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Abstract
A 29-year-old female presented with multiple gunshot wounds to the back and bilateral lower extremities.
The patient underwent an exploratory laparotomy with small-bowel resection of two segments with primary
stapled anastomosis and partial nephrectomy. The postoperative course showed prolonged intermittent
bowel obstruction secondary to the bullet, which lodged in the distal ileum. The patient eventually passed
the bullet; it, however, led to a delay in recovery.
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Introduction
In trauma, penetrating injury in the form of a stab or gunshot is common, with the most common organ
affected being small bowel (50%) [1]. In intraperitoneal injury, the patient undergoes an emergency
exploratory laparotomy to control life-threatening injuries like bleeding, and restore bowel continuity [2-6].
Exploratory laparotomy for gunshot wounds of the abdomen does not prioritize the removal of the foreign
body projectile unless it is directly in the field or causing life-threatening hemorrhage [6-10]. We report an
unusual case of a bullet left inside, which caused prolonged intermittent obstruction postoperatively.

Case Presentation
A 29-year-old lady with no medical history presented after multiple gunshot wounds to the back, abdomen,
and bilateral lower extremities. On arrival to the emergency room, the patient was on hardboard with a
cervical collar, and the Glasgow coma score was 8 (eye opening in response to pain, the verbal response
being incomprehensible, the motor response being flexion, and withdrawal from pain). Vital signs were
significant for tachycardia to 115 beats/min, sinus rhythm, and blood pressure of 100/60 mm Hg, saturation
95% on room air. Under the primary survey, the patient was intubated and resuscitated with blood. In the
secondary survey, there were gunshot wounds to the back and bilateral lower limbs. Bilateral lower
limb,vascular examination showed palpable pulses with no hemorrhage. Once stabilized, the patient had a
computed tomography study of the head, chest, abdomen, pelvis, and spine. Computed tomography was
positive for the presence of the bullet in the left upper quadrant of the abdomen with pneumoperitoneum
(Figure 1).
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FIGURE 1: Bullet fragment in the left upper quadrant

The patient underwent midline exploratory laparotomy. Significant injuries were several small bowel defects
and left kidney lower pole injury. The patient underwent jejunal and ileal bowel resection with primary
stapled anastomosis, and a partial nephrectomy of the left lower pole of the kidney was performed. The
bullet fragment was not actively looked for and, at the time, assumed to be buried in retroperitoneum. The
wounds on the limbs involved soft tissue and were treated with debridement and dressing.

Postoperatively, once resuscitated, the patient had a return of neurological function with stabilization of
base deficit on postoperative day 1. The patient had a high nasogastric tube bilious output with bloating
despite passing flatus until postoperative day 3. A plain abdominal x-ray showed evidence of a bullet
fragment within dilated loops of bowel. On the next day, the patient had bowel movement and relief of
bloating only to reoccur the day after. Over the subsequent seven days, intermittent abdominal films showed
a gradual progression of the bullet (Figures 2-5). During this time, we also performed an oral Gastrografin
study; however, the patient had bowel movement only to have later bloating with vomiting. The abdominal
films revealed that the patient had the bullet fragment in the right lower quadrant for approximately four
days (Figure 4). On postoperative day 11, patient was able to pass the bullet and then have subsequent relief
of her symptoms. There was no recurrence of symptoms after the passage of the bullet in the stool. The rest
of the wounds healed appropriately with wound care.
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FIGURE 2: Left upper quadrant position of the bullet
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FIGURE 3: Progression in the position of the bullet, postoperative day 5
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FIGURE 4: Bullet in the right lower quadrant for approximately four days
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FIGURE 5: Progression in the position of the bullet, postoperative day 8

Discussion
In trauma, gunshot wounds are one of the most common trauma injuries to present to the emergency rooms
[2]. In any trauma, a rapid systematic assessment of the patient with a primary survey concentrating on the
airway, breathing, and circulation is needed [2-4]. For gunshot injuries to the back, a triple-phase computed
tomography allows identifying if the injury is limited to retroperitoneum or is also involving intraperitoneal
organs [2,3]. Intraperitoneal injuries identified on imaging mandate emergent exploratory laparotomy [1-4].

During exploratory laparotomy, it is essential to be cognizant of the lethal triad of hypothermia, acidosis,
and coagulopathy [1-4]. Damage control surgery prioritizes handling the lethal triad by an abbreviated initial
laparotomy and the subsequent definitive repair after achieving homeostasis [5-7]. Damage control
laparotomy has shown to improve survival in patients [5-9]. A disadvantage is that it reduces the
intraoperative time for the surgeon [5-9]. While there is evidence to support the extraction of foreign body
bullets related to contamination of the colon to reduce infection postoperatively, most surgeons do not
prioritize this in damage control emergency [10-13].

A foreign body fragment, if in a difficult location or not, causing immediate pressure effect doesn't need to
be actively sought to save surgery time. Irrigation of wound with foreign bodies can help reduce infection
[10-14].

In certain situations, as seen with our patient, a bullet fragment of a significant size can mimic the
symptoms of gallstone ileus. Gallstones larger than 2.5 cm in size have shown to cause obstruction by
getting lodged near the terminal ileum [15,16]. Gallstone ileus shows intermittent phases of abdominal pain,
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obstruction, resolution, and then obstruction again [15,16]. It needs an enterotomy to remove the
mechanical obstruction at the distal ileum [16].

In this situation, the large bullet fragment mimicked her gallstone ileus by getting lodged in the distal ileum
for approximately four days with intermittent obstruction. Here, it eventually passed; however, if the bullet
had not passed, the patient would have needed a repeat laparotomy. Once the gallstone/foreign body is in
the colon, it usually passes out with bowel movement [16].

Conclusions
A large bullet left in the bowel loop can cause intraluminal obstruction by lodging in the bowel loops. The
bullet fragment in this situation behaved like a gallstone ileus causing intermittent obstruction with relief.
Whenever possible, bullet fragments should be extracted to avoid rare complications like in this case.
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