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 Case Report

Traumatic Rupture of Duodenum: A Case Report
Rahman MA1, Imam HM2

Abstract:
Isolated duodenal rupture after blunt abdominal trauma is infrequent, liable to be missed and is associated with 
high morbidity and significant mortality. Diagnostic delay is a part of clinical picture in most of these cases, 
considering its anatomical location & lack of peritoneal sign. Among different modalities, use of CT scan for 
diagnosis is widely appreciated. Majority of duodenal injury can be managed by simple repair of injured site. But 
delayed presentation, lack of optimal diagnostic approach & delayed surgical intervention have results in many 
post-operative complication & hamper the possible outcome. The case of young traumatized patient with isolated 
duodenal rupture is presented to highlight these issues. 
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H2a. Diagnostic criteria* for functional dyspepsia 
Must include all of the following: 
1. Persistent of recurrent pain or discomfort centered in the upper abdomen (above the umbilicus).
2. Not relieved by defecation or associated with the onset of a change in stool frequency or stool form
(i.e., not irritable bowel syndrome).
3. No evidence of an inflammatory, anatomic, metabolic, or neoplastic process that explains the subject’s symptoms. 

 H2b. Diagnostic criteria* for irritable bowel syndrome 
Must include all of the following: 
1. Abdominal discomfort (an uncomfortable sensation not described as pain) or pain associated with 2 or 
more of the following at least 25% of the time:
(a) Improved with defecation
(b) Onset associated with a change in frequency of stool; and 
(c) Onset associated with a change in from (appearance) of stool.
2. No evidence of an inflammatory, anatomic, metabolic, or neoplastic process that explains the subject’s
symptoms.
H2c. Diagnostic criteria† for abdominal migraine 
Must include all of the following: 
1. Paroxysmal episodes of intense acute periumbilical pain that lasts for 1 hours or more.
2. Intervening periods of usual health lasting weeks to months.
3. The pain interferes with normal activities.
4. The pain is associated with 2 or more of the following: anorexia, nausea, vomiting, headache,
photophobia, pallor.
5. No evidence of an inflammatory, anatomic, metabolic, or neoplastic process that explains the subject’s
symptoms. 
H2d. Diagnostic criteria* for childhood functional abdominal pain 
Must include all of the following: 
1. Episodic or continuous abdominal pain.
2. Insufficient criteria for other functional gastrointestinal disorders.
3. No evidence of an inflammatory, anatomic, metabolic, or neoplastic process that explains the subject’s
symptoms.
H2d1. Diagnostic criteria*for childhood functional abdominal pain syndrome 
Must include childhood functional abdominal pain at least 25% of the time and 1 or more of the following: 
1. Some loss of daily functioning
2. Additional somatic symptoms such as headache, limb pain, or difficulty in sleeping 
H1c. Diagnostic criteria* for aerophagia 
Must include at least 2 of the following: 
1. Air swallowing.
2. Abdominal distension due to intraluminal air.
3. Repetitive belching and/or increased flatus.

Table II: Rome III Diagnostic Criteria for Pediatric Functional Bowel Disorders.

 History: Red Flags 
Weight loss Persistent right upper or right lower quadrant pain 
Unexplained fevers Pain radiating to the back 
Unexplained rashes Arthritis 
Persistent vomiting Recurrent oral ulcers 
Dysphagia/odynophagia Anal/perianal ulcers 
Hematemesis Nocturnal symptoms (waking with diarrhea and/or vomiting) 
Bilious emesis Delayed puberty 
Chronic diarrhea (> 2 weeks) Deceleration of linear growth velocity 
Hematochezia/melena 
Physical Exam: Red Flags 
Decline in weight/height parameters Abdominal mass 
Pallor or anemia Localized tenderness 
Abdominal distension Perianal fissures or ulcers 
Organomegaly (hepatosplenomegaly) Positive hemoccult stool test 

Table III: “Red Flags” In History and Examination of Recurrent Abdominal Pain.

Figure 1, 2: Huge bile, blood & food mixed fluid & material revealed after opening the abdomen by upper midline incision

Figure 3: Large perforation found in the 2nd part of duodenum

evidence that patients with recurrent abdominal pain 
have more symptoms of anxiety and depression 
(internalizing emotional symptoms) than do healthy 
community controls. In contrast, there is evidence 
that children with recurrent abdominal pain do not 

have higher levels of conduct disorder and 
oppositional behavior (externalizing emotional 
symptoms) compared with healthy community 
controls. There are no data on whether 
emotional/behavioral symptoms predict symptom 
severity, course or response to treatment. There is 
evidence suggesting that children with recurrent 
abdominal pain are at risk of later emotional 
symptoms and psychiatric disorder.

Clinical Features: 
The primary feature of FAPS is abdominal pain. 
Usually, the pain is located around the umbilicus, 
however the pattern or location of abdominal pain is 
not always predictable. The pain may occur suddenly 

or slowly increase in severity. The pain may be 
constant or may increase and decrease in severity. 
Some children with functional abdominal pain may 
experience dyspepsia, or upper abdominal pain 
associated with nausea, vomiting, and/or a feeling of 
fullness after just a few bites (early satiety). Others 
may experience abdominal pain with bowel 
movements. Pain that is usually relieved by bowel 
movements, or associated with changes in bowel 

movement habits (mainly constipation, diarrhea, or 
constipation alternating with diarrhea) is the classic 
irritable bowel syndrome (IBS) (Table II). However, 
many diseases can cause chronic abdominal pain. 

Therefore, any structural, organic, or chemical disease 
should be excluded. Patients with RAP often have 
pain-related behaviors. First, they often deny a role for 
psychosocial stressors. However, pain may diminish 
when patients are engaged in distracting activities but 
increase when they are discussing a psychologically 
distressing issue. Second, they express pain through 
verbal and nonverbal methods. They urgently report 
intense symptoms disproportionate to the available 
clinical and laboratory data. Third, they seek health 
care frequently. They often visit the emergency room 
and request analgesics. Fourth, they request diagnostic 
studies or even exploratory surgery to determine the 
organic origin of their condition. Fifth, they focus 
attention on complete relief of pain rather than on 
adapting to having a disease. Sixth, they take on 
limited personal responsibility for self-management. 
In addition to these features, distinct 
psychopathologies are usually found in patients with 
FAPS, including depressive disorders, anxiety 
disorders, and somatoform disorder.

History and Physical Exam: 
A complete history should be taken including social 
and dietary history and look for red flag symptoms 
and signs (Table III), Conduct a thorough physical 
exam, including rectal exam with stool hemoccult 
OR perianal exam with hemoccult of stool brought in 
by patient/family and review of the child’s growth. 
Children with recurrent abdominal pain are more 
likely than children without recurrent abdominal pain 
to have headache, joint pain, anorexia, vomiting, 
nausea, excessive gas and altered bowel symptoms. 
The presence of alarm symptoms or signs suggests a 

higher pretest probability or prevalence of organic 
disease and may justify the performance of diagnostic 
tests. Alarm symptoms or signs include, but are not 
limited to, involuntary weight loss, deceleration of 
linear growth, gastrointestinal blood loss, significant 
vomiting, chronic severe diarrhea, persistent right 
upper or right lower quadrant pain, unexplained fever 
and family history of inflammatory bowel disease. 
The ‘red flag’ signs have long been used by clinicians 
to guide themselves to identify children who need 
further investigations and the salient ones on history 
and examination are noted in Table III 7,8.
� 
Investigations: 
Investigations may be required to exclude particular 
conditions suggested by the history and examination. It 
is useful to pursue further diagnostic testing only in the 
presence of alarm symptoms9. Laboratory studies may 
be unnecessary if the history and physical examination 
clearly lead to a diagnosis of functional abdominal 
pain. However, a complete blood cell count, 
sedimentation rate, stool test for parasites (especially 
Giardia), and urinalysis are reasonable screening 
studies. If inflammatory bowel disease is suspected the 
sedimentation rate is often elevated. The finding of an 
abnormal sedimentation rate would make one look 

further for an inflammatory, infectious, or neoplastic 
disorder. If indicated, an ultrasound examination of the 
abdomen can give information about kidneys, 
gallbladder, and pancreas; with lower abdominal pain, 
a pelvic ultrasonogram may be indicated. 

An upper gastrointestinal tract x-ray series is indicated 
if one suspects a disorder of the stomach or small 
intestine. Helicobacter pylori infection does not seem 
to be associated with RAP. In patients with symptoms 
suggestive of gastritis or ulcer an H. pylori test (serum 
or fecal) may be performed to document the infection. 

Esophagogastroduodenoscopy is indicated with 
symptoms suggestive of persistent upper 
gastrointestinal pathology. In the absence of this 
suspicion, esophagogastroduodenoscopy is unlikely to 
identify an abnormality and is usually not necessary.

Management: 
The family and the child with functional RAP may 
worry about the inability to identify an organic cause 
and may be resistant to a diagnosis of nonorganic 
disease. After a thorough history and physical 
examination the most important component of the 
treatment is reassurance of the children and family 
members10. Specifically, they need to be reassured 
that no evidence of a serious underlying disorder is 
present. Acknowledgment that the child's pain is real 
but not life-threatening is essential. When understood 
and accepted, this reassurance concludes the child 
and family's search for a physical cause and allows 
them to move into the next stage of learning to cope. 

Dietary management: 
Data on dietary intervention are scarce and deal mainly 
with fiber supplementation and lactose exclusion. 
Whereas dietary fibre supplementation is a recognized 
strategy for management for childhood constipation, its 
value in recurrent abdominal pain is uncertain. The two 
randomized trials comparing fiber treatment with 
placebo have yielded conflicting results22,23. The data 
on lactose-free diets are likewise inconclusive, and a 
Cochrane review calls for ‘well-designed trials of all 
recommended dietary interventions’24. 

A sensible course, despite lack of published evidence, 
is to recommend healthy eating including plenty of 
fruit and vegetables, regular sensible meals and 
plenty of fluids. This should be coupled with a daily 
routine with plenty of physical activity. 

Symptom-based pharmacological therapies: 
In some cases, symptom-based pharmacological 
therapies are helpful. Medications for functional 
abdominal pain are best prescribed judiciously as part of 
a multifaceted, individualized approach to relieve 
symptoms and disability. It is reasonable to consider the 
time-limited use of medications that might help to 
decrease the frequency or severity of symptoms. 
Treatment might include acid reduction therapy for pain 
associated with dyspepsia; antispasmodic agents, smooth 
muscle relaxants, or low doses of psychotropic agents 
for pain or nonstimulating laxatives or antidiarrheals for 
pain associated with altered bowel pattern.

Cognitive–behavioural therapy: 
In many instances, all that is needed from the doctor 
is acknowledgment of the symptoms and reassurance 
that there is no serious underlying organic disease. 

