Int J Biol Med Res. 2012; 3(4): 2651-2652
Int J Biol Med Res

www.biomedscidirect.com

Volume 3, Issue 1, Jan 2012

Contents lists available at BioMedSciDirect Publications

International Journal of Biological & Medical Research
BioMedSciDirect
Publications

Journal homepage: www.biomedscidirect.com

International Journal of
BIOLOGICAL AND MEDICAL RESEARCH

Case report

Duodenal Injury following Blunt Abdominal Trauma is a diagnostic enigma:
A case report with literature review
Dr. Mohan Lal Gupta, Dr. Atul Vijay(main Author) , Dr. Mohan Lal Gupta , Dr. Gaurav Dalela ,
Dr. Manoj Kumar Sharma
ARTICLE INFO

ABSTRACT

Keywords:
Blunt trauma abdomen
Duodenal injury
Feeding jejunostomy

Duodenal injury following blunt abdominal trauma is uncommon. It is notoriously difficult
to diagnose and often overlooked leading to increased mortality and morbidity. We report a
case of duodenal injury following blunt abdominal trauma and the relevant literature is
reviewed.
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1. Introduction
Duodenal injury following blunt abdominal trauma is
uncommon, occurring in 11.2-26% of patients [ 1,2]. It is
notoriously difficult to diagnose and often overlooked leading to
increased mortality and morbidity [3,4]. We report a case of
duodenal injury following blunt abdominal trauma and highlight
the challenges associated with its management.
2. Case report
A 50-year-old man suffered from a fall from bi-cycle after hitting
a bullock cart. He attended the emergency department in a stable
condition. He complained of epigastric and right upper quadrant
pain. On examination he was afebrile, pulse rate was 84/minute and
blood pressure was 140/80 mm of Hg. There was generalized
tenderness in the upper abdomen. No guarding and rigidity. Clinical
chemistry and hematological investigations were within normal
limits except for leucocytosis (25,000/mm³). Abdominal and chest
radiographs were normal. Ultrasonogram of abdomen revealed
mild hemoperitoneum with non- visualisation of right kidney.
Contrast-enhanced computed tomography (CECT) scan of
abdomen revealed free fluid in the abdomen, pneumoperitoneum
with retroperitoneal air on right side [ Figure 1].
The patient was taken up for emergency exploratory
laparotomy. There was bile staining (Figure 2), crepitus along the
paraduodenal area and paracolic area and large retroperitoneal
hematoma was found. On mobilization (Kocherization) of the
duodenum a longitudinal tear of 3x2 cms. in anterior wall of the
second part of the duodenum was discovered [Figure 3] . There was
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another transverse rupture in the third part of the duodenum
involving 50% of the circumference. Both the injuries were
repaired in two layers with 3-0 vicryl and silk sutures. Thorough
peritoneal wash was given with normal saline. A feeding
jejunostomy was performed. An abdominal drain was placed in the
paraduodenal area.
During the post-operative period, intravenous fluids,
antibiotics and nasogastric suction were continued. Two units of
whole blood were transfused. From the 5th post-operative day,
nutrition was given through feeding jejunostomy. The drain output
reduced gradually and it was removed on 8th post-operative day.
Nasogastric suction output gradually reduced on daily output
charting and was removed on the 10th post-operative day, when it
was < 100 ml day. On the 15th post-operative day an
ultrasonography showed no evidence of free fluid noted in the
peritoneal cavity or pleural cavity. Oral nutrition was given by the
15th post-operative day and feeding jejunostomy was removed.
Postoperative period was otherwise uneventful with no morbidity.
Figure 1. CECT abdomen showing retroperitoneal air
(black arrow) and obscured peri-pancreatic area
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Figure 2: Intra-operative image – bile collection (black
arrow) and duodenal tear (white arrow)

exclusion, duodenodudenostomy, and duodenojejunostomy [ 9,10].
Duodenal injury should be always adequately explored at
laparotomy, through a wide Kocher maneuver and exposing all the
duodenal portions[6]. Our patient was effectively managed by
simple repair after thorough mobilization(Kocherization) of the
duodenum and feeding jejunostomy for enteral feeding. The
nutritional supplementation through the jejunostomy tube is
beneficial [11]. Early diagnosis and early treatment of duodenal
injuries is associated with good prognosis.
Thus diagnostic clues for duodenal injury following blunt
abdominal injury are:
1) Blunt abdominal injury with vague epigastric pain and stable
condition initially
2) Retroperitoneal air on CT scan

Figure 3: Intra-operative image – duodenal tear being
repaired (black arrow)

3) Obscured Kidney and hematoma in duodenal area on
ultrasonography
4) Bile staining in Morrison's pouch or transverse mesocolon or
retroperitoneum
5) Retroperitoneal confined hematoma or hemo-omentum
6) No obvious signs of peritonitis
7) Retroperitoneal crepitus High index of suspicion
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3. Discussion
Duodenal injury following blunt abdominal trauma is
uncommon, occurring in 11.2-26% of patients [ 1,2]. The
morbidity for patients with duodenal injuries is more dependent
on associated injuries than on the degree of the duodenal injury.A
blunt duodenal injury is less common and more difficult to
diagnose than a penetrating injury [5].
The diagnosis of duodenal injury is difficult unless a high index
of suspicion is maintained. Clinical presentation may vary subtle
before peritonitis develops. Delay in diagnosis and management
clearly increases the morbidity and mortality. Sonography can be
performed initially to rule out injuries of the intra-abdominal
organs and vessels, but it is inadequate to detect lesions
pancreatico-duodenal area [6]. CT scanning with intravenous
contrast remains a valuable tool in the diagnosis of blunt duodenal
injuries[7]. Retroperitoneal air seen on CT scan is an important
s i g n f o r t h e d u o d e n a l p e r f o ra t i o n [ 8 ] . We f o u n d
pneumoperitoneum with retroperitoneal air in our patient with
the help of CT scan before operation.
The surgical repair is a safe and effective treatment for the
duodenal perforation. Approximately 80% of the duodenal
injuries can be safely primarily repaired, while the remaining
usually requires more complex procedure, such as pyloric
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