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CASE REPORT

Traumatic Focal Pancreatitis with Retro-Duodenal Hematoma:
A Rare Cause of Combined Biliary and Gastric Outlet Obstruction
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ABSTRACT
Context Focal post-traumatic acute pancreatitis causing combined duodenal and biliary obstruction is extremely rare. Case report A
16-year-old boy presented with acute upper abdominal pain which was clinically and biochemically consistent with mild acute
pancreatitis. There was no etiological factor identified initially, although a history of blunt abdominal trauma was later discovered.
He soon developed features of gastric outlet obstruction and obstructive jaundice over 48 hours. A CT scan showed a retroduodenal
mass causing compression of both the duodenum and bile duct. At exploration, this was found to be a walled off hematoma. There
was evidence of focal pancreatitis in the head of pancreas. Evacuation of the hematoma cured the gastric outlet and biliary
obstruction. Conclusion The triad of pancreatitis, gastric outlet and biliary obstruction along with a mass lesion on cross sectional
imaging in young adults should raise the suspicion of a hematoma as a probable cause.

INTRODUCTION
Individually, acute pancreatitis, gastric outlet
obstruction or biliary obstruction is a rare occurrence
following blunt abdominal trauma; a combination
occurring in the same patient is extremely unusual. We
report the clinical course of a 16-year-old patient who
presented with gastric outlet obstruction and jaundice
due to a large retroduodenal hematoma and focal
pancreatitis following an apparently trivial blunt
abdominal trauma.
CASE REPORT
An otherwise healthy 16-year-old boy was admitted
with an acute abdominal pain and vomiting of 2-day
duration. The abdominal pain was a continuous dull
ache, mainly in the epigastrium. Over the course of the
next 48 hours he developed persistent large volume
non-bloody vomiting. There was no history of
excessive alcohol ingestion or history suggestive of
chronic peptic ulcer. He was not on any regular
medications. A history of blunt trauma to the abdomen
was not forthcoming initially, but later in the post-
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operative period, the patient recalled a fall from his
bicycle 2 days before admission, which he had
considered too trivial to mention.
He was hemodynamically stable. The abdomen was
minimally distended and soft with minimal epigastric
tenderness and no palpable mass. An erect chest X-ray
showed no pneumoperitoneum. Serum biochemistry
and hematology was consistent with mild acute
pancreatitis (amylase: 2,944 IU/L, reference range 40100 IU/L; leukocytosis: 17,000 mm-3, reference range
4,000-11,000 mm-3; C-reactive protein: 30 mg/dL,
reference range 1-2 mg/dL; a modified Glasgow
stratification score of 1). His Liver function tests were
deranged (bilirubin: 106 mmol/L, reference range 2-17
mmol/L; ALT: 30 U/L, reference range 20-40 U/L;
alkaline phosphatase: 207 U/L, reference range 70-125
U/L).
An ultrasound scan of the abdomen showed sludge in
the gallbladder, but no stones. The common bile duct
was dilated at 17 mm, with minimal intrahepatic duct
dilatation. The pancreas was normal. There was in
addition a complex retroperitoneal mass measuring
9.4x4.7x4.7 cm. A contrast enhanced CT scan of the
abdomen was performed to further characterise the
mass. This confirmed a large heterogeneous periduodenal mass in the retroperitoneum, obstructing the
second part of duodenum and the bile duct (Figure 1).
The pancreas was normal. The pre-operative diagnosis
was one of possible gastrointestinal stromal tumour
(GIST) of the duodenum with gastric and biliary
obstruction. A laparotomy with a view to a
pancreaticoduodenectomy was planned.
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On exploration, a large retro-duodenal mass was
evident compressing the second part of duodenum.
There was evidence of focal pancreatitis in the region
of the head of pancreas. However, there was no
evidence of pancreatic ductal disruption. On
kocherisation of the duodenum, the mass was found to
be a walled off hematoma. There was no active source
of bleeding. The hematoma was evacuated with ease
and the duodenum itself was palpably normal. A
cholecystectomy was performed and an intra-operative
cholangiogram was normal with free flow of contrast
into the duodenum. The patient made an uneventful
recovery and was tolerating a normal diet at discharge
on the fifth post-operative day. He was well at a
subsequent outpatient follow up visit at two months.
DISCUSSION
In the setting of trauma, gastric outlet obstruction is
rare, but is known to occur with duodenal hematoma,
traumatic diaphragmatic rupture with hiatus hernia,
traumatic pseudo-aneurysm of the superior mesenteric
artery and as a delayed complication of the pancreatic
trauma such as an evolving pseudocyst [1, 2, 3].
Traumatic duodenal hematoma is often intramural and
occurs in about 2-3% of paediatric patients with blunt
abdominal trauma. They have also been reported in
adults. In children, trauma accounts for 70% of the
cases of intra duodenal hematoma. Child abuse as a
possible cause of blunt trauma should be considered in
vulnerable children in the appropriate clinical context.
About a fifth of IDH are associated with acute
pancreatitis [4]. Rarely they may progress to cause
biliary obstruction [5, 6]. However, in our patient the
hematoma was retro-duodenal and not intra-duodenal.
Duodenal hematomas usually have a delayed
presentation. This is because the associated injuries
often take clinical precedence and also because it takes
about 24-48 hours for the hematomas to evolve to a
size at which they result in mechanical effects from
compression of surrounding tissues. They resolve with
conservative treatment, taking about 2-3 weeks. When
conservative treatment fails then options range from

percutaneous image guided drainage, laparoscopic
drainage and laparotomy and drainage [1, 7, 8].
In the absence of a clear history of trauma, a possible
underlying coagulopathy should be investigated.
Thrombocytopenia, thrombasthenia and haemophilia
may present with spontaneous intra-abdominal
hematomas. Our patient had a normal platelet count
and prothrombin time.
In the non-trauma category, pancreatic tumours
(adenocarcinomas, intraductal papillary mucinous
neoplasms, sarcomas and metastasis) may present with
a combination of acute pancreatitis, gastric outlet
obstruction and biliary obstruction and a mass on
imaging. Gastrointestinal stromal tumours involving
the stomach or duodenum may rarely present with
acute pancreatitis and gastric outlet obstruction [9, 10].
Wandering spleen has also been reported to cause
gastric outlet obstruction and acute pancreatitis [11].
The interesting aspects of the clinical presentation and
course of our patient was that, the hematoma was
retroduodenal rather than the usual intramural type
seen in children and young adults; the history of trauma
was not forthcoming initially and the presentation was
one of acute pancreatitis. This soon evolved into both
gastric outlet and biliary obstruction. The triad of
pancreatitis, gastric outlet and biliary obstruction along
with a mass lesion on cross sectional imaging in young
adults should raise the suspicion of a hematoma as a
probable cause.
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