Sanders et al., compared this approach (standard 
paediatric care) with cognitive–behavioural therapy 
and found that both groups improved, though the 
response was somewhat better in the 
cognitive–behavioural therapy group21. They 
suggested that psychological intervention may have a 
role in difficult cases.

Family Functioning: 
Education of the family is an important part of 
treatment of the child with functional abdominal 
pain. It is often helpful to summarize the child’s 
symptoms and explain in simple language that 
although the pain is real, there is most likely no 
underlying serious or chronic disease. It may be 
helpful to explain that recurrent abdominal pain is a 
common symptom in children and adolescents, yet 
few have a disease. Functional abdominal pain can be 
likened to a headache, a functional disorder 
experienced at some time by most adults, which very 
rarely is associated with serious disease. 

It is important to provide clear and age-appropriate 
examples of conditions associated with hyperalgesia, 
such as a healing scar, and manifestations of the 
interaction between brain and gut, such as the 
diarrhea or vomiting children may experience during 
stressful situations is recommended that reasonable 
treatment goals be established, with the main aim 
being the return to normal function rather than the 
complete disappearance of pain. Return to school can 
be encouraged by identifying and addressing 
obstacles to school attendance.

Prognosis: 
Many of the studies on prognosis relate to hospital 
practice not primary care10. It is generally more likely 
that children with recurrent abdominal pain will 
develop chronic abdominal symptoms in adulthood 
and as many as 30% may continue thus. Many will 
continue to suffer from IBS11,12. There is evidence that 
children with recurrent abdominal pain are more likely 
to have emotional and psychiatric disorders later in 
life. Generally speaking, however, follow-up studies 
show that parental factors rather than the psychological 
characteristics of the child are more important when 
predicting persistence of abdominal pain. 

Conclusion:
Recurrent abdominal pain (long-standing intermittent 
or constant abdominal pain) is common in children 
and adolescents. In most children, recurrent 
abdominal pain is functional—that is, without 
objective evidence of an underlying organic disorder. 
Yet an important part of the physician’s job is to 
determine which children have an organic disorder. A 
review of the current evidence, however, indicates 

that there are no studies showing that pain frequency, 
severity, location or effects on lifestyle help to 
discriminate between functional and organic 
disorders. There have been few studies of the 
treatment of recurrent abdominal pain in children. 
There is inconclusive evidence that a lactose-free diet 
decreases symptoms or that a fiber supplement 
decreases the frequency of pain attacks. There is 
inconclusive evidence of the benefit of acid 
suppression with H2-receptor antagonists to treat 
children with dyspepsia. There is also evidence that 
cognitive/behavioral therapy may be useful in 
improving pain and disability outcome in the short 
term.
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Introduction:
Injuries, especially as a result of blunt trauma, now 
constitutes one of the major causes of death in our 
country. The frequency of trauma to the abdomen 
may be increasing in almost geometric proportion as 
the number & speed of highway vehicles, civil unrest 
& terrorist attack rises.

Abdominal  Trauma  is  a  common  clinical  entity 
occurring  in  an  emergency  surgical unit and Blunt 
abdominal injury causing  hollow  viscous  rupture is 
a common squeal. According to East multi-
institutional trial of trauma indicate that after blunt 
abdominal trauma the incidence of small bowel 
injury and small bowel perforation (SBP) 1.1% and 
0.3%, respectively1.  

Case report:
This is a story of a 20 years old boy. He had a history 
of road traffic accident 3 days back where he 
encountered by tin at supra umbilical region on right 
side. He was treated by local physician. On next 
morning he developed increasing abdominal pain, 
vomiting, respiratory distress & his conditions were 
deteriorating. On examination (OE) his abdomen was 
very tender & rigid, Blood Pressure (BP) - 100/60 
mm Hg, Respiratory rate (RR) - 24/min, Pulse rate 
(PR) - 110/min. X-ray abdomen in erect posture 
including both dome of diaphragm revealed free gas 
shadow under both dome of diaphragm. Then other 
necessary investigations for assessing fitness for 
anaesthesia were done & Patient was prepared for 
exploratory laparotomy.

Abdomen was opened by upper midline incision 
revealing peritoneal cavity (Fig. 1, 2) with huge bile 
mixed food material & blood mixed fluid. Then 
content was sucked & peritoneal toileting was done. 
On query, large perforation was found in the 2nd part 
of duodenum (Fig. 3) about 10 cm distal to Gastro-
Duodenal (G-D) junction & there was no other injury. 
Primary repair was done & two drain tube were kept 
in situ.

On 5th post-operative day (POD) patient was allowed 
to take liquid diet & sips of water orally. At the mean 
time observing for drain collection, abdominal pain, 
fever, vomiting & any discharge from wound. 

On 7th POD patient was allowed to semi solid diet. 
Finally the drain tubes were removed on 9th POD. 
The recovery was uneventful. The patient left 
hospital giving thanks to all.

Discussion:
Blunt abdominal trauma (BAT) may be from direct 
compression of the abdomen against a fixed object 
with resulting tears or subcapsular haematoma 
involving the solid organ associated viscera2. Hollow 
organs (typically small intestine) may rupture due to 
compression against a fixed point, usually the vertebral 
column. This compression causes rapid increase in 
intraluminal pressure leading to perforation of bowel 
wall at the anti-mesenteric border, where bowel is 
usually weaker2. Isolated duodenal injuries following a 
blunt abdominal trauma is uncommon. Complete 
transaction of duodenum is very rare presentation2. The 

most common cause of blunt abdominal trauma (BAT) 
is motor vehicle accident (MVA).

Patients with multiple lower rib fractures are 
notorious for having severe intra-abdominal injuries 
without significant abdominal pain. The severe pain 
from the rib fractures becomes a distracting injury for 
the less noticeable abdominal pain. As a result, the 
patient may have a poor outcome as abdominal 
injuries are not recognized. 

Spontaneous  perforation  of  an  hollow viscus  may 
be  the  result  of  a  range  of  pathological  processes, 
where diagnosis is relatively easy for surgeon. But 
isolated duodenal perforation after blunt abdominal 
trauma is still a diagnostic challenge to surgeon. 

One third of our patient did not present to the hospital 
until after an average of three days with advanced 
peritonitis. Reasons put forward to explain such delay 
include: 1. Relatively less initial peritoneal irritation 

induced by the nearly neutral intestinal content 
particularly those with perforation between the 
duodeno-jejunal flexure and the ileo-caecal junction; 2. 
In small gut perforations the mucosa may prolapse 
through the hole and partly seal it making early sign of 
misleading; 3. The entity of a delayed perforation 
caused by an evolving injury. These patient have an 
initial contused bowel wall at the time of trauma that 
ultimately gives way after a variable period with 
resultant peritonitis. For this reason, physical 
examination during the initial evaluation is reliable for 
an early diagnosis in only 30% of blunt trauma injuries, 
in those patients who exhibit clear peritoneal signs3. 

Abdominal pain, the usual symptom indicating 
abdominal injury is not severe & therefore the patient 
did not seek hospital care soon after injury most 
probably due to the above reasons.

Initial approach to the blunt abdominal trauma (BAT) 
patient is done according to fundamental principles of 

advanced trauma life support (ATLS) system, which 
compromise primary survey & resuscitation [ABCDE 
(Airway, Breathing, Circulation, Disability, Exposure) 
of trauma care, steps of resuscitation, re-evaluation of 
ABC, monitoring the vital sign, introduction of 
gastric tube or Foley’s catheter] and secondary survey 
(careful abdominal examination & to identify all 
other injuries).

Several diagnostic modalities are being used for the 
identification of isolated bowel perforation. These are 
X-ray abdomen in erect posture including both dome
of diaphragm, Serum amylase, WBC count, focused
assessment with sonography for trauma (FAST),
diagnostic peritoneal lavage (DPL), Abdominal CT.
Free sub-diaphragmatic gas, a radiologic sign
indicative of hollow viscus perforation easily
detected in plain abdominal radiographs, could lead
to an early diagnosis in only 7-8% of the cases4,5.
Elevated white blood cell (WBC) count and serum
amylase levels could be suggestive of an intra-
abdominal process and aid diagnosis in conjunction
with history and physical findings. Although
abnormal serum amylase can be noted in such cases,
no clear cut-off value that could help differentiate
patients with SBP could be determined4. Focused
assessment with sonography for trauma (FAST) play
an important roles to detect the free intra-peritoneal
fluid and haemo-pericardium in the assessment of
acutely traumatized patient, with the sensitivity of
91-100%6. Diagnostic peritoneal lavage (DPL) can
identify Small bowel perforations (SBP) with great
sensitivity (up to 100%) but relatively low
specificity7,8. CT has proved to be the gold-standard
examination, contributing toward a significant
reduction of morbidity and mortality in trauma
victims9,10. Postoperative complications like wound
infection, would dehiscence, intra-abdominal abscess,
acute respiratory distress syndrome and sepsis, all
occur at two to three times higher incidence in
patients who undergo surgical repair of Small bowel
perforations with extended delay11,12. The key
individual in the development of a system of trauma
care is the general surgeon.

Treatment:
Urgent hospitalization of patient preferably in ICU 
with initial resuscitation, side by side preparation of 
the patient for laparotomy. After laparotomy, 
thorough surgical toileting, identification of injury, 
repair, re-toileting then drain were given. Associated 
injury were also looked for & treated. Abdomen was 
closed in layer. A meticulous follow up of the patient 
is needed for good outcome.

Conclusion:
We present a case of successful repair of 3 days old 
traumatic duodenal perforation. Isolated duodenal 
perforation in blunt abdominal trauma victim is hard 
to diagnosis. Early diagnosis & appropriate operative 
management which are imperative to prevent 
morbidity in many cases. The rarity of duodenal 
perforation, the patient's good general condition 
following road traffic accident & treatment by local 
physician delayed the diagnosis. Cornerstone to 
successful management is combination of detailed 
history including the mechanism of injury, thorough 
clinical examination & Investigation under close 
supervision, surgical procedures to identify the 
perforation & repair.
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Abstract:
Isolated duodenal rupture after blunt abdominal trauma is infrequent, liable to be missed and is associated with 
high morbidity and significant mortality. Diagnostic delay is a part of clinical picture in most of these cases, 
considering its anatomical location & lack of peritoneal sign. Among different modalities, use of CT scan for 
diagnosis is widely appreciated. Majority of duodenal injury can be managed by simple repair of injured site. But 
delayed presentation, lack of optimal diagnostic approach & delayed surgical intervention have results in many 
post-operative complication & hamper the possible outcome. The case of young traumatized patient with isolated 
duodenal rupture is presented to highlight these issues. 
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H2a. Diagnostic criteria* for functional dyspepsia 
Must include all of the following: 
1. Persistent of recurrent pain or discomfort centered in the upper abdomen (above the umbilicus).
2. Not relieved by defecation or associated with the onset of a change in stool frequency or stool form
(i.e., not irritable bowel syndrome).
3. No evidence of an inflammatory, anatomic, metabolic, or neoplastic process that explains the subject’s symptoms. 

