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INTRODUCTION. In the peacetime structure of abdominal wall, resulting in instant rupture of the

traumatism, abdominal and retroperitoneal injuries
occur in 2-4% of cases, with closed abdominal injuries
predominating at 82.4%. In patients with hollow organ
injuries, the incidence of injuries to the small intestine
is 30-38%, to the large intestine, 3-13%, to the
stomach, 2-3%, and to the duodenum, 1.2-10%. The
small intestine sustains such a large number of injuries
due to its anatomical characteristics of being long and
poorly protected. Damages to the large intestine are
observed 2.4 times less frequently because of its more
favorable anatomical location. Victims with closed
injuries of hollow organs are distinguished:

- tearing of the serous or mucous membranes;

- organ rupture;

- Tearing of an organ;

- crushing of the organ.

Factors affecting injury to the hollow organ:

- force and direction of impact (direct, oblique,
tangential impact, crushing);

- fixation of the hollow organ (physiological,
pathological);

- Occupancy of the hollow organ at the time of
injury;

- The degree of relaxation of the anterior
abdominal wall.

Blunt force trauma to the small and large
intestine can be reduced to three types: crushing,
tearing and bursting. Crushing is caused by
compression of the intestine between the injuring
instrument and the spine, ribs or iliac bone due to
perpendicular impact or compression of the anterior

intestine or necrosis of the injured organ. Organ rupture
in trauma victims occurs when there is a closed loop
filed with gas and intestinal contents, or due to
anatomical features or pathological changes. Organ
detachment occurs with an oblique or tangential blow,
when the intestinal loops are pressed against a solid
base, displaced horizontally or vertically, causing
detachment of the mesentery and intestinal wall at the
physiological or pathological fixation. In this case the
contents of the hollow organ do not have time to move
within the enclosed space and tear it from the inside,
away from the site of force application. The variability
of the clinical picture at different times after injury, the
different nature of the injuries, the state of shock and
often acute blood loss make diagnosis difficult. The
deceptive appearance of the ease of diagnosis of small
intestinal trauma sometimes leads to delayed surgery
and diagnostic errors. According to a number of
authors, in 16% of cases the indication for emergency
surgery in patients with closed abdominal injuries is
late, and errors at the diagnostic stage reach 33%.
Lethality in isolated small and large intestine injuries
varies from 5.1 to 20.4%. Based on the above, the
development of a diagnostic algorithm and the
improvement of surgical tactics for isolated small and
large intestine injuries is an urgent problem in
emergency surgery.

MATERIAL AND RESEARCH METHODS. Between
2018 and 2023, 36 patients with isolated injuries to the
small intestine and 14 with injuries to the colon were
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operated on in the Department of Abdominal Surgery.
At the same time, injuries to the ileum were observed
in 26 victims, while 10 had injuries to the jejunum.
Injuries to the colon were distributed as follows: 7 cases
revealed damage to the transverse colon, 4 to the
sigmoid colon, 2 to the ascending colon, 1 to the
descending colon. In the first 6 hours from the time of
injury, 27 patients were admitted, from 6 to 12 hours -
17, after 12 hours - 6.

RESULTS AND DISCUSSION. The diagnostic
programme began with an examination of clinical and
objective findings. The clinical picture in victims with
small intestine injuries is characterized by considerable
polymorphism. It depends on the nature, localization
and extent of intestinal injury, combination with injuries
to other organs of the abdominal cavity, thorax,
musculoskeletal system, and skull, as well as on the
time elapsed since the injury. In the first hours after
rupture of the intestine, symptoms of acute abdomen,
peritonitis, diffuse pain, limitation of abdominal wall
mobility, abdominal muscle tension, disappearance of
hepatic tautness, blunting of percussion sound in the
indented areas of the abdomen are identified. Thus, 24
patients were treated for widespread peritonitis, 7 of
them had pain syndrome and other pathological
symptoms only at the moment of admission to the
admission ward, but later the pain subsided and there
was a light period of a few hours. Thereafter, the pain
resumed and the clinical picture of widespread
peritonitis developed. In 5 cases, the lucid interval
lasted 5-7 days from the time of injury, with a gradual
development of a clinic of flaccid peritonitis due to
progression of necrosis of the intestinal wall, due to
detachment of the intestine from the mesentery.

The clinical picture of intra-abdominal colon
injury is characterised by the rapid development of
severe widespread fecal peritonitis. At the same time,
extraperitoneal ruptures of the colon are characterized
by symptom neutrality, especially in the first hours after
injury, and a developed clinical picture appears on the
5th-7th day due to the development of retroperitoneal
phlegmon. Intraperitoneal damages of large intestine
were revealed in 10 patients, extraperitoneal - in 4
patients. Review X-ray of the abdominal cavity organs
has been performed in all the admitted patients. This
examination provides revealing of free gas and free
liquid in abdominal cavity, indirect signs of inflammation
and injury. The information rate of this method was
33%.

