good diet acceptance. On the
4thday, maintaining good general condition and hemodynamic
stability, we opted for discharge without patient follow–up with early
return. After 12days of discharge, the patient returned to present
post–prandial discharge sensation, nausea and multiple episodes of
vomiting with food debris and return of the ethyl habit.
Patient was again hospitalized, presenting increased levels of
serumamylase (518U/L) and hemoglobin of 10.2g/dL. Considering
the impossibility of feeding, a new high endoscopy was requested,
which showed an increase in duodenal bulging that prevented the
progression of the device. Naso enteral catheter was passed with the
aid of guide wire. Until the 10th day of hospitalization, he had been
presenting progressive clinical improvement, reduction of amylase
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levels. On the 11th day of hospitalization, he presented hemodynamic
instability and died due to rupture of the duodenal hematoma not
responding to cardiopulmonary resuscitation.
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Conclusion
Duodenal intramural hematoma is a rare complication of pancreatitis
few reported in the literature. The treatment is controversial, it should
take in to consideration the clinical condition of the patient and the
degree of duodenal involvement.
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Figure 2 Abutment of the mucosa of these condportion of the duodenum.

Discussion
Chronic pancreatitis is a disease marked by the chronic inflammatory
state of the pancreas with moments of exacerbation, which evolves
with irreversible loss of endocrine and exocrine function. It presents
an incidence of 4.4–11.9 cases per 100,000 inhabitants, with the male
sex being 1.5-3times more affected.5 There are two hypotheses that try
to explain the correlation of pancreatitis with HID formation, the first
one defends the presence of ectopic pancreatic tissue located in the
duodenum wall, which can evolve within flammation, necrosis and
hematoma formation. The second hypothesis states that the increase
of pancreatic enzymes causes lesion of vessels of the anteroposterior
pancreato duodenal arcade.6
In a literature review performed by Oliveira et al.,7 males were
the most affected (85.7%), ranging in age from 27years to 71years
(mean 53years). The alcoholic etiology of pancreatitis was the most
common cause. The most common clinical condition is abdominal
pain in the epigastric region, associated with episodes of recurrent
vomiting, due to duodenal obstruction.2,3,8–13 Obstructive symptoms
usually resolve within 10-15days.14 Conservative treatment is
often performed, consisting of naso gastric tube, antibiotic therapy,
volume support and parenteral nutrition.7,12,15,16 When choosing
conservative treatment, the patient should be monitored in order to
diagnose possible complications, such as perforation and intestinal
ischemia.12 Surgical treatment is classified when the patient does
not respond to conservative treatment, evolving with worsening of
symptoms, increased hematoma, perforation or intestinal ischemia,
and hematimetricl levels.7,12
A surgical may be less invasive through endoscopic drainage of the
hematoma.2,7,10 More aggressive surgeries such as and Whipple and
Frey, in cases of pancreatitis due to oncologic suspicion or duodenal
inviability.11,12,17
Because it is a rare condition, the treatment is controversial, in
our report the patient presented improvement of the clinical and
laboratory conditions with conservative treatment, but it evolved with
rupture of the duodenum and death.
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