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An isolated duodenal perforation in pediatric
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possibility
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Abstract
Isolated duodenal perforation (IDP) in pediatric trauma is rarely reported. Since most of the children with blunt
trauma are managed expectantly, timely diagnosis is imperative to avoid morbidity and mortality. We report a case
of IDP and emphasize on certain specific clinical features indicating possibility of duodenal injury. We also stress
upon the role of early contrast-enhanced computerized tomography (CECT) in such cases.
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Background
Duodenal injuries are rare in pediatric population, and
isolated duodenal perforation (IDP) is even rarely
reported. Overall, duodenal injuries accounts for only
3–5 % of all trauma cases [1]. Exact incidence of IDP in
children is not known due to its rarity. Isolated involvement of duodenum is rare because of its deep retroperitoneal location. More commonly, other surrounding
organs are concomitantly injured in the high energy
transfers involved in the trauma. Clinical detection of
IDP therefore is a challenge to the surgeon because of
the absence of florid signs.
Case presentation
A 7-year-old boy was brought to the emergency room
with history of crush injury by bullock cart 1 h before
presentation. The boy was complaining of severe pain in
the upper abdomen and had two episodes of non-bilious
vomiting. On examination, pulse rate was 130/min and
BP was 110/70 mmHg. The abdomen was tender over
the right hypochondrium and lumbar region. The right
lower limb was flexed at the hip joint, and passive extension was painful. There was no pallor. An abdominal
radiograph was nonspecific and without evidence of free
air. Abdominal ultrasound demonstrated minimal fluid
in the pelvis and unremarkable solid organs. In view of
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the hemodynamic stability and unavailability of expert
radiologist, the child was initially managed expectantly.
The investigations revealed—hemoglobin 120 g/dl, hema
tocrit 32 %, total leukocyte count 26 × 103/μl, and serum
amylase 30 U/L.
He had few episodes of bilious vomiting in the next
12 h. The patient complained of increased abdominal pain
and had local abdominal tenderness despite adequate
bowel rest. Although the child was hemodynamically
stable, he had fever spikes with temperature reaching up
to 38.9 °C.
A contrast-enhanced computerized tomography (CECT)
of the abdomen was done, which revealed free fluid of
high density in the peritoneal cavity around the hepatorenal pouch and localized free air in retroperitoneum
around second part of duodenum, which was communicating with the lumen (Fig. 1). An exploratory laparotomy
was subsequently performed that revealed copious frank
pus in the peritoneal cavity. The hepatic flexure was
inflamed and revealed numerous flimsy inter-bowel adhesions. After reflecting the cecum and ascending colon
medially, the duodenum was identified and was noted to
be covered with bile-stained slough. After kocherization, a
2 × 2 cm perforation was seen on the lateral wall of the
second part of duodenum (Fig. 2a).
Since the defect was less than 50 % of the circumference,
duodenorrhaphy was performed by closing the perforation
in a transverse fashion. A pedicled omental patch was
added (Fig. 2b). The patient was kept nil per oral for
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Fig. 1 Axial section of contrast-enhanced computerized tomography (CECT) abdomen at the level of D2 (second part of the duodenum, arrow) showing
discontinuity in the lateral wall of duodenum, extravasation of negative contrast with intraluminal communication, and few air pockets (brace)

10 days with supplemental parenteral nutrition and had an
uneventful recovery.
Discussion

IDP in pediatric trauma is scarcely reported. Only isolated
cases of IDP following blunt abdominal trauma exists in
the English literature [2–4]. DuBose et al. in 2008 reported
a series of five adult cases of IDP, which was the largest
series thus far in the literature [5]. Concomitant injuries
are more common, and overall outcome depends on the
nature and the severity of these injuries.

