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ABSTRACT 

BACKGROUND 

Abstract traumatic diaphragmatic hernias can be caused by both severe blunt trauma as well as penetrating trauma with an 

incidence of 2-6%(1). They may have a mortality rate of upto 31% according to a recent study.(2) Sometimes traumatic 

diaphragmatic rupture may go unnoticed and often there is a delay between injury and diagnosis. Few cases have presented 

decades later after injury.(2) This article is a case report of variable presentation of traumatic diaphragmatic rupture that we 

encountered during last year. The first one was a bull gore injury that presented with acute breathlessness with a penetrating 

injury on (L) lower chest at the time of admission. Second one was a case of RTA with no evidence of chest and abdominal injury on 

admission. But one week later, he became dyspnoeic and on evaluation, he was found to have (L) diaphragmatic rupture with 

herniation of bowel into thoracic cavity through radiological findings. Third one was a two-year-old stab injury who presented to 

us with a history of non-specific abdominal pain on and off and was presenting with features of intestinal obstruction and was 

diagnosed as a delayed presentation of traumatic diaphragmatic hernia. 
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CASE REPORT 1 

40 years old male admitted with history of bull gore injury 

with penetrating chest injury. He had laceration over (L) 

lower chest region, through which food particles were 

spilling and was in ventilatory failure. His vitals were 

unstable. He was started on mechanical ventilation and his CT 

Chest showed diaphragmatic rupture with herniation of 

bowel into thoracic cavity. He was proceeded with emergency 

laparotomy. On exploration, there was 10 cms defect in (L) 

the dome of diaphragm (Fig. 2) and 8 cms linear defect in 

lower end of oesophagus along with herniation of stomach, 

omentum into (L) Hemithorax. After reduction of contents, 

diaphragmatic defect is closed with one prolene in 2 layers 

and oesophageal defect is closed in 2 layers with Vicryl and 

silk. (L) Chest drain was inserted. Patient was stable post-

operatively and ICD removal was done on 8th POD. Suture 

removal was done on 15th POD. Patient recovered well. 

 

CASE REPORT 2 

30 years male presented with history of breathlessness after 

1-week-old trauma from RTA associated (L) humerus and (L) 

acetabular #. He did not have any chest or abdominal 

symptoms at the time of injury. CXR taken at the time of 
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Figure 1. Presentation of case 1 on admission at ER 

 

 
 

Figure 2. Intra op image of case1 10 cm defect in 

 Left dome diaphragm 
 

admission was normal. No evidence of obstruction or 

gangrene formation. He gradually developed chest symptoms 

for which he was evaluated with CXR again (Fig. 3) also with 
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CT chest which showed diaphragmatic rupture with 

herniation of bowel into (L) Hemithorax (Fig. 4). He was 

haemodynamically stable. Baseline investigations were 

inconclusive. Clinical examination had decreased air entry 

over left chest, except which was normal. Therefore, after 

confirmation with radiological finding of delayed traumatic 

diaphragmatic hernia, he was proceeded with Laparotomy 

through rooftop abdominal incision. And he had 

diaphragmatic rupture of (L) dome of diaphragm to around 

10 cms with herniation of (L) lobe of liver, stomach, spleen, 

omentum, transverse colon causing mediastinal shift to (R) 

side with passive collapse of (L) lung. Reduction of herniated 

contents is done slowly and after reposition diaphragmatic 

rupture was repaired in 2 layers with 1 prolene. Chest drain 

was kept.(3) The patient remained stable post-operatively. ICD 

removal was done on 9th POD. Suture removal done on 16th 

POD. Patient recovered well. 