 H2b. Diagnostic criteria* for irritable bowel syndrome 
Must include all of the following: 
1. Abdominal discomfort (an uncomfortable sensation not described as pain) or pain associated with 2 or 
more of the following at least 25% of the time:
(a) Improved with defecation
(b) Onset associated with a change in frequency of stool; and 
(c) Onset associated with a change in from (appearance) of stool.
2. No evidence of an inflammatory, anatomic, metabolic, or neoplastic process that explains the subject’s
symptoms.
H2c. Diagnostic criteria† for abdominal migraine 
Must include all of the following: 
1. Paroxysmal episodes of intense acute periumbilical pain that lasts for 1 hours or more.
2. Intervening periods of usual health lasting weeks to months.
3. The pain interferes with normal activities.
4. The pain is associated with 2 or more of the following: anorexia, nausea, vomiting, headache,
photophobia, pallor.
5. No evidence of an inflammatory, anatomic, metabolic, or neoplastic process that explains the subject’s
symptoms. 
H2d. Diagnostic criteria* for childhood functional abdominal pain 
Must include all of the following: 
1. Episodic or continuous abdominal pain.
2. Insufficient criteria for other functional gastrointestinal disorders.
3. No evidence of an inflammatory, anatomic, metabolic, or neoplastic process that explains the subject’s
symptoms.
H2d1. Diagnostic criteria*for childhood functional abdominal pain syndrome 
Must include childhood functional abdominal pain at least 25% of the time and 1 or more of the following: 
1. Some loss of daily functioning
2. Additional somatic symptoms such as headache, limb pain, or difficulty in sleeping 
H1c. Diagnostic criteria* for aerophagia 
Must include at least 2 of the following: 
1. Air swallowing.
2. Abdominal distension due to intraluminal air.
3. Repetitive belching and/or increased flatus.

Table II: Rome III Diagnostic Criteria for Pediatric Functional Bowel Disorders.

 History: Red Flags 
Weight loss Persistent right upper or right lower quadrant pain 
Unexplained fevers Pain radiating to the back 
Unexplained rashes Arthritis 
Persistent vomiting Recurrent oral ulcers 
Dysphagia/odynophagia Anal/perianal ulcers 
Hematemesis Nocturnal symptoms (waking with diarrhea and/or vomiting) 
Bilious emesis Delayed puberty 
Chronic diarrhea (> 2 weeks) Deceleration of linear growth velocity 
Hematochezia/melena 
Physical Exam: Red Flags 
Decline in weight/height parameters Abdominal mass 
Pallor or anemia Localized tenderness 
Abdominal distension Perianal fissures or ulcers 
Organomegaly (hepatosplenomegaly) Positive hemoccult stool test 

Table III: “Red Flags” In History and Examination of Recurrent Abdominal Pain.

Figure 1, 2: Huge bile, blood & food mixed fluid & material revealed after opening the abdomen by upper midline incision

Figure 3: Large perforation found in the 2nd part of duodenum

evidence that patients with recurrent abdominal pain 
have more symptoms of anxiety and depression 
(internalizing emotional symptoms) than do healthy 
community controls. In contrast, there is evidence 
that children with recurrent abdominal pain do not 

have higher levels of conduct disorder and 
oppositional behavior (externalizing emotional 
symptoms) compared with healthy community 
controls. There are no data on whether 
emotional/behavioral symptoms predict symptom 
severity, course or response to treatment. There is 
evidence suggesting that children with recurrent 
abdominal pain are at risk of later emotional 
symptoms and psychiatric disorder.

Clinical Features: 
The primary feature of FAPS is abdominal pain. 
Usually, the pain is located around the umbilicus, 
however the pattern or location of abdominal pain is 
not always predictable. The pain may occur suddenly 

or slowly increase in severity. The pain may be 
constant or may increase and decrease in severity. 
Some children with functional abdominal pain may 
experience dyspepsia, or upper abdominal pain 
associated with nausea, vomiting, and/or a feeling of 
fullness after just a few bites (early satiety). Others 
may experience abdominal pain with bowel 
movements. Pain that is usually relieved by bowel 
movements, or associated with changes in bowel 

movement habits (mainly constipation, diarrhea, or 
constipation alternating with diarrhea) is the classic 
irritable bowel syndrome (IBS) (Table II). However, 
many diseases can cause chronic abdominal pain. 

Therefore, any structural, organic, or chemical disease 
should be excluded. Patients with RAP often have 
pain-related behaviors. First, they often deny a role for 
psychosocial stressors. However, pain may diminish 
when patients are engaged in distracting activities but 
increase when they are discussing a psychologically 
distressing issue. Second, they express pain through 
verbal and nonverbal methods. They urgently report 
intense symptoms disproportionate to the available 
clinical and laboratory data. Third, they seek health 
care frequently. They often visit the emergency room 
and request analgesics. Fourth, they request diagnostic 
studies or even exploratory surgery to determine the 
organic origin of their condition. Fifth, they focus 
attention on complete relief of pain rather than on 
adapting to having a disease. Sixth, they take on 
limited personal responsibility for self-management. 
In addition to these features, distinct 
psychopathologies are usually found in patients with 
FAPS, including depressive disorders, anxiety 
disorders, and somatoform disorder.

History and Physical Exam: 
A complete history should be taken including social 
and dietary history and look for red flag symptoms 
and signs (Table III), Conduct a thorough physical 
exam, including rectal exam with stool hemoccult 
OR perianal exam with hemoccult of stool brought in 
by patient/family and review of the child’s growth. 
Children with recurrent abdominal pain are more 
likely than children without recurrent abdominal pain 
to have headache, joint pain, anorexia, vomiting, 
nausea, excessive gas and altered bowel symptoms. 
The presence of alarm symptoms or signs suggests a 

higher pretest probability or prevalence of organic 
disease and may justify the performance of diagnostic 
tests. Alarm symptoms or signs include, but are not 
limited to, involuntary weight loss, deceleration of 
linear growth, gastrointestinal blood loss, significant 
vomiting, chronic severe diarrhea, persistent right 
upper or right lower quadrant pain, unexplained fever 
and family history of inflammatory bowel disease. 
The ‘red flag’ signs have long been used by clinicians 
to guide themselves to identify children who need 
further investigations and the salient ones on history 
and examination are noted in Table III 7,8.
� 
Investigations: 
Investigations may be required to exclude particular 
conditions suggested by the history and examination. It 
is useful to pursue further diagnostic testing only in the 
presence of alarm symptoms9. Laboratory studies may 
be unnecessary if the history and physical examination 
clearly lead to a diagnosis of functional abdominal 
pain. However, a complete blood cell count, 
sedimentation rate, stool test for parasites (especially 
Giardia), and urinalysis are reasonable screening 
studies. If inflammatory bowel disease is suspected the 
sedimentation rate is often elevated. The finding of an 
abnormal sedimentation rate would make one look 

further for an inflammatory, infectious, or neoplastic 
disorder. If indicated, an ultrasound examination of the 
abdomen can give information about kidneys, 
gallbladder, and pancreas; with lower abdominal pain, 
a pelvic ultrasonogram may be indicated. 

An upper gastrointestinal tract x-ray series is indicated 
if one suspects a disorder of the stomach or small 
intestine. Helicobacter pylori infection does not seem 
to be associated with RAP. In patients with symptoms 
suggestive of gastritis or ulcer an H. pylori test (serum 
or fecal) may be performed to document the infection. 

Esophagogastroduodenoscopy is indicated with 
symptoms suggestive of persistent upper 
gastrointestinal pathology. In the absence of this 
suspicion, esophagogastroduodenoscopy is unlikely to 
identify an abnormality and is usually not necessary.

Management: 
The family and the child with functional RAP may 
worry about the inability to identify an organic cause 
and may be resistant to a diagnosis of nonorganic 
disease. After a thorough history and physical 
examination the most important component of the 
treatment is reassurance of the children and family 
members10. Specifically, they need to be reassured 
that no evidence of a serious underlying disorder is 
present. Acknowledgment that the child's pain is real 
but not life-threatening is essential. When understood 
and accepted, this reassurance concludes the child 
and family's search for a physical cause and allows 
them to move into the next stage of learning to cope. 

Dietary management: 
Data on dietary intervention are scarce and deal mainly 
with fiber supplementation and lactose exclusion. 
Whereas dietary fibre supplementation is a recognized 
strategy for management for childhood constipation, its 
value in recurrent abdominal pain is uncertain. The two 
randomized trials comparing fiber treatment with 
placebo have yielded conflicting results22,23. The data 
on lactose-free diets are likewise inconclusive, and a 
Cochrane review calls for ‘well-designed trials of all 
recommended dietary interventions’24. 

A sensible course, despite lack of published evidence, 
is to recommend healthy eating including plenty of 
fruit and vegetables, regular sensible meals and 
plenty of fluids. This should be coupled with a daily 
routine with plenty of physical activity. 

Symptom-based pharmacological therapies: 
In some cases, symptom-based pharmacological 
therapies are helpful. Medications for functional 
abdominal pain are best prescribed judiciously as part of 
a multifaceted, individualized approach to relieve 
symptoms and disability. It is reasonable to consider the 
time-limited use of medications that might help to 
decrease the frequency or severity of symptoms. 
Treatment might include acid reduction therapy for pain 
associated with dyspepsia; antispasmodic agents, smooth 
muscle relaxants, or low doses of psychotropic agents 
for pain or nonstimulating laxatives or antidiarrheals for 
pain associated with altered bowel pattern.

Cognitive–behavioural therapy: 
In many instances, all that is needed from the doctor 
is acknowledgment of the symptoms and reassurance 
that there is no serious underlying organic disease. 

Sanders et al., compared this approach (standard 
paediatric care) with cognitive–behavioural therapy 
and found that both groups improved, though the 
response was somewhat better in the 
cognitive–behavioural therapy group21. They 
suggested that psychological intervention may have a 
role in difficult cases.

Family Functioning: 
Education of the family is an important part of 
treatment of the child with functional abdominal 
pain. It is often helpful to summarize the child’s 
symptoms and explain in simple language that 
although the pain is real, there is most likely no 
underlying serious or chronic disease. It may be 
helpful to explain that recurrent abdominal pain is a 
common symptom in children and adolescents, yet 
few have a disease. Functional abdominal pain can be 
likened to a headache, a functional disorder 
experienced at some time by most adults, which very 
rarely is associated with serious disease. 

It is important to provide clear and age-appropriate 
examples of conditions associated with hyperalgesia, 
such as a healing scar, and manifestations of the 
interaction between brain and gut, such as the 
diarrhea or vomiting children may experience during 
stressful situations is recommended that reasonable 
treatment goals be established, with the main aim 
being the return to normal function rather than the 
complete disappearance of pain. Return to school can 
be encouraged by identifying and addressing 
obstacles to school attendance.

