International Surgery Journal
Patil RR et al. Int Surg J. 2026 Apr,;13(4):674- 679

http://www.ijsurgery.com pISSN 2349-3305 | eISSN 2349-2902

DOI: https://dx.doi.org/10.18203/2349-2902.i5j20260769
Case Report

Abdominal gunshot wound: a case report

Rohan R. Patil, Abdul H. M. Quraishi*, Gaurav S. Bochare,
Pankaj S. Tongse, Prathamesh S. Sawwalakhe

Department of General Surgery and Trauma Care Centre, Government Medical College and Hospital, Nagpur,
Maharashtra, India

Received: 25 February 2026
Accepted: 13 March 2026

*Correspondence:
Dr. Abdul H. M. Quraishi,
E-mail: abdulquraishi63@gmail.com

Copyright: © the author(s), publisher and licensee Medip Academy. This is an open-access article distributed under
the terms of the Creative Commons Attribution Non-Commercial License, which permits unrestricted non-commercial
use, distribution, and reproduction in any medium, provided the original work is properly cited.

ABSTRACT

Firearm injuries pose an escalating health concern worldwide and contribute significantly to trauma-related mortality
and disability. We hereby report one such case of firearm injury where a 20-year-old male came to the trauma care
centre with a penetrating abdominal injury, and the bullet was trapped in the pelvic bone. The associated bowel injuries
were with intraoperative findings of jejunal perforations, colonic mesenteric injury and retroperitoneal haematoma that
was managed by exploratory laparotomy with repair of associated injuries. The bullet, however, was not removed. The
report aims to highlight the management of firearm injury and emphasise that bullet removal may not be necessary in
all cases, depending on the site and structure of retention in relation to associated patient factors.
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INTRODUCTION

Gun violence poses an escalating clinical and public health
concern worldwide, with firearm-related injuries
contributing significantly to trauma-related mortality and
long-term disability.!> The burden of these injuries spans
multiple contexts, including homicide, suicide, accidental
shootings, and interactions involving law enforcement.
Societal factors such as firearm accessibility, legislative
frameworks, and cultural norms further shape the
incidence and nature of gunshot injuries.>* Despite
heightened awareness, the complexity of risk factors—
including socioeconomic disparities, mental health issues,
and community violence—has made meaningful reduction
in gun violence an ongoing challenge.’ Globally, firearm-
related morbidity and mortality trends exhibit stark
variation. High-income countries often have extensive
trauma care systems yet may also experience higher rates
of certain categories of firearm injuries, particularly
homicides and suicides.® Conversely, low- and middle-
income countries face infrastructural barriers that impede
timely treatment, elevating the risk of complications or
death. Furthermore, rural areas, even in higher-income

regions, frequently present unique challenges: longer
transport times, limited trauma centres, and reduced law
enforcement presence.” Consequently, hospital-based data
become invaluable, as they capture real world
presentations, treatment pathways, and outcomes. Existing
literature often underscores that young adult males are
disproportionately affected by firearm violence.® This
demographic remains at higher risk due to factors such as
peer-group dynamics, community-level violence, and
potential engagement with law enforcement operations.
Anatomical site of injury also bears prognostic
significance; head, neck, and trunk wounds typically carry
elevated morbidity and mortality compared to extremity
injuries.® Nonetheless, even extremity injuries can have
profound socioeconomic implications, resulting in
prolonged rehabilitation, potential disability, and
psychological trauma for survivors.5

CASE REPORT

A 20-year-old male patient came to trauma care centre
(TCC), Government Medical College, Nagpur with an
alleged history of being shot at around 12:00 noon. Patient
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was taken to the nearby hospital, where primary
resuscitation was done and a computed tomography (CT)
(abdomen + pelvis) — plain was done. CT scan was
suggestive of air foci and pneumoperitoneum adjacent to
the right lobe of the liver, concerning for sealed-off bowel
perforation and no definitive bowel perforation along the
bullet trajectory and evidence of a foreign body (bullet)
lodged in the left iliac bone (wing) and was referred to a
higher centre for further management. On arrival at TCC,
the patient was conscious and oriented with a Glasgow
coma score of E4V5M6, pulse rate 130/minute, blood
pressure 90/60 mmHg, and oxygen saturation of 86% on
room air and 99% on 8 litres/minute of oxygen support via
a Hudson’s mask. On limb examination, patient had no
restricted range of movements of both lower limbs and no
evidence of motor or sensory neurological deficit On per-
abdominal examination, generalised tenderness and
guarding were present with evidence of distension. On
local examination, a single gunshot entry wound was seen
in the left lumbar region (Figure 1).

e

Figure 1: Entry wound (sutured at primary care
hospital).

