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Blunt trauma abdomen with abdominal wall herniation with bowel perforation is an acute
emergency condition. Road traffic accidents causing blunt trauma are common in a young-
ster like in our case. Once the patient is resuscitated, ultrasonography and Computed to-
mography must be done. Early surgical exploration with mesh or primary repair of the de-

fectis the mainstay of management. We have a case of a 25-year-old male with blunt trauma
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abdomen and anterior wall hernia following a road traffic accident who was managed with
emergency exploratory laparotomy as computed tomography suggested anterior abdominal
wall herniation of bowel content.
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Emergency

N of road traffic accident 8 hours back with impact over the left
Introduction

Blunt abdominal trauma usually occurs as a result of road traf-
fic accidents. They typically present to the emergency depart-
ment with acute abdomen. One of the rarest conditions, as
per our literature review, is abdominal wall hernia with bowel
perforation secondary to Blunt trauma. We report the case of a
25-year-old male who presented to emergency with a history

flank and right flank region. Following the accident, he devel-
oped a lacerated wound injury over the left flank region and
tender swelling at the right flank region. There was no history
of loss of consciousness, ENT bleeding, headache, shortness of
breath, or seizure. There was no other external injury. The pa-
tient was under alcohol influence at the moment of the acci-
dent. On examination, the patient was hemodynamically sta-
ble, and systemic investigation revealed the presence of red-
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Fig 1 - CECT abdomen and pelvis followed by oral contrast axial (A) and sagittal (B) view show defect (green arrow) of size
3.0 cm x 2.6 cm (TRXCC)in the right anterolateral abdominal wall through which there is protrusion of opacified bowel
loops, mesentery, and fluid (white arrow).

Fig 2 - picture showing defect at the anterior abdominal wall with herniation of bowel loops and mesentery.
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Fig 3 - Picture showing ileal perforation of size around 2 x 2
cm.

dish to blackish discoloration at the right paraumbilical region
with tender swelling. The swelling was firm in consistency,
and nonreducible without cough impulse. The rest of the ex-
aminations were within normal limits. Baseline investigations
and renal and liver function tests were within normal limits.
X-ray of the chest, abdomen, and pelvis showed no free air in
the peritoneum. eFAST was done, which showed minimal fluid
in the right paracolic gutter with no sizeable collection, likely
hemoperitoneum. Contrast Enhanced Computed Tomography
with oral contrast revealed a traumatic ventral wall hernia
of size TR X CC 3.0 cm X 2.6 cm with mild hemoperitoneum
and pneumoperitoneum (Fig. 1). Following the CT scan report,
an emergency exploratory laparotomy was performed where
there was gross hemoperitoneum of about 1 liter of blood and
clots, defect of size 3 cm x 2.5 cm at the anterior abdominal
wall of the right flank region with herniation of loops of ileum
with necrosed mesentery (Fig. 2). There was a perforation of
size 2 cm x 2 cm at the ileum about 100 cm above the ileocecal
junction and another impending perforation of size 0.5 x 0.5
cm (Fig. 3). A longitudinal mesentery tear was present near
the perforation site, and there was a large tear in the omen-
tum. There was a breach in a peritoneal layer at the left flank
region. Peritoneal lavage was done with warm saline. The ven-
tral hernia and peritoneal breach was repaired by suture. The
tear at repaired mesentery and omentum was repaired. Pri-
mary repair of ileal perforation was performed, and a pelvic

drain was placed. The abdominal wall was closed in layers.
The patient was shifted to the intensive care unit for hemo-
dynamic monitoring for 48 hours and shifted to the ward on
the 2nd postoperative day. Feeding was started on the 3rd pod,
the drain was removed on the 4th postoperative day, and the
patient was discharged on the 6th postoperative day.

Discussion

The prevalence of traumatic abdominal hernia among trauma
patients is less than 1%, as per literature reviews [1]. Trau-
matic anterior abdominal wall hernia was first reported in
1906 [2]. Many studies have been done to define the criteria
for a traumatic hernia. In 1964, proposed criteria for deter-
mining criteria for a traumatic hernia as follows: 1) hernia
appeared immediately after trauma and 2) the patient must
have consulted a doctor soon enough for signs of the trauma
to be identifiable [3] later in 1992 a new criterion of traumatic
hernia was proposed as 1) no history of any hernia in past 2)
the patient must have sustained an injury, 3) herniation can
occur at a delayed stage after trauma, and 4) a hernia sac may
or may not be present [4]. Our case does not have a hernia
sac; however, it meets all the criteria as proposed by Sahdev.
Tangential shearing force on the musculoaponeurotic layers
secondary sudden increase in intra-abdominal pressure is
supposed to be the primary proposed pathophysiology of
herniation [5]. Hollow viscus injuries (HVI) occur in only 1%
of all blunt trauma, and small bowels are most commonly af-
fected [6]. A diaphragmatic herniation is more common than
abdominal wall herniation following blunt trauma abdomen;
however, they both may co-exist sometimes [7]. In our case,
there was a diagnostic dilemma on the ultrasound report, so
for better evaluation, we performed computed tomography
(CT) as advised in different literature. Screening can be done
by ultrasonography of the abdomen and pelvis. In hemody-
namically stable patients CT imaging is the tool of choice
for evaluation of blunt trauma abdomen [8]. CT scan clinical
examination and surgical exploration with primary repair is
the definitive treatment in hemodynamically stable patients
with traumatic abdominal wall hernia [9]. Hematoma can be
misleading to anterior wall hernia, so both should be kept as
differentials [10]. Injuries that are liable to be missed on CT,
such as mesenteric, omental, and bowel injuries, can also be
managed well if surgical intervention is done earlier [11]. De-
spite the low incidence, velocity injuries are associated with
a high mortality rate, and in patients with an isolated small
bowel, perforation prognosis is better explained by early inter-
vention [12]. As in our case, exploratory laparotomy through
a midline incision is advocated in high-velocity injuries
and blunt trauma abdomen as the prevalence of associated
intra-abdominal injuries is high. for better evaluation and
exploration [13] There has been debate whether doing simple
repair versus mesh repair in hernia-associated abdominal
trauma. Mesh repair should be considered in cases without
hollow viscus injuries, relatively large defects, and tension for
direct closure, primarily [14]. Minor defects without associated
injury are likely to heal spontaneously [15]. TAWH has also
been repaired successfully using a laparoscopic approach [8];
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however, the process is entirely dependent upon the hospital
settings, available resources, and expertise of the surgeon.

Conclusion

Blunt trauma abdomen with abdominal wall herniation and
bowel injury is a rare presentation in the Emergency depart-
ment. Adequate resuscitation of the patient should be done,
followed by ultrasound and computed tomography for better
evaluation. Early surgical intervention should be done for a
better prognosis. Mesh repair and primary repair of hernia will
be guided by the size of the defect and associated viscus perfo-
ration. The approach to surgery depends upon several factors,
such as hospital settings, available resources, and the exper-
tise of surgeons.

Patient consent

Written informed consent was obtained from patients for
publication of this case report and accompanying images. A
copy of the written consents is available for review by the Ed-
itor in chief of this journal on request.
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