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Spontaneous chest wall hematoma as a rare complication of 
anticoagulant and antiaggregant therapy
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ABSTRACT

BACKGROUND: Anticoagulant and antiaggregant drugs (commonly referred to as blood thinners) are widely used for various clini-
cal indications. The most significant complication associated with these medications is hemorrhage. In this study, we evaluated patients 
receiving blood thinners who developed spontaneous chest wall hematomas.

METHODS: Between January 2016 and December 2024, a total of 13 patients with a history of blood thinner use who developed 
spontaneous chest wall hematoma were referred to our clinic. The analysis included radiological findings, demographic characteristics, 
underlying pathologies, and treatment modalities. 

RESULTS: Nine of the 13 patients had no history of major chest wall trauma but presented with large or progressively enlarging 
hematomas, and therefore underwent surgical intervention with hematoma evacuation. Intraoperatively, no active bleeding source was 
identified; the hematomas were localized between the muscle fascia and were successfully evacuated. These patients were discharged 
with full recovery. During the course of medical treatment and follow-up, two of the four patients, who had poor overall clinical status, 
died. 

CONCLUSION: Bleeding is the most significant adverse effect of blood thinner medications. Spontaneous chest wall hematoma is 
a rare clinical entity. Repetitive microtrauma, particularly in elderly or mobility-limited patients supported at the axillary or pectoral 
regions during positioning or mobilization, may contribute to hemorrhage and hematoma formation under the effects of anticoagulant 
therapy. Surgical drainage, when appropriately indicated, provides symptomatic relief and may help prevent secondary complications 
such as infection.

Keywords: Anticoagulants; antiaggregants; spontaneous hemorrhage; chest wall; hematoma.

INTRODUCTION

Several studies have investigated the risk of bleeding associat-
ed with the use of blood thinner medications. The incidence 
of major bleeding has been reported to range from 3% to 
12%, with the gastrointestinal tract being the most common 
site. Intramuscular bleeding accounts for approximately 5% 
of all hemorrhagic complications. Comorbid conditions such 
as chronic renal failure (CRF), advanced age, hypertension, 
diabetes, and malignancy further increase the risk in patients 
receiving anticoagulant therapy.[1-7]

Bleeding may occur following trauma or spontaneously. Spon-
taneous muscle hematomas are most frequently observed in 
the rectus abdominis and iliopsoas muscles, with anticoag-
ulant use being the most commonly reported cause.[8-9] In 
contrast, spontaneous hematoma formation within the chest 
wall musculature associated with anticoagulant use is a rare 
complication.

This condition is more commonly seen in elderly patients, 
those with limited mobility, and bedridden individuals receiv-
ing long-term anticoagulant therapy. The pathogenesis of 
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hematoma formation in these patients is multifactorial, with 
microangiopathic processes, associated with conditions such 
as diabetes, renal failure, and hypertension, playing a contrib-
utory role. Although the condition is described as “spontane-
ous,” minor trauma, such as repositioning the patient in bed, 
may initiate the process.

In addition to sudden, externally visible and palpable swell-
ing, ecchymosis and pain may also be present. In some cases, 
respiratory difficulty may occur due to pain or pressure. The 
diagnosis of chest wall hematoma is established by thoracic 
computed tomography (CT), which also allows detection of 
associated conditions such as hemothorax or rib fractures.

The decision between conservative management and surgi-
cal evacuation of the hematoma should be based on symp-
tom severity and hematoma size, with careful consideration 
of the patient’s overall clinical condition and comorbidities. 
This study presents 13 patients who were referred to our 
clinic, were receiving anticoagulant or antiaggregant therapy 
for various indications, and were diagnosed with spontaneous 
chest wall hematoma.

MATERIALS AND METHODS
A retrospective review was conducted of 13 patients receiv-
ing anticoagulant or antiaggregant therapy who developed 
chest wall hematomas without a history of trauma between 
January 2016 and December 2024. All patients presenting 
with findings such as chest wall swelling, ecchymosis, and hy-
peremia underwent thoracic CT (Fig. 1). A comprehensive 
evaluation was performed, including demographic and clinical 
characteristics such as age, sex, type of anticoagulant medi-
cation, indication for therapy, hematoma location, need for 
anticoagulant reversal, treatment modality (surgical or con-
servative), complete blood count (hemogram), coagulation 
parameters, referring department, and treatment outcomes 
(Table 1).

