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CASE REPORT

Introduction: 
Blunt abdominal trauma aff ects mainly the solid 
organs especially the liver, spleen and kidney. In-
jury to the hollow organs is uncommon, but de-
lay in the diagnosis is common1.  Delay in diag-
nosis and eff ective treatment leads to increased 
morbidity and mortality1,2. Traumatic ‘deglov-
ing’ of the colon from blunt trauma has been 
described3. Complete transection of the colon 
from blunt abdominal injury has been reported 
in retrospective case series, but is uncommon2. 

A case of transection of the retroperitoneal seg-
ment of the descending colon from blunt trauma 
is presented.

Case report:
A 35-year old sawyer was working on a saw mill 
when a plank from a machine hit him on the left  
fl ank. He complained of pain in the left  fl ank and 
was taken to a private Clinic. Th e fi ndings there 
included slight abdominal distension, mild gen-
eralized abdominal tenderness, and tenderness 

in the left  lumbar region. Th e skin over the site 
of injury was not breached. Initial investigations 
showed haemoglobin concentration 11.5 gm/dl 
and a white cell count of 9800 cells/mm3. Uri-
nalysis showed proteinuria but no haematuria or 
glycosuria. An abdominal USS was reported to 
show capsular injury to the left  kidney and intra-
peritoneal fl uid / haematoma in the left  hypo-
chondrium. Th e other viscera were reported to 
be normal. He was placed on analgesics, antibi-
otics and intravenous fl uids. As his general con-
dition did not seem to improve, he was referred 
to the University of Port Harcourt Teaching 
Hospital (UPTH) 5 days aft er his injury.

On presentation at UPTH, he complained of 
increasing left  loin pain and body weakness. He 
also complained of haematuria. His pulse rate 
was 100 beats/min, regular with good volume. 
Th e blood pressure was 120/80 mm Hg. He was 
alert but slightly distressed. Abnormal physical 
fi ndings included skin discoloration and tender-
ness in the left  loin with some abdominal full-
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ness. Th ere was a tender fi rm left  lumbar mass 
associated with subcutaneous crepitus. Th e 
bowel sounds were present and normal but ab-
sent over the swelling. Bowel and renal injury 
were suspected and the patient was admitt ed. 
Initial investigations showed a haemoglobin 
concentration of 10.7 gm/dl, numerous red cells 
on urinalysis and normal serum urea and elec-
trolytes and creatinine. An intravenous urogram 
showed bilateral normal renal function and out-
line. He was placed on intravenous fl uids, broad 
spectrum antibiotics, parenteral analgesics and 
nil oral. Th e haematuria stopped aft er 24 hours. 
His bowels moved twice in the next 48 hours. 
His abdominal fi ndings improved and he was 
commenced on oral sips. As he was stable, non-
operative management was continued. However, 
three days aft er admission, his condition began 
to deteriorate with increasing abdominal disten-
sion and pyrexia. Th ere was discoloration of the 
skin as well as crepitus over the left  lumbar mass. 
Th e haemoglobin and serum electrolytes re-
mained normal. An exploratory laparotomy was 
done on the 10th day post injury. Th e peritoneal 
cavity was clean and there was no obvious vis-
ceral injury. Th e left  loin swelling was found to 
be a pneumocyst. Further exploration revealed a 
complete transection of the mid-descending co-
lon (Figure 1). A retroperitoneal mass extended 
into the left  lateral abdominal wall and contained 
a mixture of fecal matt er, pus and necrotic tissue. 
Th ese were walled off  from the peritoneal cav-
ity by a pyogenic membrane. Th e left  ureter was 
posterior to the pyogenic membrane but was 
not lacerated. Th ere was a small laceration of the 
anterior edge of the splenic capsule. Th is which 
was sealed off  by fi brinous adhesions. Th e ab-
scess was drained, necrotic tissues were evacu-
ated and debridement was done. Aft er trimming 
the ends of the transected colon, an end to end 
colonic anastomosis was done. A tube drain was 
placed in the left  para-colic gutt er. Th e abdomi-
nal wound was closed with nylon suture mate-
rial. Unfortunately, the patient did not recover 
from anaesthesia and died 4 hours aft er opera-
tion. A consent for post-mortem examination to 
establish the cause of death was not given.

Discussion:
Th e hollow organs (intestines, bladder, ureters 
and blood vessels) are less frequently injured in 
blunt abdominal trauma. Of the hollow organs, 
the mobile parts of the intestines are more com-
monly injured than the fi xed parts. In the colon, 
the mobile transverse and sigmoid colons are 
more commonly injured than the ascending and 
descending colons. In 25 separate colonic inju-
ries aff ecting 19 patients, the descending colon 
(with only two injuries) was least aff ected4. Fur-
ther, the authors surmised that colonic injuries 
are thought to occur when the organ is com-
pressed against bony structures such as the spine 
or pelvis4. It is diffi  cult to rationalize this with 
the above patient who was hit on the left  fl ank 
posteriorly. Colonic ruptures may result initially 
or following ischaemic necrosis in the presence 
of intramural haematoma1. Colon transection 
from blunt abdominal trauma is rare. In retro-
spective reviews, Ross et al5  found 68 cases of 
colon transection in 286 patients, while Ric-
ciardi et al6 found 5 cases of transection in 172 
patients with colon injuries from blunt abdomi-
nal trauma. A recent report described 11 cases 
of colonic transection from blunt trauma in 64 
colonic injuries7.

Delay in diagnosis is common in blunt injuries 
to the retroperitoneal colon in spite of radio-
logical diagnostic facilities like CT scan1,3,5. One 
speculated reason for delay in diagnosis when 
compared with solid organ injuries is that hollow 
organ injuries do not result in signifi cant imme-
diate blood loss . In the above patient, the ultra-
sound scan report was misleading, emphasizing 

Figure 1: A photograph showing the severed ends “A” of a seg-
ment the descending colon
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the fact that the study is insensitive for hollow 
organ injury and is observer dependent3,8. Re-
peated serial clinical observations are important 
in the management of intra-abdominal injuries 
but this practice may be handicapped by errors 
of interpretation. In retrospect, the subcutane-
ous emphysema in the above patient with an 
intact overlying skin suggested intestinal injury. 
Th e haematuria that was observed in the ward 
aft er urethral catheterization, suggesting renal 
tract injury, as well as the passage of stool seven 
days aft er injury were probably a red herring. 
Th e suspicion of renal trauma reported on USS 
encouraged non-operative management while 
the patient was stable until the deteriorating 
clinical condition indicated exploration.

As there was no intraperitoneal soilage and the 
patient was young and appeared stable under an-
aesthesia, it was considered judicious to do a pri-
mary resection and anastomosis. Th is conforms 
with the trend to avoid colostomies, when pos-
sible, in the management of colonic injuries5,9,10. 
It may be speculative to suggest that this proce-
dure was contributory to death by prolonging 
the operation. 

Generally, morbidity and mortality are high in 
blunt colon trauma2,6, usually from associated 
injuries and delays in diagnosis and appropriate 
treatment. Other factors impacting on outcome 

include degree of peritoneal soiling and delay in 
diagnosis10. 

Conclusion:
An index of suspicion by the physician and CT 
scan evaluation are recommended in the prompt 
management of patients with blunt abdominal 
injuries 
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