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Introduction

Bowel obstruction caused by blunt
abdominal trauma is rare. In this case
report, we describe our assessment and
management of a 32-year-old man who
came to the emergency department (ED)
because of bowel obstruction occurring 2
weeks after he sustained blunt abdominal
trauma.

Case Report

CC: Nausea and vomiting x 3 days

HPI:

- Three days of NBNB emesis

- Anorexia

- Obstipation x 24 hours

- Seen at same ED 2 weeks prior after an
MVA

- Discharged with no indication for
imaging

- No PMHx
- No medications
- No allergies

Physical Exam:

- T97.8F

- HR 89 beats/min

- BP 126/73 mm Hg
- RR 20 breaths/min
- Sp0298% on RA

- Rigid and diffusely tender abdomen with
involuntary guarding

- Decreased bowel sounds

- Exam otherwise unremarkable

Figure 1. CT scan contrast, showing a large (10.1x5.9x7.2 cm)

Fig. 1A

Fig. 1B

A. Coronal view. B. Axial view.

4 collectiowith n of fluid in the ascending colon.

- OR on HD #3 for partial colectomy

- Post-op course complicated by wound
infection requiring packing on POD #5

- Noted to be doing well at 5 week post-
op visit; cleared for all activity

What we did

Imaging:
- Contrasted CT abd/pelvis
- Bedside US (images not available)

Labs:

- CBC/ BMP/LFTs/Coags
- UA

- Amylase/Lipase

- Type and Screen

Interventions:
- Placement of nasogastric tube
- NPO status

Consults:
- General surgery team

Learning Points

- Blunt abdominal trauma can cause
bowel obstruction

- Obstruction can be immediate or
delayed in presentation

- Patients presenting with bowel
obstruction symptoms and recent
history of trauma need imaging

- Preferred imaging modality is CT with IV
contrast

- Best management is NPO, NG tube,
surgery consult
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