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Abstract 
Trauma is one the leading causes of morbidity and mortality in modern times more so in young population and 

abdominal trauma is occurs in 1% of trauma cases but it contributes to 10% of the mortality, this is mainly due 
to complexities involved in management of blunt trauma abdomen. Management of trauma patients is field 

active research and protocols are evolving. This is an observational study in a tertiary care hospital involving 

50 cases of blunt trauma abdomen on their clinical profile. Blunt trauma abdomen was most common in age 

group of 21-40 years, it was seven times more common in men than women. Road traffic accident was most 

common cause of injury followed by assault. Liver was the most common abdominal organ injured followed by 

spleen and intestine. 56% cases were managed nonoperatively and 44% required surgery. 
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I. Introduction 
Trauma or injury has been defined as damage to the body caused by an exchange with environmental 

energy that is beyond the body's resilience. (1) Trauma is the most common cause of death in the age group of 1 

to 44 years and is the third most common cause of death regardless of age. (2) Blunt abdominal trauma is more 

common in men than women. (3,4) According to WHO by the year 2020, trauma will become the first or second 

leading cause of “loss of productive years of life” for both developed and developing countries. (5)  

Abdominal injuries occur around 1% of all trauma patients. Usually, abdominal organ injuries alone 
are responsible for 10% of total trauma caused mortality. (6,7) Blunt trauma abdomen (BTA) is a common 

surgical emergency which may present as an isolated problem or as a part of poly trauma. Road traffic 

(automobile) accident is the most common cause of blunt trauma abdomen. (8,9). 

Blunt trauma abdomen occurs due to deceleration, crushing or external compression mechanism (10). 

Abdomen is considered as a diagnostic magic box by the surgeons. Physical examination of abdomen alone is 

unreliable for decision making in blunt trauma abdomen. (11,12) 

Few main reasons being the presence of distracting injuries, an altered mental state, and co-existing 

drug and alcohol intoxication in patients. (13) Mortality rates are higher in patients with blunt abdominal trauma 

than in those with penetrating wounds, because of the lack of early diagnostic facilities and optimal 

management. (14)  

Generally, different diagnostic modalities in abdominal injuries include diagnostic peritoneal lavage 
(DPL), focused abdominal sonography for trauma (FAST), and computerized tomographic (CT) scan (15) 

facilities are unavailable or unaffordable as in developing countries, it is better to open and see the abdomen 

than to wait. (16). 

The initial hours of blunt trauma abdomen are extremely crucial for the patient. Introduction of 

ambulance services 108 (Toll free number) has given very positive result by early transportation of injured 

patient. (17) 

Haemorrhage is the second most common cause of death after blunt trauma abdomen, and missed 

abdominal injuries are a frequent cause of morbidity and late mortality in patients who survive the early period 

after injury. (18) 

Close supervision and early institution of proper management results in decreased morbidity and 

mortality. (10).  
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The most important step in management of trauma patients is ABC [airway, breathing, circulation 

according to Advanced Trauma Life Support (ATLS) guideline or Primary Trauma Care (PTC) guideline]; most 

of the trauma patients respond to initial fluid treatment and will not need surgery, and all emergency physicians 

must have continuous education about trauma guidelines. (19-21) 

RTA is the most common cause of admissions in poly trauma ward.  Among these, blunt trauma 

abdomen cases are quite frequently encountered. In the management of blunt trauma abdomen, the decision to 

go for emergency exploratory laparotomy and conservative management is very crucial. Hence, this study was 

undertaken. 

 

II. Methods 
This study was conducted on 50 patients of blunt abdominal trauma admitted surgical ward in a tertiary care 

centre.   

Inclusion criteria  

• All patients with blunt abdominal trauma.  

• Patients of all age groups.  

 

Exclusion criteria.  

• All deaths on arrival.  

• Pregnant females.  

Selection of cases was done as above, and study was conducted based on the following points:  
Detailed clinical history was recorded including age, sex, symptoms, mode of injury, associated injuries, 

external bleeding and mental status.  

Thorough physical examination was carried out to assess hemodynamic stability, vitals, systemic examination, 

severity of injury and other associated injuries. Detailed examination of the abdomen along with the 

neurological status also, was done.  

Investigations  

Baseline investigations like blood investigations, chest x-ray, x-ray abdomen was carried out.  

