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Abstract
Road traffic accidents are on a rise with the number of vehicles increasing on the roads every day. With it the morbidity and the mortality
associated with such accidents including both the people inside the vehicle and the pedestrians. Here a case report of an 8 year male is
described who presented with small bowel evisceration following a motorcycle collision, along with a review of literature. The boy had
an uneventful recovery.
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Case description
An 8-year-old male was the victim of a motorcycle collision injury when playing near the highway. He was brought to the emergency
with minor head injury (Glasgow Coma Score 14/15) as per the GCS and herniation (evisceration) of small intestine about 60 cms
through the abdominal wall defect in the right lumbar region [1]. He was hemodynamically stable and required minimal fluid
resuscitation. His primary and secondary survey were conducted as per ATLS guidelines. The eviscerated bowel was covered with
saline dressings while he waited to go to the operating room, where he was taken within 90 minutes and underwent exploratory
laparotomy. The operative findings were an anterior wall defect of size 5 cm in the right lumbar region with the evisceration of 60
cms of edematous jejunum. There were two perforations of less than 1 cm size in the anti-mesenteric border of the jejunum, the
first was 60 cms from the duodeno-jejunal flexure and the second perforation was 25 cms distally from the first (85 cms from the
duodeno-jejunal flexure). As per the American Association for the Surgery of Trauma (AAST) the small bowel injury scale was
Grade 3 [2]. The perforations were debrided and repaired primarily and the abdominal wall was reconstructed in layers. He made
an uneventful recovery.

Discussion
Abdominal trauma is on a constant rise as a result of an increase in vehicles on the road which is responsible for the escalation
in the road traffic accidents. A majority of abdominal injury in children is caused by blunt trauma, with liver and spleen being
commonly injured solid organs; and road traffic accidents are the second most common cause [3,4].
Most intestinal eviscerations seen in trauma are caused by stab wounds which require laparotomy [5]. The colon and small intestine
are the most commonly injured hollow viscus organs in penetrating injury [6]. Bowel injuries in trauma is a leading cause of
morbidity and mortality [7,8].
Apart from the patient’s history, symptoms and the clinical signs, the diagnostic modalities to conclude the presence of any GIT
perforation would range from radiographs, focused assessment with sonography for trauma (FAST), computed tomography (CT)
scan, diagnostic peritoneal lavage (DPL), and diagnostic laparoscopy. If evisceration of abdominal contents is present, the intestine
and the contents should be wrapped to minimize further fluid loss, if no active bleed is present. If active bleed present it should be
controlled at once. The use of saline soaked swabs to cover the intestine can be used in a hospital setting, other option being the use
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of clean wet clothing or cling film when outside hospital setting. Other injuries should be ruled out as the risk of missing them is
high. The herniating intestine should also be checked for strangulation through a small defect which usually occurs due to edema
of the eviscerated contents.
The treatment of such intestinal eviscerations involves prompt resuscitation, exclusion of other injuries, followed by early and
careful laparotomy which allows the best opportunity to make an uneventful recovery. Immediate laparotomy is warranted when
hemodynamic instability, the presence of peritonitis, evisceration, or impalement injuries are present in the patient.
It is important to recognize that local wound exploration must be technically adequate; a simple probing of the stab wound is not
reliable to rule out the peritoneal violation, adequate exposure of the wound is required to follow the track of the stab [9]. If the
peritoneum is breached, the patient should be admitted and kept under observation with regular clinical examination and the
presence of visceral and bowel injury needs to be ruled out.
Delayed presentation, multiple abdominal organs injury, other extra-abdominal injuries and existing co-morbid diseases increase
the morbidity and mortality in these patients. Prehospital assessment, well-equipped ambulances, early diagnosis, aggressive
resuscitation and timely surgical intervention may improve the outcome in traumatic patients.
CT scan of the abdomen and pelvis has become indispensable for evaluation of stable patients after blunt abdominal trauma [10].
Some of the typical features that are diagnostic of hollow viscus perforation would include pneumoperitoneum, discontinuity of
bowel wall, and extravasation of contrast materials. Other suggestive features would include free fluid without solid organ injury,
bowel wall enhancement, bowel wall thickening, and bowel dilatation [11].
If possible, primary repair of the defect is preferable if technically feasible, rather than risking the possible complications of an
anastomosis [12]. In our patient also primary repair was done with no postoperative complications and an uneventful recovery. He
has been on regular follow-up and has remained asymptomatic and is doing well on all aspects.

Conclusion
Road traffic accidents are increasing by the day and so are the various organ injuries that occur along with them. Intestinal
evisceration associated with road traffic accidents is a rare complication requiring an urgent exploratory laparotomy and our
patient made a full and uneventful post-operative recovery. Timely intervention is of utmost importance in such a scenario. A
prepared surgery team with an equipped operation room, availability of blood substitutes and the necessary investigations are all
the important links in the management of the patient of bowel evisceration.
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