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A Case of Tension Viscerothorax : A Rare Complication of
Diaphragmatic Rupture after Blunt Abdominal Trauma

Maeng Real Park, M.D., Jae Ho Lee, M.D., Ji Yoon Ahn, M.D.,
Bum Jin Oh, M.D., Won Kim, M.D., Kyoung Soo Lim, M.D.

Department of Emergency Medicine, University of Ulsan College of Medicine, Asan Medical Center

Tension viscerothorax (gastrothorax) is rare life-threatening disease which is caused by air trapped in viscera.
A distended viscera in the hemi-thorax shifts the mediastinal structures and causes extra-cardiac obstructive
shock. A defective diaphragm is caused by abdominal trauma or a congenital anomaly. Traumatic diaphragmat-
ic injury can be missed until herniation develops several years after blunt trauma. In our case, a 10-year old boy
developed hemodynamic compromise in the emergency department. Three years earlier, he had suffered blunt
abdominal trauma during a pedestrian traffic accident, but there was no evidence of diaphragmatic injury at
that time. He was successfully resuscitated by gastric decompression and an emergent thoracic operation. The
operation finding revealed a traumatic diaphragmatic injury. Tension viscerothorax is a rare, but catastrophic,
condition, so we suggest that addition of tension viscerothorax to the Advanced Trauma and Life Support
(ATLS) guidelines may be helpful. (J Korean Soc Traumatol 2006;19:201-205)
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Fig. 1. Initial chest X-ray. Large bullous mass in the left
hemithorax displacing mediastinal structures to the
right side. Typically, there is no diaphragmatic contour
on the left side; mass cranially demarcated by gastric
wall (arrows).
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Fig. 2. Follow up chest X-ray after nasogastric tube insertion
(arrow). Immediate improvement of chest compression
is seen. Residual pulmonary and pleural changes from
atelectasis and fluid also are seen.
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There are no mediastinal shift findings to the right

Fig. 4. Follow chest x-ray after repair of ruptured diaphragm.
(compared with Fig 1.).

— 203 —

hemithorax are seen. The parenchyme of left lung is

stomach (A) and ruptured diaphragm (arrow) in the left
collapsed by the herniated viscera (B).

Fig. 3. Chest CT of tension viscerothorax. The air-trapped
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Extra-cardiac obstructive shock?

Beck's triad (+)

A19A A 235 —

lung sound : NL lung sound |
normo-tympanic hyper-tympanic

Cardiac Tension
Tamponade Pneumothorax

total dullness bowel sound (+)

lung sound | lung sound |

Massive Tension
Hemothorax Viscerothorax

Fig. 5. Proposed algorithm for the assessment of extra-cardiac obstructive shock. NL; normal.
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