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Abdominal wall hernia following blunt trauma
Navaratnam R

ABSTRACT
Introduction: Despite the relatively highincidence of blunt trauma, traumatic abdominalwall hernia remains relatively rare. Many of thecases reported in literature involve childrenfollowing handlebar type injuries. Advancingsurgical techniques have stimulated muchdebate with regards to management of suchhernias. Case Report: An unusual case of a 59­year­old patient presenting to our emergencydepartment following a road traffic accidentsuffering from such a hernia is reported here.After appropriate investigation, abdominalexploration was undertaken and a primarymesh repair of the hernia was undertaken, withgood result. A discussion of literature pertinentto the infrequent trauma senario is presented.Conclusion: Traumatic abdominal wall herniasin adults are a rare entity and, in the absence ofsignificant intra­abdominal injury, may berepaired electively.
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INTRODUCTION
The incidence of trauma continues to rise worldwidewhile the incidence of traumatic hernia following ablunt injury remain relatively rare with only a handfulof cases reported in literature. It is postulated, herniafollowing blunt abdominal injury accounts for 2% of alltraumatic hernia. Traumatic hernia typically followpenetrating injuries, commonly with herniation ofbowel. Blunt injuries often do not result in such herniaand this thought to be due to the elasticity of theabdominal wall resisting the shear forces generated byimpacts. More typically seen in pediatric patients, theyremain infrequent in the adult population. We reportone such case and discuss the management of thesetraumatic hernia.

CASE REPORT
An unusual case of a 59­year­old female patient whopresented to the emergency department having beeninvolved in a high­speed vehicular collision has beenreported here. She was hemodynamically stable onarrival, with a Glasgow Coma Score of 15/15. Onphysical examination, only bruising across the abdomenand chest consistent with seatbelt injuries was visible.Abdominal examination revealed a large, left sidedswelling. It was tender on palpation and irreducible.Bloods tests and the chest radiography wereunremarkable. Computed tomography scan revealed alarge left sided abdominal hernia containing mesenteryand small bowel. (Figure 1A–B). A laparotomy wasperformed with the patient’s consent. The bowel wasfound to be ischemic and a subsequent small bowelresection and end­to­end anastomosis was performed.
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The abdominal wall defect was primarily closed andreinforced with a non­absorbable polypropylene mesh.Postoperative recovery was uneventful and the patientwas discharged from hospital after 10 days. At mostrecent follow up her hernia repair was intact with noevidence of recurrence.

DISCUSSION
A traumatic abdominal wall hernia is defined ashernaition of viscera through the muscles and fascia ofthe abdominal wall with the overlying skin remainingintact. First described in 1906 [1], it has a reportedprevalence in trauma patients of approximately 1% [2].Three forms of hernia have been described: (i) a smalldefect resulting from impact against a blunt object, i.e.handle bars, (ii) a larger defect typically seen followingmotor vehicle accidents, and (iii) intra­abdominal bowelherniation seen after a deceleration injury. Hernias aremore commonly seen in patients involved in highvelocity impacts, where a large force is applied to arelatively small area of the abdominal wall. They aretypically found in the lower quadrants of the abdomen,possibly due to the absence of the posterior rectussheath [3]. Though most herniations are evident at thetime of presentation, reports exist in literature ofdelayed presentations, following weakening of theabdominal wall secondary to infection or hematomaformations [4]. As was in our case, in thehemodynamically stable patient, the advent of CT hasallowed delineation of abdominal wall defects as well asassociated intra­abdominal injuries prior to surgery [5].However, the association with other intra­abdominalvisceral injury is infrequent. We did not find any in ourpatient. Damschen et al. reported that 17 of 28 patientsin their case series had no intra­abdominal injury. It hasbeen argued that this is due to hollow organs beingresistant to blunt injury combined with the fact that inreported cases the trauma was delivered to areas awayfrom parenchymatous abdominal organs. Others haveargued that given the forces needed to generate such ahernia, a high index of suspicion should be maintainedfor intra­abdominal injuries that though not initiallyclinically apparent, may have been missed on initialexamination and CT scan. They have advocated a repeatCT scan in the following days [6]. Extra­abdominalinjuries have been reported in literature includinglumbar fractures and pelvic fractures. Humeralfractures have also been found in association with suchherniation. These imply the high kinetic forces that havebeen transmitted to the body as a result of the trauma[7]. A review of literature drew three conclusions withregards to management of traumatic abdominal wallhernias. Firstly the mechanism of injury should beconsidered when planning any intervention. Secondlythe clinically apparent hernias warrant laparotomy and,finally, that occult hernias may be managed expectantly[2]. However, this paradigm has changed. Traditionally,laparotomy was performed to avoid the complications of

Figure 1: Computed tomographical images showing thepresence of a large, left sided hernia containing small boweland mesentry.

associated intra­abdominal injury such as bowelperforation. Now the management of thehemodynamically stable patient with a traumaticabdominal hernia has adopted a more conservativeapproach with reports suggesting that delayed repairoccurring is both safe and feasible [8]. With theincreasing use of minimally invasive surgery, reports oflaparoscopic repairs of such hernias are growing.Indeed, this method has even been described for theimmediate repair of traumatic hernias [9]. Althoughmesh repair is the procedure of choice for the repair ofmost abdominal wall hernias, there is consensus in favorof a primary sutured repair [10].

CONCLUSION
Traumatic abdominal wall hernias in adults are arare entity and, in the absence of significant intra­abdominal injury, may be repaired electively.
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