Case

Discussion

A 21-year-old man was the restrained backseat passenger in a car that lost traction at 60 kilometres

The proposed mechanism for a degloving injury of the colon is the circumferential

per hour, rolling three times. He examined with normal vital signs but was in visible distress from

propagation of a seromuscular tear – i.e. the effacement of the muscularis propria and

abdominal pain. His abdomen examined as tender, distended, guarded, and with percussion

submucosal layers of the bowel wall(1). Such an injury is often due to blunt abdominal

tenderness over the right hemi-abdomen and right renal angle. No other aberrances were found on

trauma in concurrence with a severe shearing force exacted upon the abdomen, such as a

examination. His blood tests revealed a white cell count of 16.3x109/L and venous lactate of
3.2mmol/L. He underwent a head to pelvis CT scan, double read, which revealed moderate-volume
free intraperitoneal air, indicating a hollow-viscous perforation, however with no clear cause. The
entirety of the large and small bowel had no abnormality. He had a moderate sized retroperitoneal
haematoma extending into the right paracolic gutter and infarction of the lower pole of the right
kidney. He had a three column fracture of the L2 vertebral body, with a further fracture of the L1

(2)

seatbelt injury . It is an extremely rare event mentioned sparsely in the medical
literature. There is little, if any, photographic account(1–6). Such injuries are difficult to
diagnose and are often incidental findings during exploratory laparotomy; they may lead to
bowel ischaemia, perforation, and sepsis

(1,7)

. To the authors’ knowledge, this report is the

first to describe such an injury in the Australasian population and the first intraoperative
photographic recount of the degloved right hemi-colon. Despite its severity the degloved

vertebra without retropulsion.
He proceeded for an exploratory laparotomy under spinal precautions. Findings were of a 7cm tear
of the seromuscular layer of the caecum and ascending colon, with haematoma in the adjacent

colon is radiologically elusive as evidenced by both literature and the current findings,
where no mural abnormality was noted on a double-read radiological assessment. The

ileocolic mesentery. The seromuscular tear extended circumferentially, giving the distinctive

authors propose that the findings of such an injury indicates a critical traumatic event and

appearance of a degloved colon as outlined in the images. The remaining intact bowel wall was

reinstates the importance of clinical vigilance for a thorough, systematic approach.

thin, distended, and almost translucent. Gentle traction on mesentery revealed effacement of the
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behind Glisson’s capsule surrounding the right kidney and a 5mm perforation of the sigmoid colon.

The right colon was unsalvageable and a right hemicolectomy with a stapled side-to-side ileocolic
anastomosis was performed as well as a wedge resection of the sigmoid colon with hand-sewn,
end-to-end anastomosis. The patient was transferred to the nearest tertiary trauma centre for
intensive monitoring post-operatively and discharged at day 9 of admission with no complications.
He went on to make a full recovery in the community.

Intraoperative photograph with craniocaudal view showing the avulsed
seromuscular layer of the distended caecum. The thin, distended mucosa is
the only remaining intact layer, and is grasped by forceps.

Intraoperative photograph of the ileocolic region taken from the caudal end of the patient showing
haematoma within mesentery and the underlying, intact mucosa of the caecum. The fragmented
seromuscular layer of the ascending colon grasped by forceps.

