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ABSTRACT: A traumatic abdominal wall hernia is a rare type of hernia, which follows blunt trauma 

to the abdomen, where disruption of the musculature and fascia occurs, with the overlying skin 

remaining intact. Associated abdominal injuries are infrequent. An elderly male patient was seen in 

emergency within 6 hrs of alleged history of bull gore injury, while working in the fields; he 

presented with complaints of pain abdomen and swelling in the right side of lower abdomen. On 

Examination, soft, tender swelling is noted in RIF with overlying contusion, which increased in size 

over the next two days, with expansile cough impulse. Swelling was completely reducible and visible 

peristalsis seen.USG Abdomen showed defect in right iliac fossa abdominal wall with bowel loops in 

subcutaneous plane. A local exploration was performed incorporating the site of injury. A defect in 

all layers of abdominal wall muscles in right iliac fossa with intact skin and subcutaneous tissue was 

found. Primary tension free repair of the defect in layers done with inlay placement of prolene mesh 

due to poor abdominal muscle tone. A high index of clinical suspicion is essential, as an 

accompanying hematoma often confounds the diagnosis. Mesh repair is desirable in the elderly with 

weak anterior abdominal wall so as to prevent the long-term complications of recurrences. 

KEYWORDS: Abdominal wall, blunt trauma, hernia. 

 

INTRODUCTION: Traumatic abdominal wall hernia (TAWH) are extremely uncommon type of 

abdominal hernia as far as the etiology is concerned. It is defined as a herniation through disrupted 

musculature and fascia, without skin penetration with no evidence of a prior hernia defect at the site 

of injury. Associated abdominal injuries are infrequent (1).TAWHs are seen following blunt trauma, 

for example, injury with handle bar or bull gore and road traffic accidents. In India bull gore injuries 

are frequently observed in villages. The pattern of injuries  vary as described by various authors 

depending on the height of the victim, the height of the bull and relative position of the animal at  the 

time of attack. The injuries are commonly seen in the abdomen and perineum (2). Although the 

surface area of abdomen is same as the chest, the abdomen suffers more injury than any other site. 

The reason appears to be lack of bony shield over the abdomen permitting the horn to engage and 

penetrate (2).TAWH as a rare entity has a confusing clinical picture and requires a high index of 

suspicion for prompt diagnosis and management. Such hernias, if missed, can result in high 

morbidity and if due attention is not given it may present with complications. TAWH are generally 

categorized into three major types - Type I, II and III depending upon the mechanism and size of 

injury. Here a 60yr old male who developed acute TAWH (Type I) following bull gore injury is 

reported. 

 

CASE PRESENTATION: A 60 yr old male patient presented to the emergency within 6 hrs of bull 

gore injury while working in fields, with complaints of pain and swelling in right lower abdomen. On 

primary survey he was hemodynamically stable and fully conscious; abdominal examination 

revealed a tender swelling 3x4cm with overlying contusion. It was thought to be haematoma and 
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treated conservatively. Although the contusion improved over next 2-3 days, the swelling increased 

to 8x10cm with positive cough impulse and visible peristalsis. The swelling was completely 

reducible with a palpable defect in abdominal wall. Ultrasound abdomen revealed a 3x4 cm defect in 

abdominal wall in right iliac fossa region, with a loop of bowel in subcutaneous plane with normal 

other visceral organs. A local exploration was done with a horizontal incision along langerhans’ line 

over the swelling. Primary tension free repair of the defect in layers was done with prolene mesh 

placement in between external and internal oblique muscle layers. Excellent outcome was noted 

postoperatively and at 6months follow up.  

 

DISCUSSION: A traumatic abdominal wall hernia is defined as herniation of viscera through the 

muscles and fascia of the abdominal with the overlying skin remaining intact. First described by 

selby in 1906, it has a reported prevalence of approximately 1% (3). They are produced by direct 

blunt trauma from an object that has insufficient force to penetrate the skin but sufficient tangential 

force to result in pressure induced disruption of  the abdominal muscles and fascia(1). This is 

possible because the skin is more elastic than the rest of the layers (4). Damschen et al (5) reported 

that associated intra-abdominal injuries are infrequent. The apparent explanation for the 

infrequency of associated injury is the commonly observed resistance of hollow visceral to blunt 

injury  is the fact that the trauma delivered in most cases is in areas away from parenchymal 

abdominal as reported by Yarbrough(9). TAWH associated with intra-abdominal injuries would 

necessitate exploratory laparotomy or extensive local incision.  

Three types of hernia were reported by Wood et al. according to the size and mechanism of 

injury. Type I abdominal wall hernia involves a small defect caused by blunt trauma. Type II hernia 

is a larger defect which develops during high energy transfer events such as a motor vehicle crash or 

fall from a height. Type III hernias are those defects that involve the intra abdominal bowel 

herniation that has been described for deceleration injuries (1).  

The diagnosis is usually made on the basis of history and examination. A tender 

subcutaneous swelling in abdominal wall with bruising of the overlying skin or swelling with a 

defect in the abdominal wall is the common clinical finding. Ultrasound and CT scan abdomen is 

helpful in diagnosis. In our case the patient was hemodynamically stable with clinically obvious 

herniation of bowel loops on 3rd day of admission with no signs of intestinal obstruction. Ultrasound 

abdomen showed a defect in abdominal wall with normal other visceral organs, hence we proceeded 

with operative exploration. The type of repair to be performed must take into account the size of the 

defect, associated intra-abdominal injury and the tone of the abdominal muscles. The incision should 

be given directly over the swelling for proper enforcement of the herniated contents and defect (1). 

Prompt surgery is required to avoid complications such as incarceration or strangulation and 

subsequent morbidity.  

 

CONCLUSION: TAWH should be suspected in a patient with tender, localised swellings of the 

abdominal wall following blunt trauma (1). A high index of clinical suspicion is essential, as an 

accompanying hematoma often confounds the diagnosis. Ultrasound and CT scan abdomen are 

helpful to arrive at a diagnosis. An approach of delayed repair has been reported to be more safe and 

feasible in low energy TAWH as hematoma and oedema resolution can be expected (3). In elderly 
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male with a poor abdominal tone mesh repair after primary tension free closure of defect is the 

procedure of choice so as to prevent long term complications of recurrences (1, 3).  
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Fig. 1: Abdominal wall defect in right iliac fossa 
region with intact overlying skin and scar. 

Fig. 2: Swelling in right iliac 
fossa region on coughing 
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Fig. 3: Intraoperative finding of defect in all 
layers of abdominal wall musculature. 

 
 

Fig. 4: Primary tension free 
closure of muscular defect. 

 

Fig. 5: Repair of external oblique 
musculoaponeurotic layer defect. 

 


