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Introduction:

Diaphragmatic rupture occurs in less than 5% of
traumatic injuries and may present in the acute or
delayed setting’. Commonly caused by
penetrating or blunt thoraco-abdominal trauma,
this injury may cause significant morbidity and
mortality. We report a case of delayed traumatic
diaphragmatic rupture in the paediatric population
to expand current literature.

Case Report:

A 9-year-old boy presented with left
hypochondriac pain, vomiting and dyspnoea
following blunt abdominal trauma from striking a
motorcycle handle during a road traffic accident.
Clinical examination revealed reduced breath
sounds over the left hemithorax and left
hypochondriac  tenderness  with  Dbruising.

Computed tomography confirmed a ruptured left Figure 1. Computed tomography showing mediastinal
hemidiaphragm  with  transthoracic visceral displacement and transdiaphragmatic adominal visceral
herniation (figure 1). The child was stabilized and herniation.

taken for exploratory laparotomy. Intra-
operatively, a 15 cm defect was seen over the
posterolateral left hemidiaphragm causing
herniation of the stomach, pancreas, spleen,
transverse colon and omentum (figure 2). The
herniated viscera were reduced and and
concomitant injuries include a shattered spleen,
pancreatic body and tail necrosis, fundal and pre-
pyloric gastric perforations as well as serosal tear
over the transverse colon. Splenectomy, distal
pancreatectomy, and primary repair of the
stomach and transverse colon were performed.
The diaphragmatic defect was repaired with a
single layer of interrupted figure of eight non-
absorbable sutures. The child’s post-operative
period was complicated with Klebsiella
bacteraemia but was discharged well following
antibiotic therapy.

Blunt abdominal trauma increases the
transdiaphragmatic pressure gradient and may
shear and avulse the stretched diaphragm?. This
may lead to herniation of abdominal viscera into .
the thorax, displacing the mediastinum and Figure 2. Traumatic diaphragmatic injury. (A) 15 cm
compromising ventilation!. Surgical repair may posterolateral diaphragm defect. (B) Diagphragmatic injury

be done via thoracotomy, laparotomy or both repaired with non-absorbable sutures.
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