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Delayed Post-Traumatic Small Bowel Obstruction and Perforation

Case Report
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Abstract

Background: Blunt abdominal trauma with no signs
of shock and peritonitis may be treated conserva-
tively. Rarely, such patients may later present with
features of small bowel obstruction. This is a rare
case report of delayed small bowel perforation that
presented primarily with such features.

Case presentation: A 55-year-old male patient pre-
sented having suffered a motorcycle accident ten
days earlier. Immediate post-traumatic clinical and
laboratory examination had only detected a left ul-
nar fracture. During the following days, the patient
experienced worsening of abdominal pain and was
readmitted to the emergency department. Physi-
cal examination revealed abdominal distension
and tenderness. Abdominal computed tomography
(CT) identified a small bowel obstruction and a
large intra-abdominal collection with air-fluid level.
An emergency laparotomy was performed which
disclosed an abscess behind the anterior abdominal
wall and a small bowel perforation at the proximal
ileum. No other intrabdominal injury was noted.
Enterectomy at the site of perforation was decided.
The patient had an uneventful recovery and was dis-
charged on the ninth post operative day.
Conclusion: Delayed small bowel obstruction with
concurrent peritonitis after blunt abdominal trauma
requires a high level of clinical suspicion, in order to
diagnose and appropriately manage these rare post-
traumatic injuries.
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Introduction

Blunt abdominal trauma producing intraperitoneal
injury usually presents acutely, necessitating lapa-
rotomy due to intestinal perforation or mesenteric
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vascular injury [1]. In the absence of shock and peri-
tonitis, patients with blunt abdominal injury may be
treated conservatively. Rarely, such patients can
later present with features of small bowel obstruc-
tion and perforation [2,3]. Three possible causes
have been described. Subclinical small bowel per-
foration, localized bowel ischaemia, and mesenteric
vascular injury [4]. This is a rare case report of de-
layed small bowel perforation that presented pri-
marily with features of small bowel obstruction.

Case presentation

A 55 year-old-male patient presented having suf-
fered a motorcycle accident ten days earlier. The
mechanism of injury was sudden deceleration that
resulted in blunt traumatic abdominal injury. Im-
mediate post-traumatic clinical and laboratory ex-
amination had only identified a left ulnar fracture
and an external splint was placed. During the fol-
lowing days, the patient experienced worsening of
abdominal pain, abdominal distension and vomiting
and was therefore readmitted to the emergency de-
partment. Physical examination revealed a 37,1C°
temperature, 135/80 mmHg blood pressure and 24/
min breath rate. The patient had abdominal disten-
sion and tenderness with increased bowel sounds.
A naso-gastric catheter drained approximately 1200
ml of enteric fluid. An abdominal x-ray showed a
small bowel ileus with multiple air-liquid levels.
An abdominal ultrasound was not diagnostic but
an abdominal computed tomography (CT) demon-
strated a small bowel obstruction and a large intra-
abdominal collection with air-fluid level, localized
directly behind the anterior abdominal wall (Fig. 1).
An emergency laparotomy was performed which
identified an abscess behind the anterior abdomi-
nal wall. Further exploration revealed small bowel
perforation at the proximal ileum. No other intrab-
dominal injury was noted. Enterectomy of the site
of perforation was performed with an end-to-end
anastomosis. The pathology report confirmed local-
ized ischemic enteritis and perforation. The patient
had an uneventful recovery and was discharged on
the ninth post operative day.
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Fig. 1a, b Abdominal CT scan demonstrating small bowel ob-
struction (a) and an abdominal abscess located behind the ante-
rior abdominal wall (b).

Discussion
Delayed small bowel obstruction after blunt
abdominal trauma is a rare clinical entity,
with only a few cases described in the lit-
erature [S5]. Intestinal stenosis can be the
result of a small subclinical perforation that
may seal spontaneously producing a stric-
ture due to scar formation [6]. It is thought
that the fixed portions of the small bowel,
namely, the terminal ileum and proximal
jejunum, are prone to perforation during
blunt abdominal trauma. In our case report,
however, a bowel perforation was evident
at the proximal ileum. It seems that the pri-
mary event was localized bowel ischaemia,
possibly due to a mesenteric vasculature in-
sult. This is in accordance with the findings
of the pathology report. Thus, bowel perfo-
ration was secondary to ischaemia.

