
• Am J Med Surg • July 2021; 4(3). 1-5 

 www.amjmedsurg.org DOI: 10.17605/OSF.IO/RNEXK 
Copyright 2020 © Unauthorized reproduction of this article is prohibited. 

Grade V gastric injury after penetrating 
abdominal trauma. A case report 
Oscar Rene Garcia de Leon M.D. 
Jose Angel Facio Treviño M.D. 
Jose Ignacio Fonseca Sada M.D. 
Susana Evalucia Hernandez Vazquez M.D. 
Dione Lauyagi Castellanos Villanueva M.D. 
Gerardo Enrique Muñoz Maldonado M.D. 
 
Nuevo Leon, Mexico. 
 

 

 
 
 
 
 
 
 
 
 
 
 
 
Introduction 
 

bdominal trauma is usually divided into blunt 
and penetrating trauma. In patients who 
sustain blunt trauma, the organs most 

frequently injured are the spleen (40% to 55%), liver 
(35% to 45%), and small bowel (5% to 10%). 
Penetrating abdominal trauma is most commonly 
caused by stabbing or gunshot wound. The most 
commonly injured regions are the small bowel, large 
bowel, liver, and intra-abdominal vasculature6. 
Indications for immediate laparotomy (LAP) include 
hemodynamic instability, evisceration, peritonitis, or 
impalement.7 

Perforation of the stomach is a full-thickness 
injury of the wall of the organ. The etiology of most 
gastric perforations is secondary to peptic ulcer 
disease but can also be caused by trauma, malignancy, 
interventional procedures, and intrinsic gastric 
pathology. Definitive surgical treatment should 
be done at the earliest possible time. 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Case report 
 

Male patient, apparent age of 60 years is 
found on public road by emergency medical service 
evidently eviscerated. He is brought to the 
resuscitation area with a thorax and abdomen cut 
wound, abdominal evisceration (Figure 1), an altered 
state of consciousness; lethargic, non-communicative, 
with noisy and difficult breathing, 82% oxygen 
saturation, hemodynamically unstable with a cardiac 
frequency of 110 beats per minute and arterial pressure 
of 80/50. Emergency endotracheal intubation is 
performed and fluid resuscitation management and 
blood transfusion protocol is used. 

He is transferred as an absolute emergency to 
the operating room, where a central venous catheter is 
installed in the right subclavian space for fluid 
management and vasopressors use as an approach to 
hemorrhagic shock. An emergency exploratory 
laparotomy was performed, using upper and lower 
midline incision as an extension of the evisceration.  
 

A

Abstract: Background: A gastrojejunostomy is a surgical procedure that 
creates an anastomosis between the stomach and the jejunum without creating 
a separate limb for pancreatobiliary secretions is known as a Billroth II.1,2 
There are several reasons to develop a gastrojejunostomy.3 
Braun enteroenterostomy is an anastomosis between the afferent and efferent 
limbs, which is distal to a gastroenterostomy. It is designed to divert 
pancreatic juice and bile from the afferent limb, leading to decreased reflux 
into the stomach.4 
Case presentation: A 60-year-old-male presented in the emergency room after 
being found on the street with a thorax and abdomen cut wound, abdominal 
evisceration, an altered state of consciousness. An emergency exploratory 
laparotomy was performed. On exploration, Grade V lesion was evidenced in 
the gastric antrum, for which it was decided to perform the Billroth 2 
procedure in addition to Braun enteroenterostomy. The remainder of the 
abdomen was inspected and did not require intervention. There was no 
further bleeding, and hemostasis was obtained. The abdomen was closed 
immediately at the end of the surgery. 
Discussion: Patients with these injuries (grades IV and V) often do not 
survive in hospital, so these extensive gastric wounds are rarely encountered.5 
Grade IV injuries can usually be managed through partial gastrectomy.  
Conclusion: We present this case to describe Billroth 2 gastrectomy with 
Braun enteroenterostomy as a repair alternative for gastric lesions. 
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Table 1. Traumatic gastric wound classification from the American 
Association for the surgery of trauma.8 

 
We carry out damage control and subsequent 

quadrant exploration. 
On exploration, Grade V lesion was evidenced 

in the gastric antrum (Figure 2A), for which it was 
decided to perform the Billroth 2 procedure, using 
pyloric exclusion and gastrojejunostomy at 40 
centimeters from the angle of Treitz, on the posterior 
face of the gastric body,in retrocolic position (Figure 
2B). In addition Braun enteroenterostomy is created at 
30 centimeters from gastrojejunostomy (Figure 2C). 
We checked the cavity a second time, we corroborated 
hemostasis, and peritoneal cavity washout is 
performed. We placed a penrose drainage leading to 
anastomosis site. The abdomen was closed 
immediately at the end of the surgery and skin wound 
is layered-repaired. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 
Figure 1. conditions and type of injury with which the patient 
arrived at the emergency department. 
 
Discussion 
 

Traumatic stomach wounds can be graded 
from I to V according to the American Association for 
the Surgery of Trauma8 (Table 1). The stomach has 
very  strong  walls  and  the  anatomical position of the 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 Figure 2. A. Intraoperative photograph showing gastric injury. B. Intraoperative result of gastroyeyunostomy. C. Intraoperative result 

of enteroenterostomy. 
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stomach and its high degree of mobility are also the 
protective mechanisms for preventing injury. There is 
little evidence surrounding gastric wounds in trauma, 
certain series describe low incidence in penetrating 
trauma (gunshot 4.39%, cutting wound 6.37%) 
10  Blunt abdominal trauma-related gastric perforations 
are even more rare in adults with incidence of 0.02–
1.7 % 11  
 
Conclusion 
 

Repair of the stomach with a two-layer 
suturing is the treatment of choice for blunt injury-
associated gastric rupture12, however in penetrating 
trauma reconstruction is often needed.To date, we 
have three main techniques for anastomosis between 
the residual stomach and the intestine Billroth I 
anastomosis, Billroth II anastomosis, and Roux-en-Y 
anastomosis. 
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