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INTRODUCTION

Trauma represents a major public health problem. It is the

principal cause of death during the first half of normal human
life span and the 4th leading cause of death in all age groups.®

Most countries of the world are experiencing arise in the
incidence of trauma, but the most spectacular increase has been
in the developing countries. Proliferation of roads and use of
vehicles has led to rapid increase in injuries and deaths.®

Abdominal trauma may be broadly classified into blunt
(non-penetrating) and penetrating trauma.®

Motor vehicle accidents account for 75% of cases of blunt
abdominal trauma (BAT).®

BAT is a leading cause of morbidity and mortality among
all age groups.®

Identification of serious intra-abdominal pathology is often
challenging. Many injuries may not manifest during initial
assessment and treatment period.®

The mechanism of injuries often directs the physician's
attention to potentially life threatening intra-abdominal
pathology.®

The severity of injury is related to the force and duration of
impact, as well as the patient's contact area.’®

The forces implicated in injuries to intra-abdominal
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structures involve 2 primary mechanisms of injury namely
compression forces and deceleration forces.®

The conservative management of BAT became well
accepted and well documented in the medical literature. This
rule is more apparent in children and in cases of renal, splenic,
hepatic and retroperitoneal injuries where most patients respond
adequately to such an approach. On the other hand
complications of such conservative management were also
documented.®

Assessment and management of patients with BAT remains
a challenge for emergency surgeons.®

The spectrum of injury ranges from trivial to catastrophic
injuries. Thus initial assessment, resuscitation and investigation
of a patient with abdominal trauma must be individualized.®©

The main problem with all abdominal injuries lies in
establishing the correct diagnosis soon enough to prevent death
and limit morbidity."”

Exploratory laparotomy was the primary method of
screening patients with BAT. However, the recent advances in
diagnostic imaging procedures have decreased the rate of
negative explorations.®

The new concepts of conservative treatment of patients with

BAT represent an area of controversy among surgeons.®
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UM OF THE WORK

Blunt Abdominal Trauma has often proved to be
the trauma surgeon's nemesis. And here comes the

debate...
How shall we manage?

Any surgeon is familiar with a case for which he
decided a conservative treatment but unfortunately
it ends in a laparotomy. On the other hand, who
didn’t face a negative laparotomy for a

traumatized patient?

“The aim of this review is to put a hand on the
best way in management the patient with blunt

abdominal trauma.

To be aware when and how to conserve and
when to say yes, it’s the time for surgical

intervention.”