Road traffic accidents are the most common mode of
blunt injury to the duodenum [6]. In addition to this,
other peculiar mechanisms commonly encountered in
children are falls, bicycle handlebar injuries, child abuse,
and playground accidents [7–9]. IDP following blunt
trauma abdomen (BTA) may occur as a result of “crush
injury” or “distraction injury”. The duodenum may get
crushed between spine and other hard objects like
handlebar or a steering wheel [10]. In our case, the duodenum got crushed between the spine and heavy bullock
cart. “Distraction” injuries with perforation occur at the

Fig. 2 a Intra-operative image showing the perforation (arrow) in relation to stomach (S), first part of the duodenum (D1) and second part of
duodenum (D2). b Same region after repair is complete and buttressed by an omental patch (arrow head)
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junction of the first and second part of the duodenum
[10]. This usually follows sudden deceleration as after
high-speed motor vehicle accidents.
Presentation in IDP may be nonspecific initially. Specific signs of perforation may appear late. Symptoms
may be mild at the outset and range from mild to severe
upper abdominal pain with recurrent vomiting. There
are reports of patients with milder symptoms having
been discharged from the emergency department only to
be readmitted a few hours later as the symptoms worsened [11, 12]. An in-depth review of the literature on IDP
showed vomiting and abdominal pain, localized to the
right upper abdomen, being the most prevalent symptom
[13]. Leukocyte count has been found to be elevated in
almost all cases [3, 12, 13]. Serum amylase levels may be
raised but is less specific [11, 12]. The triad of vomiting,
upper abdominal pain, and leukocytosis, though individually less specific, when present together in BTA, may
suggest duodenal injury [13]. Our patient had all these
symptoms, which gradually progressed. In addition, he
also had painful flexion attitude of the right hip, which
may had been related to spasm of right psoas muscle secondary to irritation from the surrounding duodenal fluid.
This finding of “psoas spasm” in blunt abdominal trauma
was noted in our case and has not been described in
literature earlier. Therefore, if consistently present, along
with the aforementioned triad, it may clinically suggest
duodenal injury.
Abdominal radiograph and sonography may not be useful in diagnosis of IDP due to its retroperitoneal location
[14]. The role of early CECT abdomen with oral contrast
at this point is crucial. When multi-detector CT is used,
sensitivity of 88–93 % can be achieved for detecting bowel
injuries in patients with blunt trauma [15]. However, such
sensitivity and specificity data of CT in diagnosis of
isolated duodenal injuries do not exist in current literature
due to its uncommon occurrence [13]. Duodenal perforation is suggested if there is a retroperitoneal collection of
contrast medium, extra-luminal gas, or a lack of continuity of the duodenal wall [13]. Since majority of blunt
trauma cases in children with stable hemodynamics are
managed expectantly, clinical correlation with mentioned
CECT features can help surgeons in early decisionmaking. We retrospectively correlated the clinical symptoms and learned that an early CECT would have helped
us in early exploration of this case.
In most of the cases where the perforation is less than
50 % of the circumference, simple duodenorrhaphy is
adequate [7]. In addition to primary repair, feeding jejunostomy or a gastrojejunostomy may be added to safeguard the repair [5]. For perforation sizes that preclude
a primary repair, techniques like jejunal serosal patches
and pedicled mucosal flap with jejunal or gastric island
flap have been described in experimental setting with
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minimal impact in actual clinical setting [10]. Another
technique with Roux-en-Y duodenojejunostomy has been
described with encouraging results in clinical setting as
well [16]. Irrespective of the technique used, the outcome
however also depends on the timing of intervention. It has
been noted that in duodenal perforation with concomitant
injuries, a delay of more than 24 h has a poor outcome
[7]. Thus, early recognition of this rare injury is necessitated for a better outcome.

Conclusions
To conclude, in view of its rarity, a high index of suspicion
is necessary to diagnose IDP in children. Since most of the
children with BTA are managed conservatively, presence
of clinical indicators like upper abdominal pain, vomiting,
and raised leukocyte count should prompt an early CECT
of the abdomen. “Psoas spasm”, when present, should
always alert the surgeon.
Consent
Written informed consent was obtained from the
patient’s parents for the publication of this report and
the accompanying images.
Abbreviations
IDP: isolated duodenal perforation; CECT: contrast-enhanced computerized
tomography; IDP: isolated duodenal perforation; BTA: blunt trauma abdomen.
Competing interests
The authors declare that they have no competing interests.
Authors’ contributions
AKD conceived of the case report, reviewed the literature, and drafted the initial
manuscript. MJ revised it critically for intellectual content and gave approval of
the version. Both the authors read and approved the final manuscript.
Authors’ information
AKD (MBBS, MS, MCh, DNB pediatric surgery), was an assistant professor of
the Department of Pediatric Surgery, Pondicherry Institute of Medical
Sciences, Kalapet, Pondicherry, India. MJ (MBBS, MS, MCh, pediatric surgery,
FIAPS) is a professor of the Department of Pediatric Surgery, Pondicherry
Institute of Medical Sciences, Kalapet, Pondicherry, India.
Received: 1 May 2015 Accepted: 5 May 2015

