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A Rare Case Report of Colonic Perforation and Gangrene:  
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CASE REPORT
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In the present days of industrialization, use of compressed 
air jets is common. Although industries provide employment 
to population at large, the misuse of pneumatic equipment at 
work place has relatively increased. We report a case of a male 
patient aged 20 years who presented to us with anal bleed, pain 
and distension of abdomen and severe breathlessness following 
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for sexual stimulation. He was investigated and underwent 
emergency exploratory laparotomy with total colectomy of 
the gangrenous colon and end ileostomy. Postoperatively, the 
patient succumbed to a cardiac event.
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Compressed air equipments are frequently used in the 
manufacturing industries. Misuse of such machinery for 
other purposes at place of work needs to be monitored. 
Compressed air injuries can be devastating, especially the 
colorectal injuries, as the high jet pressure leads to rupture/
perforation or gangrene of the bowel within a short time.1,2

Management colorectal injuries are a great challenge to the 
treating surgeons, as the peritoneum is usually contaminated 
with fecal spillage and the outcome can be fatal.
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A 20 years old male patient employed in an industry was 
brought to the accident and emergency department by a 
co-employee with the history of the patient complaining 
of pain abdomen and distension, bleeding per rectum and 
breathlessness. On further interview the patient confessed 
to the self-thrusting of a vacuum blower pipe into the anus 
for sexual stimulation the previous night. 

On thorough examination the patient was in severe pain, 
restless and appeared pale and drowsy, though he responded 
to the queries. He was in hypovolemic shock, tachycardia, 
tachypnea was present. Abdomen was grossly distended and 
severely tender with features of peritonitis. Subcutaneous 
emphysema was felt over the suprapubic and left iliac 

region. Liver dullness was obliterated, bowel sounds were 
absent. On per rectal examination the patient had severe pain 
with profuse fresh bleed. A rent of 1 × 2 cm was felt in the 
rectum anteriorly. Sphincter tone was weak and patulous. 
We made a diagnosis of colonic perforation and tension 
pneumoperitoneum with fecal peritonitis with septicemia 
and shock, secondary to barotrauma.

After adequate resuscitation, emergency investigations 
were done. Hemoglobin was 8 gm/dl, total count was 
12,000/mm3, and creatinine level was 1.1 mg/dl. X-ray 
of the chest and erect abdomen showed free air under 
diaphragm and dilated large bowel loop with multiple air 
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A complementary ultrasound reported as dilated large bowel 
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Fig. 1: Erect abdomen X-ray showing air under both the 
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Fig. 2: Chest X-ray showing free air under both diaphragms
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loops and intraperitoneal collection, diagnostic tap was an 
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hemoperitoneum. The abdominal tap with a large bore needle 
helped in releasing the pneumoperitoneum and patient was 
relieved of his breathlessness to some extent.

The patient was taken up for emergency exploratory 
laparotomy under endotracheal intubation and the operative 
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junction to the cecum was gangrenous, small bowel was 
viable. There were two perforations of size 1 × 2 cm in the 
anterior wall of rectosigmoid junction and another of 2 ×  
1 cm in the transverse colon along the antimesenteric border. 
Peritoneum was grossly contaminated with fecal spillage. 
There were no other solid organ injuries. We performed total 
colectomy with closure of distal segment and end ileostomy 
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and postoperatively. He was put on a ventilator with inotropic 
support and nursed in the ICU. On the second postoperative 
day, the patient succumbed to a cardiac event despite timely 
intervention.
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Compressed air insufflations into the anus as a sexual 
perversion or autoeroticism are reported in a limited number 
of cases.1 Compressed air apparatuses have a pressure of 50 
to 150 psi. As reported by Burt in 1931, in an experimental 
study of the four layers of the intestine, mucosa is the 
strongest. Pressures of 3.99 psi can tear the muscular layer 
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the intestine causing perforation.2

Clinical manifestations are very accurate in diagnosing 
colonic perforations. Pain and distension of abdomen are early 
to present followed by features of peritonitis. Breathlessness 
as seen in our case is due to pneumoperitoneum causing 
restriction of diaphragmatic movements. Respiratory distress 
leading to tachypnea can result in respiratory alkalosis.3 Our 
patient had hypotension which could be due to the tension 
pneumoperitoneum compressing the vena cava reducing 
venous return and circulatory failure. Profuse loss of blood 
could also contribute to this. 

The anatomy of the bottom and perineum is like a 
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and rectum, directed against antimesenteric border of 
rectosigmoid junction and is the common site to perforate. 
The perforations can be single or multiple. The small bowel 
pneumatic perforation is rare. The pathophysiology of 
gangrene can be explained by the fact that the over distended 
bowel compromises on the blood supply, followed by the 
thromboembolic phenomenon of the inferior mesenteric 
vessels leading to gangrene.4 Our patient had a rent of  
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bowel extending from rectosigmoid junction to the cecum
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bowel with normal small bowel

2 × 1 cm in the anterior wall of rectum and a perforation 
2 × 3 cm in the transverse colon and small bowel was 
spared. Colonic injuries are unique in presentation, patients 
report very late to hospital as they are hesitant to reveal the 
history, especially in misuse of compressed air apparatus 
into anorectum for sexual stimulation, as it is a socially 
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embarrassing situation. Colonic perforations can be very fatal 
in delayed interventions as fecal peritonitis and septicemia 
sets in, causing morbidity and mortality. But with recent 
advances in treatment, diffuse peritonitis has a mortality rate 
of 10%.5 Our patient presented 24 hours after the incident 
and despite early intervention he succumbed postoperatively. 
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Colorectal injury should be suspected in patients with history 
of compressed air injury. Adequate resuscitation and early 
surgical intervention can save a patient’s life. Psychiatric 
illness is to be considered in such cases. A proper monitoring 
of industrial employees is mandatory along with counseling. 
Education and awareness of hazards of compressed air injury 
can go a long way in preventing fatal injuries. 
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segment and end ileostomy


