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Introduction

Introduction

Trauma Is the leading cause of mortality in patients under
4[ 35 years old worldwide, and poses a major challenge to
health care providers. Although geographical variations exist,
blunt trauma accounts for 78.9 to 95.6 % of injuries around
the globe. Between 9 and 14.9 % of all trauma cases involve
the abdomen (Serg et al., 2005).

Laparotomy is the standard approach for abdominal
trauma but is associated with morbidity ranging from 20 to
22 % to 41.3 %, particularly when explorative laparotomy is
negative (Sosa et al., 1995).

Non-therapeutic operations or negative laparotomies
for penetrating trauma carry a significant complication rate
with mortality of up to 5 % and morbidity as great as 20 %
(Shih et al., 1999).

With technical developments in imaging, and advances
in surgical techniques, the rate of negative and therefore
unnecessary laparotomy has been reduced. Laparoscopy in
trauma can potentially further decrease the negative laparotomy
rate (Zantut et al., 1997).

Although several diagnostic methods are available for
evaluation of trauma patients, prompt recognition of
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intraabdominal injury still poses a significant clinical challenge,
particularly in patients with diaphragmatic, mesenteric and/or
small bowel injury. The presence of free fluid in the abdomen
without evidence of any organ injury must be clarified
(Rodriguez et al., 2002).

Although the noninvasive methods provide high-
quality information, there is still a degree of diagnostic
uncertainty with blunt abdominal trauma, especially when
the gastrointestinal tract, pancreas, and diaphragm are
involved. This uncertainty in the diagnostic process was, and
1s, an important justification for exploratory laparotomies
undertaken to avoid missed injuries. A considerable number
of these laparotomies are unnecessary or nontherapeutic and

have corresponding morbidity (Leppaniemi et al., 1995).

Now, diagnostic and therapeutic laparoscopy for blunt
and penetrating abdominal injuries could reduce the rate of
non-therapeutic laparotomy to 1.8 % (Johnson et al., 2013).

Patients who will undergo therapeutic laparoscopy for
resolution of their abdominal trauma injuries will have
decreased hospital stay, less wound infection, less post-
operative pain, better cosmetic result and earlier ambulation
(Linetal., 2015).
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Initially, the evaluation of peritoneal violation in
hemodynamically stable patients was seen as the greatest
benefit of laparoscopy for trauma. Improvements in
laparoscopic training and technology have enabled an
increase in the use of diagnostic and therapeutic procedures
in trauma patients (Fabian et al., 1993).

Despite these clear potentialities, laparoscopy has not yet
gained wide acceptation and it is not consistently performed in

trauma patients. There are several reasons for this:

1. In bleeding, or potentially bleeding patients, timing is of
essence. The logistics for laparoscopy set up of theatre still
takes longer than for open surgery. Once the operation has
started it takes longer to gain access, identify the bleeder
and, especially, control it when compared to a trauma

laparotomy.

2. In haemodynamically normal patients with spleen injuries a

diagnostic laparoscopy may increase the splenectomy rate.

3. The risk of missing injuries (hollow viscus mainly) is high.
This is very much operator dependent, but it may carry

disastrous outcomes.

4. Logistics wise most trauma happens at night when staff may
be less motivated to embark in a time consuming procedure
( Bendinelli et al., 2012).
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Aim of the study

The aim of the study is to evaluate the role of laparoscopy in
minimizing the complications of exploratory laparotomy,

especially when the results of laparotomy comes negative.




