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Introduction

Trauma is the leading cause of death in people under age of
٤٥ years, and ١٠٪ of deaths result from abdominal injury which
may be blunt in ٨٤٪ of cases or penetrating in ١٦٪.Early detection
of these life threatening injuries is the most important factor in
decreasing incidence of death due to intra-abdominal trauma.
(Soynucu et al.,٢٠٠٧).

Blunt abdominal injury is caused by one or combination of
the following forces:-Direct impact, acceleration deceleration
injuries, rotational and shear forces. All these mechanisms depend
on the mode of energy transfer. Penetrating abdominal trauma is
commonly caused by gun shots or penetration of abdominal wall
by sharp objects. (Truneky,١٩٩٢).

The most commonly injured organs are: spleen, liver,
kidneys, small bowel, colorectum, diaphragm, urinary bladder and
pancreas. (Udeani et al., ٢٠٠٨).

Assessment of the abdomen for possible intra-abdominal
injury due to trauma is a common clinical challenge for surgeons
and emergency physicians. (McKenney,et al,١٩٩٦).

A variety of tests are used to evaluate abdominal injury
include: clinical examination, abdominal ultrasonography,
computed tomography and diagnostic peritoneal lavage. (Miller
et al., ٢٠٠٣).
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Laparoscopy has been applied safely and effectively as a
screening tool in stable patients with blunt abdominal trauma.
(Macho et al., ٢٠٠٣).

Failure to recognize occult abdominal hemorrhage and to
successfully control bleeding from intra-abdominal organs leads
to significant morbidity and such injuries account for ١٠٪ of
traumatic deaths. (Hoyt et al.,٢٠٠٢)

Traditional philosophy regarding blunt abdominal trauma has
adhered to the idea that visceral injuries are best treated by
surgical management in the past ٢٠ years that approximately ٢٥٪
of all trauma victims require abdominal exploration; however
there has been a re-evaluation in thought with progressively
increasing use of selective non operative management. (Shapiro
et al., ٢٠٠١).

AIM OF THE WORK

This work aims to discuss the recent trends in the
management of abdominal trauma in order to improve the
prognosis and decrease morbidity and mortality.
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Chapter (  )

Mechanisms & patterns of blunt
abdominal trauma
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Epidemiology of BAT

Trauma is the leading cause of death in people under the
age of ٤٥ years, and ١٠٪ of these deaths result from abdominal
injury which may be blunt or penetrating. Early detection of
these life-threatening injuries is the most important factor in
decreasing the incidence of death due to intra-abdominal trauma.
Blunt abdominal trauma is mostly due to road traffic accidents,
falls, accidents at work,. Or sporting misadventures. (Schweizer
et al., ٢٠٠١).

Table (١) :Types of injuries

(Gonzelez et al., ٢٠٠٠)
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Abdominal injury is a contributing factor in ٢٠٪ of trauma

deaths, either early from exsanguinating hemorrhage or late from

bowel injury, subsequent sepsis or multiple organ failure. (Bickell

et al., ١٩٩٤).

Blunt trauma to abdomen can cause severe injury especially

to solid abdominal organs. (Hann et al., ٢٠٠٥).

The diagnosis of hollow viscus injury remains a challenge in

abdominal trauma patients.(Fakhry et al., ٢٠٠٣).

The male to female ratio is ٤:٦ according to national and
international data. (Salomone, et al., ٢٠٠٩)

Assessment of the abdomen for possible intra-abdominal

injury due to trauma is a common clinical challenge for surgeons

and emergency medicine physicians. Physical findings may be

unreliable because of altered patient consciousness, neurological

deficit associated with head injury or spinal injury, medication, or

other associated injuries (McKenney et al., ١٩٩٦).

Haemodynamically unstable patient need diagnostic

peritoneal lavage (DPL) and Ultrasound (US) to determine

haemoperitoneum. While in stable patients CT could be added

(Barlon et al., ١٩٩٦).

The diagnostic peritoneal lavage proved to be a very sensitive

test for intra-abdominal bleeding (Yeo, ٢٠٠٤).


