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COLORECTAL TRAUMA
M Stokes, D J Jones

Trauma of the large bowel is relatively uncommon in the United Kingdom.
Colorectal injury occurs after blunt or penetrating trauma and the
introduction of foreign bodies into the rectum.

Penetrating weapons should not be removed before
operation.

Major abdominal trauma

Blunt abdominal trauma caused by road traffic accidents is the most
common type of injury in the United Kingdom; patients usually have
multiple injuries. Bowel injury arises from direct impact and deceleration,
which cause shearing and rotational forces, culminating in burst bowel and
torn mesentery. Seat belt injury is the classic form of this. The colon is
injured in less than 5% of patients with major blunt abdominal trauma, and
injuries to the liver, spleen, kidneys, and small bowel are far more common.

Penetrating trauma in the United Kingdom is usually due to stabbings and
less commonly to low velocity firearms. The incidence of stab wounds is
increasing, especially in inner cities. Abdominal viscera are at risk of injury
with any penetrating wound below the nipples. The large bowel is injured in
about 10% of abdominal stabbings, the transverse colon being the most
vulnerable segment. More serious penetrating injuries are inflicted by high
velocity weapons and debris from bomb blasts. Visceral injury is present in
three quarters of those with gunshot injuries. Soldiers are at risk of rectal
injury from gunshot wounds sustained while in the characteristic prone

Bruising over the ribs after blunt position.
abdominal trauma; there is a high
risk of major thoracic and
intra-abdominal injury. Injury due to the introduction of objects into the rectum for self

gratification is also becoming more common. Most patients present because
they are no longer able to remove the object. Serious associated injury to the
bowel is uncommon.

Initial assessment and resuscitation Management
of patients with major trauma The resuscitation and management of a patient with major abdominal
*~~~~~~~Prmr.uvyan euctto trauma follows the established sequence for all victims of major trauma. A

primary survey iS performed and the patient resuscitated. A secondary
Aiwyadc. ia pn oto survey identifies all the injuries and definitive management is-initiated.

Breathing A history of the incident is obtained from the patient or witnesses to
Circulation and haemorrhage control -determine the mechanism of injury which gives clues to the likely injulries.
Dysfunction of the central nervous system The abdomen is notoriously difficult to assess by clinical examination.
Exposure Muscle guarding and signs of peritoneal irritation are commonly present in

* Secondary survey themultiply injured patient and their importance may be uncertain. Bowel
* Definitive management sounds are unhelpful as their presence or absence does not help determine

whether or not there is a significant injury.
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Unequivocal evidence of major intra-abdominal injury is an indication
Information required about the for surgical intervention. A diagnostic peritoneal lavage is performed if
incident abdominal examination is equivocal, unreliable, or impractical and in
* Medical history of patient patients with unexplained hypotension. This shows evidence ofmajor intra-
* Nature of incident: abdominal haemorrhage and ruptured viscera. A rectal examination is

Stabbing performed to detect blood, loss of integrity of the bowel wall, and a high
Shooting lying prostate.

* In road traffic accidents: InvestigationsSpeed of vehicle In patients with major injuries blood is taken for cross matching and to
Nature of impact determine the haemoglobin concentration, white cell count, and urea and
Deformation of vehicle electrolyte concentrations. Radiographs of the chest and pelvis are -taken.
Steering wheel involvement Computed tomography and ultrasonography if available are useful in the
Seat belt involvement assessment of the stable patient who does not require an immediate

* Injuries to other victims laparotomy. Specific injuries to the large bowel, however, are rarely
identified by preoperative investigations.

Large bowel injury

Management
Stab wounds-At one stage it was customary to explore all abdominal stab

wounds. An expectant policy with active observation is now preferred in
patients who do not have signs of major intra-abdominal haemorrhage or
peritonitis. Laparotomy is performed if the patient develops signs of such
injury.

Firearm wounds-All patients with gunshot wounds which may have
*' ''involved the abdomen should undergo laparotomy.