Prognosis: 
Many of the studies on prognosis relate to hospital 
practice not primary care10. It is generally more likely 
that children with recurrent abdominal pain will 
develop chronic abdominal symptoms in adulthood 
and as many as 30% may continue thus. Many will 
continue to suffer from IBS11,12. There is evidence that 
children with recurrent abdominal pain are more likely 
to have emotional and psychiatric disorders later in 
life. Generally speaking, however, follow-up studies 
show that parental factors rather than the psychological 
characteristics of the child are more important when 
predicting persistence of abdominal pain. 

Conclusion:
Recurrent abdominal pain (long-standing intermittent 
or constant abdominal pain) is common in children 
and adolescents. In most children, recurrent 
abdominal pain is functional—that is, without 
objective evidence of an underlying organic disorder. 
Yet an important part of the physician’s job is to 
determine which children have an organic disorder. A 
review of the current evidence, however, indicates 

that there are no studies showing that pain frequency, 
severity, location or effects on lifestyle help to 
discriminate between functional and organic 
disorders. There have been few studies of the 
treatment of recurrent abdominal pain in children. 
There is inconclusive evidence that a lactose-free diet 
decreases symptoms or that a fiber supplement 
decreases the frequency of pain attacks. There is 
inconclusive evidence of the benefit of acid 
suppression with H2-receptor antagonists to treat 
children with dyspepsia. There is also evidence that 
cognitive/behavioral therapy may be useful in 
improving pain and disability outcome in the short 
term.
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Introduction:
Injuries, especially as a result of blunt trauma, now 
constitutes one of the major causes of death in our 
country. The frequency of trauma to the abdomen 
may be increasing in almost geometric proportion as 
the number & speed of highway vehicles, civil unrest 
& terrorist attack rises.

Abdominal  Trauma  is  a  common  clinical  entity 
occurring  in  an  emergency  surgical unit and Blunt 
abdominal injury causing  hollow  viscous  rupture is 
a common squeal. According to East multi-
institutional trial of trauma indicate that after blunt 
abdominal trauma the incidence of small bowel 
injury and small bowel perforation (SBP) 1.1% and 
0.3%, respectively1.  

Case report:
This is a story of a 20 years old boy. He had a history 
of road traffic accident 3 days back where he 
encountered by tin at supra umbilical region on right 
side. He was treated by local physician. On next 
morning he developed increasing abdominal pain, 
vomiting, respiratory distress & his conditions were 
deteriorating. On examination (OE) his abdomen was 
very tender & rigid, Blood Pressure (BP) - 100/60 
mm Hg, Respiratory rate (RR) - 24/min, Pulse rate 
(PR) - 110/min. X-ray abdomen in erect posture 
including both dome of diaphragm revealed free gas 
shadow under both dome of diaphragm. Then other 
necessary investigations for assessing fitness for 
anaesthesia were done & Patient was prepared for 
exploratory laparotomy.

Abdomen was opened by upper midline incision 
revealing peritoneal cavity (Fig. 1, 2) with huge bile 
mixed food material & blood mixed fluid. Then 
content was sucked & peritoneal toileting was done. 
On query, large perforation was found in the 2nd part 
of duodenum (Fig. 3) about 10 cm distal to Gastro-
Duodenal (G-D) junction & there was no other injury. 
Primary repair was done & two drain tube were kept 
in situ.

On 5th post-operative day (POD) patient was allowed 
to take liquid diet & sips of water orally. At the mean 
time observing for drain collection, abdominal pain, 
fever, vomiting & any discharge from wound. 

On 7th POD patient was allowed to semi solid diet. 
Finally the drain tubes were removed on 9th POD. 
The recovery was uneventful. The patient left 
hospital giving thanks to all.

Discussion:
Blunt abdominal trauma (BAT) may be from direct 
compression of the abdomen against a fixed object 
with resulting tears or subcapsular haematoma 
involving the solid organ associated viscera2. Hollow 
organs (typically small intestine) may rupture due to 
compression against a fixed point, usually the vertebral 
column. This compression causes rapid increase in 
intraluminal pressure leading to perforation of bowel 
wall at the anti-mesenteric border, where bowel is 
usually weaker2. Isolated duodenal injuries following a 
blunt abdominal trauma is uncommon. Complete 
transaction of duodenum is very rare presentation2. The 

most common cause of blunt abdominal trauma (BAT) 
is motor vehicle accident (MVA).

Patients with multiple lower rib fractures are 
notorious for having severe intra-abdominal injuries 
without significant abdominal pain. The severe pain 
from the rib fractures becomes a distracting injury for 
the less noticeable abdominal pain. As a result, the 
patient may have a poor outcome as abdominal 
injuries are not recognized. 

Spontaneous  perforation  of  an  hollow viscus  may 
be  the  result  of  a  range  of  pathological  processes, 
where diagnosis is relatively easy for surgeon. But 
isolated duodenal perforation after blunt abdominal 
trauma is still a diagnostic challenge to surgeon. 

One third of our patient did not present to the hospital 
until after an average of three days with advanced 
peritonitis. Reasons put forward to explain such delay 
include: 1. Relatively less initial peritoneal irritation 

induced by the nearly neutral intestinal content 
particularly those with perforation between the 
duodeno-jejunal flexure and the ileo-caecal junction; 2. 
In small gut perforations the mucosa may prolapse 
through the hole and partly seal it making early sign of 
misleading; 3. The entity of a delayed perforation 
caused by an evolving injury. These patient have an 
initial contused bowel wall at the time of trauma that 
ultimately gives way after a variable period with 
resultant peritonitis. For this reason, physical 
examination during the initial evaluation is reliable for 
an early diagnosis in only 30% of blunt trauma injuries, 
in those patients who exhibit clear peritoneal signs3. 

Abdominal pain, the usual symptom indicating 
abdominal injury is not severe & therefore the patient 
did not seek hospital care soon after injury most 
probably due to the above reasons.

Initial approach to the blunt abdominal trauma (BAT) 
patient is done according to fundamental principles of 

advanced trauma life support (ATLS) system, which 
compromise primary survey & resuscitation [ABCDE 
(Airway, Breathing, Circulation, Disability, Exposure) 
of trauma care, steps of resuscitation, re-evaluation of 
ABC, monitoring the vital sign, introduction of 
gastric tube or Foley’s catheter] and secondary survey 
(careful abdominal examination & to identify all 
other injuries).

Several diagnostic modalities are being used for the 
identification of isolated bowel perforation. These are 
X-ray abdomen in erect posture including both dome
of diaphragm, Serum amylase, WBC count, focused
assessment with sonography for trauma (FAST),
diagnostic peritoneal lavage (DPL), Abdominal CT.
Free sub-diaphragmatic gas, a radiologic sign
indicative of hollow viscus perforation easily
detected in plain abdominal radiographs, could lead
to an early diagnosis in only 7-8% of the cases4,5.
Elevated white blood cell (WBC) count and serum
amylase levels could be suggestive of an intra-
abdominal process and aid diagnosis in conjunction
with history and physical findings. Although
abnormal serum amylase can be noted in such cases,
no clear cut-off value that could help differentiate
patients with SBP could be determined4. Focused
assessment with sonography for trauma (FAST) play
an important roles to detect the free intra-peritoneal
fluid and haemo-pericardium in the assessment of
acutely traumatized patient, with the sensitivity of
91-100%6. Diagnostic peritoneal lavage (DPL) can
identify Small bowel perforations (SBP) with great
sensitivity (up to 100%) but relatively low
specificity7,8. CT has proved to be the gold-standard
examination, contributing toward a significant
reduction of morbidity and mortality in trauma
victims9,10. Postoperative complications like wound
infection, would dehiscence, intra-abdominal abscess,
acute respiratory distress syndrome and sepsis, all
occur at two to three times higher incidence in
patients who undergo surgical repair of Small bowel
perforations with extended delay11,12. The key
individual in the development of a system of trauma
care is the general surgeon.

Treatment:
Urgent hospitalization of patient preferably in ICU 
with initial resuscitation, side by side preparation of 
the patient for laparotomy. After laparotomy, 
thorough surgical toileting, identification of injury, 
repair, re-toileting then drain were given. Associated 
injury were also looked for & treated. Abdomen was 
closed in layer. A meticulous follow up of the patient 
is needed for good outcome.

Conclusion:
We present a case of successful repair of 3 days old 
traumatic duodenal perforation. Isolated duodenal 
perforation in blunt abdominal trauma victim is hard 
to diagnosis. Early diagnosis & appropriate operative 
management which are imperative to prevent 
morbidity in many cases. The rarity of duodenal 
perforation, the patient's good general condition 
following road traffic accident & treatment by local 
physician delayed the diagnosis. Cornerstone to 
successful management is combination of detailed 
history including the mechanism of injury, thorough 
clinical examination & Investigation under close 
supervision, surgical procedures to identify the 
perforation & repair.

References:
1. Watts DD, Fakhry SM. Incidence of hollow viscus
injury in blunt trauma: an analysis from 275,557
trauma admissions from the East multi-institutional
trial. J Trauma 2003; 54(2): 289-94.

2. AH Dauterive, L Flancbaum, EF Cox. Blunt
intestinal trauma. A modern-day review. Ann Surg
1985; 201(2): 198-203.

3. Guarino J, Hassett JM Jr, Luchette FA. Small
bowel injuries: mechanisms, patterns, and outcome. J
Trauma 1995; 39(6): 1076-80.

4. Fang JF, Chen RJ, Lin BC, Hsu YB, Kao JL, Kao
YC, Chen MF. Small bowel perforation: is urgent
surgery necessary? J Trauma 1999; 47(3): 515-20.

5. Mathonnet M, Peyrou P, Gainant A, Bouvier S,
Cubertafond P. Role of laparoscopy in blunt
perforations of the small bowel. Surg Endosc 2003;
l7(4): 641-5.

6. Fakhry SM, Watts DD, Luchette FA; EAST Multi-
Institutional Hollow Viscus Injury Research Group.
Current diagnostic approaches lack sensitivity in the
diagnosis of perforated blunt small bowel injury:
analysis from 275,557 trauma admissions from the
EAST multi-institutional HVI trial. J Trauma 2003;
54(2): 295-306.

7. Neugerbauer H, Wallenboeck E, Hungerfort M.
Seventy cases of injuries of the small intestine caused
by blunt abdominal trauma: a retrospective study
from 1970 to 1994. J Trauma 1999; 46(1): 116-21.

8. Fabian TC, Mangiante EC, White TJ, Patterson
CR, Boldreghini S, Britt LG. A prospective study of
91 patients undergoing both computed tomography
and peritoneal lavage following blunt abdominal
trauma. J Trauma 1986; 26(7): 602-8.

