
Acute Abdominal Wall Hernia due to Trauma: A Case Report in 
Northern Ghana

Abstract
Introduction: In Africa, hernia is a common disease, with the 
majority resulting from chronic increase in intra-abdominal 
pressure from laboring work. A few cases have been reported 
resulting from trauma.

Case Presentation: A 26-year-old male presented with a reducible 
left iliac fossa swelling following a road traffic accident. A 
diagnosis of traumatic abdominal wall hernia was made, and he 
had exploration and repair of the defect with mesh. Post-operative 
recovery was uneventful.

Conclusion: Trauma is a rare but known cause of abdominal wall 
hernia and requires a high index of suspicion for diagnosis.

Introduction
Abdominal wall hernia is one of the most prevalent surgical 
conditions in Africa [1–4]. It is commonly caused by repeated 
increases in intra-abdominal pressure due to chronic laboring 
jobs [5]. Road traffic accidents are common causes of injury 
worldwide, with the majority of injuries affecting the external limbs 
[6]. In rare instances, abdominal wall hernia may occur following 
abdominal wall trauma, disrupting the wall integrity. The lower 
abdominal wall is weaker and has natural orifices like the inguinal 
canal. Hence, traumatic abdominal wall hernia is common in this 
location [7]. We present a case of acute abdominal wall hernia due 
to a road traffic accident.

Case Presentation
A 26-year-old male, who was riding a motorbike, collided with a 
moving car at a low velocity. He fell off the motorbike, hitting his 
left lower abdomen on the ground, with no loss of consciousness 
but pain in the left lower quadrant of the abdominal wall.

Following the accident, he was brought to the hospital for 
assessment. Upon evaluation, it was noticed that he had a 
reducible swelling in the left lower quadrant of the abdominal wall, 
which was caused by a cough impulse. The skin was abrased 
overlying the swelling, with mild tenderness over the area but no 
signs of peritonitis. No other injuries were detected (Figure 1).

An ultrasound scan confirmed the presence of bowel loops in the 
subcutaneous space with an abdominal wall defect measuring 
2.7 cm wide. There was no intra-abdominal collection seen. A 
diagnosis of traumatic abdominal wall hernia was made (Figure 
2).

Intraoperative exploration of the left lower quadrant, where the 
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swelling was located, revealed approximately 15 cm of ileum 
herniating through the abdomen wall (Figure 3), with a defect 
measuring 7 cm in length and 3 cm in width (Figure 4). There was 
a mild contusion of the mesentery of the herniated bowel with a 2 
cm x 2 cm serosal tear on the anti-mesenteric border (Figure 3). 
The rest of the small bowel was inspected, and no other injuries 
were found. Only minimal subcutaneous tissue and muscle 
contusion were seen during the exploration.

The serosal tear was repaired with Vicryl 3/0, and the bowel was 
reduced. Muscles at the defect site were closed with Vicryl 0, and 
the fascial defect was repaired with an onlay mesh (Figure 5). Skin 
closure was done with nylon 2/0.

The post-operative period was uneventful, and the surgical wound 
healed without complications (Figure 6).
 

Figure 1: Swelling and abrasion in the left lower quadrant of the abdominal wall.

Figure 2: Ultrasound image of defect in abdominal wall.
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Figure 4: Defect in abdominal wall.

Figure 3: Images of herniated bowel showing serosal tear on the anti-mesenteric border.
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Figure 5: Repair of abdominal wall defect with on-lay mesh.

Discussion
Trauma is a rare but known cause of abdominal wall hernia, with 
the earliest report dating back to 1906 [8]. The tangential force of 
the trauma easily produces shearing stresses to the underlying 
muscles, fascia, and peritoneum, while the skin is usually 
preserved as it is more elastic [9].

In some instances, associated hematoma may confound the 
diagnosis, and thus, a high index of suspicion is required to make 
the diagnosis [10]. In some reports, children are the usual culprits 
sustained by trauma due to bicycle-handle bars. This is thought 

to be due to the relatively weak fascia of children and their more 
elastic skin [11–13]. Our case was much older, and perhaps the 
impact of the fall was strong enough to disrupt the tissues of the 
abdominal wall.

Diagnosis of traumatic abdominal wall hernia is clinical; however, 
imaging helps to identify the size of the defect as well as 
associated visceral injuries. Computed Tomography (CT) scan is 
deemed the best imaging modality in the diagnosis of traumatic 
abdominal wall hernia and also associated injuries [10,14,15]. CT 
scan is a helpful tool to suggest bowel injury in blunt traumas 

Figure 6: Day 30 post repair.
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since the presence of bowel-wall thickening, free fluid, mesenteric 
infiltration, or free air is alarming for bowel injury [16]. However, in 
a low-resource environment like ours, this is much more costly to 
carry out; thus, our choice of ultrasound scan was followed by an 
exploration of the defect site. Alternative to a CT scan, evaluating 
traumatic abdominal hernia in a stable patient in developing 
countries could be a small bowel follow-through with water-
soluble contrast [7].