Special investigations like Ultra sonography (USG), Computed Tomography, Intravenous Pyelography, 

Retrograde Urethrography Imaging were done as per the hemodynamic stability of the patient and according to 

the suspicion of the organ/viscera/vessels involved.  

Management of patients  
Patients were assessed and resuscitated to achieve and maintain hemodynamic stability according to Advanced 

Trauma Life Support (ATLS) guidelines.  

IV fluids, blood transfusions were given based on monitoring of urine output and blood pressure. Patient’s 

vitals, urine output, abdominal girth was also measured and monitored. Patients were prepared for emergency 

exploratory laparotomy as per their hemodynamic stability, nature of injury and findings of USG and other 

investigations.  

The surgical procedures were performed according to the intra-operative findings. Total amount of blood in 

peritoneal cavity, presence of faecal matter and biliary contamination of peritoneal cavity were looked for and 

recorded. Injury to any organ, extent of injury and status of other viscera was recorded.  

Post operatively patients managed were with IV antibiotics, IV fluids, vaccines (in splenectomy), analgesics and 

blood transfusion as per requirement. Complications, if any were recorded and dealt with accordingly. 
Discharge was given on complete recovery and follow up was advised in outpatient department 

 

III. Results 
In this study of 50 cases of blunt abdominal trauma, following observations were recorded.   

Maximum incidence was noted in age group of 21- 40years and 41 to 60 years which was 48% and 28%. these 

age group people are more active in their life activity (table no. 1). Commonest type of injury was BTA which 

was 84% in comparison to 16% of penetrating injury (table no.2) 

 

Table no.1 age wise distribution 
Age in years No. of patients Percentage 

1-20 10 20 

21-40 24 48 

41-60 14 28 

>60 2 4 
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Table 2 incidence between BTA and Penetrating injury 
Type of injury No. of Patients Percentage 

Blunt trauma abdomen 42 84 

Penetrating injury 8 16 

 

The sex distribution has male predominance as shown in the above table. In present study Male: Female ratio 
was around 7:1 (table no.3). 

 

Table 3 sex wise distribution 
Sex No of Patients Percentage 

Male 44 88 

Female 6 12 

 

In present study, commonest cause of blunt abdominal trauma was road traffic accidents (72%). Next common 

cause was assault (16%) (Table no. 4).  

 

Table 4 Mode of injury 
 No of Patients Percentage 

RTA 36 72 

Assault 8 16 

Fall from height 4 8 

Bull horn injury 2 4 

 

Mortality rate observed was highest in road traffic accidents. Mortality was 4 out of 36 patients (11%). 

Higher mortality in road traffic accidents is related to the intensity and severity of trauma as well as associated 

other injuries.  

In our study we observed, that liver was the most common (28%) organ injured in cases of blunt 

abdominal trauma. The next most common organ injured was spleen (24%), followed by small intestine and 

mesenteric injuries, which were 16% (Table no. 5). 

 

Table 5 Specific organ injury. 
Organ involved No of Patients Percentage 

Liver 14 28 

Spleen 12 24 

Stomach &Duodenum 4 8 

Small intestine  8 16 

Large Gut 4 8 

No organ involved 8 16 

 

Patient having liver, kidney and splenic injuries and hemodynamically stable were treated conservatively. 

Patients with   gut and splenic injury with hemodynamically unstable were managed with   primary repair of gut 

injury, stoma formation and splenectomy as required (table no. 6). 

 

Table 6 Way of management and operative procedure 
 No of Patients Percentage 

Primary repair of gut injury 10 20 

Stoma formation  6 12 

Splenectomy 1 2 

Other operative  5 10 

conservative 28 56 

 

IV. Discussion 
Due to rapid development of cities and development and construction of new factories, the incidence of 

cases of blunt abdominal trauma has increased (22).  If patient is taken to hospital as early as possible (within 

golden hours) after trauma, it can decrease patient’s morbidity and mortality (23). Injuries in blunt abdominal 

trauma have a wide variety of spectrum. It can range from no any organ injury to multi organ injury. In some 

cases, there may be associated head or chest or any other injuries, in such circumstances it is difficult to perform 

abdominal examination (24). So, each polytrauma patient has to be thoroughly investigated in addition to 

clinical examination (25).  