Hematomas larger than 10 cm in diameter or those dem-
onstrating progression during follow-up were managed surgi-
cally. After evacuation, a Hemovac drain was placed following 
local irrigation with tranexamic acid. Discontinuation of an-
ticoagulant therapy was determined based on the severity of 
the underlying condition. Vitamin K and fresh frozen plasma 
were administered when the international normalized ratio 
(INR) was outside the therapeutic range, and bridging antico-

Figure 1. Computed tomography (CT) scans demonstrating chest wall hematomas. (a) Pectoral hematoma in a patient receiving enoxa-
parin for a pelvic fracture. (b) Lateral chest wall hematoma in a patient receiving enoxaparin. (c) Pectoral hematoma in a conservatively 
managed patient receiving warfarin for cerebrovascular disease. (d) Large pectoral hematoma extending to the axilla.

(a)

(c)

(b)

(d)
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agulation was used in patients receiving warfarin. 

In patients managed conservatively, cold compression and, 
when feasible, discontinuation of anticoagulation were rec-
ommended. The diameter of the hematoma, signs of infec-
tion, respiratory parameters, and pain scores were assessed 
during routine daily evaluations. Antibiotic therapy was not 
initiated unless the patient was already receiving antibiotics.

Approval for this study was obtained from the Non-In-
terventional Ethics Committee (Registration Number: 
192.168.157.28-57284-11.06.2025). The study was conduct-
ed in accordance with the principles of the Declaration of 
Helsinki.

RESULTS
A total of 13 patients were evaluated, including 10 (77%) 
males and four (23%) females. The mean age was 72.5 years 
(range: 51-87). The hematoma was located in the subpec-
toral region in five patients (38.5%) and between the ser-
ratus anterior and latissimus dorsi muscles in eight patients 
(61.5%). The indications for anticoagulant therapy included 
atrial fibrillation in three patients (23%), mitral valve replace-
ment plus tricuspid valve replacement (MVR+TVR) in three 
patients (23%), and pulmonary embolism (PE) in two patients 
(15%). Anticoagulant therapy was used prophylactically in one 
patient (7.8%) with pelvic fracture, in one patient (7.8%) with 
cerebrovascular disease (CVD), in one patient (7.8%) with 
coronary artery disease (CAD), mitral regurgitation (MR), 
and chronic renal failure (CRF), and in one patient (7.8%) 
with peripheral arterial disease. One patient (7.8%) had a his-
tory of acetylsalicylic acid (ASA) use due to thrombocytosis.

In one patient monitored for PE, polycythemia (polycythe-
mia rubra vera, PRV) and CRF were also present, and dual 
anticoagulant therapy was administered. Another patient 
with peripheral arterial disease was on postoperative day 16. 
Three patients had undergone MVR+TVR surgery and were 
in the postoperative period; two of them were intubated. 
These patients were on postoperative days 30, 10, and 12, 
respectively. Given the absence of hematoma in the immedi-
ate postoperative period and the time elapsed since surgery, 
these cases were considered spontaneous. The patients were 
predominantly immobile or bedridden, with limited mobility 
due to underlying diseases and comorbid conditions.

Laboratory evaluation revealed markedly elevated INR values 
(INR: 15) in two patients receiving warfarin and an INR of 2.6 
in one patient; coagulation parameters in the remaining pa-
tients were within normal limits. The erythrocyte count was 
540,000 M/uL in the patient with polycythemia, the platelet 
count was 899,000 K/uL in the patient with thrombocytosis, 
and 7,000 K/uL in the patient followed for atrial fibrillation 
(AF). Hemoglobin levels were below 8 g/dL in five patients 
(38.5%) at the time of diagnosis (range: 6.6–7.6 g/dL). Three 
patients were receiving enoxaparin, one warfarin, and one 
clopidogrel. These patients received erythrocyte suspension 

transfusions. Platelet transfusion was administered in the pa-
tient with thrombocytopenia. In the remaining nine patients, 
hemoglobin levels ranged from 8.2 g/dL to 11.3 g/dL, and no 
transfusion was required. Fresh frozen plasma (FFP) and vita-
min K were administered for reversal in patients with mark-
edly elevated INR values (INR: 15), whereas no reversal was 
performed in the patient with an INR of 2.7.

