CASE REPORT

Delayed diagnosis of
blunt traumatic diaphragmatic hernia

Introduction

A diaphragmatic hernia is an abnormal
opening in the diaphragm, which may be
congenital, iatrogenic or traumatic. Those
arising from blunt or penetrating thoraco-
abdominal trauma are predictors of serious
associated injuries but are often missed at
the time of initial injury, with diagnostic
delay of up to 40years (Meyers and
McCabe, 1993).

Discussion

Although traumatic diaphragmatic her-
nias are not uncommon, their delayed
presentation is unusual (Reber et al,
1998). Diagnosis is difficult because of
the lack of signs and symptoms, with
many diagnosed intraoperatively during
exploratory laparotomy. Traumatic dia-
phragmatic hernia is associated with
approximately 5% of all blunt thoraco-
abdominal traumas, with up to 70%
being left sided (Adegboye et al, 2002).
Traumatic diaphragmatic hernia contents
can include the stomach, transverse
colon, spleen, small bowel or omentum
(Reber et al, 1998).

A three-phase model for the course of
diaphragmatic injuries has been described
(Carter et al, 1951). The acute phase is
the first 14days and if the hernia does
not manifest itself, the second or interval
phase is entered. The third or obstructive
phase is entered when the patient presents
with obstruction or incarceration. This is
associated with higher morbidity and
mortality rates than the acute or inter-
val phases and 90% will present within
3years of the initial trauma (Carter et al,
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1951; Reber et al, 1998). The later pres-
entation may be caused by an omental
plug in the defect, which prevents initial
healing. The negative intrathoracic pres-
sure during inspiration then results in
abdominal contents being drawn into
the thorax.

The presenting spontaneous pneumo-
thorax, as demonstrated in this case,
should raise the suspicion of a com-

Figure 1. Chest radiograph demonstrating a left-sided pneumothorax.
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munication with the peritoneal cavity
(Ramdass et al, 2006). This delayed pres-
entation highlights the importance of a
comprehensive history. Patients present-
ing with abdominal pain and dyspnoea
with previous thoracoabdominal trauma,
supported by clinical findings, should be
assessed for a missed diaphragmatic injury.
Radiological findings include an abnormal
left hemidiaphragmatic contour, pleural

Case Report
A 52-year-old man presented with a 3-day history of left shoulder-tip pain and shortness of breath, in the
background of abdominal pain for 3weeks. The patient had been admitted 4 months previously following
a fall onto his left posterior chest wall, when he sustained a left-sided pneumothorax and fractures of
the left 6th, 7th and 8th ribs posteriorly. At that fime a computed tomography scan showed a left-sided
pneumothorax with associated basal atelectasis and consolidation.

On this, the second admission, initial observations were stable, apart from a mild tachypnoea.
Abdominal examination was normal, but respiratory auscultation revealed bowel sounds in the left hemi-
thorax. The chest radiograph showed a new left-sided pneumothorax and large bowel in the left chest
(Figure 1). Abdominal radiography confirmed this, with some mildly dilated loops of bowel. A computed
tomography scan demonstrated a left diaphragmatic rupture with associated intra-thoracic incarcerated
large bowel, a left hydropneumothorax and mediastinal shift to the right (Figures 2 and 3). Subsequently,
the patient underwent a transverse colectomy with colostomy formation, along with diaphragmatic repair
through a left thoraco-abdominal approach. Gastrointestinal continuity was later restored electively.
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Figure 3. Computed tomography scan, lateral view
demonstrating left diaphragmatic rupture (see
arrows).
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Figure 2. Computed fomography scan of chest demonstrating left diaphragmatic rupture (see arrows).
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