9. Gay SB, Sistrom CL. Computed tomographic
evaluation of blunt abdominal trauma. Radiol Clin
North Am 1992; 30(2): 367-88.

10. Fakhry SM, Brownstein M, Watts DD, Baker CC,
Oller D. Relatively short diagnostic delays (<8 hours)
produce morbidity and mortality in blunt small bowel
injury: an analysis of time to operative intervention in
198 patients from a multicenter experience. J Trauma
2000; 48(3): 408-14.

11. Mirvis SE, Gens DR, Shanmuganathan K.
Rupture of the bowel after blunt abdominal trauma:
diagnosis with CT. Am J Roentgenol 1992; 159(6):
1217-21.

12. Ma OJ, Kefer MP, Stevison KF, Mateer JR.
Operative versus nonoperative management of blunt
abdominal trauma: role of ultrasound-measured
intraperitoneal fluid levels. Am J Emergency Med
2001; 19(4): 284-6.�

* Criteria fulfilled at least once per week for at least 2 months before diagnosis.
† Criteria fulfilled 2 or more times in the preceding 12 months.



25EMCJ. Jan 2016: 1 (1) 26EMCJ. Jan 2016: 1 (1)

27EMCJ. Jan 2016: 1 (1) 28EMCJ. Jan 2016: 1 (1)

29EMCJ. Jan 2016: 1 (1) 30EMCJ. Jan 2016: 1 (1)

31EMCJ. Jan 2016: 1 (1) 32EMCJ. Jan 2016: 1 (1)

 Case Report

Traumatic Rupture of Duodenum: A Case Report
Rahman MA1, Imam HM2

Abstract:
Isolated duodenal rupture after blunt abdominal trauma is infrequent, liable to be missed and is associated with 
high morbidity and significant mortality. Diagnostic delay is a part of clinical picture in most of these cases, 
considering its anatomical location & lack of peritoneal sign. Among different modalities, use of CT scan for 
diagnosis is widely appreciated. Majority of duodenal injury can be managed by simple repair of injured site. But 
delayed presentation, lack of optimal diagnostic approach & delayed surgical intervention have results in many 
post-operative complication & hamper the possible outcome. The case of young traumatized patient with isolated 
duodenal rupture is presented to highlight these issues. 
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H2a. Diagnostic criteria* for functional dyspepsia 
Must include all of the following: 
1. Persistent of recurrent pain or discomfort centered in the upper abdomen (above the umbilicus).
2. Not relieved by defecation or associated with the onset of a change in stool frequency or stool form
(i.e., not irritable bowel syndrome).
3. No evidence of an inflammatory, anatomic, metabolic, or neoplastic process that explains the subject’s symptoms. 

 H2b. Diagnostic criteria* for irritable bowel syndrome 
Must include all of the following: 
1. Abdominal discomfort (an uncomfortable sensation not described as pain) or pain associated with 2 or 
more of the following at least 25% of the time:
(a) Improved with defecation
(b) Onset associated with a change in frequency of stool; and 
(c) Onset associated with a change in from (appearance) of stool.
2. No evidence of an inflammatory, anatomic, metabolic, or neoplastic process that explains the subject’s
symptoms.
H2c. Diagnostic criteria† for abdominal migraine 
Must include all of the following: 
1. Paroxysmal episodes of intense acute periumbilical pain that lasts for 1 hours or more.
2. Intervening periods of usual health lasting weeks to months.
3. The pain interferes with normal activities.
4. The pain is associated with 2 or more of the following: anorexia, nausea, vomiting, headache,
photophobia, pallor.
5. No evidence of an inflammatory, anatomic, metabolic, or neoplastic process that explains the subject’s
symptoms. 
H2d. Diagnostic criteria* for childhood functional abdominal pain 
Must include all of the following: 
1. Episodic or continuous abdominal pain.
2. Insufficient criteria for other functional gastrointestinal disorders.
3. No evidence of an inflammatory, anatomic, metabolic, or neoplastic process that explains the subject’s
symptoms.
H2d1. Diagnostic criteria*for childhood functional abdominal pain syndrome 
Must include childhood functional abdominal pain at least 25% of the time and 1 or more of the following: 
1. Some loss of daily functioning
2. Additional somatic symptoms such as headache, limb pain, or difficulty in sleeping 
H1c. Diagnostic criteria* for aerophagia 
Must include at least 2 of the following: 
1. Air swallowing.
2. Abdominal distension due to intraluminal air.
3. Repetitive belching and/or increased flatus.

Table II: Rome III Diagnostic Criteria for Pediatric Functional Bowel Disorders.

 History: Red Flags 
Weight loss Persistent right upper or right lower quadrant pain 
Unexplained fevers Pain radiating to the back 
Unexplained rashes Arthritis 
Persistent vomiting Recurrent oral ulcers 
Dysphagia/odynophagia Anal/perianal ulcers 
Hematemesis Nocturnal symptoms (waking with diarrhea and/or vomiting) 
Bilious emesis Delayed puberty 
Chronic diarrhea (> 2 weeks) Deceleration of linear growth velocity 
Hematochezia/melena 
Physical Exam: Red Flags 
Decline in weight/height parameters Abdominal mass 
Pallor or anemia Localized tenderness 
Abdominal distension Perianal fissures or ulcers 
Organomegaly (hepatosplenomegaly) Positive hemoccult stool test 

Table III: “Red Flags” In History and Examination of Recurrent Abdominal Pain.

Figure 1, 2: Huge bile, blood & food mixed fluid & material revealed after opening the abdomen by upper midline incision

Figure 3: Large perforation found in the 2nd part of duodenum

evidence that patients with recurrent abdominal pain 
have more symptoms of anxiety and depression 
(internalizing emotional symptoms) than do healthy 
community controls. In contrast, there is evidence 
that children with recurrent abdominal pain do not 

have higher levels of conduct disorder and 
oppositional behavior (externalizing emotional 
symptoms) compared with healthy community 
controls. There are no data on whether 
emotional/behavioral symptoms predict symptom 
severity, course or response to treatment. There is 
evidence suggesting that children with recurrent 
abdominal pain are at risk of later emotional 
symptoms and psychiatric disorder.

Clinical Features: 
The primary feature of FAPS is abdominal pain. 
Usually, the pain is located around the umbilicus, 
however the pattern or location of abdominal pain is 
not always predictable. The pain may occur suddenly 

or slowly increase in severity. The pain may be 
constant or may increase and decrease in severity. 
Some children with functional abdominal pain may 
experience dyspepsia, or upper abdominal pain 
associated with nausea, vomiting, and/or a feeling of 
fullness after just a few bites (early satiety). Others 
may experience abdominal pain with bowel 
movements. Pain that is usually relieved by bowel 
movements, or associated with changes in bowel 

movement habits (mainly constipation, diarrhea, or 
constipation alternating with diarrhea) is the classic 
irritable bowel syndrome (IBS) (Table II). However, 
many diseases can cause chronic abdominal pain. 

Therefore, any structural, organic, or chemical disease 
should be excluded. Patients with RAP often have 
pain-related behaviors. First, they often deny a role for 
psychosocial stressors. However, pain may diminish 
when patients are engaged in distracting activities but 
increase when they are discussing a psychologically 
distressing issue. Second, they express pain through 
verbal and nonverbal methods. They urgently report 
intense symptoms disproportionate to the available 
clinical and laboratory data. Third, they seek health 
care frequently. They often visit the emergency room 
and request analgesics. Fourth, they request diagnostic 
studies or even exploratory surgery to determine the 
organic origin of their condition. Fifth, they focus 
attention on complete relief of pain rather than on 
adapting to having a disease. Sixth, they take on 
limited personal responsibility for self-management. 
In addition to these features, distinct 
psychopathologies are usually found in patients with 
FAPS, including depressive disorders, anxiety 
disorders, and somatoform disorder.

History and Physical Exam: 
A complete history should be taken including social 
and dietary history and look for red flag symptoms 
and signs (Table III), Conduct a thorough physical 
exam, including rectal exam with stool hemoccult 
OR perianal exam with hemoccult of stool brought in 
by patient/family and review of the child’s growth. 
Children with recurrent abdominal pain are more 
likely than children without recurrent abdominal pain 
to have headache, joint pain, anorexia, vomiting, 
nausea, excessive gas and altered bowel symptoms. 
The presence of alarm symptoms or signs suggests a 

higher pretest probability or prevalence of organic 
disease and may justify the performance of diagnostic 
tests. Alarm symptoms or signs include, but are not 
limited to, involuntary weight loss, deceleration of 
linear growth, gastrointestinal blood loss, significant 
vomiting, chronic severe diarrhea, persistent right 
upper or right lower quadrant pain, unexplained fever 
and family history of inflammatory bowel disease. 
The ‘red flag’ signs have long been used by clinicians 
to guide themselves to identify children who need 
further investigations and the salient ones on history 
and examination are noted in Table III 7,8.
� 
Investigations: 
Investigations may be required to exclude particular 
conditions suggested by the history and examination. It 
is useful to pursue further diagnostic testing only in the 
presence of alarm symptoms9. Laboratory studies may 
be unnecessary if the history and physical examination 
clearly lead to a diagnosis of functional abdominal 
pain. However, a complete blood cell count, 
sedimentation rate, stool test for parasites (especially 
Giardia), and urinalysis are reasonable screening 
studies. If inflammatory bowel disease is suspected the 
sedimentation rate is often elevated. The finding of an 
abnormal sedimentation rate would make one look 

further for an inflammatory, infectious, or neoplastic 
disorder. If indicated, an ultrasound examination of the 
abdomen can give information about kidneys, 
gallbladder, and pancreas; with lower abdominal pain, 
a pelvic ultrasonogram may be indicated. 

An upper gastrointestinal tract x-ray series is indicated 
if one suspects a disorder of the stomach or small 
intestine. Helicobacter pylori infection does not seem 
to be associated with RAP. In patients with symptoms 
suggestive of gastritis or ulcer an H. pylori test (serum 
or fecal) may be performed to document the infection. 

Esophagogastroduodenoscopy is indicated with 
symptoms suggestive of persistent upper 
gastrointestinal pathology. In the absence of this 
suspicion, esophagogastroduodenoscopy is unlikely to 
identify an abnormality and is usually not necessary.

Management: 
The family and the child with functional RAP may 
worry about the inability to identify an organic cause 
and may be resistant to a diagnosis of nonorganic 
disease. After a thorough history and physical 
examination the most important component of the 
treatment is reassurance of the children and family 
members10. Specifically, they need to be reassured 
that no evidence of a serious underlying disorder is 
present. Acknowledgment that the child's pain is real 
but not life-threatening is essential. When understood 
and accepted, this reassurance concludes the child 
and family's search for a physical cause and allows 
them to move into the next stage of learning to cope. 