Physical examination revealed chest wall pain and swelling, 
with some patients also demonstrating erythema and/or 
ecchymosis. Thoracic CT was performed in all patients to 
confirm the diagnosis. Four patients were managed conser-
vatively: two with small hematomas (one with AF and one 
with CVD) and two patients with PE for whom surgery was 
not recommended due to poor general condition. Of the 13 
patients, eight (61.5%) underwent surgical intervention, in-
cluding hematoma evacuation. All surgically treated patients 
recovered, whereas two patients (15.4%) with PE who were 
managed conservatively died during follow-up.

DISCUSSION
Spontaneous chest wall hematoma associated with antico-
agulant and antiaggregant therapy is a rare clinical entity. No-
tably, none of the 13 patients in this series had a documented 
history of major trauma. However, most patients were el-
derly, immobile or had limited mobility, and were in moderate 
to poor general condition. Support of patients, particularly at 
the axillary, pectoral, or dorsal regions, during routine care 
activities such as repositioning or transferring from bed to a 
seated position may lead to hemorrhage. This is likely due to 
repetitive minor trauma affecting the muscle groups in these 
areas.[10] Our findings indicate that bedridden patients receiv-
ing anticoagulant therapy are at increased risk for developing 
chest wall hematomas.

In elderly patients receiving long-term anticoagulant therapy, 
particularly those with renal failure, microangiopathic fragil-
ity and reduced tissue elasticity may predispose to bleeding. 
Additionally, decreased creatinine clearance is known to in-
crease the risk of bleeding in patients treated with enoxapa-
rin.[11-13] The mean age of patients in this study was 72.5 years; 
excluding the 51-year-old patient who received prophylactic 
anticoagulation for pelvic fracture, the mean age increased to 
74 years (range: 64-87). One patient had CRF, further con-
tributing to bleeding risk.

In addition to previously mentioned factors such as CRF, hy-
pertension, and advanced age, which predispose patients to 
bleeding during anticoagulant therapy, elevated INR levels 
and increased bleeding may result from inadvertent exces-
sive dosing, particularly due to food-drug or drug-drug in-
teractions, as seen with warfarin. Patients may have multiple 
underlying conditions requiring warfarin therapy. In cases of 
large extrathoracic hematomas, discontinuation of warfarin 
and surgical intervention may be necessary; however, ces-
sation carries a risk of thromboembolic events. Therefore, 



Kis et al. Spontan ekstratorasik hematom

Ulus Travma Acil Cerrahi Derg, July 2026, Vol. 32, No. 7814

close INR monitoring is essential. Furthermore, intramuscu-
lar bleeding may occur even within therapeutic INR ranges.
[14-16] Of the 11 patients analyzed, three were receiving war-
farin. Two had markedly elevated INR values (INR: 15), while 
one had an INR within the therapeutic range (INR: 2.6). No 
evidence of overdose or consumption of interacting foods 
was documented; however, concomitant use of antibiotics 
and analgesics was noted.

The decision to perform surgery was based on the patients’ 
overall clinical condition and the size of the hemorrhage. 
Small, self-limited, and non-progressive hematomas did not 
require intervention, and four patients were managed conser-
vatively with follow-up. Surgical drainage was performed to 
relieve discomfort, pain, and respiratory difficulty associated 
with the hematoma. Upper extremity edema should be care-
fully assessed during physical examination, particularly when 
determining the need for surgical intervention. In pectoral 
hematomas, especially those extending toward the axilla, 

compression may impair circulation and lead to edema. This 
finding was observed in three patients with pectoral hemato-
mas (Figs. 2, 3).

