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Results:  
Out of 80 patients, 9% had Grade V injuries, 39% of patients 

presented with Grade I-III injuries. 52% of patients had Grade IV 

injury. All Grade V injures were managed with colostomy as per 

recommendations. Out of the remaining 91% of patients, 49% 

fulfilled the criteria for Primary repair and the same was done in 

these patients. Remaining 42% were those patients who either 

presented late and / or had gross  fecal  contamination so these 

were managed by exteriorization.  Among the patients with 

primary repair only 3 patients developed serious complication in 

the form of leak and exteriorization had to be performed in them 

all of these were  high velocity  fire arm injury victim.  In the 

group of patients with exteriorization 4 patients has stoma related 

complications. In all the other patients post op recovery was 

unremarkable. 
 

Discussion:  
Management of  penetrating colonic injuries has been evolving 

over the last thirty years.  Before that time,  the most  colon 

wounds  in the civilian population were managed by 

exteriorization of the wound or proximal colostomy because of a 

fear of a high rate of breakdown. In the past decade,  there has 

been an increasing trend toward primary repair. Advantages of 

primary repair are the avoidance of colostomy, with the subsequent 

reduction in the morbidity of the colostomy itself and the cost 

associated with colostomy care and the subsequent hospitalization 

for reversal. Potential drawbacks of primary repair are the 

morbidity and mortality associated with failure of repair. If were 

no difference in morbidity between the approaches, primary repair 

would be preferred. In recent years, there have been several 

prospective studies that support primary repair over colostomy; 

however, there is continued confusion as to when primary repair is 

appropriate.  
 

Conclusion:  
The decreased morbidity associated with avoidance of colostomy, 

the disability associated with the interval from creation to closure 

of the colostomy, and the charges associated with colostomy and 

the closure of the colostomy all support a standard for primary 

repair of non- destructive (Grade I-IV) colon wounds.  

For destructive (Grade V) colon wounds, the data would       

support resection and anastomosis for stable patients without 

significant  associated  injuries.  Patients  with   serious  associated  

 

 

 

 

 

 

 

 

 

 

injures or significant underlying disease have better results with 

resection and colostomy. 

 Time since injury, fecal contamination and high velocity 

injuries are other important factors to be considered while 

attempting primary repair.     
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