Dietary management: 
Data on dietary intervention are scarce and deal mainly 
with fiber supplementation and lactose exclusion. 
Whereas dietary fibre supplementation is a recognized 
strategy for management for childhood constipation, its 
value in recurrent abdominal pain is uncertain. The two 
randomized trials comparing fiber treatment with 
placebo have yielded conflicting results22,23. The data 
on lactose-free diets are likewise inconclusive, and a 
Cochrane review calls for ‘well-designed trials of all 
recommended dietary interventions’24. 

A sensible course, despite lack of published evidence, 
is to recommend healthy eating including plenty of 
fruit and vegetables, regular sensible meals and 
plenty of fluids. This should be coupled with a daily 
routine with plenty of physical activity. 

Symptom-based pharmacological therapies: 
In some cases, symptom-based pharmacological 
therapies are helpful. Medications for functional 
abdominal pain are best prescribed judiciously as part of 
a multifaceted, individualized approach to relieve 
symptoms and disability. It is reasonable to consider the 
time-limited use of medications that might help to 
decrease the frequency or severity of symptoms. 
Treatment might include acid reduction therapy for pain 
associated with dyspepsia; antispasmodic agents, smooth 
muscle relaxants, or low doses of psychotropic agents 
for pain or nonstimulating laxatives or antidiarrheals for 
pain associated with altered bowel pattern.

Cognitive–behavioural therapy: 
In many instances, all that is needed from the doctor 
is acknowledgment of the symptoms and reassurance 
that there is no serious underlying organic disease. 

Sanders et al., compared this approach (standard 
paediatric care) with cognitive–behavioural therapy 
and found that both groups improved, though the 
response was somewhat better in the 
cognitive–behavioural therapy group21. They 
suggested that psychological intervention may have a 
role in difficult cases.

Family Functioning: 
Education of the family is an important part of 
treatment of the child with functional abdominal 
pain. It is often helpful to summarize the child’s 
symptoms and explain in simple language that 
although the pain is real, there is most likely no 
underlying serious or chronic disease. It may be 
helpful to explain that recurrent abdominal pain is a 
common symptom in children and adolescents, yet 
few have a disease. Functional abdominal pain can be 
likened to a headache, a functional disorder 
experienced at some time by most adults, which very 
rarely is associated with serious disease. 

It is important to provide clear and age-appropriate 
examples of conditions associated with hyperalgesia, 
such as a healing scar, and manifestations of the 
interaction between brain and gut, such as the 
diarrhea or vomiting children may experience during 
stressful situations is recommended that reasonable 
treatment goals be established, with the main aim 
being the return to normal function rather than the 
complete disappearance of pain. Return to school can 
be encouraged by identifying and addressing 
obstacles to school attendance.

Prognosis: 
Many of the studies on prognosis relate to hospital 
practice not primary care10. It is generally more likely 
that children with recurrent abdominal pain will 
develop chronic abdominal symptoms in adulthood 
and as many as 30% may continue thus. Many will 
continue to suffer from IBS11,12. There is evidence that 
children with recurrent abdominal pain are more likely 
to have emotional and psychiatric disorders later in 
life. Generally speaking, however, follow-up studies 
show that parental factors rather than the psychological 
characteristics of the child are more important when 
predicting persistence of abdominal pain. 

Conclusion:
Recurrent abdominal pain (long-standing intermittent 
or constant abdominal pain) is common in children 
and adolescents. In most children, recurrent 
abdominal pain is functional—that is, without 
objective evidence of an underlying organic disorder. 
Yet an important part of the physician’s job is to 
determine which children have an organic disorder. A 
review of the current evidence, however, indicates 

that there are no studies showing that pain frequency, 
severity, location or effects on lifestyle help to 
discriminate between functional and organic 
disorders. There have been few studies of the 
treatment of recurrent abdominal pain in children. 
There is inconclusive evidence that a lactose-free diet 
decreases symptoms or that a fiber supplement 
decreases the frequency of pain attacks. There is 
inconclusive evidence of the benefit of acid 
suppression with H2-receptor antagonists to treat 
children with dyspepsia. There is also evidence that 
cognitive/behavioral therapy may be useful in 
improving pain and disability outcome in the short 
term.
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Introduction:
Injuries, especially as a result of blunt trauma, now 
constitutes one of the major causes of death in our 
country. The frequency of trauma to the abdomen 
may be increasing in almost geometric proportion as 
the number & speed of highway vehicles, civil unrest 
& terrorist attack rises.

Abdominal  Trauma  is  a  common  clinical  entity 
occurring  in  an  emergency  surgical unit and Blunt 
abdominal injury causing  hollow  viscous  rupture is 
a common squeal. According to East multi-
institutional trial of trauma indicate that after blunt 
abdominal trauma the incidence of small bowel 
injury and small bowel perforation (SBP) 1.1% and 
0.3%, respectively1.  

Case report:
This is a story of a 20 years old boy. He had a history 
of road traffic accident 3 days back where he 
encountered by tin at supra umbilical region on right 
side. He was treated by local physician. On next 
morning he developed increasing abdominal pain, 
vomiting, respiratory distress & his conditions were 
deteriorating. On examination (OE) his abdomen was 
very tender & rigid, Blood Pressure (BP) - 100/60 
mm Hg, Respiratory rate (RR) - 24/min, Pulse rate 
(PR) - 110/min. X-ray abdomen in erect posture 
including both dome of diaphragm revealed free gas 
shadow under both dome of diaphragm. Then other 
necessary investigations for assessing fitness for 
anaesthesia were done & Patient was prepared for 
exploratory laparotomy.

Abdomen was opened by upper midline incision 
revealing peritoneal cavity (Fig. 1, 2) with huge bile 
mixed food material & blood mixed fluid. Then 
content was sucked & peritoneal toileting was done. 
On query, large perforation was found in the 2nd part 
of duodenum (Fig. 3) about 10 cm distal to Gastro-
Duodenal (G-D) junction & there was no other injury. 
Primary repair was done & two drain tube were kept 
in situ.

On 5th post-operative day (POD) patient was allowed 
to take liquid diet & sips of water orally. At the mean 
time observing for drain collection, abdominal pain, 
fever, vomiting & any discharge from wound. 

On 7th POD patient was allowed to semi solid diet. 
Finally the drain tubes were removed on 9th POD. 
The recovery was uneventful. The patient left 
hospital giving thanks to all.

Discussion:
Blunt abdominal trauma (BAT) may be from direct 
compression of the abdomen against a fixed object 
with resulting tears or subcapsular haematoma 
involving the solid organ associated viscera2. Hollow 
organs (typically small intestine) may rupture due to 
compression against a fixed point, usually the vertebral 
column. This compression causes rapid increase in 
intraluminal pressure leading to perforation of bowel 
wall at the anti-mesenteric border, where bowel is 
usually weaker2. Isolated duodenal injuries following a 
blunt abdominal trauma is uncommon. Complete 
transaction of duodenum is very rare presentation2. The 

most common cause of blunt abdominal trauma (BAT) 
is motor vehicle accident (MVA).

Patients with multiple lower rib fractures are 
notorious for having severe intra-abdominal injuries 
without significant abdominal pain. The severe pain 
from the rib fractures becomes a distracting injury for 
the less noticeable abdominal pain. As a result, the 
patient may have a poor outcome as abdominal 
injuries are not recognized. 

Spontaneous  perforation  of  an  hollow viscus  may 
be  the  result  of  a  range  of  pathological  processes, 
where diagnosis is relatively easy for surgeon. But 
isolated duodenal perforation after blunt abdominal 
trauma is still a diagnostic challenge to surgeon. 

One third of our patient did not present to the hospital 
until after an average of three days with advanced 
peritonitis. Reasons put forward to explain such delay 
include: 1. Relatively less initial peritoneal irritation 

induced by the nearly neutral intestinal content 
particularly those with perforation between the 
duodeno-jejunal flexure and the ileo-caecal junction; 2. 
In small gut perforations the mucosa may prolapse 
through the hole and partly seal it making early sign of 
misleading; 3. The entity of a delayed perforation 
caused by an evolving injury. These patient have an 
initial contused bowel wall at the time of trauma that 
ultimately gives way after a variable period with 
resultant peritonitis. For this reason, physical 
examination during the initial evaluation is reliable for 
an early diagnosis in only 30% of blunt trauma injuries, 
in those patients who exhibit clear peritoneal signs3. 

Abdominal pain, the usual symptom indicating 
abdominal injury is not severe & therefore the patient 
did not seek hospital care soon after injury most 
probably due to the above reasons.

Initial approach to the blunt abdominal trauma (BAT) 
patient is done according to fundamental principles of 

advanced trauma life support (ATLS) system, which 
compromise primary survey & resuscitation [ABCDE 
(Airway, Breathing, Circulation, Disability, Exposure) 
of trauma care, steps of resuscitation, re-evaluation of 
ABC, monitoring the vital sign, introduction of 
gastric tube or Foley’s catheter] and secondary survey 
(careful abdominal examination & to identify all 
other injuries).

Several diagnostic modalities are being used for the 
identification of isolated bowel perforation. These are 
X-ray abdomen in erect posture including both dome
of diaphragm, Serum amylase, WBC count, focused
assessment with sonography for trauma (FAST),
diagnostic peritoneal lavage (DPL), Abdominal CT.
Free sub-diaphragmatic gas, a radiologic sign
indicative of hollow viscus perforation easily
detected in plain abdominal radiographs, could lead
to an early diagnosis in only 7-8% of the cases4,5.
Elevated white blood cell (WBC) count and serum
amylase levels could be suggestive of an intra-
abdominal process and aid diagnosis in conjunction
with history and physical findings. Although
abnormal serum amylase can be noted in such cases,
no clear cut-off value that could help differentiate
patients with SBP could be determined4. Focused
assessment with sonography for trauma (FAST) play
an important roles to detect the free intra-peritoneal
fluid and haemo-pericardium in the assessment of
acutely traumatized patient, with the sensitivity of
91-100%6. Diagnostic peritoneal lavage (DPL) can
identify Small bowel perforations (SBP) with great
sensitivity (up to 100%) but relatively low
specificity7,8. CT has proved to be the gold-standard
examination, contributing toward a significant
reduction of morbidity and mortality in trauma
victims9,10. Postoperative complications like wound
infection, would dehiscence, intra-abdominal abscess,
acute respiratory distress syndrome and sepsis, all
occur at two to three times higher incidence in
patients who undergo surgical repair of Small bowel
perforations with extended delay11,12. The key
individual in the development of a system of trauma
care is the general surgeon.

Treatment:
Urgent hospitalization of patient preferably in ICU 
with initial resuscitation, side by side preparation of 
the patient for laparotomy. After laparotomy, 
thorough surgical toileting, identification of injury, 
repair, re-toileting then drain were given. Associated 
injury were also looked for & treated. Abdomen was 
closed in layer. A meticulous follow up of the patient 
is needed for good outcome.

