
Trans-Abdominal Wall Traction (TAWT) Proves an Effective Method
of Closing Chronic, Giant Ventral Hernias; A Series of Six Patients
Andrew Dennis DO, Nicholas E.  Bruns BA, Thomas Vizinas DO MSc, Kimberly Joseph MD, Faran Bokhari MD, Stathis Poulakidas MD, Fredric Starr MD, 
Dorion Wiley MD, Thomas Messer MD, Kimberly Nagy MD

JHS Cook County Hospital, Department of Trauma & Burn, Chicago, IL; Rush University College of Medicine, Department of Surgery, Chicago, IL

INTRODUCTION
Prior to the adoption of our acute open abdomen protocol (OAP) and
the usage of Trans-Abdominal Wall Traction (TAWT), our urban
trauma center accepted a large number of giant ventral hernias after
damage control and decompressive laparotomies. Most of these
patients underwent skin grafts to the hernia site, primary skin closure
or bridging meshes. When these patients presented 1-2 years later for
reconstruction, their options were limited. Based on the significant
success of our OAP/TAWT closure protocol in the acute domain loss
population we propose the expansion of our technique to the return-
ing population of chronic giant ventral hernias from years past.

METHODS
All patients were counseled on smoking cessation and assisted with
an exercise plan to reduce weight to a BMI close to 30. If the above
parameters were achieved, patients were offered the opportunity to
undergo abdominal reconstruction using OAP/TAWT. The TAWT
device consists of two hook and loop sheets that are placed into
the abdomen as underlays. They are sewn through all layers of
the abdominal wall at the lateral edge of the rectus sheath. A
plastic barrier covers the viscera within the abdomen and prevents
adherence of the bowel to the abdominal wall. The hook and loop
sheets are pulled up and medially and pressed together allowing for
constant isometric medial traction over time. Patients were returned
to the OR every 48 to 72 hours for tightening of the TAWT device.
All are extubated between operations when possible.

RESULTS
Six patients were included in this TAWT/OAP series. All had giant
hernias as a result of prior trauma. Mean BMI was 29.8 and all quit
smoking 6 weeks prior to TAWT placement. Initial wound averaged
31.7 by 19.7 cm. All achieved primary fascial closure. Average time
from TAWT to closure was 7.8 days with an average of 2.8 TAWT
tightenings. No patients required components separation. Closures
were re-enforced with a bio-synthetic mesh [Bio-A (WL Gore,
Newark DE)]. No fistulas occurred and there have been no hernia
recurrences at 6 months.

CONCLUSION
TAWT is a successful method to close both acute and chronic giant ven-
tral hernias. It capitalizes on the concept that domain loss is reversible
and occurs due to muscle contracture and fiber shortening of the lateral
abdominal wall musculature. TAWT successfully lengthens the fibers of
the oblique and latissimus muscles via isometric traction and subsequent
myofascial release, thus restoring neutral position to the abdominal wall.Bowel
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TABLE 1

Mean Age (Range) 39 (34 – 48)

Number of Males (%) 6 (100%)

Mean BMI (Range) 29.8 (22.1 – 39.1)

Mean Wound Width, cm (Range) 19.7 (5.0 – 30.0)

Mean Wound Length, cm (Range) 31.7 (24.0 – 37.0)

Mean Number of Tightenings (Range) 2.8 (1.0 – 4.0)
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MECHANISM FOR TAWT Myofascial cutaneous release via isometric traction

Notes for Success:
1) Minimum recommended time for

TAWT 7-10 days

2) Extubation should be attempted
between tightening operations
when possible.

3) Intra-operation total paralysis
is recommended for maximal
tightening

4) Tighten to physiologic tolerance

5) Maintain fenestrated plastic bowel
protection barrier extending to all
areas of abdomen in all directions.
This is critical to prevent fusion of
the abdominal wall to the viscera.
As long as the two remain inde-
pendent, then successful domain
recapture remains an option.

6) Continue with TAWT regardless
of presence of ostomy or enteral
leak. Use drains to control leaks.

7) If no domain recovery and mid-
wound gap remains constant
despite multiple attempts at tight-
ening, consider aborting TAWT
for other options.

FIGURES 1A & B. Pre-TAWT
Placement: Chronic giant ventral hernia in
a patient who underwent damage control
laparotomy with split thickness skin graft
after a motor vehicle crash

FIGURE 2. Trans-Abdominal Wall
Traction: TAWT device inserted with an
initial wound width reduction from 30 cm
to 11 cm

FIGURE 3. Post-TAWT Placement:
Intact abdominal wall with no hernia
recurrence at 6 months

TABLE 2

Mean Number of Years from Initial 2.0 (n=6)
Operation to TAWT Placement

Mean Number of Days from 7.8 (n=6)
TAWT Placement to Closure

Mean ∆Width with TAWT 10.5 (n=6)
Placement (cm)

Mean ∆Width with 1st Tightening (cm) 2.5 (n=6)

Mean ∆Width with 2nd Tightening (cm) 2.6 (n=4)

Mean ∆Width with 3rd Tightening (cm) 1.8 (n=4)

Mean ∆Width with 4th Tightening (cm) 1 (n=2)
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