The modalities of treatment of traumatic abdominal wall hernia 
vary among authors with no consensus [11–13,17]. In a stable 
patient with no associated injuries, conservative treatment with 
the use of a cloth corset has been reported without the need 
for exploration [18]. Delayed repair can be done if a CT scan is 
available and confirms that there are no associated injuries or 
bowel strangulation.

Other authors have advocated for immediate exploration to 
avoid visceral incarceration, as well as in a stable patient [19]. 
Considering our setting where available theatre space and 
logistics are not always guaranteed, we found it necessary to do 
exploration and immediate repair in this case.

Both primary repair of the defect and the use of mesh have been 
described [11–13,17]. In a meta-analysis by Karhof et al., the 
number of hernia recurrences after primary repair was higher 
than that of those who had mesh repair, though this was not 
statistically significant. Considering that a majority of people in 
our environment engage in labor-intensive jobs, we deemed it 
necessary to do mesh repair to avert any recurrence.

Conclusion
Trauma is a rare but known cause of abdominal wall hernia. Thus, 
during our evaluation of a trauma patient, a high index of suspicion 
is required in order to diagnose this condition.

Conflict of Interest
The authors declare no potential conflicts of interest with respect 
to the research, authorship, and/or publication of this article. 
Informed consent was obtained for this publication.

References
1. Primatesta P, Goldacre MJ. Inguinal hernia repair: incidence of 

elective and emergency surgery, readmission and mortality. 
Int J Epidemiol. 1996;25(4):835–839. 

2. El Rashied M, Widatalla AH, Ahmed ME. External strangulated 
hernia in Khartoum, Sudan. East Afr Med J. 2007;84(8):379–
382.

3. Naaeder SB, Archampong EQ. Changing pattern of 
acute intestinal obstruction in Accra. West Afr J Med. 
1993;12(2):82–88. 

4. Ammar AA, Ismail T. Abdominal wall hernias in upper egypt: 
a different spectrum. East and central african journal of 
surgery. 2008;13(2):109–114. 

5. Smith J, Parmely JD. Ventral Hernia (updated 2022 Aug 8). 
In: StatPearls(internet). Treasure Island (FL): StatPearls 
Publishing; 2023.

6. Singh R, Singh HK, Gupta SC, Kumar Y. Pattern, Severity and 
Circumtances of injuries sustained in road traffic accidents: a 
tertiary care hospital-based study. Indian J Community Med. 
2014;39(1):30–34. 

7. Akbaba S, Gündoğdu RH, Temel H, Oduncu M. Traumatic 
abdominal wall hernia: early or delayed repair? Indian J Surg. 
2015;77(Suppl 3):963–966.

8. Selby CD. Direct abdominal hernia of traumatic origin. JAMA. 
1906;XLVII(18):1485–1486.

9. Singal R, Dalal U, Dalal AK, Attri AK, Gupta R, Gupta A, et al. 
Traumatic anterior abdominal wall hernia: A report of three 
rare cases. J Emerg Trauma Shock. 2011;4(1):142–145.

10. Truong T, Costantino TG. Images in emergency medicine. 
Traumatic abdominal wall hernias. Ann Emerg Med. 
2005;68(6):283–285.

11. Chen HY, Sheu MH, Tseng LM. Bicycle-handlebar hernia: 
a rare traumatic abdominal wall hernia. J Chin Med Assoc. 
2005;68:283–285.

12. Mancel B, Aslam A. Traumatic abdominal wall hernia: 
an unusual bicycle handlebar injury. Pediatr Surg Int. 
2003;19(11):746–747.

13. Iinuma Y, Yamazaki Y, Hirose Y, Kinoshita H, Kumagai K, 
Tanaka T, et al. A case of a traumatic abdominal wall hernia 
that could not be identified until exploratory laparoscopy was 
performed. Pediatr Surg Int. 2005;21(1):54–57.

14. Killeen KL, Girard S, DeMeo JH, Shanmuganathan K, Mirvis 
SE. Using CT to diagnose traumatic lumbar hernia. AJR Am J 
Roentgenol. 2000;174(5):1413–1415.

15. Damschen DD, Landercasper J, Cogbil TH, Stolee RT. 
Acute traumatic abdominal hernia: case reports. J 
Trauma.1994;36:273–276.

16. Brody JM, Leighton DB, Murphy BL, Abbott GF, Vaccaro JP, 
Jagminas L, et al. CT of blunt trauma bowel and mesenteric 
injury: typical findings and pitfalls in diagnosis. Radiographics. 
2000;20(6):1525–1536.

17. Lane CT, Cohen AJ, Cinat ME. Management of traumatic 
abdominal wall hernia. Am Surg. 2003;69(1):73–76.

18. Matsuo S, Okada S, Matsumata T. Successful conservative 
treatment of a bicycle-handlebar hernia: report of a case. 
Surg Today. 2007;37(4):349–351.

19. Jahromi AH, Skweres J, Sangster G, Johnson L, Samra N. 
What we know about management of traumatic abdominal 
wall hernia: review of the literature and case report. Int Surg. 
2015;100(2):233–239.

Clinical Case Reports Journal 

Infact Publications LLC Page 5

ISSN: 2767-0007