References
1. Carrillo EH, Richardson JD, Miller FB. Evolution in the management of
duodenal injuries. J Trauma. 1996;40:1037–45.
2. Celik A, Altinli E, Koksal N, Onur E, Sumer A, Ali Uzun M, et al. Management
of isolated duodenal rupture due to blunt abdominal trauma: case series
and literature review. Eur J Trauma Emerg Surg. 2010;36:573–8.
3. Celik A, Altinli E, Ender O, Aziz S, Koksal N. Isolated duodenal rupture due to
blunt abdominal trauma. Indian J Crit Care Med. 2006;10:44–6.
4. Thomas M, Basu NN, Gulati MS, Seager R, Oke T, Constantinescu G, et al.
Isolated duodenal rupture due to go-karting accidents—braking news.
Ann R Coll Surg Engl. 2009;91:340–3.
5. DuBose JJ, Inaba K, Teixeira PG, Shiflett A, Putty B, Green DJ, et al. Pyloric
exclusion in the treatment of severe duodenal injuries: results from the
National Trauma Data Bank. Am Surg. 2008;74:925–9.
6. Allen GS, Moore FA, Cox Jr CS, Mehall JR, Duke JH. Delayed diagnosis of
blunt duodenal injury: an avoidable complication. J Am Coll Surg.
1998;187:393–9.

Dhua and Joshi Burns & Trauma (2015) 3:4

7.
8.
9.
10.
11.

12.
13.

14.

15.

16.

Page 4 of 4

Clendenon JN, Meyers RL, Nance ML, Scaife ER. Management of duodenal
injuries in children. J Pediatr Surg. 2004;39:964–8.
Champion MP, Richards CA, Boddy SA, Ward HC. Duodenal perforation: a
diagnostic pitfall in non-accidental injury. Arch Dis Child. 2002;87:432–3.
Huntimer CM, Muret-Wagstaff S, Leland NL. Can falls on stairs result in small
intestine perforations? Pediatrics. 2000;106:301–5.
Degiannis E, Boffard K. Duodenal injuries. Br J Surg. 2000;87:1473–9.
Torba M, Gjata A, Buci S, Troci A, Subashi K. Delayed presentation of blunt
duodenal injuries in children. Case report and review of literature. G Chir.
2013;34:122–4.
Bhattacharjee HK, Misra MC, Kumar S, Bansal VK. Duodenal perforation
following blunt abdominal trauma. J Emerg Trauma Shock. 2011;4:514–7.
Linsenmaier U, Wirth S, Reiser M, Körner M. Diagnosis and classification of
pancreatic and duodenal injuries in emergency radiology. Radiographics.
2008;28:1591–602.
Toxopeus MD, Lucas CE, Krabbenhoft KL. Roentgenographic diagnosis in
blunt retroperitoneal duodenal rupture. Am J Roentgenol Radium Ther
Nucl Med. 1972;115:281–8.
Malhotra AK, Fabian TC, Katsis SB, Gavant ML, Croce MA. Blunt bowel and
mesenteric injuries: the role of screening computed tomography. J Trauma.
2000;48:991–8.
Elnemr A. Comparison of various techniques for repair of large duodenal
wall defects: an experimental study. Ann Pediatr Surg. 2006;2:139–50.

Submit your next manuscript to BioMed Central
and take full advantage of:
• Convenient online submission
• Thorough peer review
• No space constraints or color ﬁgure charges
• Immediate publication on acceptance
• Inclusion in PubMed, CAS, Scopus and Google Scholar
• Research which is freely available for redistribution
Submit your manuscript at
www.biomedcentral.com/submit

