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ABSTRACT
Gastric intramural haematoma is a very infrequent condition. It can occur due to clotted gastric haemorrhage as a result of 

peptic ulcer disease, or following trauma, oral anticoagulant therapy and bleeding disorders. It is usually suspected with the 

symptoms of gastrointestinal haemorrhage such as haematemesis, melena and haematochezia, and detected by endoscopy. 

In rare cases, the patient is asymptomatic or presents with non-related symptoms and can diagnosed by computerised 

tomography. In this case, we report the detection of a gastric intramural haematoma during abdominal ultrasonography in 

a hypotensive patient who was admitted to the emergency department after sliding and falling from a height.
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LEARNING POINTS
• It is crucial to remember that FAST ultrasound is important in examining five areas, and epigastric bleeding appears 

hypoechoic, making ultrasound evaluation essential.

CASE DESCRIPTION
A 55-year-old female, post-menopausal patient without any 

previous medical condition was admitted to our emergency 

department (ED) with complaints of hypotension and 

syncope. The day before admission to our ED, the patient was 

brought to another ED due to sliding and falling from the first 

floor of her house to the garden, which is 3 metres in height, 

landing on the soil of the garden. She had fallen on her back 

and had severe upper and lower back pain. Neighbours who 

witnessed the incident called the ambulance and did not 

attempt to help the patient, due to possible spinal injury. The 

day she fell she had no dizziness or syncope. At the hospital 

that she was brought to after she fell, she had been observed 

for six hours. The follow-ups and imaging detected no spinal, 

thoracic or intra-abdominal pathology. She had no additional 

complaints of low blood pressure or tachycardia during the 

observation period. The haemoglobin level was detected at 

11.5 mg/dl, and there was no decrease in the tests performed 

four hours after the first ED visit. No intracranial bleeding 

was detected on the brain computerized tomography (CT) 
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DISCUSSION
Gastric tumours are usually diagnosed after complications 

such as pain, bleeding and obstruction. Alarm symptoms, 

such as weight loss, dysphagia, signs and symptoms of 

upper gastrointestinal bleeding, anaemia and persistent 

vomiting, are likely to be more frequently associated with 

scan. After pain treatment, the patient was discharged in 

otherwise good health. The day after discharge, when she 

woke up in the morning and got out of bed, she experienced 

dizziness and then syncope, and she remained completely 

unconscious for about 5 seconds. The patient’s husband 

called the ambulance and at the scene, her blood pressure 

was 80/50 mmHg, pulse was 115 bpm. She was administered 

500 cc of normal saline intravenously in the ambulance. 

When she arrived at the ED of our hospital, her blood 

pressure was 91/52 mmHg, her pulse was 110 bpm, she 

was conscious and oriented, her Glasgow coma scale was 

15, and there were no signs of trauma on her scalp, head or 

neck. There were no findings in the abdominal examination 

other than epigastric tenderness. There was no evidence of 

trauma to the pelvis and extremities. On rectal examination, 

the rectum ampulla was empty. No intracranial bleeding 

was detected on the brain computerized tomography. No 

parenchymal organ injury or intra-abdominal free fluid 

was detected on abdominal ultrasonography. Point-of-care 

ultrasonography was performed for trauma as haemoglobin 

8.7 mg/dl was detected in the patient’s blood count during 

observation. No free fluid was observed in the Morison pouch 

and splenorenal area; the aortic diameter was less than 3 

cm. No free fluid was observed in the pouch of Douglas, and 

pericardial effusion was not observed. Help was requested 

from the radiologist to perform a detailed abdominal 

ultrasound sonography (USG) on the patient. On the USG, 

two hypoechoic calculous stones with a diameter of 1 cm 

were observed in the gallbladder; pericholecystic fluid was 

not observed. An area of approximately 62 mm on the medial 

wall of the stomach corpus, which was hypoechoic compared 

to the gastric content, was noted. According to rectal 

examination, we assumed that the hypoechoic area could be 

a gastric intramural haematoma (GIH) due to trauma. Since 

the image was compatible with haematoma, examining it with 

endoscopic methods was recommended (Fig. 1 and 2).
The patient was transferred to the gastroenterology 

