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Abstract 
The mechanism of mesenteric injury in blunt abdominal trauma involves compression and deceleration forces which 
result in a spectrum of injuries that range from contusions to tearing of the bowel wall, tearing of the mesentery, and 
loss of vascular supply. Hemoperitoneum is a major sign of severity in abdominal trauma, which, in most cases, 
requires emergency surgery. 
Our patient showed that the diagnosis of mesenteric injury should be considered even in patients who sustain only 
minor abdominal trauma. In this case the patient’s symptoms were suggestive only for the orthopedic lesion and not 
for the hemoperitoneum. 
Trans-scapho-lunate dislocation fracture is a rare lesion that may go unnoticed at initial assessment in a 
polytraumatized patient. A delay in the diagnosis and treatment of a scaphoid fracture may alter the prognosis after 
consolidation. 
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Introduction 

The treatment of abdominal injuries is one 
of the current problems of emergency surgery, 
both of to the high incidence and to the 
severity of the injuries. The severity of these 
traumas is due to the rich vascularization of 
the intra-abdominal organs, served by large 
vessels, and their injury is complicated by 
severe bleeding. Identifying intra-abdominal 
lesions is a major challenge, many of which 

may not be evident during the primary 
investigation period. 

Hemoperitoneum is a major sign of 
severity in abdominal trauma, which, in most 
cases, requires emergency surgery. Trauma 
patients in need of emergency surgery for 
ongoing haemorrhage have increased survival 
if the elapsed time between the traumatic 
injury and admission to the operating theatre 
is minimized [1]. Any injury to the abdominal 
wall can be accompanied by internal injuries, 
but the viscera can be damaged even in the 
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absence of a traumatic mark on the abdominal 
wall.  

Small bowel injuries occur in 50% of cases 
with penetrating abdominal wounds. 
However, the most common intestinal injuries 
appear as a result of abdominal contusions 
(70%), when they are also associated with 
injuries of the mesentery, the third cause of 
hemoperitoneum, after trauma to the spleen 
and liver [2].  

Three mechanisms act on the intestine in 
the case of abdominal contusions: 

 
− its wreaking between the vertebrae and 

the anterior abdominal wall 
− sudden increase in intraluminal 

pressure 
− disinsertions at the junctions between 

fixed and mobile intestinal segments. 
 

The usual mechanism of the mesenteric 
injury is direct crushing of the small bowel 
against the vertebral column [3]. Tearing and 
shearing forces, especially seat belts in car 
accidents, applied to the abdomen, 
particularly at points of mesenteric 
attachment, can also be the mechanism. 
According to the surgical literature, proximal 
jejunum and distal ileum are more prone to 
injury from blunt trauma because of the short 
mesentery in these areas [4]. 

Lesions of the mesentery can be bruised or 
ruptured (vertical ones are less severe, those 
parallel to the intestine are more serious). 
Ruptures located nearby intestine, affecting 
the marginal arches and straight vessels, can 
compromise the vitality of the loop if they are 
larger than 3 cm. Ruptures located near the 
root of the mesentery may involve important 
vessels with compromising the vitality of a 
large part of the intestine. In a mesenteric 
rupture located in a vascular area, large 
enough, a loop can be engaged, which can 
cause intestinal occlusion Fig. 1. 

  

 
Fig. 1 The ruptured small intestine and mesentery root 
(right part of the dashed lines) [2] 
 

The abdominal cavity has a high capacity 
for distension, up to 5 l in adults, which allows 
the accumulation of a significant amount of 
blood in a short time, with hemorrhagic shock. 
Early diagnosis and treatment can be 
extremely important in saving the patient’s life 
[5]. The presence of hemoperitoneum in 
closed traumas requires careful clinical 
examination and targeted paraclinical 
examinations. 

Ruptures of the mesentery are manifested 
by signs of internal bleeding. The laboratory 
examination shows leukocytosis and, in case 
of internal hemorrhage, the decrease in the 
number of red blood cells, hemoglobin and 
hematocrit. However, the doctor must keep in 
mind that a complete posthemorrhagic 
hemodilution takes at least 18 hours to occur, 
and the refilling of circulating capillaries takes 
about 4-5 hours to cause a significant decrease 
in hematocrit and hemoglobin concentration. 
Therefore, a normal hematocrit in the first 
hours after the accident does not rule out the 
presence of internal bleeding.  

Aside from a clinical examination, X-rays of 
chest and pelvis in conjunction with focused 
abdominal sonography for trauma (FAST) [6] 
or diagnostic peritoneal lavage (DPL) [7] are 
recommended diagnostic modalities during 
the primary survey [8]. Empty abdominal 
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considered even in patients suffering from 
minor abdominal contusions, the speed and 
accuracy of diagnosis sometimes depending 
on the patient’s life. 

The particularity of the case lied in the fact 
that the patient’s symptoms were suggestive 
only for the orthopedic lesion and not for the 
hemoperitoneum (life-threatening lesion). 
Timing of surgery when clinical and ultrasound 
signs support the diagnosis of 
hemoperitoneum can endanger the patient’s 
life. 

Trans-scapho-lunate dislocation fracture is 
a rare lesion that may go unnoticed at initial 
assessment in a polytraumatized patient. 
Simple radiographs may not reveal the 
fracture, and a delay in the diagnosis and 
treatment of a scaphoid fracture may alter the 
prognosis after consolidation. Like other 
dislocations, a trans-scapho-lunate fracture-
dislocation is an emergency and should be 
reduced as soon as possible, and the final 
treatment should be applied when the 
patient’s condition allows. 
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