[~

Figure 2: Pre-operative plain computed tomography
(of abdomen & pelvis) axial section showing foreign
body (bullet) inside left iliac wing.

The patient was resuscitated and shifted for CT scan at
TCC, which was suggestive of gross hemoperitoneum,
pneumoperitoneum and hyperdense foreign body in left
iliac bone (likely suggestive of bullet) (Figures 2 and 3).

Figure 3: Pre-operative plain computed tomography
(of abdomen and pelvis) coronal section showing
foreign body (bullet) inside left iliac wing.

The patient was immediately shifted for emergency
laparotomy. The abdomen was opened by midline
laparotomy incision, and about 700 ml hemoperitoneum
was drained (Figure 4).

Figure 4: Approximately 700 ml blood and clots
(combined) drained.
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Figure 5: Jejunal perforations.

Figure 6: Tear in mesentery of descending colon.

Figure 7: Retroperitoneal haematoma.

Total 4 jejunal perforations were found, which were: about
25 cm distal to the duodenojejunal (DJ) flexure of size 2x2
cm, about 30 cm distal to the DJ flexure of about 5x5 cm
(through and through perforation), about 30 cm distal to
the DJ flexure of about 5x5 cm (through and through
perforation on the mesenteric side), and about 50 cm distal
to the DJ flexure of size 2x2 cm (Figure 5) and a rent was
found in the mesentery of descending colon (Figure 6) with
retroperitoneal haematoma (Figure 7).

The bullet then entered the retroperitoneal space and got
lodged in the left iliac wing. It was inferred that the bullet
entered the abdominal wall via left lumbar region,
penetrating the peritoneum, perforating jejunum in the way
of trajectory, it entered the retroperitoneal space via
mesentery of descending colon then traversing the pelvic
cavity for a few centimetres and finally got lodged into the
wing of left iliac bone. Bullet was localised intra-
operatively using C-arm X-ray filming (Figure 8). On table
decision was taken for leaving the bullet in place after
considering the hemodynamic stability of patient and
location of the bullet.

Figure 8: Intra-operative ¢ arm X-ray showing
foreign body (bullet) lodged in left iliac wing.

About 30 cm of jejunum was resected using 60 mm endo
GI staplers and side to side jejunojejunostomy was done.
Rest of the abdominal contents were examined and found
normal. Thorough peritoneal wash was given. Abdominal
drains were placed in subhepatic and pelvic spaces.
Abdomen was closed in layers. Patient tolerated the
procedure well and post-operatively was uneventful.
Patient was kept nil by mouth for 72 hours. Oral sips were
allowed on post-operative day (POD) 3 followed by soft

International Surgery Journal | April 2026 | Vol 13 | Issue 4 Page 676



Patil RR et al. Int Surg J. 2026 Apr;13(4):674- 679

diet on POD 4 and full diet on POD 5. Patient was
mobilised on POD 2 and abdominal drains were removed
on POD 6. On 2 weeks, 2 months and 3 months post-
operative follow-up, the patient has no symptoms of
abdominal discomfort and no complaints of compromised
range of movements and difficulty in walking. There is no
evidence of loss of sensory or motor function in bilateral
lower limbs.

DISCUSSION

The intensity and severity of firearm injuries is directly
proportional to the distance of the bullet fired. Injuries
caused by projectiles fired less than three meters away
cause massive tissue damage and are usually lethal !
Thus, tissues with a higher specific gravity have more
severe impact, mostly bone and muscle tissue and
parenchymal organs. The data in the analyses concerning
the part of the body that is most often injured vary greatly.
According to a few analyses, the most commonly injured
organs are the head and chest, while other studies support
that the abdominal organs as the most commonly injured.'!
There is no standard treatment for patients with penetrating
abdominal injuries. Previously, urgent surgical exploration
was considered the initial step to treatment. However,
analysing this approach, some authors claim that it was
associated with a higher incidence of complications, a
higher percentage of unnecessary explorations, and a
longer duration of hospital stay. Conservative treatment
measures are gaining importance in hemodynamically
stable patients day by day.'”!* Renz et al show the
frequency of complications after unnecessary
laparotomies is as high as 41.3%.!> Also, laparoscopy can
be used for diagnosis and, in some cases, the treatment of
injuries, thereby reducing the incidence of complications
that arise due to an open surgical approach.'6

