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Isolated pediatric duodenal rupture after horse hoof kick
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CASE REPORT

An 8 year-old-boy was referred because of abdominal pain 24 hours after being hoof-kicked by a horse in the abdominal 
wall. On arrival the boy appeared ill, with nausea and vomiting and right abdominal pain. Physical examination revealed 
epigastric tenderness with muscle guarding in the upper abdominal wall. Because of persistent pain CT was performed and 
further revealed a very small amount of free subhepatic air just attached to the duodenum (Fig. 1). A hollow viscus injury 
was suspected. At surgery there was bile staining and dirty fluid in the paraduodenal area. A duodenal perforation (1 cm) 
located in the retroperitoneal segment was noticed (Fig. 2). A primary surgical repair of the duodenal rupture was made. 
The patient’s postoperative course was uneventful and was discharged at home seven days later. 

DISCUSSION

Isolated perforation of the duodenum is an extremely infrequent lesion as a result of horse-related blunt abdominal trauma 
in children (1). Less than ten pediatric cases could be accounted. Vast majority of patients with duodenal injuries have other 
concomitant intra-abdominal lesions (2,3). This entity is very difficult to diagnose and may be delayed especially when 
the retroperitoneal part is affected due to its subtle clinical characteristics resulting in significant morbidity and mortality. 

Fig. 1. Axial computed enhanced tomography scan of abdomen showing 
a small amount of free air bubbles (arrow) on the perihepatic and right 
anterior pararenal space adjacent to the retroperitoneal portion of the 
duodenum.

Fig. 2. Intraoperative picture showing the traumatic perforation on first 
part of duodenum after extensive Kocher manouver. An extensive bilious 
staining and pus flakes all around in the paraduodenal area could be 
seen.
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Conservative management of blunt abdominal pediatric trauma may jeopardize the early recognition of duodenal injuries 
(2-4). Clinical findings may be notoriously subtle before the life-threatening, peritonitis appears (3). Abdominal CT scan 
is very sensitive to the presence of small bubbles of retroperitoneal air from the injured duodenum. Most of the isolated 
duodenal perforations are adequately managed with primary closure (5). The most important factor for successful outcome 
of primary repair seems to be the time to surgery. A delay in diagnosis for longer than 24 hours results in a thickened, friable 
and inflamed duodenal wall that may lead to catastrophic consequences (3,5).
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