Case Series

Traumatic Abdominal Wall Hernias-
An Uncommon Case Series
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A case series of abdominal wall hernia following blunt injury is essential for the understanding of its varied clinical presentation. The
purpose of this paper is to emphasise on the fact that abdominal wall hernia is seemingly benign yet completely treatable condition
and can be easily missed without proper clinical examination. A timely intervention with proper intraoperative assessment and
decision making is needed. Immediate primary tissue repair is the preferred mode of management. Laparoscopic intervention in
these scenarios is possible with better knowledge of the mechanism of injury and probable outcomes.

CASE SERIES

CASE-1
A 21-year-old male sustained handlebar injury to the abdomen. The
site of impact was in the Right lliac Fossa (RIF). He presented to the
emergency department with abdomen pain and palpable defect in the
RIF region [Table/Fig-1]. Cough impulse was present. There were no
other external injuries and he was haemodynamically stable. Focused
Assessment with Sonography for Trauma (FAST) was done to rule out
the other injuries. He was taken up for emergency surgery. Incision
was made over the site of swelling and defect identified. Mesenteric
tear was encountered intraoperatively and repaired. Defect closed
by primary tissue repair. Patient had an uneventful recovery. No
complications were noted in follow-up period of six months.
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[Table/Fig-1]: Clinical pictures of all four patients at the time of presentation.

CASE - 2

A 27-year-old male patient had a fall from a two-wheeler with
impact in the right hypochondrium and was brought to emergency
department. Examination revealed generalised tenderness and
a palpable defect. Contrast Enhanced Computerised Tomogram
(CECT) abdomen was done revealing herniation of bowel through
a muscular defect [Table/Fig-2]. He was taken up for emergency
laparotomy, done through anincision over the defect. Intraoperatively,
mesenteric tear with small bowel contusion was noted. Primary
tissue repair was completed [Table/Fig-3]. No complications were
noted in the ten days postoperative period.

CASE -3
A 34-year-old male patient had a road traffic accident with blunt
injury on his right lumbar region. On examination, there was a
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[Table/Fig-2]: CT Abdomen images of the patients showing muscular defect with
bowel herniation corresponding to the site of injury.

[Table/Fig-3]: Intraoperative pictures showing the defect and presence of any
associated injury.

reducible swelling and a palpable defect at the same site [Table/
Fig-1]. CECT abdomen was done, showing a lumbar hernia [Table/
Fig-2]. He was taken up for emergency surgery. Incision was placed
over the swelling, and abdomen opened. No bowel or solid organ
injury was noted. Mesh repair was done [Table/Fig-3]. Postoperative
recovery was complete and uneventful during the follow up period
of six months.

CASE-4

A 60-year-old male, was admitted with history of fall from two
wheeler and blunt injury to left lumbar region [Table/Fig-1]. No other
external injuries were noticed. Examination revealed a palpable
reducible swelling. CECT abdomen was done which showed left
lumbar hernia [Table/Fig-2]. Emergency surgery was performed.
There was no intra abdominal injury. Primary tissue repair was done
[Table/Fig-3]. He had uneventful postoperative recovery and was
followed up for a period of six months.
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DISCUSSION

Traumatic Abdominal Wall Hernia (TAWH) goes by the following
definition-“herniation through disrupted musculature and fascia,
associated with adequate trauma, without skin penetration and
no evidence of any prior hernia defect at the site of injury”. These
hernias are rare presentations of blunt trauma to abdomen and
prevalence is less than 1% even in dedicated trauma centres [1].
Here, we present four cases of abdominal wall hernia following
blunt injury to the abdomen.

TAWH was first described by Selby in 1906. Handlebar hernia
is an even rarer entity. It was first described by Dimyan et al., in
1980. TAWHSs are rare entities and provide a challenge both in
terms of diagnosis and surgical management. The mechanisms
responsible for these herniations are not well defined but three
possible hypotheses have been postulated. A blunt direct force to
the abdominal wall causing disruption or a sudden increase in intra-
abdominal pressure force following fall from height and the most
commonly accepted theory of an acceleration-deceleration, ‘shear
and compressive’ force in high velocity injuries. These forces result
in disruption of the muscular wall while the skin being more elastic
remains intact [2,3].

Diagnosis is usually evident by clinical examination. The most common
differential diagnosis is abdominal wall hematoma. In unclear cases
imaging like Ultrasound (USG) of abdomen or CECT abdomen can
aid in the diagnosis. CT of abdomen is also indicated to rule out other
associated solid organ injuries and intra abdominal injuries in case
of high velocity injuries or in an unstable patient [4]. Most cases do
not have significant intra abdominal injuries. Most common reported
injuries are serosal tears and mesenteric tears. Very few have sustained
bowel perforations, usually ileal. In this series USG was done in one
patient and CT abdomen in the other three cases.

Prompt surgery is usually advised even in stable patients. Studies
comparing primary vs. delayed repair shows no benefit in the
latter [5]. Another controversy has been regarding the placement
of incision-midline laparotomy vs. incision over the hernial site.
Several case series have shown that incision can be taken directly
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over the hernia aids in proper reinforcement of the hernia defect
[6]. Formal laparotomy can be done in emergent situations or in
case of proven associated bowel injury. Similarly primary repair
with non absorbable or delayed absorbable sutures is found to be
sufficient. In elderly patients, mesh repair is preferred because of the
weakness in anterior abdominal wall in order to prevent recurrence.
We have done primary repair through the hernial wound in all our
patients. Laparoscopic repair have been found to be effective in
isolated injuries and in delayed repairs [7].

Complications in terms of wound infection or recurrence of hernia
are rare and have not been reported. Mortality or morbidity is due
to associated injuries [8]. All our patients were doing well with no
complications at six months of follow up.

CONCLUSION

TAWHs are uncommon and require high index of suspicion. USG
and CT are the preferred imaging modalities. Surgery is the main
stay of management. Early intervention is ideal. Layer by layer
primary suture repair through incision over the hernial defect is
preferred in cases of isolated hernias.
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