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INTRODUCTION There was massive intra-abdominal haemorrhage, a
Traumatic abdominal wall hernias are uncommon in2/€€ding paranchymal laceration 1 cm in depth in the

children (3), and the first reported case that we coul iver and a shattered spleen With hilar disruption (grade
find was presented by Selby in 1906 (10). Thes V). The left renal pedicle was injured and the kidney

injuries are often devastating, and accompanied b as shattered ftogether with damage to the distal
ancreas. The liver was sutured and the spleen, left

other serious injuries and complications (8). In this cas i d distal d. Herniated
report we present a child in whom blunt abdominalX'“N€Y, and aistal pancreas were removed. nerniate

trauma caused such a hernia and describe our findinqgaI loops looked normal and were gasny rgduc_ed Into
and treatment. e abdomen. The defect was repaired primarily with

interrupted non-absorbable sutures and a sump drain
was placed in the presternal subcutaneous region. His

CASE REPORT postoperative recovery was uneventful and he was
A 4-year-old boy was admitted to the emergencydischarged on the eighth postoperative day.
department with a crush injury caused by his being
pinned between a car and a wall. On admission he w
unconsciousness and shocked. He was quickly intiﬁlSCUSSION
bated and ventilated mechanically. On physical examAbdominal wall hernias caused by blunt trauma in
ination he had bilateral subconjunctival haemorrhages;hildren are rare (8), and motor vehicle crashes and
cervicofacial cyanosis, a X7 x 5cm right-sided pedestrian injuries are the most common mechanisms
fluctuant swelling over the thoracic cage, bruisingofinjury (3). The pathophysiology involves the sudden
and ecchymosis of the periumblical region, and aapplication of a blunt force to the abdomen over an area
fracture of the left humerus. His breath sounds werdarge enough to prevent penetration of the skin. Forces
normal on both sides, and his upper abdomen waapplied tangentially to the abdominal wall can transmit
tender with moderate guarding. a formidable shear stress to the muscles, fascia, and

An anteroposterior chest radiograph was clear withperitoneum, and disrupt the abdominal wall. The skin is
no evidence of pneumothorax or haemothorax, but ahe most elastic of these structures so remains intact,
lateral view showed bowel loops within the presternalresulting in subcutaneous herniation of the abdominal
soft tissue at the lower edge of the thorax (Fig. 1). Aviscera through the resulting defect (6) as in our case.
thoracic computed tomogram (CT) showed intestinal Clain described three types of traumatic abdominal
loops protuding into the presternal and right lowerhernia: type | is caused by injury to the conjoint tendon;
thoracic regions, but the diaphragm was intact (Fig. 2)type Il comprises a tear in the rectus abdominus muscle
The CT also showed grade | liver and grade IV spleniacemote from the inguinal region; and type Il is when
injuries, but the left kidney was not visible. the rectus abdominus muscle is separated from the

On the clinical and radiological findings we diag- pubic bone (2). Our patient had a type Il hernia. These
nosed intra-abdominal solid organ injuries and rupturenave been reported after traffic accidents, falling from a
of the abdominal wall and the patient was taken to thehigh level, and after goring by animals (1, 2, 4, 9, 11).
operating theatre four hours after admission. Fluid and The physical findings in these patients are: sub-
blood replacement was given intravenously because afutaneous fluctuant swelling, bruising, and ecchymosis
persistent hypotension. Through a vertical midlineof the abdominal wall. The fascial edges of the hernial
incision we found was a fascial defect 4 cm in lengthdefect may not be palpable because of the oedema and
in the linea alba and the right rectus abdominis, throughenderness (3). These findings were present in this case,
which small intestine had passed into the subcutaneouss well as the thoracic asphyxia syndrome.
tissues of the anterior and right side of the chest wall. CT gives the most definitive diagnostic accuracy, but
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our patient the fascial defect was repaired primarily
without an autologous graft or prosthetic material. In a
severely injured patient, reconstruction of the abdom-
inal wall should be delayed until the patient’s life is no
longer at risk (8). Many complications such as
haematoma, infection, wound dehiscence, thromboem-
bolism, atelectasis, recurrent hernia, bowel obstruction,
and fistulas can be encountered in the postoperative
period (13).

When treating a child with such a hernia, particular
attention must be paid to the associated injuries and
surgical management.
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