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Blunt abdominal trauma causing small bowel injury is relatively uncommon. Bowel may get injured but perforation and 
complete transection is rare. Missed or delayed diagnosis was implicated as a major contributor for high mortality. Small 
bowel injuries are uncommon after Blunt Abdominal Trauma (BAT) and are usually associated with high energy 
deceleration injury, most commonly due to road traffic accidents. The possibility of intestinal injury must be kept in mind 
while examining patients with blunt abdominal trauma despite negative clinical signs. Small bowel is the third most 
common organ injured in blunt abdominal trauma. Here we present a case of jejunal transection following deceleration 
injury sustained in road traffic accident with a presentation which was delayed for 12hours. The patient had polytrauma. 
A high index of suspicion and timely surgical intervention resulted in a successful outcome.
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INTRODUCTION:
The small intestine represents the third most commonly 
injured organ with a reported incidence of 5%-15%. Injury to 
small bowel and mesentery is believed to account for an 
incidence of 1%-5%. In BAT, detection of small intestinal 
injury is uncommon and corresponds for less than 1.1% of 
blunt trauma hospitalisations with only 0.3% being 
perforated. In polytrauma, bowel injuries are difficult to 
evaluate and often missed despite improved diagnostic 
techniques. Delay in diagnosis is frequently linked to higher 
morbidity and mortality rates. The majority of small bowel 
injuries are brought on by car accidents, falls from great 
heights, and other injuries. 

CASE REPORT:
A 34 years old male sustained a blunt injury to the central 
abdomen during a collision with a lorry while driving a four 
wheeler. He presented with severe abdominal pain, vomiting 
and resuscitated in local Center and referred to our institute 
RAJIV GANDHI GOVERNMENT GENERAL HOSPITAL  for 
further management. On receiving in emergency he was 
tachyopneic, and having tachycardia with blood pressure of 
around 110/80mm of hg. On examination he was in distress 
and a transverse abrasion of about 10cm in the epigastric 
region. Abdomen was slightly distended and generalised 
guarding and rebound tenderness present.bowel sounds 
were absent. Systemic examination did not reveal any other 
signs of associated injury.

Laboratory parameters were in the normal range with hb 
around 13gm/100ml, PCV around 40%. An urgent X-ray erect 
abdomen and chest were done which shows air under the 
diaphragm indicative of pneumoperitoneum and suggestive 
some hollow viscus injury.

O n  u l t ra s o n o g ra p hy  o f  t h e  a b d o m e n  reve a l e d 
hemoperitoneum with fluid collection in the perisplenic 
space. The other solid organs were normal. Patient was 
immediately resuscitated and planned for exploratory 
laparotomy and proceed.

Intraoperative findings showed a hemoperitoneum of around 
500 ml and a complete transection of jejunum which was 100 

cm from the duodenojejunal Flexure with associated 
mesenteric tear. The transected portion was sealed by a wrap 
of omentum. A limited small bowel resection and primary 
anastomosis was performed and through wash was given and 
intra abdominal drain was kept. His post operative course was 
uneventful and drained removed on third post operative day 
and started him on orals and discharged on day 11 in stable 
and healthy condition.

Abdominal erect X-ray showing air under diaphragm 
(pneumoperitoneum)

Figure 1: intraoperative image of transected ends of 
jejunum
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Figure: 2  resected ends of jejunum planned for primary 
anastomosis.

Figure 3-end to end anastomosis of transected jejunal 
loops 

Discussion:
Most cases of small bowel perforation involve blunt trauma to 
abdomen as a result of motor vehicles and fall from heights, 
and are commonly linked with numerous injuries. In these 
situations, the mechanism of injury is typically small bowel 
rupture due to decelerating injury or mesenteric laceration 
due to direct compression. Some times direct compression 
over the lumbar vertebra also causes small bowel perforation. 
Fixed segments like the duodenum, the duodeno-jejunal 
flexure, the proximal jejunum, and the terminal ileum are all 
impacted by decelerating injury.

In the case at hand, a localised blunt force was applied to the 
central abdomen, causing jejunal transection and an isolated 
rupture of the mid and small bowel. This injury was classified 
as grade 4 to grade 5 with hemoperitoneum on the small 
bowel injury scale. In all possibilities the hemoperitoneum 
could be from the bleeding from the cut ends of jejunum. Even 
though the distal feeding jejunostomy may be prudent it was 
not done in this case.

The diagnosis of small bowel injury is frequently delayed and 
is associated with significant morbidity and mortality due to 
the rarity of small bowel injury following a blunt abdominal 
trauma, the absence of peritoneal signs, and the sensitivity of 
radiological imaging.

In such cases, take a thorough medical history while paying 
close attention to the type of projectile, its speed, the 
mechanism of injury, and the precise anatomical site where 
force was applied. Patients who appeared to have just mild 
abdominal injuries may be particularly vulnerable to small 
bowel perforation. Such patients ought to have regular 
clinical reviews with an expert doctor, and they ought to have 
quick surgical intervention at the first indication of clinical 
decline.

Figure showing AAST classification of small bowel injury

Multiple injuries and treatment delays of at least 24 hours are 
factors that affect death. Diagnostic challenges frequently 
arise because the patient is in pain and suffering, frequently 
has a reduced level of consciousness, and/or has related 
remote injuries that could divert the doctor's attention away 
from the abdomen. Delay in rupture is also possible, therefore 
surveillance should last for at least 48 to 72 hours with a 
reminder to come back right away if the pain reappears. Even 
though straight abdominal and chest radiographies have 
limited diagnostic utility, they may nevertheless be beneficial 
in 50% of cases.

It is recommended that all patients with multiple injuries 
undergo a diagnostic abdominal paracentesis, especially if a 
head injury has occurred and the patient is not fully aware. 
Negative results should trigger diagnostic peritoneal lavage, 
but in this instance, the patient was taken to the hospital right 
away for emergency surgery.

In the past, diagnostic peritoneal lavage was the method of 
choice for assessing blunt abdominal injuries, but CT 
imaging has increasingly taken its place. Early diagnosis and 
strong therapy are important if the mortality is to be 
decreased. Abdominal examination should be done carefully 
and frequently, and if clinical parameters worsen or do not 
improve within 12 to 18 hours, an immediate laparotomy 
should be performed. As a more contemporary form of care, 
laparoscopy is being employed for bowel diagnosis and 
repair.

CONCLUSION:
To conclude this is a case of jejunal transection followed by 
blunt abdominal trauma in road traffic accident brings 
forward the peculiarity of the case and delayed presentation 
and it also signifies the importance of clinical examination 
and history taking and thorough repeated examination which 
rises the suspicion.
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