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Subcapsular liver haematomas
caused by bar ends in mountain-
bike crashes
H Nehoda, B W Hochleitner

Mountain biking has become popular in recent years. Head
injuries are common in cyclists and account for most fatal
accidents.1 However, we have observed an increase in liver
trauma due to mountain biking. 52 patients were admitted
to our trauma ward between 1995 and 1997 with mountain-
bike associated injuries. Eight presented with a subcapsular
haematoma of the liver sustained by falling while riding. In
all these, the handlebars had been driven into the right side
of the abdomen.

Patients presented with complaints of abdominal pain
and right upper-quadrant tenderness. They also had
head and other injuries. Ages were 17–45 years, with
an average of 27. All patients were managed conserva-
tively with an initial stay in intensive care and then
gradual mobilisation. The largest haematoma had an
diameter of 18 cm; all resolved completely after an
observation period of 3 months.
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Mountain bike with handlebar bar ends

The handlebar has been implicated in a wide variety of
abdominal injuries but we noted that all our patients were
using bar ends on their bicycle handles. Bar ends are grip
attachments fitted by cyclists (figure) to assist them in
climbing. Although most of our patients had retrograde
amnesia we postulate by evidence of their skin marks that
they fell on their bar ends.

Even though the combination of bicycle accidents and
liver trauma2–5 is well known, we suggest there is a greater
risk of liver injuries if handlebars with bar ends are used.

We recommend the use of forward-inclining and foam
covered bar ends. Furthermore, that doctors should watch
out carefully for liver injuries caused by mountain-bike
accidents.
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were 24 (15%) and 15 (24%) (p=0·1), and for LCR urine
23 (14%) and 10 (16%) (p=0·7). However a variation was
observed with “all-chlamydia”: 26 (16%) were positive in
weeks 1–3 and 17 (27%) were positive in weeks 4+ (p=0·05).
The detection of C trachomatis by any test in weeks 1–3 was
not significantly different in women who were menstruating.
The study was not large enough to assess whether there was a
difference between oral contraceptive users and non-users.

When we looked at the low-risk group (see table) there was
a significant cycle variation with EIA and LCR of the cervix
and “all-chlamydia”. Five patients were not evaluable.
Women who were DIF-positive at the cervix in this group
were significantly more likely to have less than 10 elementary
bodies than those in the high-risk group: six of 11 (55%)
compared with three of 21 (14%) (p<0·04).

This study supports our previous observations of a
hormonal influence on the detection of C trachomatis.3 This
appears to be more pronounced in patients with a lower
chlamydia burden and suggests that the hormonal variation
may be more apparent in low-prevalence populations. C
trachomatis detection by all methods was higher in the latter
part of menstrual cycle. This could reflect characteristics of
patients attending at different phases of the menstrual cycle or
be a direct hormonal influence on chlamydial detection.3 Of
particular interest with this study is that cervical EIA
sensitivity was greater than the LCR in urine in weeks 4+, and
this was most marked in the low-risk group. We believe this
study offers an explanation as to why the LCR urine has
reported sensitivities between 94% and less than 50%,4,5 the
sensitivity being dependent on the week of the menstrual
cycle. This suggests that LCR urinary inhibitors may be more
apparent in the latter part of the cycle. Our observations and
those of Jensen et al5 in pregnant women suggest that the
inhibitors may be hormonally mediated, possibly by
progesterone. In a low-prevalence population this inhibitory
effect may be more pronounced in patients with a low
chlamydia burden.

This study raises concerns that current screening strategies
may be missing many chlamydial infections in women. Why
detection should be greatest in the last week of the menstrual
cycle is unknown, and should be investigated by examining
the same women during different stages of the menstrual
cycle. Our findings require further investigation in prospective
studies in low-prevalence and high-prevalence female
populations and suggest that a reappraisal of current screening
strategies may be needed.
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Wks 1, 2, 3 Wks 4+ Total p OR (95% CI)

EIA cervix 3% (3/108) 15% (6/39) 6% (9/147) 0·011 6·4 (1·3–40·8)
LCR cervix 6·5% (7/108) 18% (7/39) 9·5% (14/147) 0·054 3·2 (0·9–11·3)
LCR urine 5·5% (6/108) 7·5% (3/39) 6% (9/147) 0·7 1·4 (0·2–7·0)
All chlamydia 8·5% (9/108) 23% (9/39) 12% (18/147) 0·023 3·3 (1·1–10·3)
cervix and urine

Detection of C trachomatis by week of the menstrual cycle in
low-prevalence group
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