Abdominal and retroperitoneal ultrasound
detects the presence of even small amounts of fluid in
the abdominal cavity. Abdominal puncture under
ultrasound to take fluid for visual, biochemical and
bacteriological examination is of particular diagnostic
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value. An ultrasound scan can also be used to suspect
retroperitoneal damage to the colon. It was done in all
50 (100%) of the victims. The informative value was
86%.

Computed tomography (CT) is the most
sensitive method for detecting retroperitoneal colon
injuries. Abdominal CT was performed in 6 cases with
suspected retroperitoneal colon rupture in 3 victims.
The method had an informative value of 92%.

Videolaparoscopy is the most informative
method of diagnosis in isolated small and large intestine
injuries. It is particularly valuable for detachments of
the intestine from the mesentery, haematomas of the
intestinal wall or mesentery, and retroperitoneal
haemorrhages. By performing dynamic video
laparoscopy it is possible to monitor the progression of
necrosis of the devascu- lated part of the intestine. In a
number of cases this method of diagnostics is of low
informative value, in particular in case of retroperitoneal
damage of the large intestine in the first hours after the
injury. Videolaparoscopy was performed in 35 patients
with a diagnostic value of 96%.

The extent of surgical intervention in small and
large intestine injuries depends on a number of factors:
the time of patients' admission to the hospital since the
injury, the presence of widespread peritonitis, the size
of the intestinal wall defect, the level of injury, and the
presence of fecal matter in the lumen of the injured
organ. Small bowel resection with ileostomy. Multiple
short-stem defects+peritonitis 4 (11.1%). Small bowel
resection + ileotransversostomy Terminal ileum with a
defect of more than 2/3 of the colon circumference 4
(11.1%). Maidl jejunostomy multiple damages of
proximal jejunum 3 (8,3%), resection of small intestine
with  side-to-side  anastomosis,  extraperitoneal
anastomosis for doubtful anastomoses 3 (8,3%). We
believe that small intestine wall defects less than 1/2 of
the circumference should be sutured with two-row
sutures with obligatory nasointestinal intubation. If the
damage is 2/3 or more of the intestine circumference or
if the intestine is torn from the mesentery by more than
3 cm, small intestine resection with side-to-side
anastomosis and nasointestinal intubation should be
performed. Resection of the damaged segment of the
small intestine with an ileostomy is performed in
patients with multiple defects of the intestinal wall at a
short distance from each other, in the presence of
widespread peritonitis. At defects more than 2/3 of the
terminal ileum circumference a small intestine resection
with ileotransverse anastomosis was performed. At
multiple damages of the proximal jejunum the operation
of choice was resection of the damaged segment of the
intestine with the Maidl-type jejunostomy. If there is a
risk of the development of the formed interintestinal
junction failure and widespread peritonitis, high
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resection of the jejunum is performed with
"extraperitonealization” in order to prevent
intraperitoneal complications. When performing surgical
intervention in patients with colon wounds, we strictly
follow the algorithm we have developed. Thus, in 4
cases of closed injuries of the large intestine at early
admission of victims to the hospital, with defects of the
intestinal wall less than 1/2 of the circumference, its
suturing by 2 rows with transanal intestinal intubation
was performed. At multiple defects of the right flank of
the colon in a short extent, concomitant peritonitis right-
sided hemicolectomy with the ileostomy was performed.
In 2 patients during the operation the mesentery was
detached from the wall of the descending colon over 3
cm in length and the left-side hemicolectomy with trans-
versostomy was performed. In 1 case, multiple injuries
of the transverse colon were complicated by widespread
fecal peritonitis, therefore, transverse colon resection
with transversostomy, thorough sanation and drainage
of the abdominal cavity were performed. In 3 cases of
extensive damage to the sigmoid colon, surgery was
terminated by Hartmann's operation. In closed small
intestine injuries, 3 patients died. The fatality rate was
8.3%. The causes of lethal outcomes were widespread
peritonitis with the development of multiple organ
failure syndrome, pulmonary embolism, and massive
myocardial infarction. Right-sided hemicolectomy +
ileostomy Multiple short defects, extensive defects +
peritonitis 2 (14.3%), Left-sided hemicolectomy +
transversostomy Extensive intestinal defects, Tearing of
the intestine from the mesentery over 3 cm 2 (14,3%),
Resection of the transverse colon with side-to-side
anastomosis + retrograde intubation of the colon 2/3
and more intestinal defects 2 (14,3%), Transverse colon
resection with transvesostomy Multiple short defects,
extensive defects+peritonitis 1 (7,1%), Hartmann's
operation Extensive sigmoid defects 3 (21,4%).