The operated patients underwent hematoma evacuation and 
were followed postoperatively with Hemovac drains. No 
active bleeding focus was identified during surgical explora-
tion. However, oozing-type hemorrhage between and within 
muscles was observed. The bleeding appeared to be con-
trolled and contained by compression of the coagulum within 
the muscle fascia. Consequently, no cases of life-threatening 
blood loss or hemorrhagic shock were observed. Neverthe-
less, in patients with borderline anemia due to chronic dis-
ease or prior surgery, the need for blood replacement and 
the risk of hemorrhagic shock should be considered, even 
when the amount of bleeding appears limited.[17] In this co-
hort, five patients (38.5%) required erythrocyte suspension 
transfusion.

Figure 2. Pectoral and axillary hematoma in a patient receiving enoxaparin who had undergone mitral valve replacement and tricuspid 
valve replacement (MVR+TVR) 12 days prior.

Figure 3. Image of a patient who underwent drainage for a pectoral hematoma one month after mitral valve replacement and tricuspid 
valve replacement (MVR+TVR).
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No further surgical intervention was required, and no recur-
rence was observed. However, one patient who underwent 
MVR+TVR and received postoperative enoxaparin developed 
a spontaneous hemothorax requiring tube thoracostomy. In 
patients receiving anticoagulant therapy, careful monitoring is 
needed for the development of hemothorax as well as other 
soft tissue or systemic hemorrhages.[18-20] In the presence 
of related clinical symptoms, additional radiological imaging 
should be selected according to established protocols. Tho-
racic CT imaging provides sufficient diagnostic information in 
cases of chest wall hemorrhage, mediastinal hematoma, or 
hemothorax, and is also useful for detecting hemorrhages in 
other systems.[21] 

In the postoperative period, 1 g of tranexamic acid diluted in 
100 mL saline was administered via the Hemovac drain in the 
operating room to reduce bleeding and transfusion require-
ments. The drain was initially clamped and then left to free 
drainage.[22,23] Additionally, a tight compression bandage was 
applied to the incision site. Given the high thrombotic risk 
in this patient group, postoperative anticoagulation therapy 
was initiated as early as possible. The Hemovac drain was 
removed after completion of hemorrhagic drainage.

International normalized ratio values were elevated in two of 
the three patients receiving warfarin therapy (INR: 15), while 
one patient remained within the therapeutic range (INR: 2.6). 
In patients with elevated INR levels, the effects of warfarin 
were reversed with FFP and vitamin K, with daily INR moni-
toring performed. In the early postoperative period, warfarin 
therapy was resumed after bleeding complications were con-
trolled. Antidote therapy was not administered to patients 
receiving anticoagulants, except for those treated with war-
farin. 

The literature includes reports of giant (>10 cm) anticoag-
ulant-associated hematomas managed conservatively.[13,24,25] 
However, in our series of 13 patients, we preferred drainage 
of hematomas of this size when the patient's general condi-
tion permitted. Given the prolonged time required for spon-
taneous resolution, drainage may help prevent complications 
such as pain, respiratory distress, and infection.[26,27] This ap-
proach is particularly important in patients presenting with 
hemorrhagic shock.[17,24]

Lorena López et al.[28] reported nine patients receiving an-
ticoagulant therapy for Severe Acute Respiratory Syndrome 
Coronavirus 2 (SARS-CoV-2) infection who developed hem-
orrhagic complications. All patients were successfully treated 
with embolization, although only two had chest wall muscle 
hematomas. Embolization may represent an alternative treat-
ment option in patients with active bleeding, potentially 
avoiding surgical intervention. However, no active bleeding 
was observed in our surgically treated patients, and the lack 
of readily available technical resources for embolization may 
limit its use in emergency settings.

This study presents 13 cases of spontaneous chest hematoma 

associated with anticoagulant therapy over an eight-year pe-
riod. Apart from isolated case reports published in English 
over the past decade, no study has included a larger patient 
series. We hope that sharing our experience will raise aware-
ness among clinicians, particularly those managing patients 
on anticoagulant therapy, regarding this rare but important 
complication.

