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Our experience demonstrates that a conservative

policy of management of disseminated intravascular
coagulation can result in a satisfactory outcome and
thereby avoid the hazards of heparin therapy.

Summary
Two babies who developed bilateral cephal-

haematomata within the first 24 hours of life had
gross abnormalities of their coagulation mechanisms.
The changes were those of a consumption coagulo-
pathy.

Both infants survived and neither showed any
other manifestation of haemorrhage.

We wish to acknowledge the technical assistance of
Miss S. Muxworthy and Miss L. James and the con-
siderable secretarial help given by Miss E. Morgan.

This work was carried out while one of us (M.A.C.)
was in receipt of a grant from the Wellcome Trust.
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Intramural Jejunal Haematoma
After Peroral Mucosal Biopsy in a
Child With Intestinal Malrotation

Intramural haematoma results from localized
extravasation of blood into the wall of the oeso-
phagus, duodenum, and small or large bowel.
The lumen of the viscus is obliterated and most
patients present with symptoms of partial or
complete obstruction. The duodenum is most
commonly affected and children, mostly boys, are

affected more frequently than adults (Bailey and
Akers, 1965; Stewart, Byrd, and Schuster, 1970).
In the majority of cases there is a history of blunt
external abdominal trauma which may often be
quite trivial. The present case is recorded because
of the unusual nature of the trauma from within
by a peroral jejunal mucosal biopsy capsule. The
case illustrates a hitherto unreported hazard of
mucosal biopsy. An additional fact was the
presence of intestinal malrotation.

Case Report
A girl, born at term weighing 3 kg, was first admitted

to hospital aged 2 months with vomiting and failure to
thrive. After investigation she was discharged home
but was admitted frequently until the latest occasion,
when she was 14 months old and weighed only 6 * 25 kg.
There was now no vomiting but she had intermittent
diarrhoea. On examination, apart from her overall
poor development, the only positive findings were signs
of pulmonary stenosis with facies suggestive of Noonan's
(1968) syndrome (depressed nasal bridge, hypertelorism,
micrognathia, and mild epicanthic folds).
Barium meal had been performed when she was 4

months old and showed evidence of malrotation of the
intestines. There was, however, no hold-up of the
barium and, as she never had any symptoms or signs of
obstruction, surgical opinion was not sought. All other
investigations, including those for malabsorption were
negative.

It was decided to perform a jejunal mucosal biopsy,
despite the lack of laboratory evidence of malabsorption.
The paediatric modification of the Crosby capsule was
used (Read et al., 1962). The capsule passed rapidly
through the pylorus but there was a delay of about 15
minutes before it passed from the duodenum into the
jejunum, its position being checked radiologically.
Biopsy was taken using 20 ml syringe suction and the
capsule was withdrawn successfully.
About 48 hours after biopsy she became pyrexial and

started vomiting copious amounts of bile. On abdomi-
nal examination there were numerous visible intestinal
loops, and a mass in the right upper abdomen.
On opening the abdomen through a right upper

paramedian incision, the proximal 12 cm of the jejunum
was found to be the site of a large intramural haematoma
which extended up to the duodenojejunal flexure.
There was also intestinal malrotation with Ladd's
bands and a large duodenum. There was a small
Meckel's diverticulum. The jejunal haematoma rup-
tured during handling with complete dehiscence of the
bowel and profuse bleeding, amounting to about 400 ml.
Ladd's operation was performed and the involved
segment of the jejunum was resected with end-to-end
duodenojejunal anastomosis. Postoperative recovery
was uneventful but there has been little improvement in
the child's general condition since the operation.
Examination of the biopsy and the resected specimens
did not reveal any abnormality or reason for the com-
plicating haematoma.
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Discussion

Intramural haematoma may be subserosal, intra-
muscular, or submucosal, or may involve the entire
thickness of the bowel wall as in this case. There
was no reason to believe that the haematoma was
secondary to a haematological disorder and investi-
gations for a bleeding or a coagulation defect
proved to be negative. The haematoma may have
been secondary to injury to blood vessels by direct
trauma or by a shearing stress, as in patients with
non-penetrating abdominal trauma (Bailey and
Akers, 1965).

Direct injury to a blood vessel seems an unlikely
cause in this case. Histological examination of the
biopsy specimen did not reveal any large vessel, as
has been reported by McDonald (1966). One
would also expect the bleeding to occur into the
lumen of the bowel, rather than intramurally, in
such circumstances.
A shearing stress, with indirect injury to blood

vessels, seems more likely. There had been con-
siderable delay before the capsule passed from the
duodenum to the jejunum. This can be attributed
to the malrotation, which may also have caused
some hindrance to withdrawal of the capsule back
into the duodenum. It is conceivable that during
withdrawal the jejunum may have been sheared,
with tearing of minute vessels in its wall, with
extravasation and formation of the haematoma.
The clinical picture in this case was typical of

intramural haematoma, with signs of jejunal
obstruction, an upper abdominal mass, and a
delay of 48 hours between injury and onset of
symptoms. Though conservative non-operative
treatment has occasionally been employed in
patients with external abdominal trauma (Bailey
and Akers, 1965), Stewart et al. (1970) recommend
exploratory laparotomy in most cases.
While intestinal biopsy has rendered radiological

examination of the alimentary tract in true coeliac
disease unnecessary, Anderson (1966) suggests
that barium studies should be performed in the
atypical case to exclude abnormalities such as
malrotation which may occasionally be responsible
for the symptoms. Leslie and Matheson (1965)
described 4 cases of failure to thrive which they
considered secondary to intestinal malrotation. It
appears that if intestinal malrotation is demonstrated
radiologically, it should be treated surgically and
must be considered a contraindication to peroral
biopsy.

Finally Noonan's syndrome is usually associated
with mutliple extracardiac anomalies (Noonan,
1968), but the association with an intestinal anomaly
such as malrotation has not been reported previously.

Summary
An intramural jejunal haematoma developed after

peroral biopsy in a 4-month-old baby who had
failed to thrive, and who had malrotation of the
intestines. Surgical treatment of the haematoma
was successful.
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Aetiology of Transient
Neonatal Diabetes

In 1970 Ferguson and Milner reported the occur-
rence of transient neonatal diabetes mellitus in two
male sibs and discussed the possible roles of insulin
resistance and insulinopenia in the pathogenesis of
the condition. The mother of these boys became
pregnant again and the opportunity was taken to
study the third infant prospectively to see if it
would develop transient diabetes and if so to
investigate further the cause of this condition.

Case Report
A male infant was born on 20 June 1970 at 40 weeks'

gestation, birthweight 2040 g. The mother, aged 27
years, was slightly obese but had a normal pregnancy,
apart from low urinary oestriol excretions: 4 0 mg/24
hr (28 weeks), 6- 8 mg/24 hr (32 weeks), 8-3 mg/24 hr
(36 weeks), 7- 9 mg/24 hr (38 weeks), 9- 3 mg/24 hr (39
weeks), 6* 1 mg/24 hr (40 weeks). Labour was induced
at term and fetal distress (slowing of the fetal heart and
meconium-stained liquor) resulted in a low forceps
delivery. The Apgar score at 1 minute was 6, and
regular respirations were established by 6 minutes.
Physical examination revealed no abnormality apart
from loose wrinkled skin which was meconium stained.
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