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ABSTRACT

Warfarin is frequently used as an oral anticoagulant in a variety of clin-
ical settings, e.g. atrial fibrillation or following valvular heart disease. 
The most serious and common complication associated with antico-
agulation using warfarin is bleeding. Hemorrhage into the iliopsoas 
muscle causing femoral neuropathy is an infrequent complication of 
anticoagulant therapy. Two women, 53 and 70 year-old, each with a 
history of mitral valve replacement surgery, presented at the emergen-
cy department with right hip pain. They had  been taking warfarin 5 mg 
once a day since their operations. Physical examinations were normal 
except for the right hip pain,on movement and femoral nerve palsy 
in the second patient. Prothrombin, activated prothrombin time and 
international normalized ratio were prolonged. In order to make the 
differential diagnosis, we decided to perform bedside emergency ultra-
sound examination. Ultrasound examination of the patients showed an 
anechoic lesion in the area of the right iliopsoas muscle. They were ad-
mitted to hospital for observation and treatment.  Fresh frozen plasma 
and vitamin K were given for treatment. The possibility of iliopsoas 
hematoma should be considered in any patient with hip pain undergo-
ing anticoagulant treatment.
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ÖZET

Warfarin atriyal fibrilasyon, valvüler kalp hastalığı vb. gibi klinik du-
rumlarda kullanılan oral antikoagülan bir ilaçtır. Antikoagülan olarak 
warfarin kullanan hastalarda en ciddi ve en sık görülen komplikasyon 
kanamadır. İliopsoas kası içine kanayarak oluşan femoral nöropati an-
tikoagülan tedavinin sık görülmeyen bir komplikasyonudur. 53 ve 70 
yaşında mitral kapak replasmanı yapılan iki bayan hasta kalça ağrısı 
nedeniyle acil servise getirildi. Hastalar geçirdikleri kalp operasyonla-
rından bu yana 5 mg/gün warfarin tedavisi almaktaydı. Her iki hastada 
kalça hareketlerinde ağrı ve ikinci hastada femoral sinir paralizisi bul-
guları dışında fizik muayene bulguları normaldi. Protrombin, Aktive 
edilmiş protrombin zamanı ve INR düzeyleri artmıştı. Acil serviste 
yapılan ultrasonografik görüntülemede sağ iliopsoas kas bölgesinde 
hematom mevcuttu. Hastalar gözlem ve tedavi için hastaneye yatırıldı. 
Taze donmuş plazma ve K vitamini hastaların tedavisinde kullanıldı. 
Oral antikoagülan kullanan ve kalça ağrısı nedeniyle acil servise getiri-
len bütün olgularda iliopsoas hematomu varlığı araştırılmalıdır.
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INTRODUCTION
Warfarin is frequently used as an oral anticoagulant in a variety 
of clinical settings, e.g. atrial fibrillation or following valvular 
heart disease. The most serious and common complication as-
sociated with anticoagulation using warfarin is bleeding. Hem-
orrhage into the iliopsoas muscle causing femoral neuropathy 
is an infrequent complication of anticoagulant therapy (1). We 
present two cases of iliopsoas hematoma secondary to usage of 
warfarin therapy diagnosed with bedside emergency ultrasonog-
raphy (EUS).

CASE	REPORT
Case 1: A 53-year-old woman with a history of mitral valve re-
placement surgery two years previously presented at the emer-
gency department (ED) after right hip pain of 2 days duration. 
She had been taking warfarin 5 mg once a day for two years. In 
the ED, the patient’s vital signs were as follows: blood pressure 
was 159/99 mm-Hg, heart rate 117/min, respiratory rate 19/min 
and body temperature 36.6°C. Physical examination was normal 
except for right hip pain onmovement. Prothrombin (PT) and 
activated prothrombin time (aPTT) and International Normal-
ized Ratio (INR=7.25) were prolonged. In order to make the dif-
ferential diagnosis, we decided to perform an EUS. Sonographic 
examination of the patient showed 11 cm x 10 cm x 10 cm an 
anechoic lesion in the right iliopsoas muscle (Figure 1). She was 
admitted to hospital for treatment. Vitamin K and fresh frozen 
plasma (FFP) were given.t. In 24 hours, symptoms, signs and 
INR (1.25) resolved almost completely and the patient showed 
no signs of hemodynamic instability at any time. She was dis-
charged from the hospital fully recovered 3 days later. 
Case 2: A 70-year-old woman with a history of mitral valve re-
placement surgery eleven years previously presented at the ED 
with right hip pain which had started 4 days earlier. She had 
been taking warfarin 5 mg once a day since her operation. In 
the ED, the patient’s vital signs were as follows: blood pressure 
was 1117/83 mm-Hg, heart rate 70/min, respiratory rate 21/min 
and body temperature 36.1 0C. Physical examination was normal 
except for right hip pain on movement and right femoral nerve 
palsy. Femoral and foot pulses were also normal. Prothrombin 
(PT), activated prothrombin time (aPTT) and International Nor-
malized Ratio (INR=6.71) were prolonged. In order to make the 
differential diagnosis, we decided to perform an EUS. Sono-
graphic examination of the patient showed a 15 cmx8 cmx8 cm 
anechoic lesion in the right iliopsoas muscle. She was admitted 
to hospital and treated with Vitamin K and FFP. In 24 hours, 
symptoms, signs and INR (2.42) resolved. She showed no signs 
of hemodynamic instability at any time, as in the first case. She 
was discharged from hospital with minimal numbness or paraes-
thesia 7 days later. 