Several case reports describe the same
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mechanism of delayed small bowel ob-
struction as a result of bowel ischaemia
[7-10]. Ischaemic complications include ul-
cer formation, fibrosis and ultimately, stric-
ture [11]. However, bowel ischaemia may
lead also to bowel perforation. In our case,
the primary symptoms where that of small
bowel obstruction, while subsequent perfo-
ration was suspected due to signs of local-
ized peritonitis and abdominal tenderness.

Conclusion

Delayed small bowel obstruction with
concurrent peritonitis after blunt abdomi-
nal trauma requires a high level of clinical
suspicion, in order to diagnose and appro-
priately manage these rare post-traumatic
injuries.
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Oyinn Meratpavpartiky Amogpaén xoa Aiatpnon
Aenitou Eviépou

Evéiagépouoa Ilepinrtmon

L. Kohaittng, M. Bovhtoog, A. Magivng, IT. Aweaudxog, A. Xattnudorov, Z. Pitog

IlepiAnyn

Eioaywyn: OtaoBeveicue ®AELOTES RONRDOELG HOLAOG
mov dgv endnhdvouv cupoduvopury aotdbeia 1
ONUELCL TEQLTOVITLONG, dVVOVTAL VOL AVTLUETOTLOHOUV
oUVTNONTIXA. 2€ OQLOUEVES TEQLILTAMOELS, OUTOL
oL aoBevelg wropel va exdnhmoouvy oo, erdva
EVTEQLUNG OTTOPEOENS ®OL €AE0V. TNV mapovow
€QYOOLOL TTEQLYQAWETAL €V TOAMTQUUUOTIOS WUE
oYPun exdAwon amogEaEng xat didtonong AerxTov
EVTEQOV.

IHapovoiaon meototatixov: 'Evog davdoag S5
etmv elye teoyaio attynua mowv amd 10 nuépec.
Qc  odnydg dwmuxhov, ocuvemelo  QITOTOUNG
empPoaduvong, vméotny TANEN UE TO TWOVL OTY
xoloxy yooea. Ausco vmofANOnxre o uhvird
ROL EQYOLOTNOLOKO EAEYYO, TOU OVEDELEE LOVO €va
rdToypo aoloteens miévng. Tig emdueves NuUEQES,
0 000eVNg TOEOVOLAoE TEOOJEVTIRA ETUOELVOUUEVO
KOLMOXO GAYOS ®OL EUETOVS. ZTH UOLKY eEETOON,
SomoTmOn®e ROLMAROS UETEMOLOUOS %ol EVTOVT
evawcOnoia. H oEovixn) Topoypapio  ®olAiog
avédelEe amopealn Aemtov evtéQov, ®abmg xau
Wo. EVTOmOouEVY evoorolMaxy Oulhoyt, Omobev
TOV TROOBIOV ®OoLMOXOV TOLhUOTOS. AROLOVONOE
EMELYOVOO  AOTTAQOTOUIO. OOV TTOLQOYETEVTNUE
éva amooTnua 6mobev tov mEooBiov xolhaxov
toyduatoc. Emiong, Owmotdbnre oHEN Tov
EYYVUS €LAEOV PE OUVODO EVTEQLXRY OTTOPEOEN, OOV
AL €YLVE EVIEQEXTOUN %ol OvooTouwor. Kouio
Al evdoxothont xdxmon dev avayvweiodnxe.
O a0Bevig &lxe OUOA UETEYYELONTLXY TOQEIDL KO
éhafe eErtnoto v évartn nuéa.

Svuméoaocua: Ol RAELOTEC UORMOELS  KOLALOLG
omoutovv VPnAG  delntn nhvirng vmoylog now
TTOOOERTIHY TARAXROAOVONOT, ®aBhS eivan duvatd
vo exdNAwBoUY M onpeia evteQLUNg adpEAENS
®ow evoorotharng AolnmEng.

Aé€eic Kleidia
Khewot) ndxwon xroMog, AuGtonomn eviégov,
MeTaToaupotnog eLAeog

A Xerpovpywi) Khuvinn, TCavero Tevino Noooxroueio TTewpond
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