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A B S T R A C T   

Introduction and importance: In blunt abdominal trauma, small bowel and mesentery injury (SBMI) is the third 
most common organ injury with an estimated incidence of 1–5%. Traumatic mesenteric injuries are difficult to 
diagnose and their undiagnosed complications are severe with high mortality rates. 
Case presentation: A 21-year-old male presented to the emergency room with severe colicky pain in the right- 
hypochondrium 2 h after dinner. He gave history of nausea, vomiting and diarrhea after dinner and before 
the pain started. The morning after admission, a Contrast Enhanced Computed Tomography (CECT) scan was 
done which showed a large mesenteric hematoma. On subsequent questioning, the patient then recalled a blow 
to the abdomen while playing basketball two days ago. Since the patient was hemodynamically stable, non- 
operative management (NOM) was chosen with close monitoring. Regular follow-up ultrasonography (USG) 
scans showed progressive spontaneous resolution of the hematoma. 
Clinical discussion: Nonspecific symptoms of mesenteric hematoma make it difficult to reach a diagnosis. It is 
usually identified by history or medical imaging. Mesenteric hematoma can be managed conservatively if there is 
no active bleeding. In stable patients, selective visceral angiography should be performed and bleeding vessels 
should be embolized where possible. 
Conclusion: This case highlights a successful conservative management of a large traumatic mesenteric hema
toma. It also emphasizes the importance of eliciting a detailed history of major or minor trauma for any patient 
with abdominal pain. Previous cases have also highlighted the importance of non-operative management and 
avoidance of emergency laparotomy in stable patients.   

1. Introduction and importance 

In blunt abdominal trauma, small bowel and mesentery injury 
(SBMI) is the third most common organ injury with an estimated inci
dence of 1–5% [1,2]. Isolated SBMI lesions are uncommon and delayed 
diagnosis is often frequent, with increased morbidity and mortality [3]. 
Mesenteric injury following trauma is relatively rare. However, it is 
clinically important because it can be associated with intraperitoneal, 
gastrointestinal, or retroperitoneal bleeding, intestinal ischemia, steno
sis, and/or perforation [4]. We report a rare case of a large mesenteric 
hematoma following blunt abdominal trauma with successful conser
vative management. 

2. Method 

We report this case in line with the updated consensus-based surgical 
case report (SCARE) guidelines [5]. 

3. Case presentation 

A 21-year-old medical student presented to the emergency room 
with severe colicky abdominal pain at right hypochondrium 2 h after 
dinner. The patient gave history of an episode of diarrhea before the 
onset of pain abdomen. There was no history of melena or hematemesis. 
He also had nausea and two episodes of vomiting following the diarrhea. 
Then, the abdominal pain started shortly afterwards which was inter
mittently severe and non-migratory. He took no medication and had no 
allergies. There was no family history of bleeding diathesis. 
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On presentation, he was drowsy and afebrile with blood pressure of 
110/65 mmHg and pulse of 98 beats/min. On examination, the 
abdomen was soft but had a right-sided fullness and tenderness. Based 
on the presentation and similar history of food poisoning two months 
ago, acute gastroenteritis (AGE) was suspected. The patient received 
analgesics, fluid resuscitation and empirical IV antibiotics after stool and 
blood sample were sent for culture and drug susceptibilty testing. Initial 
blood report showed a hemoglobin (Hb) of 11.2 g/dL, white blood cells 
of 14 × 109/L, with normal platelet count and amylase level. On Arterial 
Blood Gas (ABG) analysis lactate was 2.0 mmol/L and pH was 7.30. 
Fluid resuscitation continued with 2000 mL of fluids in the first 3 h. 

The next morning, the patient still complained of colicky abdominal 
pain. His hemoglobin had dropped to 10.8 g/dL in the morning. Contrast 
Enhanced Computed Tomography (CECT) revealed a large mesenteric 
hematoma in the right iliac fossa measuring approximately 8.2 × 6.2 ×
8.7 cm. The hematoma had a central hyperdense focus probably due to 
an injured branch of Ileocolic artery (Figs. 1, 2). On subsequent ques
tioning, the patient recalled a blow to the right hypochondrium while 
playing basketball two days back. During the game, the patient had 
jumped and his abdomen landed on the opponent's shoulder which was 
being driven forward and up. He, however, mentioned that the pain 
from the impact was transient and continued playing afterwards. Hence, 
he did not recall the incident at the day of admission. 