The line of management depends on hemodynamic
stability of the patient. Hemodynamically stable patients
permit more time for physical examination, laboratory, and
radiological diagnosis. But critically unstable patients with
severe injuries demand urgent surgical treatment without
further delay and diagnosis. Some authors point out that
the preparation of the operating room should begin
immediately after the admission of unstable patients. A
number of complications accompanying gunshot injuries
have been reported. Potential complications after gunshot
injuries are mainly determined by the site of injury and
organs damaged. Except for bleeding, which must be
controlled initially (damage control surgery planned for
restoring the anatomy), most common complications are
tissue and organ damage, fractured bones, infections of
wound, partial or complete paralysis (in the case of spinal
cord injuries), and psychological effects, especially in
young patients. Patients with chest and abdominal injuries
are more likely to be re-admitted to hospital due to
complications.!” The most common complications are
wound infection, wound dehiscence, sepsis in the early
period, small bowel syndrome, and intestinal adhesions
with ileus as late complications.!® The wound infection

rate (32.1%) is slightly higher compared to the overall
wound infection rate, probably because of open bone
fractures, perforating wounds, anaemia, and generalized
poor immune response. !>

Debridement and irrigation are often indicated in bullet
injuries with articular involvement; but not routinely done
for extra-articular injuries. Treatment of extraarticular
gunshot injuries to the extremities are frequently
performed without aggressive debridement, and local
wound care is a preferred option in most cases.?' There are
no data to support extended debridement of bullet
tracks.?>?* There are a few reported cases of necrotizing
fasciitis in the literature. Despite those—often fatal—
cases, it could not be shown that aggressive surgical
treatment would have altered and prevented the tragic
outcomes.?* If extra-articular pelvic fracture is associated
with bowel injuries, formal orthopaedic fracture
debridement is not required, even with concomitant
intestinal viscus injuries.?’

Independent of the location of the retained bullet/metallic
fragments, a clear indication for surgical treatment is the
formation of an abscess. This is not usually caused by the
bullet itself, but by smoke and dirt particles that have
gained entry by the impact of the entering projectile. When
clearing the abscess, there is often the chance to remove
the bullet in the same setting.?

When the bullet impinges on a nerve or a nerve root and
causes pain to the patient it should be removed. However,
it has been shown that there is no evidence of the
prevention or minimization of future pain when bullets are
removed in patients suffering from spinal cord injury due
to a gunshot. Some studies can prove that pain might get
severe when caused by a gunshot, but there is no evidence
that bullet removal will be beneficial to those patients
regarding future pain.?’-?

Retained metallic fragments do not have to be extracted at
all costs. There is no proof of increasing infection rates
when retained foreign bodies are left inside. In intracranial
lesions due to missiles, repeat surgery is necessary when a
brain abscess has occurred. Depressed bone fragments
and/or cerebrospinal fluid leaks are associated with a
higher rate of infection.?*-3!

A special situation develops when the bullet is required for
forensic evaluation and investigation. Here, the patient and
the treating surgeon should be in full agreement that the
removal procedure will not result in increased pain,
complications, or injury. It is essential that both the patient
and the treating surgeon agree on the removal procedure.
It may be that the surgeon is ordered to remove the bullet
by a court order, and the bullet can then be removed against
the patient’s willingness for the procedure.*

The following are clear indications for bullet removal
when the bullets - are found in joints, CSF, or the globe of
the eye; lead to impingement on a nerve or a nerve root;
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are lying within the lumen of a vessel, resulting in a risk of
ischemia or embolization; cause lead poisoning; are seen
or clinically palpated at examination; and require removal
for a medico-legal examination

In all other cases, the indication should be reviewed with
utmost care prior to removal.’* However, the ethical issue
with retained bullet remains that the patient will be judged
every time he/she discloses his medical records as and
when necessary, this will have a psychological impact and
may hamper his/her quality of life.

Gun violence is a complex and multifaceted problem
which requires multi-disciplinary solutions and prevention
programs.

CONCLUSION

Firearm Injuries are one of the dire surgical emergencies
needing prompt decision for better surgical outcomes and
eventually better quality of life of the patient. There may
be ethical, legal and social issues related to retained bullet,
but the risk of extraction leading to morbidity and in some
cases mortality takes precedence over all other issues. If it
can be removed easily in the same setting, it should be
removed; otherwise, it can be removed later, or a decision
to leave it alone can be made. A documentation of this fact
and counselling of the patient regarding the same must be
done.
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