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<Topic> Radiology Special lecture: bowel and mesenteric trauma

<Q&A>
QL. VS BR4k4% : What is the leading mechanism of bowel and mesenteric
trauma
AL Rl 27T &% © s A XA transection & % > /s 2,24 intramural hematoma
%%

Q2. VS k4% : What are the main causes of bowel and mesenteric trauma ?

A2.R1 & 7& : Motor vehicle accidents, falls, and assaults

Q3. VS mRi&k4& - What are the mechanisms of mesenteric/bowel trauma?

A3.R1 #4548 : Crushing against spine, less mobile parts(duodenum,
1leocecal region), mesenteric tear(hematoma), rapid
deceleration(duodenum, jejunum)

Q4. VS FrRik 1% : What are the considerations for gastric trauma?

A4.R1 #R% ¥ : Children, full stomach, left package injury

Q0. VS IR#&x4& - What are the considerations for duodenal trauma ?

A5.R1 #4538 : Hematoma(>50~60HU), perforation, association with
pancreatic head, liver, and spine injury

Q6. VS mir4% - What are the considerations for jejunum trauma?

A6.R1 27K *hematoma with wall thickening, signs and symptoms developed
less rapidly( A pH #: neutral H bacteria /)

Q7. VS B4k 4& : What are the locations for colon trauma ?

AT.R1 2T gk : T-colon, S-colon, cecum are most frequent sites

Q8. VS iik4& : What are the locations for colon trauma ?

A8.R1 #+T sk : T-colon, S-colon, cecum are most frequent sites
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Q9. VS R4k 4% : What can be seen on CT in patient with mesenteric trauma ?

A9.R1 #4558 : hematoma, active bleeding with contrast extravasation,
infarction, wall thickening of effected bowels

Q10. VS BRi&k4& - What are some signs seen in CT of bowel injury patients ?

A10.R1 27T 5k : Sentinel clot sign, traumatic pseudoaneurysm(CM pooling),
bowel wall thickening(>3mm), contrast blush

Q11. VS BR4k4& : Can bowel perforation be ruled out by absence of free air ?

Al1.R2 2|#F &, : Bowel perforation in trauma & % %& #| free air » even in CT.

In contrast, perforated peptic ulcer # % 4 & #| free air

<EBM and Ethics>

VS B#&4% : Colon injury &) repair &% £ £ colostomy diversion ? (EBM)

R2 &7 % : For most patients with colon or intraperitoneal rectal
Injuries, we suggest primary repair, or resection and
re—anastomosis (as appropriate), but without a diverting
colostomy (Grade 2C). For most patients with extraperitoneal
rectal injuries, proximal diverting colostomy alone is
sufficient.

<Key Points>
1. Bowel and mesenteric trauma % 40 3R TF 8y trauma &89 £ &8 R
2. Prognosis correlates to diagnosis time
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<VS Comment>
VS iRk & -
1. KUB #& 32 Er bowel/mesenteric injury #9/& R 1% » B 4t trauma series
72K #% E KUB
2. Bowel wall thickening &) E£ 45T 42 & A A shock bowel, coagulopathy,
vasculitis, enteritis, hypoalbuminemia
3.CT ¥ %& %] fluid density # ascites > ## & urinary bladder, gall
bladder &5 injury
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