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Traumatic diaphragmatic rupture (TDR) is an uncommon 
occurrence and is reported in 0.3%– 1.6% of patients with 
a history of trauma.1,2 The major etiology of TDR is blunt 
trauma in road traffic accidents (RTA).1 TDR can have 
an acute or delayed presentation, with mortality ranging 
from 1% to 28%.1– 3 It is more common among middle- aged 
males, left- sided in approximately half of the patients, and 
associated with rib fractures in 60.7% of patients.2 The 
stomach, colon, omentum, and small bowel often herni-
ate into the thoracic cavity.4,5 Though chest X- ray (CXR) 
is the first line of imaging modality, the sensitivity is low.1 
Hence, the mainstay of diagnosis is computed tomogra-
phy (CT) scan imaging.1,6

Herein, we present the case of a 28- year- old man who 
presented to ER with traumatic diaphragmatic rupture 
with herniation of abdominal contents into left hemitho-
rax, multiple rib fracture, right scapular fracture, and left 
lung collapse following RTA. CXR revealed an elevated 
left hemidiaphragm with multiple rib fractures (Figure 1). 
Focused assessment with sonography for trauma was 
unremarkable. CT chest and abdomen revealed left hy-
dropneumothorax with atelectasis of the ipsilateral lung 
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Key Clinical Message
Early traumatic diaphragmatic rupture diagnosis using radiological investiga-
tions and early surgical management is critical to avoid complications.
Abstract
Traumatic diaphragmatic rupture (TDR) is a rare presentation reported follow-
ing blunt trauma due to road traffic accidents. Our case showed the importance 
of early diagnosis of TDR using radiological investigations. Also, early surgical 
management is critical to avoid complications.
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F I G U R E  1  Chest radiograph showing suspected elevation 
of left hemidiaphragm and air- filled viscus over the left lower 
hemithorax.
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and intrathoracic herniation of the gastric fundus and the 
body, splenic flexure of the colon, spleen with part of the 
pancreatic tail through the defect in left hemidiaphragm 
(Figure 2). Also, the CT head was normal.

The mainstay of the management of diaphragmatic 
rupture is the surgical approach. Silva et al. reported that 
a higher proportion of patients were treated by an abdom-
inal approach, more so in the acute phase.7 The abdomi-
nal approach in these patients has a higher chance of 
intra- abdominal organ injury.8,9 In acute trauma cases, the 
laparoscopic approach offers better access to survey the ab-
domen, look for injuries in the thoracic cavity, repair defects, 
and reposition herniated content.8 Studies have also shown 
that a laparoscopic approach is preferred due to decreased 
inpatient stay and reduced chances of postoperative com-
plications.4,7,10 Hence, we did an emergency exploratory 
laparoscopy (Figure 3) and placed an intercostal drainage 
tube (ICDT). The postoperative period was uneventful, and 
ICDT was removed on the fourth postoperative day. A post-
operative CXR revealed minimal pleural effusion with the 
resolution of initial haziness seen on the initial trauma day 
chest radiograph (Figure 4). The patient was discharged on 
the fifth postoperative day with no complications. On fol-
low- up, after 6 months, the patient was doing well.

Our case showed that a laparoscopic approach is pre-
ferred over an abdominal as a diagnostic and therapeutic 
tool in acute traumatic cases with diaphragmatic rupture. 
Its advantages include excellent view and access to the 

surgical field, faster recovery, and lower postoperative 
pain with less recurrence rate. In addition, regular fol-
low- up of patients is crucial to detect recurrences.

F I G U R E  2  CT chest (A) coronal 
view and (B) axial view-  showing left 
diaphragmatic rupture and herniation of 
stomach, small bowel, and spleen into left 
hemithorax.

F I G U R E  3  (A) Laparoscopic image showing the diaphragmatic rupture with defect. (B) Laparoscopic image showing hemorrhagic 
collection in left pleural cavity. (C) Laparoscopic image showing closure of defect with V lock prolene suture.

F I G U R E  4  Postoperative chest radiograph showing small 
pleural effusion and complete resolution of the initial haziness seen 
on the initial trauma day chest radiograph.
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