 

 
 

Figure 3. Post-Operative picture of case 2 

 

 
 

Figure 4. Chest xray of case 2 at presentation  

and after one week 

 

 

 

CASE REPORT 3 

22 years male was admitted with history of non-specific 

abdominal pain with previous history of penetration (L), 

lower chest stab injury. On examination, his general condition 

was good. Vitals were stable. SpO2 was 95% with RA. CVS S1 

S2 (+), RS B/L (+). On abdominal examination, he had 

tenderness over all the quadrants with guarding with rigidity 

and bowel sound was absent. He was evaluated radiologically 

and his chest x-ray and CT chest (Fig. 6) showed herniation of 

bowel loops into (L) hemithorax. Patient underwent 

Laparotomy with (L) thoracotomy and he had a defect of 6 

cm over (L) dome of diaphragm with gangrenous stomach 

into (L) hemithorax with collapsed (L) lung. Gastrectomy 

with oesophagojejunostomy with feeding jejunostomy done. 

Diaphragmatic rent was closed in 2 layers with 1 prolene. (L) 

Side chest drain was kept. Post-operatively, patient recovered 

well. ICD removal was done on 5th POD. Suture removal was 

done on 12th POD. 

 

 
 

Figure 5. Post op Pic of Case 3 

 

 
 

Figure 6. CT chest of case 2 – Herniation of Bowel into  

Left Hemithorax 

 

DISCUSSION 

Traumatic diaphragmatic hernia occurs from both severe 

blunt trauma or penetrating traumas. Traumatic 

diaphragmatic hernia in acute cases are due to sudden 

increase in pleura-peritoneal pressure gradient.(4) TDH 

caused by penetrating injuries are potentially more 

dangerous in terms of possible obstruction and strangulation 

and infection in majority of cases that occurs in men and also 

involve (L) hemidiaphragm.(5) 



Jemds.com Case Series 

 

J. Evolution Med. Dent. Sci./eISSN- 2278-4802, pISSN- 2278-4748/ Vol. 7/ Issue 38/ Sept. 17, 2018                                                                          Page 4251 
 
 
 

When the diaphragm is injured, the emerging events are 

unpredictable and dependent on various factors which may 

include site and site of defect, the relative position and 

negative pressures and subsequent stress and strains for this 

reason.(6) Carter et al divided symptomatology into 3 phases. 

First that immediately following accident. Second that of 

internalisation of organs. Third the phase of obstruction and 

strangulation. During the first phase, concomitant injuries 

may obscure that of diaphragm with injury which at that time 

may be relatively insignificant. In case of acute presentation, 

that is a sudden compression of thorax or abdomen 

producing bursting force resulting in a large rent causing 

huge herniation of bowel with immediate symptoms of 

respiratory and cardiac embarrassments, pain and shock.(7) 

In case of subacute presentation, rent may be very large 

and so the abdominal contents pass freely between thoracic 

and abdominal cavity. There may be slow progression of 

collapse of lungs resulting in late onset of dyspnoea, whereas 

in delayed presentation the patient may not have immediate 

herniation of contents. It is because the diaphragmatic defect 

may be plugged with omentum at the time of injury and so 

setting the future in trouble. Since the margins of the defect in 

the diaphragm prevents from healing, the site is more 

vulnerable for future stress. And there may be slow 

herniation of contents due to the plug resulting in no 

respiratory or acute abdominal condition. And the patient 

may be presented few years to few days after injury and also 

only with non-specific abdominal pain. The correct diagnosis 

in diaphragmatic hernia is most readily made only when the 

injury is recent and tear is (L) sided with herniation of hollow 

organs.(2) 

 

CONCLUSION 

Traumatic diaphragmatic hernia can occur due to blunt injury 

abdomen or penetrating trauma or fall from height. Acute 

presentation is due to sudden collapse of lungs due to 

herniation of abdominal contents into chest causing 

ventilatory failure and patient may need immediate surgical 

correction. Whereas in case of subacute presentation, the 

symptoms may manifest few days to few weeks after injury, 

in which rent may be due to slowly enlarging or huge rent 

allowing contents to pass freely between thoracic abdominal 

cavity. Due to that there is slow collapse of ipsilateral lung, 

resulting the contralateral lung to compromise the 

ventilatory deficit. In case of delayed presentation, it may 

take 2 to 15 yrs. following trauma for the diagnosis and 

sometimes patient may present with non-specific abdominal 

complaints and accidently diagnosed with radiological 

studies at that time. There need not be signs of obstruction or 

gangrene formation in all cases. 
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