CONCLUSION

Spontaneous chest wall hematoma is a rare complication of 
anticoagulant therapy. Hematoma size, pain, dyspnea, risk of 
infection, and potential circulatory compromise are key fac-
tors guiding the decision for surgical intervention. Careful 
evaluation of the patients' overall clinical status and comor-
bidities is essential when determining the appropriate man-
agement strategy, including conservative follow-up or surgical 
drainage. Patients and their caregivers should be informed 
that even minor trauma during anticoagulant therapy may 
lead to significant bleeding. Awareness of potential drug–drug 
and food–drug interactions is also critical. Careful handling of 
bedridden patients by appropriately trained personnel is es-
sential. Clinicians should remain vigilant for signs of bleeding 
in patients presenting with recent swelling, induration, hyper-
emia, or ecchymosis. 

It should also be noted that many of these patients require 
ongoing antiplatelet therapy. In cases of major bleeding or 
large hematoma formation, discontinuation of this therapy 
may increase the risk of thromboembolic events. Although 
all surgically treated patients in our study recovered, the risks 
associated with surgery, including tissue trauma and bleeding, 
should not be overlooked. Even hematoma evacuation may 
cause tissue injury and increase the risk of recurrence. Fur-
thermore, the physiological stress of surgery may adversely 
affect recovery in this patient population, who are often 
already compromised by comorbidities and underlying dis-
ease. Therefore, close monitoring is essential to ensure that 
bleeding-related complications do not outweigh the benefits 
of anticoagulant therapy.
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Antikoagülanlar ve antiagregantların nadir bir komplikasyonu olarak spontan göğüs duvarı 
hematomu
AMAÇ: Antikoagülan ve antiagregant ilaçlar (kan sulandırıcılar) günümüzde çeşitli endikasyonlarla kullanılmaktadır. Bu ilaçlarla ilişkili en önemli 
komplikasyon kanamadır. Bu çalışmada, kan sulandırıcı ilaçlar kullanan ve spontan göğüs duvarı hematomları gelişen hastalar değerlendirilmiştir. 
GEREÇ VE YÖNTEM: Ocak 2016-Aralık2024 arasında antikoagülan veya antiagregan kullanım hikayesi olan ve spontan göğüs duvarı hematomu 
nedeniyle kliniğimize refere edilen 13 hasta, radyolojik bulguları; demografik özellikleri primer patolojileri ve tedavi yöntemleri açısından değerlen-
dirilerek sunulmuştur. 
BULGULAR: Majör göğüs duvarı travma öyküsü olmayan 13 hastanın, hematomu büyük olan veya progrese olan 9 tanesine cerrahi olarak müda-
hele edilerek, hematom tahliyesi yapıldı. Kas fasyaları arasında sınırlanmış hematom tahliye edilirken aktif  kanama odağı saptanmadı; hastalar şifa 
ile taburcu edildi. Takip edilen 4 hastadan genel durumu bozuk olan 2 tanesi kaybedildi, diğer iki hastada komplikasyonsuz tam regresyon izlendi.
SONUÇ: Antikoagülan ilaçların en önemli yan etkisini, kanama oluşturmaktadır. Göğüs duvarını oluşturan kaslara kanama nadir görülmektedir. 
Özellikle yaşlı ve hareket kısıtlılığı olan hasta grubunda aksiller veya pektoral bölgeden desteklenerek mobilize edilen veya pozisyon verilen hasta-
larda oluşan tekrarlayan mikro travmalar antikoagülanların etkisiyle hemorajiye ve hematoma yol açmaktadır. Progrese olmayan veya boyutu küçük 
olan hematomlarda medikal tedavi ve takip yeterliyken; uygun hastalarda cerrahi olarak drenaj yapılması hem hasta konforu açısından hem de 
gelişebilecek enfeksiyöz süreçlerin önüne geçmek açısından faydalı olacaktır.

Anahtar sözcükler: Antikoagülanlar; antiaggregants; spontan hemoraji; göğüs duvarı; hematom.
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