CONCLUSIONS: The diagnosis of closed injuries of the
small and large intestine must be comprehensive,
including evaluation of clinical and objective data, and
the results of instrumental methods of examination.
Ultrasound and CT of the abdomen and retroperitoneal
space with contrast are the most informative methods
of diagnosing extraperitoneal colon injuries.
Videolaparoscopy is the method of choice in diagnostics
of closed abdominal cavity injuries. Dynamic
videolaparoscopy is a valuable diagnostic method to
assess the viability of the devascu- lated portion of the
intestine. The choice of optimal surgical aid for isolated
closed injuries of the small and large intestine is
determined by the severity of injury, volume of blood
loss, localization of the injury, time of admission since
injury, and the presence or absence of purulent-septic
complications. When defects are less than 1/2 the
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circumference of the small intestine, suturing with 2
rows of sutures is performed with obligatory
nasointestinal intubation. When more than 1/2 of the
circumference of the intestine is damaged, the intestine
is detached from the mesentery by more than 3 cm, and
multiple intestinal injuries are sustained by resection of
the damaged segment. A Maidl jejunostomy is the
procedure of choice if there are multiple or extensive
injuries to the jejunum. If there is a risk of anastomosis
failure, extraperitoneal surgery is performed.

LITERATURE:

1. Alimov A.N., Isaev A.F., Safronov E.P. Surgical
tactics and prospects of endosurgery of closed
abdominal injuries in severe combined injury //
Surgery. - 2006. - N26. - C. 34-36.

2. Briskin B.S., Smakov G.M., Karimova S.K.,
Potapova O.Yu. - M., 1997. - C. 82-86.

3. 3.Khamdamov B.Z. Indicators of
immunocitocine status in purulent-necrotic
lesions of the lover extremities in patients with
diabetes  mellitus.//American  Journal  of
Medicine and Medical Sciences, 2020 10(7)
473-478 DOI: 10.5923/j.ajmm.2020.- 1007.08
10.

4. Khamdamov I.B., Khamdamov A.B.
Classification and properties of mesh explants
for hernioplasty of hernial defects of the
anterior abdominal wall (review) //Buonorus u
WHTerpaTmMBHast MmegnumHa 2021, 5(52), 12-21

5. Minnullin M.M., Krasilnikov D.M., Tolstikov A.P.
Damages of duodenum. Diagnosis. Surgical
treatment // Bulletin of Modern Clinical
Medicine. - 2015. - Vol. 8, appendix. 1. - C. 81-
85.

6. Ergashovich, K. B., & Ilhomovna, K. M. (2021).
Morphological Features of Human and Rat Liver
and Biliary Tract Comparisons (Literary
Review). International Journal of Discoveries
and Innovations in Applied Sciences, 1(4), 27—
29. Safronov D.V., Bogomolov N.I. Surgical
treatment of diseases and injuries of the colon
// Vestn. chir. 2005. No 2 21-25 pp.

7. Wick M., Ekkemkamp A., Muhr G. Epidemiologie
des polytraumas // Chirurg. — 1997. — Vol. 1,
N268. — P. 1053-1058.

8. McGahan 1.P., Rose J., Coates T.L., et al. Use
of ultrasonography in the patient with acute
abdominal trauma // J. Ultrasound Med. —
1997. — Vol. 16, N210. — P. 653-662.

9. Majewski J.B. Diagnostic laparoscopy at an
acute abdomen and trauma // Surg. endosc. —
2000. — Vol. 14, N910. — P. 930-937.

10. Sheyanov S.D. Differential tactics for colonic
injury using precision surgical techniques //

33|Page



World Bulletin of Public Health (WBPH)
Available Online at: https://www.scholarexpress.net
Volume-19, February 2023

ISSN: 2749-3644

New Surgical Archives. - 2001. - T. 1, N21. - C.
12-28.

11. Kamalova M., Khaidarov N., Shomurodov K.
Microscopic examination of brain tissue in
hemorrhagic stroke in uzbekistan //MaTepianu
KoHdepeHuin MUHA. — 2021.

12. Kamalova, M., Ismatova, S., Kayumova, S.,
Gulomova, S., & Akhmedova, J. (2021). Blood
supply to the shoulder and forearm muscles in
the human foetus. 36ipHuk Haykosux npaus
NOroz.

13. Krasilnikov D.M., Nikolaev Y.Y., Minnullin M.M.
Prevention of enteroenteroanastomosis suture
failure // Critical Care Surgery and Oncology. -
2012. - No1. - C. 38-39.

34|Page