 

Age incidence 

Table 1 describe that Out of 50 cases in present study 48% of patients were in 11-40 years of age group. This is 

similar with studies of Musau p et al. (61%) and Mehta N (46%) (26-27). This age group is involved in most 
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active lifestyle activities and suffer in road traffic accidents this is also according to Singh R P and Dhaded RB 

et al. (28,29) 

 

Causes of blunt trauma abdomen  

In our study the chief cause of blunt trauma abdomen was road traffic accidents (RTA) which is 72%, 

almost similar to the study by Dhaded and Malra where the most common cause was road traffic accidents 

accounting (66.6%) (29). It is also similar to Kumawat JL (68%) and Aziz A et al. (58%) were blunt traumas by 

RTA. (30,31) 

In our study second common cause was assault which were 16% but in most of other studies second 

common cause was fall from height. According to Singh S (8) 25% blunt trauma by fall from Height and 
Pancchal HA et al (32) 16%, assault was 9% which was third common cause. It may be because of easy 

availability of vehicles, daily migration to urban area for livelihood, unaccustomed to traffic, traffic sense and 

ignorance of safety measure (Mohan). (33)  

 

Frequency of organ involved 

The large size of the liver, its friable parenchyma, its thin capsule and its relatively fixed position in 

relation to the spine make the liver particularly prone to blunt injury. The right lobe is injured more commonly 

than the left because of result of its larger size and proximity to the ribs. commonest intra-abdominal injury was 

liver injury in 28% followed by splenic injury (24%) which were similar to Aziz A (28%) (31) and according to 

Smith J 17.50% liver injury and 15.93% splenic injury. Commonest hollow organ injury was small bowel 

perforation. Most common bowel injured was ileum (Smith J) (34) . 

 

Management of blunt trauma abdomen  

Out of 50 cases 22(44%) cases underwent laparotomy (operative) and 28 (56%) cases were managed 

non-operatively.  

 

Operative management (OM)  

Hollow viscous perforation closure (20%) was the most common procedure performed in patients with 

early presentation, healthy gut.   stoma formation in unhealthy gut (12%) was the second most common 

procedure done. Small bowel was the third most common organ injured (16%). A study conducted by Dhaded 

and Malra also had similar findings, in which third common organ injured was small bowel (30%). (29) 

Non operative management (NOM) 

Those patients who were hemodynamically stable at the time of presentation at emergency department 
with stable blood pressure, adequate urine output, maintained abdominal girth and insignificant changes in 

laboratory finding were managed conservatively. Rahman S et al. (19) Later on these patients were undergone 

CT scan of abdomen.  

Solid organ injured in 26 patients, out of whom liver was injured in 14 patients, spleen was injured in 

12 patients. In this study, 50%of patient having solid organ injured was managed conservatively (nonoperative 

management) where hepatic injuries were 28% and splenic injuries were 24%.  

In the non-operative managed group hepatic injury was the commonest injury, 28% cases were 

managed by non-operative management. A study by Bee et al concluded approximately 60–80% of patients 

presenting with blunt splenic injury can be managed nonoperatively (35)  

The early presentation of our patients helped us to start appropriate resuscitation at time and save their 

lives. So, patients of blunt abdominal trauma presenting to hospital should be resuscitated with the help of IV 

fluids, blood transfusions (36). 

 

V. Conclusion 
Now trauma is the most common cause of mortality in the younger age group, also causing loss of 

productive days even more than other notorious diseases like cardiovascular diseases and malignancies. The 

incidence of blunt injuries to the abdomen is now at its peak since the whole period of mankind. No abdominal 

organ is safe from injury with injuries of solid organs being more in blunt abdominal trauma. Prompt primary 

resuscitation and timely definitive treatment are the goals of the surgeon for treating blunt abdominal trauma 

victims with important being the initiation of management within the golden hour. CT scan along with 

assessment of hemodynamic stability is required to decide surgical intervention or non-operative management. 
A combined evaluation comprising of physical examination, imaging techniques, hemodynamic assessment and 

monitoring the patients have decreased the number of non-therapeutic laparotomies and have increased the non-

operative management of solid organ injuries.  
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In short, morbidity and mortality can be prevented by timely initial resuscitation and correct diagnosis 

as well as management (operative or non-operative) which depend on patient’s hemodynamic stability and 

findings of imaging studies. 
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