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Abstract

It is extremely rare for blunt abdominal trauma to result in serious in-
juries to hollow organs. Degloving injuries of the colon are one of the 
rarest injuries following blunt abdominal trauma. Intestinal deglov-
ing is often seen following rapid deceleration, changes in velocity, 
crushes and motor vehicle collisions (MVCs). Victims with intestinal 
degloving injuries can experience vague symptoms despite the se-
verity of the lesion. We present the case of a 21-year-old male with 
insulin-dependent type 1 diabetes who was involved in a high-speed 
MVC. He sustained second- and third-degree burns to the extremities, 
right carotid artery dissection, and multiple fractures to the mandible, 
pelvis and forearm. Free fluid was also noted in the pelvis prompting 
an emergent exploratory laparotomy. In the operating room, he was 
found to have a cecal serosal injury involving more than 50% of the 
circumference and a sigmoid and descending colon degloving injury 
of 50 cm. The injured segments were resected, and primary anasto-
moses were created. Degloving of the colon is extremely rare and the 
sigmoid is one of the more frequently documented locations of injury. 
Our case contributes to the limited literature available pertaining to 
the treatment of evolution of these severe colon injuries.
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Introduction

Degloving injuries of the colon from blunt abdominal trauma 
are a rare occurrence and several different mechanisms have 
been proposed. One thought is that mobile portions of the 
intestine may tear away from fixed portions of the intestines, 
resulting in full thickness lacerations and degloving of the 
bowel and omentum [1]. Lacerations, mesenteric avulsions, 
and intestinal degloving have also been noted after sudden 

deceleration events leading to a rise in intra-abdominal pres-
sure, shearing, and compression [1-4]. Often patients present 
with vague symptoms such as abdominal tenderness, ecchy-
moses across the anterior abdomen and vital signs are often 
normal [3]. Thus, early identification of this injury is key for 
patient survival. This case describes colonic degloving inju-
ries suffered by a young man after a high-speed motor vehi-
cle collision (MVC) that also resulted in multiple associated 
injuries including a carotid artery dissection, second- and 
third-degree burns, mandibular fracture, and multiple ortho-
pedic injuries.

Case Report

A 21-year-old male with a history of type I diabetes presented 
to the emergency department after a high-speed single MVC 
at approximately 80 miles/h into a fixed object. On arrival, he 
had a Glasgow Coma Scale (GCS) 15 and was complaining 
of abdominal pain, bilateral hip pain, and facial pain. Physical 
exam on arrival was significant for mild tenderness to palpa-
tion in the bilateral lower quadrants of the abdomen as well 
as mixed second and third burns of the bilateral thighs and 
left hand. The patient’s initial vital signs were blood pressure 
102/83 mm Hg, pulse rate 102 beats per minute, temperature 
97.9 °F, respiratory rate 18 breaths per minute, and oxygen 
saturation 94% on room air. Laboratory evaluation was sig-
nificant for leukocytosis of 20.3 × 103/µL (normal 4,300 - 
11,000), hyperglycemia of 410 mg/dL (normal: 70 - 100), and 
hypocalcemia with ionized calcium of 1.00 mmol/L (normal 
1.2 - 1.3). Initial arterial blood gas demonstrated metabolic 
acidosis with pH 7.22 (normal 7.35 - 7.45), bicarbonate of 
14.4 mmol/L (normal 22 - 26), base excess of -12.8 mmol/L 
(normal -2 - 2), and lactate of 4.96 mmol/L (normal 0 - 2). 
Chest and pelvic X-rays demonstrated no pneumothorax or 
rib fractures but right acetabulum and ilium fractures with 
displacement. Computed tomography (CT) scans redemon-
strated right ilium fracture with right hip posterior dislocation 
along with left sacrum fracture, pelvic free fluid with mild 
bowel edema in the left lower quadrant, right internal carotid 
artery dissection, and comminuted fracture of the mandible. 
No concern of degloving injury was suspected at this time 
based on the CT findings.

He was taken emergently for an exploratory laparotomy 
given the presence of pelvic free fluid. The patient was found 
to have a cecal serosal injury involving greater than 50% of 
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the circumference for a length of 8 cm, as well as a descend-
ing and sigmoid degloving injury for 50 cm with an associated 
bucket-handle injury of the mesentery (Fig. 1). The injured 
portion of the cecum was resected, and a stapled side-to-side 
functional end-to-end anastomosis was created. The injured 
left colon was resected and a side-to-side isoperistaltic sta-
pled anastomosis created. The abdomen was closed primarily. 
Prior to leaving the operating room, third-degree burns were 
noted to the bilateral thighs as well as the left hand and fin-
gers; the wounds were cleansed and dressed with Polysporin 
and Xeroform before being wrapped with Kerlix. Orthopedics 
was consulted intraoperatively for reduction of the right hip. A 
Steinmann pin was placed in the right leg along with traction 
and plans for definitive repair.

Postoperatively, he remained intubated and was admitted 
to the surgical intensive care unit (SICU). He was placed on a 
heparin drip due to the right carotid artery dissection and an 
insulin drip for uncontrolled hyperglycemia. Tube feeds were 
started at a trickle rate of 20 mL/h. Tertiary exam in the SICU 
identified a left mid-shaft ulnar fracture and a right occipital 
condyle fracture. He continued to receive daily wound care for 
his burn wounds. He returned to the operating room multiple 
times with orthopedic surgery, burn surgery, and oral-maxillo-
facial surgery to address his various injuries.

