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BACKGROUND  INFORMATION
Intra-abdominal abscess (IAA) resulting from blunt abdominal
trauma (BAT) is an unusual condition in the medical literature,
particularly as a result of sports activity.  High energy mecha-
nism injuries, such as motor vehicle collisions, are responsible
for most of the complications of BAT.  Solid organs are more
commonly injured than hollow organs, and of the latter, small
bowel injuries are the most frequently implicated.  A thorough
literature search yielded only a handful of documented cases of
sigmoid colon involvement due to BAT and no previous case
report of a sports-related injury resulting in the formation of a
frank sigmoid abscess.   We report the case of a young adult
male, who sustained BAT during his regular football practice,
and as a result of his injury, he developed a large sigmoid ab-
scess that necessitated hemicolectomy.

CASE  PRESENTATION
A previously healthy 18-year-old male presented to the Emer-
gency Department (ED) at Thomason Hospital complaining of
abdominal pain, fever, vomiting and diarrhea.  His abdominal
pain began two weeks prior to arrival, and it was sharp, severe,
non-radiating with localization to the left lower quadrant.  The
pain was intermittent at the onset and later became constant.  His
pain was exacerbated by micturition and movements and im-
proved post voiding, post defecation, and at rest.   He had his-
tory of fever on and off in past 10 days, and 4 episodes of diar-
rhea every day in the past 4 days.  Just prior to his ED presenta-
tion, he vomited at home.  In addition, he complained of frequent
episodes of diaphoresis and dizziness, weight loss, poor appe-
tite and urinary urgency.  He recalled sustaining blunt trauma to
his abdomen during a football practice two weeks prior to his
presentation.  At that time he did not seek medical attention.
Since then his abdominal pain gradually worsened.   Ten days
prior to admission he went to the ED for an evaluation.  At that
time, his laboratory studies were normal, and after symptomatic
treatment, he was discharged home with the diagnosis of ab-
dominal muscle strain.

The physical examination revealed a well-developed, coopera-
tive young male in no distress.  He was 6’4” tall and weighed 167
kg.  His vital signs were: T: 38.2°C, BP: 123/64 mmHg, HR: 116
bpm, RR: 24 bpm, SaO2: 96% on RA.  The head and neck examina-
tion was normal, his mucosal membranes were moist and pink.
Lungs were clear to auscultation bilaterally, and the cardiovas-
cular exam was only significant for tachycardia.  He had strong
distal pulses bilaterally.  His abdomen was soft and non-dis-
tended, but with decreased bowel sounds.  He exhibited no re-

bound tenderness or rigidity, but was very tender in the left
periumbilical and left lower quadrant areas.  The left periumbilical
area was also notably prominent on palpation.  The right side of
the abdomen was only minimally tender.  There were no external
signs of abdominal trauma, localized skin lesions or previous
abdominal surgery.  He was not tender on the rectal examination,
and his stool was grossly heme negative.  The genitourinary
examination was normal.  The musculoskeletal exam was unre-
markable but his skin was hot and diaphoretic.

In the emergency department, his initial resuscitation began with
intravenous (IV) normal saline (NS) hydration, pain and nausea
management with IV administration of Morphine 4 mg and
Phenergan 12.5 mg, respectively.  His lab results were: WBC:
20,500/mm3 (S:81%, B:10%), Hb: 13.5 mg/dL, Plt: 221,000/mm3.
CMP, lipase and UA studies were normal, and the stool guaiac
was negative.  CT scan of the abdomen and pelvis revealed a 12
cm walled off structure with gas-fluid collection and fat strand-
ing just above the urinary bladder (Figure 1).   General Surgery
was consulted, and after additional fluid boluses and IV antibiot-
ics treatment with Invanz and Flagyl, he was taken to the OR for
sigmoid colectomy, colostomy, and I&D of abscess.  Patient did
have a 20 cm diameter intra-abdominal abscess extending from
his gangrenous and perforated sigmoid colon to the mesentery
and bladder wall.  Culture of the abscess yielded Proteus mirabilis
& Bacteroides fragilis species, that were sensitive to Flagyl and
Ceftin.  Patient improved and was discharged home on hospital
day #7 on oral Flagyl and Levaquin.

DISCUSSION
Football-related injuries are often described in the medical litera-
ture and most frequently involve the musculoskeletal system in
forms of strains, sprains, contusions and fractures1.   More se-
vere traumatic brain or cervical spine injuries affecting athletes
are well-publicized but less prevalent.  In the abdomen, the spleen
is the most frequently injured organ followed by the liver and the
intestines2.  Immediate life threatening intra-abdominal vascular
injuries are extremely rare during sports activities.

Less commonly, blunt traumatic forces may progress to abscess
formation in the injured organ 3,4,5,6,7,8.  When blunt trauma is
implicated in IAA formation, it is overwhelmingly due to high
energy forces, such as motor vehicle or industrial accidents 2,
and affect solid intra-abdominal organs more frequently than
hollow organs 8,9,10.   The most often injured hollow organ is the
small intestine 12,13,14,15,16,  and resulting abscess formation has
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Figure 1. CT scan of the abdomen and pelvis at the level just
above the urinary bladder shows a 11.8 cm walled off structure
with gas-fluid collection and fat stranding.
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also been previously described 3,8,11.

BAT may damage the intestines via compression or deceleration
forces.  During compression forces the intraluminal pressure of the
bowel suddenly increases or the fluid-filled bowel gets crushed
against solid structures, such as the spine.  Injuries can range from
stretching and crushing of the bowel wall to full-thickness perfora-
tion.  Deceleration forces cause stretching and tearing of bowel
loops at the points of fixation, such as the ligament of Treitz, ileoce-
cal valve, and phrenocolic ligament.   Injuries may also include
shearing of the mesentery, or loss of vascular supply to segments
of gut.  Once the integrity of the bowel is compromised, abscess
formation may ensue.

The proposed mechanism of colon injury is similar to that of small
intestine but occurs less frequently.  Our thorough literature search
yielded only a handful of documented cases of sigmoid injury due
to BAT 17,18,19,20,21,22  and no previous case report of a sports-related
injury resulting in the formation of a frank sigmoid abscess.  Our
patient was not diagnosed during his initial ER visit four days after
his abdominal trauma, probably due to the low index of suspicion
based on the mechanism of injury.  In addition, early bowel injury
may present with an intermittent pattern of colicky pain, as op-
posed to solid organ injury, which typically presents with steady
severe abdominal pain and rigidity20.  Our patient initially presented
with a relatively mild and intermittent pain pattern, which progres-
sively worsened over the next ten days.  As time progressed, the
characteristics of his abdominal pain became consistent with a more
serious intra-abdominal process.  CT imaging, with its sensitivity,
specificity and accuracy for bowel  trauma23 , was obtained to make
the diagnosis.
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