Patient was admitted in the Intensive Care Unit (ICU). Further se
lective visceral angiography of the coeliac trunk/superior mesenteric 
artery was done which showed no source of bleeding and therefore no 
embolization was required. The patient was treated with conservative 
management - intravenous fluids, analgesics, anti-emetics and Tra
nexamic acid injection. The patient's hemoglobin level showed 
improvement to 12.0 g/dL and 14.5 g/dL during the fourth and fifth day 
after trauma, respectively. Ultrasonography (USG) showed a decreased 
size of the hematoma on the fifth day after trauma. Once the patient's 
condition improved, he was sent home with Omeprazole (dosage: 40 mg 
once daily) and Ferrous sulphate tablets (dosage: 200 mg thrice daily). 
The patient was counseled to restrict strenuous physical activities for at 
least two months. 

He was called for follow-up two, four and twelve weeks after 
discharge in the surgical outpatient department. The mesenteric 

hematoma showed a progressively smaller size on follow-up USG. It 
resolved spontaneously and was undetectable via USG by the 12-week 
follow-up period. 

The timeline of events and interventions is summarized in the 
following diagram (Fig. 3). 

4. Discussion 

Mesenteric hematoma is a rare condition due to a localized bleeding 
from peripheral mesenteric vessels that is generally caused by abdom
inal trauma, postoperative complications, or aneurysm [6]. The most 
common clinical symptom is abdominal pain, the severity of which 
depends on the location and size of the hematoma. Nausea or con
stipation may occur if the hematoma is large enough to compress the 
digestive tract [7,8]. Nonspecific symptoms make it difficult to reach a 
diagnosis and mesenteric hematoma is usually identified by history, 
abdominal CECT, ultrasound, or magnetic resonance imaging (MRI) [9]. 
CT scanning is the standard imaging modality which is required to rule 
out other more common causes of abdominal pain and shock; including 
abdominal aneurysm, malignancy and acute pancreatitis. 

The morning after admission, the patient still had abdominal pain 
and a decrease in Hb level. Then, a CECT scan was done which showed a 
large mesenteric hematoma. On subsequent questioning, the patient 
then recalled the incident of blunt abdominal trauma. He mentioned 
that the pain was transient and did not remember the incident as sig
nificant. This shows the importance of eliciting a detailed history of 
major or minor trauma for any patients with abdominal pain, as high
lighted in other cases too [10]. 

Management of patients with mesenteric hematoma depends on their 
clinical stability. Patients in shock not responding to fluid resuscitation 
need an emergency laparotomy whereas patients stable after resuscita
tion require urgent imaging. If the patient is stable and the CT is sug
gestive of a mesenteric hematoma, selective visceral angiography should 
be performed. Where possible, bleeding vessels should be embolized 
[11]. Recent studies have shown embolization to be successful in the 
treatment of ruptured aneurysm secondary to pancreatitis and in post
operative bleeding events [12,13]. 

This case demonstrates a successful non-operative management of a 
large mesenteric hematoma in a clinically stable patient. Neither CT 
scan nor visceral angiography could identify any active bleeding or 
cause of hemorrhage. Previous cases have also highlighted the impor
tance of non-operative management and avoidance of emergency lapa
rotomy in stable patients [11]. Regular imaging and clinical follow-up 

Fig. 1. Contrast Enhanced Computed Tomography (CECT) of the abdomen 
showing mesenteric hematoma in right iliac fossa. 

Fig. 2. Contrast Enhanced Computed Tomography (CECT) of the abdomen 
confirmed mesenteric bleed with contrast extravasation. 
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are required to make sure the hematoma is reducing in size and the 
patient remains well. 

5. Conclusion 

We present a case of successful conservative management of a large 
traumatic mesenteric hematoma. This case highlights the importance of 
eliciting a detailed history of major or minor trauma for any patients 
with abdominal pain. If the patient is stable and the CT is suggestive of a 
mesenteric hematoma, selective visceral angiography should be per
formed and bleeding vessels embolized, where possible. 
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