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Introduction 

Motor vehicle crash represent 457 of causes of blunt abdominal trauma, 

the other causes include fall from height, crashes, sport injuries and 

assault ( Handily and Giannaodis, 2112 ). 

Causes of intra abdominal injuries in blunt abdominal trauma are: com-

pression which is produced by crush injury ,abrupt shearing forces 

which cause tear in intra abdominal organs or their vascular pedicles ,or 

sudden rise in intra abdominal pressure causing rupture in an intra ab-

dominal viscous ( Pietzman,et al., 2112). 

The diagnosis of hollow viscus injury remains a challenge in abdominal 

trauma patients (Fakhry, Watts ,  and Luchette  , 2113). 

In solid abdominal organ injury the hemodynamically stable patients are 

treated medically under close observation for 26-68h, or by angio-

embolization or by packing and rarely by open surgical repair.  

 While in patients who are hemodynamically unstable  surgery is the 

immediate and first choice (Kobayashi , Green  and Rhee , 2101). 

Indications for laparotomy in a patient with blunt abdominal injury in-

clude signs of peritonitis, uncontrolled shock or hemorrhage, clinical de-

terioration during observation, and hemoperitoneum findings after fo-

cused assessment with sonography for trauma (FAST )or diagnostic per-

itoneal lavage( DPL) examinations (Udeane ,2100). 

The abdomen is a diagnostic black box. Fortunately, with few excep-

tions it is not necessary to determine which intra abdominal organs are 

injured, only whether an exploratory laparotomy is necessary or not. 

Physical examination of the abdomen is unreliable in making this de-

termination for the majority of patients suffering blunt abdominal trau-
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ma, it is not clear whether exploration is needed (Burch , Françoise , 

and Moore , 2116). 

Adequate volume therapy appear to be the cornerstone in managing the 

polytrumatized patient with blunt abdominal injury  after of course 

ensure adequate airway and ventilation in order to decrease mortality ( 

Krausz M , 2101). 
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Incidence and prevalence of blunt abdominal 

trauma 

 

njury is the leading cause of death and disability in the first four dec-

ades of life and is the third most common cause of death over all.  

 In 1441 approximately 5 million people died worldwide as 

result of injury.  

 Approximately 2 male deaths due to trauma were reported 

for every female death.  

 Injured accounted for approximately 12.57 of all male 

deaths, compared with 4.67 of female death. 

 The risk of dying from trauma is highest in the age group of 

15-41 years. 

 Estimates indicate that by 2121, 8.6 million people will die 

yearly from injury, injuries from RTA will be the third most 

common cause of disability worldwide and the second most 

common cause in developing world. 

 Under reporting of deaths and injury is widespread especially 

in undeveloped countries. 

Despite the acute onset of trauma, the chronic consequence has debilitat-

ing effects in the longer terms (Rayan,Trunkey and Moore, 2111). 
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