department for endoscopic examination. Gastroscopy 

revealed a mass lesion in the cardia, approximately 8–9 cm in 

size, extending towards the corpus greater curvature, with 

an ulcer of approximately 13 mm in the middle. A vascular 

structure with bleeding in the form of leakage was observed 

in this ulcer (Fig. 3). After the biopsy was taken from the mass, 

an argon laser was applied to both the ulcerated bleeding 

area and the bleeding areas at the biopsy sites, to control 

bleeding, which stopped. No other bleeding focus was 

detected in the areas examined up to the second part of the 

duodenum. The procedure was terminated because no active 

bleeding was observed. The mass lesion was evaluated as a 

stomach tumour. In the complete blood count taken before 

gastroscopy, it was observed that haemoglobin decreased 

to 8.1 mg/dl. The patient was given two units of erythrocyte 

suspension replacement after gastroscopy. No reactions or 

complications were observed during and after erythrocyte 

suspension replacement. The patient was discharged with 

the recommendation of follow-up with the pathology report.

Figure 1. An area of approximately 62 mm on the medial wall of the 

stomach corpus, which was hypoechoic and vasculature in the area on 

ultrasonography.

Figure 2. An area of approximately 62 mm on the medial wall of the 

stomach corpus, which was hypoechoic on ultrasonography.

Figure 3. Gastroscopy revealed a mass lesion in the cardia extending 

towards the corpus greater curvature, with an ulcer.
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upper gastrointestinal malignancies. Most guidelines 

recommend immediate endoscopy in all patients presenting 

these symptoms[3]. More than 10% of patients with gastric 

cancer have bleeding at the first diagnosis, and more than 

50% of them have major bleeding[4]. Gastric tumours can 

remain asymptomatic without causing symptoms. Extensive 

studies have been carried out in the Far East (Japan and 

Korea) to detect these asymptomatic tumours at an early 

stage[5]. While patients with gastric mucosal tumours are 

asymptomatic, blunt upper abdominal trauma may cause 

bleeding[6]. In this case, abdominal ultrasonography revealed 

intramural haematoma due to bleeding that developed 

based on a gastric tumour after trauma. 

GIH is a very infrequent condition with many different 

causes, and it develops after bleeding in the layers of the 

walls surrounding the stomach. The mechanism behind it 

depends on damage to the veins and vessel heads in these 

layers of the stomach. There are many vascular structures 

in the submucosal and muscular layers of the stomach, 

although there are few in the mucosal layer. There is no 

definitive treatment for GIH; however, it can be treated 

in several ways. From non-invasive to invasive methods, 

there are many treatment options, and these can be applied 

depending on the patient’s condition, haemorrhage status 

and clinical monitoring.

The basic approach in hypotensive patients who apply to 

the ED after trauma is the point-of-care USG, also known as 

focused assessment with sonography for trauma (FAST). The 

components of FAST consist of an examination of five areas. 

The hepatorenal space, the splenorenal space and the pouch 

of Douglas in women are examined for the presence of free 

fluid. The pericardial cavity is used to exclude pericardial 

effusion and tamponade, and aortic diameter is measured 

along the aortic vessel to exclude aortic dissection. Life-

threatening gastric bleeding after trauma has been reported 

in the literature[7], and studies show ultrasonography’s 

sensitivity in gastric and duodenal bleeding[8]. In our case, 

gastrointestinal bleeding was detected on USG in an 

asymptomatic patient who had no other findings that could 

explain hypotension.

CONCLUSION
Gastrointestinal bleeding should be kept in mind in 

hypotensive patients admitted to the ED after trauma, and 

attention should be paid to hypoechoic images detected in 

the gastric lumen when performing FAST USG.
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