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Isolated Jejunal peroration in a case of blunt trauma abdomen is less encountered and 

variably dealt with. Being rare, its diagnosis itself is very late clinically and hence 

carries very high rate of morbidity & mortality. Here we attempted a novel technique 

to manage the dreaded proximal intestinal leak and avoid stoma at a very proximal 

site. High output proximal fistula that follows leak is still a nightmare for the resident. 

Isolated Jejunal blowout injuries are easily missed and diagnosed late. The 

management involves a primary repair which has a very high risk of leak. This further 

increases the financial burden and emotional trauma, to the patient & family, as it 

involves multiple surgeries and prolonged hospital stay following leak and / or high 

output proximal fistula. This can be avoided by addition of a retrograde 

duodenostomy to secure the anastomosis without much expense. This reduces the 

overall stay and expense. Bile collected from the Retrograde Duodenostomy tube was 

further utilized and replaced to the patient, thus alleviating the need for total 

parenteral nutrition also. Here we present our technique. 

 

 
 

PRE SE NTA TI ON O F CA S E  
 

 

A 25-year-old male presented to the emergency department with a history of fall from 

a truck 2 days back. He was treated at a local hospital and was referred to our center. 

On arrival, the general condition was poor with BP of 80/50 mmHg pulse rate of 96 

bpm and RR of 30 cycles/per min. Patient also gave history of not passing stools or 

flatus since last 24 hrs. 

On per abdominal examination guarding and tenderness was present in the 

epigastric region with generalized board like rigidity. X-ray abdomen standing 

showed free gas under right hemi-diaphragm (fig. 1). Ultrasonography showed free 

fluid in the peritoneal cavity with internal echoes.  
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DI SCU S SI ON O F MANA G E ME NT  

 

 

Patient was started on I.V. antibiotics and resuscitated. 

Emergency laparotomy was planned. 

 

 

Intraoperative Procedure 

A large Jejunal grade III (according to AAST) perforation 

involving the 2/3rd circumference was seen with gross 

contamination of the peritoneal cavity.[1] After refreshing the 

mucosal edges blowout was closed with 3-0 polyglactin 910 

and lambert sutures were placed with 2-0 silk. 

 

 
Figure 1. X-Ray Showing Free Gas under Right Hemi Diaphram 

 

 

Figure 2. Diagramatic Representation of Double Tube Technique 

 

 

Novel Technique 

In view of gross oedema and contamination to forestall the risk 

of anastomotic leak and to avoid proximal stoma, a novel 

technique was devised. Double tube drainage was done, where 

in a retrograde duodenostomy (RD) proximal to resection 

anastomosis (RA) and a feeding jejunostomy (FJ) was done 

distal to the resection anastomosis (fig. 2.a). The patient was 

started on FJ feed on return of bowel sounds. Furthermore, the 

duodenostomy output was collected in a especially designed 

collection bag available commercially and replaced back 

through FJ tube to enteral circulation (fig. 2.b) Thus, utilizing 

the gastric, hepatic and pancreatic juices. 

The patient was discharged on POD 8 with the tube in situ 

and was in regular follow-up. After 7 weeks the tubes were 

removed first FJ tube followed by RD tube. The post-operative 

period being uneventful. 
 

 

Figure 3. Actual Picture Showing Tube Placement and  

Collection System to Collect and Replace Digestive Juices 

 

 
 

 

DI SCU S SI ON  

 

 

Isolated Jejunal perforation is seldom seen in cases of blunt 

trauma abdomen to the tune of <1%.[2] To prevent morbidity 

and mortality associated with such injuries one needs to have 

high index of suspicion and frequent detailed examinations.[3] 

The dynamics of isolated jejunal injury can be attributed to 

compression of bowel between vertebral column and hard 

surface with which the patient collides, or may be due to 

sudden increase in intra-luminal pressures.[4] CECT scan forms 

the gold standard investigation to assess such blunt trauma 

patients as it has sensitivity of 92%, specificity of 94%, positive 

predictive value of 30% and negative predictive value of 

100%.[4] The grading of small bowel injury is done according 

the AAST.[1] About 13% of the blunt trauma abdomen or fall 

from height patients suffer from intra-abdominal organ injury, 

where bowel comes second to spleen and liver injuries.[5] The 

amount of time wasted in forming diagnosis can drastically 

increase the morbidity and thus morbidity. 

 
Grade Description 

Grade I 
Contusion or hematoma without devascularization; partial –thickness 

laceration 
Grade II Full thickness laceration <50% of circumference 

Grade III Full thickness laceration >50% of circumference 

Grade IV Transection 

Table 1. Grades of Hollow Viscus Injury 
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Cases of proximal jejunal injuries can be managed by 

placement of two tubes, viz. Retrograde Duodenostomy and 

Feeding Jejunostomy. The bile collected from the Retrograde 

Duodenostomy tube was further utilized and replaced to the 

patient, thus alleviating the need for total parenteral nutrition 

also. This reduces the financial burden on the patient. This 

technique is easily reproducible and can be performed at small 

centers also. This, although increases the duration of hospital 

stay, avoids the anastomotic leak and further complications 

that follow. 
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