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Abstract

Caecal perforation following trauma is not a very uncommon occurrence but its presentation varies
greatly in common clinical practice ranging from the most common symptom of abdominal pain to a
well formed collection discharging as a fistula in the Right iliac region. Herein we present a very rare
presentation in a 61 year old male patient who presented with clinical history of trauma to the right hip
and inflammatory signs in the right flank suggesting an abscess. Patient was managed initially as an
abscess with orthopaedic implications but further study discovered it to be a perforated caecum
presenting as an impending fistula. Patient was then managed with a right hemicolectomy. Patient’s
post-operative condition until discharge and follow up were uneventful.
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1. Introduction:

Caecal perforation is a condition often encountered in surgical practice caused by a variety of
factors like appendicitis with perforated base/gangrenous appendix, tuberculosis,
malignancy, iatrogenic, diverticular disease [M.Trauma as a cause of caecal perforation
manifests in different ways.It is often diagnosed clinically with diagnostic modalities like
radiological evidence being used in aiding diagnosis and managed surgically with an
exploration and right hemicolectomy. We present in the following report a peculiar
presentation of this condition and its management.

2. Materials and Methods

A 61 year old man presented with a history of fall from the stairs injuring his right hip 15
days back and pain associated with local flank swelling,constipation, and anorexia. His
general physical examination was unremarkable. His abdomen was not distended but tender
in the right iliac fossa with some voluntary guarding. No rebound tenderness was elicited on
examination. Local examination revealed a red tender fluctuant swelling of size 8x6cm over
the right lateral flank just above the right iliac crest and involving it. A separate and similar
but smaller swelling of size 5x4cm was present over the right gluteal region.

All routine investigations were within normal limits. Plain X Ray film of Abdomen with
Pelvic bone + both hips was suggestive of a fractured right iliac crest bone. Chest X Ray-
erect was unremarakable( no free air under the diaphragm). Diagnosis of localised abscess
was made clinically with a local Ultrasound study suggesting a mild to moderate
subcutaneous collection in the right lateral abdominal wall and abdomen showing mild
thickening of caecal wall + terminal ileum with no free fluid/collection in the abdomen with
visualised bowel loops showing normal peristalsis. Orthopaedic opinion was sought and the
patient was consented for a drainage under spinal anaesthesia. Incision and drainage was
performed over both swellings(found to be inter connected intra-op) and 200-300ml of foul
smelling pus was drained out and sent for culture sensitivity with no evidence of feces/ any
intraabdominal connection clinically. Intra and post-operative period being uneventful, the
wound soakage on day 1 post operatively was found to be feculent material.

Patient then underwent a Computed tomography scan of the abdomen & pelvis with contrast
study which was suggestive of a defect in the posterior abdominal wall muscles laterally and
inferiorly with presence of multiple air bubbles with minimal sero-sanguinous fluid
collection areas in the muscular plane and subcutaneous fat. Post oral contrast study showed
a defect in the contrast filled caecum which traverses through a long fistulous tract through
the defect in the muscular wall with the external subcutaneous tissues suggestive of colo-
subcutaneous fistula.
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Patient underwent an exploration with open right
hemicolectomy and lleo-transverse anastomosis in 4 layers
(with absorbable sutures) with closure of posterior abdominal
wall defect. On gross examination intra operatively caecum
was found to have a 4x3cm sized perforation of its posterior
wall with sloughed out edges and absent appendix.
Microcopic sections of the histopathological specimen
showed thickened wall of the caecum with congestion and
induration.

According to the National Institutes of Health 2 3 4
perforated caecum symptoms may initially consist of intense
abdominal pain that worsens by movement, as well as
vomiting, nausea, chills and fever. A perforated caecum is a
hole that goes completely through the wall of the colon and
is a medical emergency that may require surgery. It can also
be life threatening if the contents of the colon are released
inside the abdominal cavity. Diseases of the colon 5671, such
as diverticulosis, appendicitis, Crohn's disease and ulcerative
colitis, most commonly cause a perforated colon; however,
certain medical procedures also put a patient at risk for a
perforation.

Causes [8,9,10,11,12]

a) Perforated caecum from trauma

b) Perforated caecum From Diverticulosis: Diverticulosis
occurs when tiny pockets called diverticula develop in the
wall of the colon. Diverticulosis rarely produces significant
symptoms, but complications may develop in as many as 20
percent of cases. In severe cases, the diverticula become
infected and the colon may even become perforated.

c) Perforated caecum From Appendicitis

d) Perforated caecum From Crohn's Disease Or
Ulcerative Colitis

Crohn's disease is a condition in which the digestive tract's
lining becomes inflamed and often spreads deeper into the
walls of the affected digestive tract. It commonly causes
abdominal pain accompanied by severe diarrhoea and can be
debilitating. Ulcerative colitis is similar to Crohn's disease in

that it is an inflammatory bowel disease characterized by
chronic inflammation. A perforated colon is also a possible
complication of ulcerative colitis.

e) Perforated caecum from medical procedures: that
involve inserting a tube into the rectum, which can perforate
the colon on very rare occasions like during barium
enema,colonoscopy,sigmoidoscopy

Symptoms

Possible symptoms of peritonitis include: Abdominal
swelling, Chills, Fever, Inability to pass feces or gas, Nausea
,Rapid breathing and heart rate orVomiting

Surgical Management:

Open right hemicolectomy (open right colectomy) is a
procedure that involves removing the caecum, the ascending
colon, the hepatic flexure (where the ascending colon joins
the transverse colon), the first one-third of the transverse
colon, and part of the terminal ileum, along with fat and
lymph nodes.It is the standard surgical treatment for
malignant neoplasms of the right colon and traumatic caecal
perforation; the effectiveness of other techniques are
measured by the effectiveness of this technique.

Fig 1: CT Abdomen and pelvis showing the Colo-cutaneous
fistulous tract

Fig 2: A)Intra operative photograph indicating the site of the perforated caecum B)Magnified view of the same C) Mobilised Caecum and
right colon delivered out to demonstrate the perforated caecal segment D) Completed lleo Transverse anastomosis
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4. Conclusion 12. Dorfman S, Barboza R, Finol F, Cardozo J: Single
Caecal perforation following trauma is not a very uncommon diverticulum of perforated cecum. Report of 5
occurrence but its presentation varies greatly in common cases. Rev Esp Enferm Dig 1990, 77(2):147-8.

clinical practice ranging from the most common symptom of
abdominal pain to a well formed collection discharging as a
fistula in the Right iliac region. Such patients need to
undergo a thorough workup with due importance given to the
internal viscera irrespective of the atypical clinical
presentations.

A thorough investigative workup line followed by apt
intervention is the cornerstone of management of such
traumatic injuries.Patients are managed conservatively
followed with a decisive right hemicolectomy.
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