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Acute abdomen in a child with 
hemophilia requires consideration of an 
intra-abdominal hemorrhagic 
complications(l). We report a child with 
hemophilia A who presented with acute 
gastric outlet obstruction secondary to a 
giant duodenal wall haematoma. We 
emphasize the role of serial imaging 
and a conservative approach in the 
evaluation and management of an acute 
abdominal problem of this nature. 

Case Report 

A 10-year-old boy presented with a 40h-
history of progressive epigastric and right 
hypochondrial pain, non-bilious vomiting,  

 

 

 

 

 

constipation and failure to pass flatus. 
There was no history of injury.  He was 
known to have hemophilia A with 
recurrent bleeding (easy bruising, 
hemarthroses, intramuscular hematomas 
and prolonged wound bleeding) which 
responded to factor VIII therapy. His 
parents were consanguineous and he had a 
brother with hemophilia A. On 
examination, he was moderately 
dehydrated and there was no pallor or 
icterus. The temperature was 36.8°C, 
heart rate 102/minute, respiratory rate 20/ 
minute and blood pressure 124/84 mm Hg. 
Abdominal examination showed guarding 
and tenderness in the epigastrium and 
right hypochondrium. The liver dullness 
was preserved and the bowel sounds were 
sluggish. 
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Investigations revealed normal blood 
counts, and levels of urea, creatinine, 
electrolytes, live function tests, and 
amylase. The prothrombin time (PT) was 
normal; the partial thromboplastin time 
(PTT) was 54 seconds (control 30 seconds). 
An erect abdominal X-ray on day 1 showed 
a single air-fluid level in a dilated stomach. 
The abdominal ultrasound showed a well-
defined hyper echoic mass measuring 
39x38x56 mm adjacent to the gall bladder 
and to the right of the lower part of the 
stomach. The liver, spleen, pancreas and 
kidneys appeared normal. The abdominal 
CT scan confirmed the presence of the 
mass in the region of the duodenum, 
adjacent to the gall bladder and the inferior 
surface of the liver. A barium meal showed 
a dilated stomach with gastric outlet 
obstruction and the appearance of a filling 
defect in the distal pyloric antrum. 

The child received intravenous 
rehydration, factor VIII replacement (50 
units/kg stat followed by 25 units/kg 8 
hourly) and continuous naso-gastric 
drainage. The patient developed fever, 
diffuse abdominal pain and peritonism on 
day 2 and a repeat ultrasound showed a 
collection of fluid in the pelvic peritoneum. 
He was given a 7 day course of parenteral 
ampicillin and gentamicin and total 
parenteral nutrition (TPN). Serial 
hemograms, liver function tests and 
amylase levels were normal. The 
abdominal pain started easing and he  

started passing stools and flatus from day 4. 
A gastrograffin meal on day 6 showed a 
mass projecting from the free wall of the 
first and second parts of the duodenum 
causing a slit-like narrowing of its lumen 
(Fig. 1), and there was marked delay in 
gastric emptying. An ultrasound showed 
that the peritoneal fluid had absorbed and 
the duodenal mass was of the same size but 
had mixed echogenicity. Repeat ultrasound 
on day 13 revealed that the mass was 
smaller and hypoechoic and a barium meal 
showed moderate improvement in the 
caliber of the duodenal lumen {Fig. I). He 
tolerated oral fluids from day 7 and 
blenderized semi-liquid diet from day 14; 
thereafter TPN and factor VIII therapy 
were discontinued. He was discharged on 
day 20 on a normal diet, with no abdominal 
pain, tenderness or masses and normal 
bowel habit. He has remained well at 
follow up. 

Discussion 

Intramural hematomas have been 
reported to occur in any part of the 
gastrointestinal tract from the esophagus to 
the colon(l-5). They usually present with 
acute abdomen or gastrointestinal 
obstruction(l,3,6,7), but are an unusual 
cause of either of these presentations. In 
children, they usually follow accidental or 
non-accidental abdominal trauma(7,8) and 
may be a rare complication of procedures 
such as small bowel biopsy(9) or of 
bleeding disorders such as the hemophilias 
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or purpuras(7,10). A bleeding diathesis 
should be excluded even in the absence of 
any suggestive past or family history. 

A variety of imaging procedures have 
been used to diagnose and to follow the 
course of bowel wall hematomas. Contrast 
radiography is useful in defining the site 
and extent of bowel obstruction and in 
excluding a perforation(7). Ultrasound, CT 
and MRI imaging is useful in showing that 
an intramural hematoma is the cause of the 
obstruction, and in excluding the 
involvement  of  adjacent  organs(l,10-14).  
There may be involvement of the pancreas, 
for example, in association with duodenal 
hematoma(6,15). Sequential imaging is 

 
 
also helpful in demonstrating the evolution 
and resolution of the hematoma(5,7,10,13). 

A conservative, expectant management 
approach in the form of nasogastric suction 
and TPN is appropriate in most patients 
with intramural bowel hematomas 
(l,3,7,15). Resolution can be anticipated to 
occur in 1-2 weeks, though this may 
sometimes be delayed for 1-2 months 
(3,7). In a patient with an underlying 
bleeding problem, early blood component 
replacement therapy to attain and maintain 
hemostatic levels of deficient factors is 
crucial in reducing life-threatening 
complications from internal hemorrhage 
(16). Surgical intervention is reserved for 
the few patients with complications such as 
perforation, intussusception or persistent 
obstruction (4, 5, 15). 

 

Fig. 1. Gastrograffin meal on day 6 showing a 
slit-like narrowing of the proximal 
duodenal lumen by a mass projecting 
from the free wall. 
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Our patient was a known hemophiliac 
who presented with an acute abdomen. 
Initial imaging was useful in establishing 
the presence of a large hematoma causing 
gastric outlet obstruction. Though the 
hematoma was apparently 'spontaneous', 
the possibility of some trivial, 
unrecognized trauma cannot be 
excluded(5). Serial monitoring of serum 
bilirubin and amylase levels and contrast 
radiography enabled the conclusion that the 
hematoma, though extensive and involving 
the first and second parts of the duodenum, 
was confined to its free wall and had 
spared the bile and pancreatic ducts. An 
acute abdomen in a patient with hemophilia 
should be considered as being caused by a 
hemorrhagic complication unless proved 
otherwise (l). The importance of promptly 
identifying and correcting any underlying 
bleeding defect in reducing morbidity is 
highlighted. Conservative management 
under the supervision of a multidisciplinary 
team is advocated in dealing with this type 
of problem. 
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