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blood was Group O. Fresh blood from ADF volunteers was
available, and could have been used to compensate for a
potential coagulopathy from platelet consumption (Table).
Judicious laparotomy may not have caused hepatic bleeding,
but, if there had been significant haemorrhage, it would have
been necessary to resort to a “damage control” approach,10

undesirable when there were no resources outside the CHE for
protracted management of its various sequelae, such as
respiratory insufficiency and abdominal compartment syn-
drome.

In the absence of proof, the diagnosis of ruptured liver is
supported by what was known of the mechanism of injury,
and reports in the literature.2 The changes in liver enzyme and
bilirubin levels are also consistent with hepatic cellular
disruption and resorption of blood and bile from the
peritoneum. The patient may also have had myocardial
contusion, but, as there was no arrhythmia, this possibility did
not contraindicate surgery. Serum troponin T measurements
were not available.

Treatment with antibiotics in such cases is arguable. The
fever present on admission was almost certainly caused by the
systemic inflammatory response syndrome,12 as the pulse rate
was greater than 90 per minute, the white blood cell count
greater than 12�109/L, and the respiratory rate was rapid. We
had no capacity to perform blood cultures. There was
evidence of pulmonary atelectasis. Without computed tomog-
raphy, it was not possible to know whether there was a
sequestrum of devitalised liver, or other occult visceral
damage.

There was some apprehension when the serum amylase
level became elevated five days after injury. Pancreatic
disruption is possible with this kind of injury, and serum
amylase levels are normal in about 45% of cases.7 The patient

improved clinically, with no symptoms or signs of peritonitis
at discharge.
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