Perforated bowel due to blunt abdominal trauma.
Blunt injury -If there is evidence ofmajor intra-abdominal haemorrhage,

peritonism suggestive of a ruptured viscus, or a peritoneal lavage proves
positive a laparotomy is performed. If there is not an immediate indication
for laparotomy a policy of active observation is adopted and surgery

Indications for laparotomy performed if injuries become apparent.
* Unexplained hypotension
* Evisceration The management of the large bowel injury itself is controversial. Debate
* -Pneumoperitoneum on radiography centres around the relative merits of debridement, repair, and
* Gunshot wounds exteriorisation ofbowel ends versus primary repair or resection and primary

anastomosis. During the two world wars mortality from colorectal trauma,* Positive results on pe'ritoneal lavage particularly in those treated by primary closure, was so high (60%) that the
* Definite signs of bleeding surgeon general of the United States Army issued an order requiring all
* Definite signs of visceral rupture large bowel injuries to be treated by colostomy. This policy was followed in

Korea and Vietnam with a dramatic reduction in mortality due to colorectal
trauma. Such a rigid policy is not considered necessary in civilian practice,
where victims receive prompt medical attention. The risks of sepsis are
lower and selected injuries can be treated by primary repair or resection
with anastomosis.

Types ofinjury
Injury to the large bowel results in three types of injury: simple tears;

mesenteric injuries which bleed and devascularise the bowel; and complex
injuries with major disruption of both bowel and mesentery. If bowel
contents are released into the peritoneal cavity faecal peritonitis soon
develops.

_~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~U -''_.
~~~~~Simple tears of the bowel can be safely repaired without the aid of a

_~~~~~~~~~~proximal defunctioning colostomy.

~~~~~~~Mesenteric tears require sutures and ligatures to control haemorrhage. If
_ J _ ~~~~~~~~~thereis doubt about the viability of the bowel it should be resected. The
_ _ ~~~~~~~~~proximalcolon iS exteriorised as an end colostomy and the distal bowel

a _-~~~~~~~~~~either exteriorised as a mucus fistula if there is sufficient length or,
-~~~~~~~~~~alternatively, oversewn. In selected cases a primary anastomosis may be

Radiograph showing pneumoperitoneum performed.
after perforation of the colon during
colonoscopy.
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Complex injuries to the left colon usually necessitate resection and
exteriorisation of the bowel ends. In the absence of extreme faecal
contamination and other major injuries primary anastomosis is becoming
increasingly more appropriate. If the injury affected the rectum the
presacral space should be drained.

Large bowel injuries carry a high risk of clostridial sepsis, so tetanus
toxoid, gas-gangrene antitoxin, and appropriate antibiotics should be,

Contraindications to primary repair given. Bowel continuity is restored and colostomies are closed at a later date
or resection and anastomosis when the patient has recovered.
* Shock
* Extreme faecal contamination
* Extensive tissue damage- Primary repair
* Associated injuries About a half of large bowel injuries are suitable for primary repair or
* Delay in operating after injury resection and aiastomosis. This line of management, however, is
* Gross faecal loading contraindicated in the presence of shock, extreme faecal contamination,

extensive tissue damage, associated injuries, delay in operating after injury,
and gross faecal loading.
Good results are now claimed in many centres of using primary closure in

selected cases. It is agreed that patients with heavily contaminated wounds
who present late with shock and numerous other injuries are best treated by
colostomy, and that when contamination is minimal, there is a single
injury, and presentation is early primary closure is feasible. The
controversy rests with the cases that fall between these categories.

Specific injuries

Swallowed objects
Sharp ingested objects may travel with the

:J ii faeces and lacerate the bowel or anal mucosa.
Fish and chicken bones have been implicated,
along with various more obscure objects in
patients with psychiatric conditions. Patients
may present with acute anal pain, and an acute
anal fissure may be wrongly diagnosed. A careful

- _>u j __ anorectal examination, which may need to be
[-~ - _ g ,= performed under anaesthesia, will enable. k_t . ! t ' diagnosis and allow removal of the offending

Perforation of the terminal ileum (left) caused by chicken bone (right). object.