Conclusion:
We present a case of successful repair of 3 days old 
traumatic duodenal perforation. Isolated duodenal 
perforation in blunt abdominal trauma victim is hard 
to diagnosis. Early diagnosis & appropriate operative 
management which are imperative to prevent 
morbidity in many cases. The rarity of duodenal 
perforation, the patient's good general condition 
following road traffic accident & treatment by local 
physician delayed the diagnosis. Cornerstone to 
successful management is combination of detailed 
history including the mechanism of injury, thorough 
clinical examination & Investigation under close 
supervision, surgical procedures to identify the 
perforation & repair.
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 Case Report

Traumatic Rupture of Duodenum: A Case Report
Rahman MA1, Imam HM2

Abstract:
Isolated duodenal rupture after blunt abdominal trauma is infrequent, liable to be missed and is associated with 
high morbidity and significant mortality. Diagnostic delay is a part of clinical picture in most of these cases, 
considering its anatomical location & lack of peritoneal sign. Among different modalities, use of CT scan for 
diagnosis is widely appreciated. Majority of duodenal injury can be managed by simple repair of injured site. But 
delayed presentation, lack of optimal diagnostic approach & delayed surgical intervention have results in many 
post-operative complication & hamper the possible outcome. The case of young traumatized patient with isolated 
duodenal rupture is presented to highlight these issues. 
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H2a. Diagnostic criteria* for functional dyspepsia 
Must include all of the following: 
1. Persistent of recurrent pain or discomfort centered in the upper abdomen (above the umbilicus).
2. Not relieved by defecation or associated with the onset of a change in stool frequency or stool form
(i.e., not irritable bowel syndrome).
3. No evidence of an inflammatory, anatomic, metabolic, or neoplastic process that explains the subject’s symptoms. 

 H2b. Diagnostic criteria* for irritable bowel syndrome 
Must include all of the following: 
1. Abdominal discomfort (an uncomfortable sensation not described as pain) or pain associated with 2 or 
more of the following at least 25% of the time:
(a) Improved with defecation
(b) Onset associated with a change in frequency of stool; and 
(c) Onset associated with a change in from (appearance) of stool.
2. No evidence of an inflammatory, anatomic, metabolic, or neoplastic process that explains the subject’s
symptoms.
H2c. Diagnostic criteria† for abdominal migraine 
Must include all of the following: 
1. Paroxysmal episodes of intense acute periumbilical pain that lasts for 1 hours or more.
2. Intervening periods of usual health lasting weeks to months.
3. The pain interferes with normal activities.
4. The pain is associated with 2 or more of the following: anorexia, nausea, vomiting, headache,
photophobia, pallor.
5. No evidence of an inflammatory, anatomic, metabolic, or neoplastic process that explains the subject’s
symptoms. 
H2d. Diagnostic criteria* for childhood functional abdominal pain 
Must include all of the following: 
1. Episodic or continuous abdominal pain.
2. Insufficient criteria for other functional gastrointestinal disorders.
3. No evidence of an inflammatory, anatomic, metabolic, or neoplastic process that explains the subject’s
symptoms.
H2d1. Diagnostic criteria*for childhood functional abdominal pain syndrome 
Must include childhood functional abdominal pain at least 25% of the time and 1 or more of the following: 
1. Some loss of daily functioning
2. Additional somatic symptoms such as headache, limb pain, or difficulty in sleeping 
H1c. Diagnostic criteria* for aerophagia 
Must include at least 2 of the following: 
1. Air swallowing.
2. Abdominal distension due to intraluminal air.
3. Repetitive belching and/or increased flatus.

Table II: Rome III Diagnostic Criteria for Pediatric Functional Bowel Disorders.

 History: Red Flags 
Weight loss Persistent right upper or right lower quadrant pain 
Unexplained fevers Pain radiating to the back 
Unexplained rashes Arthritis 
Persistent vomiting Recurrent oral ulcers 
Dysphagia/odynophagia Anal/perianal ulcers 
Hematemesis Nocturnal symptoms (waking with diarrhea and/or vomiting) 
Bilious emesis Delayed puberty 
Chronic diarrhea (> 2 weeks) Deceleration of linear growth velocity 
Hematochezia/melena 
Physical Exam: Red Flags 
Decline in weight/height parameters Abdominal mass 
Pallor or anemia Localized tenderness 
Abdominal distension Perianal fissures or ulcers 
Organomegaly (hepatosplenomegaly) Positive hemoccult stool test 

Table III: “Red Flags” In History and Examination of Recurrent Abdominal Pain.

Figure 1, 2: Huge bile, blood & food mixed fluid & material revealed after opening the abdomen by upper midline incision

Figure 3: Large perforation found in the 2nd part of duodenum

evidence that patients with recurrent abdominal pain 
have more symptoms of anxiety and depression 
(internalizing emotional symptoms) than do healthy 
community controls. In contrast, there is evidence 
that children with recurrent abdominal pain do not 

have higher levels of conduct disorder and 
oppositional behavior (externalizing emotional 
symptoms) compared with healthy community 
controls. There are no data on whether 
emotional/behavioral symptoms predict symptom 
severity, course or response to treatment. There is 
evidence suggesting that children with recurrent 
abdominal pain are at risk of later emotional 
symptoms and psychiatric disorder.

Clinical Features: 
The primary feature of FAPS is abdominal pain. 
Usually, the pain is located around the umbilicus, 
however the pattern or location of abdominal pain is 
not always predictable. The pain may occur suddenly 

or slowly increase in severity. The pain may be 
constant or may increase and decrease in severity. 
Some children with functional abdominal pain may 
experience dyspepsia, or upper abdominal pain 
associated with nausea, vomiting, and/or a feeling of 
fullness after just a few bites (early satiety). Others 
may experience abdominal pain with bowel 
movements. Pain that is usually relieved by bowel 
movements, or associated with changes in bowel 

movement habits (mainly constipation, diarrhea, or 
constipation alternating with diarrhea) is the classic 
irritable bowel syndrome (IBS) (Table II). However, 
many diseases can cause chronic abdominal pain. 

Therefore, any structural, organic, or chemical disease 
should be excluded. Patients with RAP often have 
pain-related behaviors. First, they often deny a role for 
psychosocial stressors. However, pain may diminish 
when patients are engaged in distracting activities but 
increase when they are discussing a psychologically 
distressing issue. Second, they express pain through 
verbal and nonverbal methods. They urgently report 
intense symptoms disproportionate to the available 
clinical and laboratory data. Third, they seek health 
care frequently. They often visit the emergency room 
and request analgesics. Fourth, they request diagnostic 
studies or even exploratory surgery to determine the 
organic origin of their condition. Fifth, they focus 
attention on complete relief of pain rather than on 
adapting to having a disease. Sixth, they take on 
limited personal responsibility for self-management. 
In addition to these features, distinct 
psychopathologies are usually found in patients with 
FAPS, including depressive disorders, anxiety 
disorders, and somatoform disorder.

History and Physical Exam: 
A complete history should be taken including social 
and dietary history and look for red flag symptoms 
and signs (Table III), Conduct a thorough physical 
exam, including rectal exam with stool hemoccult 
OR perianal exam with hemoccult of stool brought in 
by patient/family and review of the child’s growth. 
Children with recurrent abdominal pain are more 
likely than children without recurrent abdominal pain 
to have headache, joint pain, anorexia, vomiting, 
nausea, excessive gas and altered bowel symptoms. 
The presence of alarm symptoms or signs suggests a 

higher pretest probability or prevalence of organic 
disease and may justify the performance of diagnostic 
tests. Alarm symptoms or signs include, but are not 
limited to, involuntary weight loss, deceleration of 
linear growth, gastrointestinal blood loss, significant 
vomiting, chronic severe diarrhea, persistent right 
upper or right lower quadrant pain, unexplained fever 
and family history of inflammatory bowel disease. 
The ‘red flag’ signs have long been used by clinicians 
to guide themselves to identify children who need 
further investigations and the salient ones on history 
and examination are noted in Table III 7,8.
� 
Investigations: 
Investigations may be required to exclude particular 
conditions suggested by the history and examination. It 
is useful to pursue further diagnostic testing only in the 
presence of alarm symptoms9. Laboratory studies may 
be unnecessary if the history and physical examination 
clearly lead to a diagnosis of functional abdominal 
pain. However, a complete blood cell count, 
sedimentation rate, stool test for parasites (especially 
Giardia), and urinalysis are reasonable screening 
studies. If inflammatory bowel disease is suspected the 
sedimentation rate is often elevated. The finding of an 
abnormal sedimentation rate would make one look 

further for an inflammatory, infectious, or neoplastic 
disorder. If indicated, an ultrasound examination of the 
abdomen can give information about kidneys, 
gallbladder, and pancreas; with lower abdominal pain, 
a pelvic ultrasonogram may be indicated. 

An upper gastrointestinal tract x-ray series is indicated 
if one suspects a disorder of the stomach or small 
intestine. Helicobacter pylori infection does not seem 
to be associated with RAP. In patients with symptoms 
suggestive of gastritis or ulcer an H. pylori test (serum 
or fecal) may be performed to document the infection. 

Esophagogastroduodenoscopy is indicated with 
symptoms suggestive of persistent upper 
gastrointestinal pathology. In the absence of this 
suspicion, esophagogastroduodenoscopy is unlikely to 
identify an abnormality and is usually not necessary.

Management: 
The family and the child with functional RAP may 
worry about the inability to identify an organic cause 
and may be resistant to a diagnosis of nonorganic 
disease. After a thorough history and physical 
examination the most important component of the 
treatment is reassurance of the children and family 
members10. Specifically, they need to be reassured 
that no evidence of a serious underlying disorder is 
present. Acknowledgment that the child's pain is real 
but not life-threatening is essential. When understood 
and accepted, this reassurance concludes the child 
and family's search for a physical cause and allows 
them to move into the next stage of learning to cope. 

Dietary management: 
Data on dietary intervention are scarce and deal mainly 
with fiber supplementation and lactose exclusion. 
Whereas dietary fibre supplementation is a recognized 
strategy for management for childhood constipation, its 
value in recurrent abdominal pain is uncertain. The two 
randomized trials comparing fiber treatment with 
placebo have yielded conflicting results22,23. The data 
on lactose-free diets are likewise inconclusive, and a 
Cochrane review calls for ‘well-designed trials of all 
recommended dietary interventions’24. 

A sensible course, despite lack of published evidence, 
is to recommend healthy eating including plenty of 
fruit and vegetables, regular sensible meals and 
plenty of fluids. This should be coupled with a daily 
routine with plenty of physical activity. 

