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Abstract: Road traffic accidents are a leading cause of blunt abdominal trauma®. Very rarely blunt abdominal trauma can lead to
complete duodenal transection with/without injury to pancreas. In appropriate patients primary repair with gastrojejunostomy is a good
option for treatment.
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1. Introduction operative day. On 10" postoperative day stitches were
removed and patient was discharged a day after.

Duodenal transection without pancreatic injury is very
rarely seen in cases of blunt abdominal trauma.
Preoperative diagnosis is very difficult and very often
exact picture becomes clear only after abdominal
exploration ® ¥, This case report describes one such rare
case of complete duodenal transaction without pancreatic
injury in a blunt abdominal trauma victim.

2. Case Report

A 25 year old male patient came to surgical emergency in
RIMS, Ranchi with complain of pain abdomen following
blunt abdominal trauma due to road traffic accident. He
had sustained the injury 12 hours before the time of
admission. Patient explained that he was driving a car
wearing seatbelt when the accident happened. On
examination patient was conscious alert and cooperative.
Pulse rate was 120/min; BP- 100/70mm Hg. Abdominal
examination showed a transverse bruise in the epigastric
region. Abdomen was distended & tender. Guarding and
rigidity were present. Routine blood examination showed
raised TLC count. Blood electrolytes were within normal
limits. X-ray abdomen in erect posture showed free gas
under diaphragm. Decision of exploratory laparotomy was
taken. On laparotomy 2 liters of bilious fluid was aspirated
from abdominal cavity. Complete transaction of small
bowel at duodeno-jejunal junction was found. Duodenum
was kocherised and pancrease was examined. No
pancreatic injury was present. Small tear in mesentery was
also seen. After trimming out devitalized tissue end to end
anastomosis was done between fourth part of duodenum
and jejunum. Nasogastric tube was passed beyond
anastomosis. After taking sufficient length of jejunum,
tension free gastrojejunostomy was done. Generous
peritoneal lavage was given, drain palced and abdomen
was closed in layers.

x-ray showing free gas
i !
under diaphragm

Post-opertive recovery was uneventful. Nasogastric tube
output decreased after 48 hours and it was removed on 4™
postoperative day. Sips of plain water were allowed from
5" postoperative day and the patient was gradually shifted
to normal diet. Abdominal drain was removed on 7" post
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3. Discussion

Blunt abdominal trauma (BAT) comprises 75% of all
abdominal traumas. The most common cause of blunt
abdominal trauma in eastern India is road traffic accident
(57.2%) *. Seatbelt trauma can lead to injury of hollow
organs®. Incidence of duodenal injury is very less and
complete transaction of duodenum without injury to
pancrease is a rare presentation. There are two basic
physical mechanisms at play with which can injure intra-
abdominal organs in cases of Blunt abdominal trauma —
compression and deceleration. Approximately around 72%
to 80% of duodenal injuries can be repaired with primary
suture and 20-28% cases need complex procedures &4,
Primary repair of the duodenum is a viable option for the
management of moderately severe duodenal injuries
especially where pancrease and pancreatic duct are not
damaged®.

4. Conclusion

Complete duodenal transection without pancreatic injury is
very rare presentation. Preoperative diagnosis is difficult
because the condition of patient deteriorates very quickly.
High index of suspicion (especially in cases where seatbelt
trauma is the cause of the injury) is the key in early
detection of such injury. In carefully selected patients
primary anastomosis of the transected segment along with
gastrojejunostomy is a viable option of treatment.
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