The patient was extubated on hospital day 8 without com-
plication. Tube feeds were started; however, there was diffi-
culty tolerating tube feeds due to the patient’s diabetic gas-
troparesis. He was eventually advanced to a ground diet on 

hospital day 21. He remained on the insulin drip intermittently 
and 5 days before discharge he was placed back on subcutane-
ous insulin with improved control of his blood sugars. He was 
discharged to acute rehab per the recommendations of physi-
cal and occupational therapy. He is doing well outpatient with 
regular follow-up in the surgery clinic.

Discussion

Blunt abdominal trauma is much more likely to result in solid 
organ injury rather than small or large intestinal injury. Of re-
ported blunt intestinal injuries, the small intestine accounts for 
the majority [4, 5]. Degloving injuries occur when the muscle 
and mesentery of the colon is stripped away, leaving behind 
only the mucosa. A significant amount of shearing force is re-
quired for degloving to occur. The blood supply is lost with the 
compromise of the mesentery, leading to ischemia and necro-
sis [3, 4]. Despite its severity, patients often present with vague 
symptoms such as abdominal tenderness or ecchymoses [3-6]. 
Ultrasound of the abdomen is associated with human error and 
it should not be the sole diagnostic method for blunt abdominal 
trauma and degloving of the colon [2, 4]. Contrast CT scans 
and laparotomy reveal the true severity of these injuries [2, 4, 
5, 7]. Prompt identification of such injuries can result in im-
proved mortality and morbidity [7-9].

In Table 1, we summarize literature on patients with de-
gloving injuries, their demographics, the specific location of 
injury and their respective managements [3, 4, 6, 9-16]. Re-
ported degloving injuries most often result after MVCs but 
have been found to occur after falls and crush injuries as well. 
The most common location for degloving injury is the sigmoid 
colon followed by the ascending and descending colons (Fig. 
2). The most common reported intervention is resection and 
colostomy (75%) with a handful of cases repaired with pri-
mary anastomosis (Table 1). Additionally, the importance of 
pre-operative antibiotics and early bowel feeding is important 
as was performed in this patient [17, 18].

Management of colon injuries following blunt abdomi-
nal trauma varies depending on the severity of the trauma. 
Kordzadeh et al [2] and Stefanou et al [19] emphasized the 
importance of immediate intervention in unstable patients 
with blunt abdominal trauma because of its low risk of infec-
tion and reduction of blood loss. Bege et al stated the manage-
ment of hollow visceral organ injuries begins with determin-
ing the patient’s hemodynamic status and confirmation with 
a CT scan prior to surgical intervention. They also indicated 
that the lack of abdominal free fluid can warrant nonsurgical 
methods, with an emphasis on close monitoring of the patient 
[5]. In the case of our patient, earlier surgical management is 
the most optimal option as it allows for the most definitive 
management regarding the patient’s bowel injury.

In the case of our patient, he had a minor seatbelt sign 
that was noted on his secondary survey. He underwent prompt 
evaluation and was taken rapidly to the operating room after 
CT findings of abdominal free fluid and bowel edema. There 
was no feculent contamination within the abdomen and he was 
able to undergo primary anastomosis. This patient had a long 

Figure 1. Degloved injury of the colon. The black arrows represent 
the degloved portion of the colon without any mesentery attached to it.
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segment of bowel with degloving injury to the colon that has 
not been yet reported in the literature. He suffered a multitude 
of other injuries as well, likely due to the high impact of his 

MVC. Other surgical services - neurosurgery, orthopedic sur-
gery, burn surgery, and oral maxillofacial surgery - were all 
involved in a timely manner.

Table 1.  A Summary of Literature on Reported Cases of Degloving of the Colon and Their Repair Type [3, 4, 6, 9-16]

Study Age/gender Etiology Site of injury Repair type
Ho and Pritchett, 1990 [10] 42, male Work accident Descending colon Colostomy
Armstrong et al, 2002 [4] 34, male Fall Sigmoid Resection and colostomy
Armstrong et al, 2002 [4] 20, female Pedestrian vs. motor vehicle Sigmoid Resection and colostomy
Sternbergh et al, 2003 [11] 27, male Work accident Sigmoid Resection and colostomy
McStay et al, 2009 [12] 28, female MVC Ileum, ascending, 

transverse colon
Resection and 
ileotransverse colostomy

Keller et al, 2011 [9] 8, male MVC Sigmoid Resection and end 
colostomy

Keller et al, 2011 [9] 11, male MVC Rectum Resection and end 
colostomy

Ojuka et al, 2012 [13] 34, male Pedestrian vs. motor vehicle Descending colon Colostomy and tensor 
fascia lata flap

Uri and Benamore, 2012 [14] 53, female MVC Ileocecum, 
duodenojejunal flexure

Not specified

Terazumi et al, 2012 [3] 71, male MVC Descending colon Resection and colostomy
Vailas et al, 2015 [15] 31, male MVC Ascending colon Ileocolonic anastomosis
El Kafsi et al, 2016 [16] 56, female MVC Rectosigmoid Resection and colorectal 

anastomosis
Panesar et al, 2021 [6] 21, male MVC Cecum, ascending colon Hemi-colectomy, 

ileocolic anastomosis

MVC: motor vehicle collision.
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Learning points

Blunt trauma accounts for less than 5% of all intestinal inju-
ries. Degloving of the colon is one of the rarest forms of docu-
mented blunt abdominal injury. These patients can experience 
a range of symptoms, therefore rapid diagnosis and interven-
tion is crucial. This case highlights challenges associated with 
colonic degloving injuries in combination with multiple asso-
ciated injuries. We believe our success with this patient was 
due to prompt evaluation and intervention for his abdominal 
trauma as well as a multi-disciplinary approach involving con-
sulting services for his burns, fractures, and other injuries.
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