_wX Foreign bodies in the rectum
The introduction of foreign bodies through the anus is not as common as

the prevalence of medical anecdotes suggests. Numerous objects have been
described, including bottles, light bulbs, fruits, broom handles, vibrators,
and other phallic objects. They are usually inserted deliberately, either by

_g< ':!ef' ~~~~~thepatient or their partner, for erotic stiulation, but objects are also

F9!= v ~~~~introduced during drunken play acting and assaults. Rectal lacerations are
_> i !! X ~~~~~~seenafter fist fornication, when the fist is inserted into the rectum for sexualt.~~~~~~~~gratification. Rectal thermometers and enema nozzles are occasionally

_~~~~~~~mislaid in the;rectum.
W _ y ; ^ ~~~~~~Mostforeign bodies can be removed through the anus under anaesthesia.

' . : .¢'4.:'_ ,X:i25 ............This iS facilitated by anal dilatation and applying pressure with a hand in the
_! ; ~~~~~~~suprapubic region. After removal of the object the rectum is examined for

Radiograph showing roll on deodorant underlying injury, although full thickness tears are unusual. Laparotomy
bottle in the rectum. and open removal of the foreign body is rarely necessary.
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Obstetric injury
A perineal tear due to parturition is a common anorectal injury, in which

4-_the anal sphincter mechanism is damaged. A prophylactic episiotomy
should be performed if the perineum seems likely to tear. Immediate repair
ofthe sphincter gives the best result. Ifthis is not done, or ifsepsis develops,
the anal sphincter may be compromised, resulting in incontinence.

Iatrogenic injury
The rectum may be perforated by a sigmoidoscope or enema nozzle. This

is largely preventable if care is taken and should be a rare occurrence.
Biopsy specimens of tumours can be taken safely, but mucosal biopsy
specimens taken with the large rigid biopsy forceps should be taken only
within 10 cm of the anus because of the risk of perforation.

Barium enema radiograph showing contrast Dilatation of rectal strictures and diathermy or laser treatment of rectal
tracking into the buttock after rectal perforation. tumours may cause perforation. Urethral dilatation causing a false passage

or open prostatectomy may damage the anterior wall of the rectum.
An iatrogenic injury is usually recognised at the time of occurrence.

Immediate closure of a perforation and formation of a defunctioning
colostomy is recommended. Minor injuries can be managed conservatively

"An with active observation and antibiotics.

Impalement
Impalement injuries are usually accidental. Falls on to railings or

pitchforks may cause severe damage with little external evidence ofinjury if
the object enters through the anus. The seat of a BMX bicycle and of a
surgeon's operating theatre stool have been reported to have caused such

- ..rectal trauma.

Torn, ruptured rectum with bruising of the
buttocks caused by self abuse.

Pneumatic injury
A compressed air nozzle applied to the rectum as a practical joke may

cause considerable colonic perforation. Patients present with signs of an
intra-abdominal catastrophe and require resuscitation and urgent
laparotomy.

Pelvic fractures
The rectum may be punctured by bone fragments after major pelvic

fracture, when there will usually be coincident bladder, prostate, and
urethral injuries. Bone fragments and dislocation of the prostate are felt on
rectal examination. A defunctioning colostomy or Hartmann type resection
is indicated.

The radiographs were provided by Dr Maeve McPhilips (Chinese University ofHong Kong), MrP
Plunkett (St James Hospital, Dublin), and Dr Brian Hourihane (St Vincent's Hospital, Dublin).

1111Er1lll | ~~~~~~~MrM Stokes is senior registrar in general surgery, St Vincent's Hospital, Dublin, Mr D J
Radiograph showing penetration of colon Jones is lecturer and honorary senior registrar, Hope Hospital, Salford.
and stomach caused by rupture of the -The ABC of Colorectal Diseases has been edited by Mr D J Jones and Professor M H Irving,
diaphragm after blunt abdominal trauma. Hope Hospital, Salford.

306 BMJ VOLUME 305 1 AUGUST 1992

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

M
J: first published as 10.1136/bm

j.305.6848.303 on 1 A
ugust 1992. D

ow
nloaded from

 

http://www.bmj.com/