DISCUSSION
Anticoagulation is very effective for primary and secondary pre-
vention of thromboembolic events. Warfarin sodium is the best 
known and most widely used anticoagulant. The most common 
complication of warfarin therapy is bleeding in the genitourinary 

and gastrointestinal tracts, skin, central nervous system, nose, 
penis, or retroperitoneum. Major bleeding, which includes in-
tracranial hemorrhage and bleeding leading to death or hospital-
ization, has been reported in 1.2%-8.1% of patients during each 
year of long-term warfarin therapy (1). An iliopsoas hematoma as 
in our patients is a rare and unexpected complication. It can oc-
cur either spontaneously or secondary to trauma or bleeding ten-
dency due to hemophilia and anticoagulant therapy or retroperi-
toneal hemorrhage (2-4). Differential diagnoses of the iliopsoas 
hematoma include infection/abscess, metastatic or local tumors, 
soft tissue inflammation such as bursitis, post-operative seromas, 
urinoma and pseudoaneurysms involving the iliopsoas (5). Early 
symptoms of iliopsoas hematoma are hip pain. If the hematoma 
is growing, this increases the pressure in the iliopsoas compart-
ment, leading to compressive femoral neuropathy. The presenta-
tion is an acute unilateral lower limb numbness or paraesthesia. 
The other feature that points to the diagnosis is the presence of 
a flexed hip on the involved site that is tender on passive exten-
sion (5). There were a number of case reports with spontane-
ous iliopsoas hematoma complicated by femoral nerve palsy in 
the medical literature (4-9). These cases vary in their severity. 
Our cases are more benign than other cases. The differential di-
agnosis of iliopsoas hematoma was made by ultrasonography, 
computed tomography (CT) and magnetic resonance imaging. 
The diagnostic utility of bedside EUS for detecting iliopsoas he-
matoma, has not been determined in the medical literature but, 
especially in unstable patients, EUS may be a useful technique 
for detecting iliopsoas hematoma. Other advantages of the EUS 
are that it is cheap, non-invasive, non-ionized and easy to per-
form. As a result, EUS may enhance the emergency physician’s 
performance by shortening of length of stay in the ED, reducing 
the number of unnecessary tests to be ordered, and hastening 
critical therapeutic interventions. However, this technique is de-
pendent on the operator, affordability and skill training. Both 
patients in this review were diagnosed using bedside EUS. CT 
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Figure 1. Sonographic examination of the patient showed a 11 cm x 10 cm x 10 
cm anechoic lesion in the right iliopsoas muscle



images are superior to ultrasonography in displaying the density, 
site and extent of a retroperitoneal hematoma. The gold standard 
diagnostic modality of the iliopsoas hematoma is (MR) Magnetic 
Resonant imaging. The deep location of the muscle and the pres-
ence of overlying bowel loops make ultrasonographic assess-
ment difficult (3). However, MR imaging may be expensive, time 
consuming and troublesome for patients. When the patients are 
unstable, this technique cannot be performed in the ED. Treat-
ment of Warfarin induced iliopsoas hematoma is conservative, 
including fluids, transfusion, and reversal of anticoagulation. 
Oral anticoagulant should be immediately reversed with FFP, fol-
lowed by vitamin K; FFP is rich in active vitamin K-dependent 
coagulation factors and will reverse oral anticoagulant-induced 
coagulopathy in most patients. In general, approximately 15 mL/
kg of FFP should be adequate to reverse any coagulopathy (6). 
Because the rate of permanent motor deficit is low, the role of 
surgical decompression is limited and controversial. Transarterial 
catheter embolization of the feeding lumbar arteries offers a valu-
able therapeutic option in selected patients (3).

CONCLUSION
In summary, the possibility of iliopsoas hematoma should be 
considered in any patient with hip pain undergoing anticoagu-
lant treatment, if APTT and PT-INR values are in the ‘non-ther-
apeutic’ anticoagulation range. In the presence of hip pain or 
neurological deficit, ultrasonography or CT must be performed 
immediately to detect iliopsoas hematoma. 
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