Symptom-based pharmacological therapies: 
In some cases, symptom-based pharmacological 
therapies are helpful. Medications for functional 
abdominal pain are best prescribed judiciously as part of 
a multifaceted, individualized approach to relieve 
symptoms and disability. It is reasonable to consider the 
time-limited use of medications that might help to 
decrease the frequency or severity of symptoms. 
Treatment might include acid reduction therapy for pain 
associated with dyspepsia; antispasmodic agents, smooth 
muscle relaxants, or low doses of psychotropic agents 
for pain or nonstimulating laxatives or antidiarrheals for 
pain associated with altered bowel pattern.

Cognitive–behavioural therapy: 
In many instances, all that is needed from the doctor 
is acknowledgment of the symptoms and reassurance 
that there is no serious underlying organic disease. 

Sanders et al., compared this approach (standard 
paediatric care) with cognitive–behavioural therapy 
and found that both groups improved, though the 
response was somewhat better in the 
cognitive–behavioural therapy group21. They 
suggested that psychological intervention may have a 
role in difficult cases.

Family Functioning: 
Education of the family is an important part of 
treatment of the child with functional abdominal 
pain. It is often helpful to summarize the child’s 
symptoms and explain in simple language that 
although the pain is real, there is most likely no 
underlying serious or chronic disease. It may be 
helpful to explain that recurrent abdominal pain is a 
common symptom in children and adolescents, yet 
few have a disease. Functional abdominal pain can be 
likened to a headache, a functional disorder 
experienced at some time by most adults, which very 
rarely is associated with serious disease. 

It is important to provide clear and age-appropriate 
examples of conditions associated with hyperalgesia, 
such as a healing scar, and manifestations of the 
interaction between brain and gut, such as the 
diarrhea or vomiting children may experience during 
stressful situations is recommended that reasonable 
treatment goals be established, with the main aim 
being the return to normal function rather than the 
complete disappearance of pain. Return to school can 
be encouraged by identifying and addressing 
obstacles to school attendance.

Prognosis: 
Many of the studies on prognosis relate to hospital 
practice not primary care10. It is generally more likely 
that children with recurrent abdominal pain will 
develop chronic abdominal symptoms in adulthood 
and as many as 30% may continue thus. Many will 
continue to suffer from IBS11,12. There is evidence that 
children with recurrent abdominal pain are more likely 
to have emotional and psychiatric disorders later in 
life. Generally speaking, however, follow-up studies 
show that parental factors rather than the psychological 
characteristics of the child are more important when 
predicting persistence of abdominal pain. 

Conclusion:
Recurrent abdominal pain (long-standing intermittent 
or constant abdominal pain) is common in children 
and adolescents. In most children, recurrent 
abdominal pain is functional—that is, without 
objective evidence of an underlying organic disorder. 
Yet an important part of the physician’s job is to 
determine which children have an organic disorder. A 
review of the current evidence, however, indicates 

that there are no studies showing that pain frequency, 
severity, location or effects on lifestyle help to 
discriminate between functional and organic 
disorders. There have been few studies of the 
treatment of recurrent abdominal pain in children. 
There is inconclusive evidence that a lactose-free diet 
decreases symptoms or that a fiber supplement 
decreases the frequency of pain attacks. There is 
inconclusive evidence of the benefit of acid 
suppression with H2-receptor antagonists to treat 
children with dyspepsia. There is also evidence that 
cognitive/behavioral therapy may be useful in 
improving pain and disability outcome in the short 
term.
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Introduction:
Injuries, especially as a result of blunt trauma, now 
constitutes one of the major causes of death in our 
country. The frequency of trauma to the abdomen 
may be increasing in almost geometric proportion as 
the number & speed of highway vehicles, civil unrest 
& terrorist attack rises.

Abdominal  Trauma  is  a  common  clinical  entity 
occurring  in  an  emergency  surgical unit and Blunt 
abdominal injury causing  hollow  viscous  rupture is 
a common squeal. According to East multi-
institutional trial of trauma indicate that after blunt 
abdominal trauma the incidence of small bowel 
injury and small bowel perforation (SBP) 1.1% and 
0.3%, respectively1.  

Case report:
This is a story of a 20 years old boy. He had a history 
of road traffic accident 3 days back where he 
encountered by tin at supra umbilical region on right 
side. He was treated by local physician. On next 
morning he developed increasing abdominal pain, 
vomiting, respiratory distress & his conditions were 
deteriorating. On examination (OE) his abdomen was 
very tender & rigid, Blood Pressure (BP) - 100/60 
mm Hg, Respiratory rate (RR) - 24/min, Pulse rate 
(PR) - 110/min. X-ray abdomen in erect posture 
including both dome of diaphragm revealed free gas 
shadow under both dome of diaphragm. Then other 
necessary investigations for assessing fitness for 
anaesthesia were done & Patient was prepared for 
exploratory laparotomy.

Abdomen was opened by upper midline incision 
revealing peritoneal cavity (Fig. 1, 2) with huge bile 
mixed food material & blood mixed fluid. Then 
content was sucked & peritoneal toileting was done. 
On query, large perforation was found in the 2nd part 
of duodenum (Fig. 3) about 10 cm distal to Gastro-
Duodenal (G-D) junction & there was no other injury. 
Primary repair was done & two drain tube were kept 
in situ.

On 5th post-operative day (POD) patient was allowed 
to take liquid diet & sips of water orally. At the mean 
time observing for drain collection, abdominal pain, 
fever, vomiting & any discharge from wound. 

On 7th POD patient was allowed to semi solid diet. 
Finally the drain tubes were removed on 9th POD. 
The recovery was uneventful. The patient left 
hospital giving thanks to all.

Discussion:
Blunt abdominal trauma (BAT) may be from direct 
compression of the abdomen against a fixed object 
with resulting tears or subcapsular haematoma 
involving the solid organ associated viscera2. Hollow 
organs (typically small intestine) may rupture due to 
compression against a fixed point, usually the vertebral 
column. This compression causes rapid increase in 
intraluminal pressure leading to perforation of bowel 
wall at the anti-mesenteric border, where bowel is 
usually weaker2. Isolated duodenal injuries following a 
blunt abdominal trauma is uncommon. Complete 
transaction of duodenum is very rare presentation2. The 

most common cause of blunt abdominal trauma (BAT) 
is motor vehicle accident (MVA).

Patients with multiple lower rib fractures are 
notorious for having severe intra-abdominal injuries 
without significant abdominal pain. The severe pain 
from the rib fractures becomes a distracting injury for 
the less noticeable abdominal pain. As a result, the 
patient may have a poor outcome as abdominal 
injuries are not recognized. 

Spontaneous  perforation  of  an  hollow viscus  may 
be  the  result  of  a  range  of  pathological  processes, 
where diagnosis is relatively easy for surgeon. But 
isolated duodenal perforation after blunt abdominal 
trauma is still a diagnostic challenge to surgeon. 

One third of our patient did not present to the hospital 
until after an average of three days with advanced 
peritonitis. Reasons put forward to explain such delay 
include: 1. Relatively less initial peritoneal irritation 

induced by the nearly neutral intestinal content 
particularly those with perforation between the 
duodeno-jejunal flexure and the ileo-caecal junction; 2. 
In small gut perforations the mucosa may prolapse 
through the hole and partly seal it making early sign of 
misleading; 3. The entity of a delayed perforation 
caused by an evolving injury. These patient have an 
initial contused bowel wall at the time of trauma that 
ultimately gives way after a variable period with 
resultant peritonitis. For this reason, physical 
examination during the initial evaluation is reliable for 
an early diagnosis in only 30% of blunt trauma injuries, 
in those patients who exhibit clear peritoneal signs3. 

Abdominal pain, the usual symptom indicating 
abdominal injury is not severe & therefore the patient 
did not seek hospital care soon after injury most 
probably due to the above reasons.

Initial approach to the blunt abdominal trauma (BAT) 
patient is done according to fundamental principles of 

advanced trauma life support (ATLS) system, which 
compromise primary survey & resuscitation [ABCDE 
(Airway, Breathing, Circulation, Disability, Exposure) 
of trauma care, steps of resuscitation, re-evaluation of 
ABC, monitoring the vital sign, introduction of 
gastric tube or Foley’s catheter] and secondary survey 
(careful abdominal examination & to identify all 
other injuries).

Several diagnostic modalities are being used for the 
identification of isolated bowel perforation. These are 
X-ray abdomen in erect posture including both dome
of diaphragm, Serum amylase, WBC count, focused
assessment with sonography for trauma (FAST),
diagnostic peritoneal lavage (DPL), Abdominal CT.
Free sub-diaphragmatic gas, a radiologic sign
indicative of hollow viscus perforation easily
detected in plain abdominal radiographs, could lead
to an early diagnosis in only 7-8% of the cases4,5.
Elevated white blood cell (WBC) count and serum
amylase levels could be suggestive of an intra-
abdominal process and aid diagnosis in conjunction
with history and physical findings. Although
abnormal serum amylase can be noted in such cases,
no clear cut-off value that could help differentiate
patients with SBP could be determined4. Focused
assessment with sonography for trauma (FAST) play
an important roles to detect the free intra-peritoneal
fluid and haemo-pericardium in the assessment of
acutely traumatized patient, with the sensitivity of
91-100%6. Diagnostic peritoneal lavage (DPL) can
identify Small bowel perforations (SBP) with great
sensitivity (up to 100%) but relatively low
specificity7,8. CT has proved to be the gold-standard
examination, contributing toward a significant
reduction of morbidity and mortality in trauma
victims9,10. Postoperative complications like wound
infection, would dehiscence, intra-abdominal abscess,
acute respiratory distress syndrome and sepsis, all
occur at two to three times higher incidence in
patients who undergo surgical repair of Small bowel
perforations with extended delay11,12. The key
individual in the development of a system of trauma
care is the general surgeon.

Treatment:
Urgent hospitalization of patient preferably in ICU 
with initial resuscitation, side by side preparation of 
the patient for laparotomy. After laparotomy, 
thorough surgical toileting, identification of injury, 
repair, re-toileting then drain were given. Associated 
injury were also looked for & treated. Abdomen was 
closed in layer. A meticulous follow up of the patient 
is needed for good outcome.

Conclusion:
We present a case of successful repair of 3 days old 
traumatic duodenal perforation. Isolated duodenal 
perforation in blunt abdominal trauma victim is hard 
to diagnosis. Early diagnosis & appropriate operative 
management which are imperative to prevent 
morbidity in many cases. The rarity of duodenal 
perforation, the patient's good general condition 
following road traffic accident & treatment by local 
physician delayed the diagnosis. Cornerstone to 
successful management is combination of detailed 
history including the mechanism of injury, thorough 
clinical examination & Investigation under close 
supervision, surgical procedures to identify the 
perforation & repair.
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* Criteria fulfilled at least once per week for at least 2 months before diagnosis.
† Criteria fulfilled 2 or more times in the preceding 12 months.
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