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Gunshot might have unexpected findings in the victim owing to the ballistics of the injury. The
trajectory of the bullet plays a central role in the surprising findings in gunshot injuries. We are
presenting a case with pellets seen in the stomach after a gunshot.

1. Introduction

It is estimated that each year in United States there are
approximately 70 000 gunshot victims[!l. Defining the
trajectory, entrance and exit of the bullet is one of the first
steps in evaluating a gunshot wound. There are cases of
pellet migration to central nervous systeml2l, to peripheral

arteriesl3l, and even in to the ureter4l.

2. Case report

47 years old male patient presented to the emergency
department after a gunshot injury. The injury was aimed
at his left shoulder. The patient was conscious; his pulse,

blood pressure and respiration rate were 90/min, 92/55
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mmHg, 30/min respectively at the initial presentation.

In physical examination there had been multiple
pellet wounds arround the shoulder, neck, thoracic wall
and left arm (Figure 1). The patient had subcutaneous
emphysema and the breath sounds were decreased on the
left hemithorax. There were no pathological findings on
abdominal examination.

His hemoglobin level was 14.1 g/dL. and the leukocyte
count was 14 200 / ¢ L. There was a slight elevation in liver
enzymes but there were not any other findings in blood
biochemistry.

The radiographic examination revealed multiple
segmented fractures in left humerus and scapula and
the cervical X-ray showed pellets arround the neck.
The computed tomography (CT) of the thorax revealed a
defect in the anterior part of the trachea (Figure 2) and
paranchymal lung injury besides pneumothorax. There
were pellets arround the pericardium and a pellet in
stomach was also recognized in CT (Figure 3).

When questioned further, the patient remembered that
he coughed pellets among with blood and phlegm and he

swallowed them.
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A chest tube was inserted to the left hemithorax and the
follow up was uneventful thereafter. Oral feeding was started
on the second day and the patient was discharged 1 week

after admission.

Figure 1. The patient with multiple pellet wounds.

Figure 3. The black arrow shows the shining pellet inside gastric
lumen.

3. Discussion

The diffuculty in determining the trajectory in

thoracoabdominal area is caused by the motion of the
diaphragmlsl. Although laparotomy is gold standart in
management of abdominal wounds there are reports which
support non—operative treatment in selected casesl6.7]. In
our case, determination of the pellet in the stomach by
the computed tomography caused us anxiety at first. We
thought one of the pellets traversed thorax, diaphragm,
gastric wall and ended up inside gastric lumen. Then
considering the injury arround the trachea we hypothesized
that pellets moved to the patients mouth upon coughing and
got swallowed. As the patient did not have any abdominal
findings, he was managed non—operatively.

History and physical examination are still the major tools
in patient management despite the technical improvements
in radiology. Because of the ballistics of the weapons,
the surgeon could deal with unexpected presentationsisl.
Pellets may travel in every direction. Close patient follow—
up is important both in decision making and management.
Radiologists and surgeons should be cautious in interpreting
the CT findings of gunshot patients.
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