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BACKGROUND: Traumatic diaphragm injuries (TDI) pose both diagnostic and therapeutic challenges in both the acute and chronic phases. There
are no published practice management guidelines to date for TDI. We aim to formulate a practice management guideline for TDI
using the Grading of Recommendations Assessment, Development and Evaluation (GRADE) methodology.

METHODS: The working group formulated five Patient, Intervention, Comparator, Outcome questions regarding the following topics:
(1) diagnostic approach (laparoscopy vs. computed tomography); (2) nonoperative management of penetrating right-sided inju-
ries; (3) surgical approach (abdominal or thoracic) for acute TDI, including (4) the use of laparoscopy; and (5) surgical approach
(abdominal or thoracic) for delayed TDI. A systematic review was undertaken and last updated December 2016. RevMan
5 (Cochran Collaboration) and GRADEpro (Grade Working Group) software were used. Recommendations were voted
on by working group members. Consensus was obtained for each recommendation.

RESULTS: A total of 56 articles were used to formulate the recommendations. Most studies were retrospective case series with variable
reporting of outcomes measures and outcomes frequently not stratified to intervention or comparator. The overall quality of the
evidence was very low for all Patient, Intervention, Comparator, Outcomes. Therefore, only conditional recommendations could
be made.

CONCLUSION: Recommendations were made in favor of laparoscopy over computed tomography for diagnosis, nonoperative versus oper-
ative approach for right-sided penetrating injuries, abdominal versus thoracic approach for acute TDI, and laparoscopy (with
the appropriate skill set and resources) versus open approach for isolated TDI. No recommendation could be made for the
preferred operative approach for delayed TDI. Very low-quality evidence precluded any strong recommendations. Further
study of the diagnostic and therapeutic approaches to TDI is warranted. (J Trauma Acute Care Surg. 2018;85: 198–207. Copyright
© 2018 Wolters Kluwer Health, Inc. All rights reserved.)

LEVEL OF EVIDENCE: Guideline; Systematic review, level IV.
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T raumatic diaphragm injuries (TDI) pose both diagnostic
and therapeutic challenges. The diaphragm is a thoraco-

abdominal structure, with the thoracoabdomen generally defined
as the region between the fourth intercostal space (nipple line)
and costal margin. Surgically, the diaphragm can be approached

through the chest or abdomen via open or minimally invasive
techniques. The preferred approach is often determined by the
associated injuries. The largest published series to date on the
incidence of TDI is from the American College of Surgeons
National Trauma Data Bank in 2012 in which 833,309 patients
were analyzed. Traumatic diaphragm injury incidencewas 0.46%.
Sixty-seven percent were from penetrating injuries and 33% were
from blunt injuries. For penetratingmechanisms, gunshot wounds
(66.5%) outnumbered stab wounds (33.5%). The most common
mechanism for blunt TDI was motor vehicle crash (63.4%)
followed by bicycle versus automobile crash (10.1%). Higher in-
jury severity scores (12 ± 13 vs. 8 ± 10) and higher mortality
(19.8% vs. 8.8%) were found in blunt injuries compared with
penetrating injuries.1 The true incidence of TDI is likely un-
known given the wide use of selective nonoperative manage-
ment for abdominal injuries in recent years and unreliability of
modern imaging for TDI.

Delayed recognition of TDI resulting in diaphragmatic
hernia is problematic due to the associated morbidity and mortal-
ity. One of the largest contemporary case series of post-traumatic
diaphragmatic hernia (TDH) was published by Murray et al.2 In
that series of 28 patients, 14 (50%) presented as surgical emergen-
cies and the mortality was 11%.
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There are several published review articles on diaphragm
injuries; however, no practice management guidelines cur-
rently exist.

OBJECTIVE

Aworking group was formed under the Eastern Associa-
tion for Surgery of Trauma Guideline Committee to formulate
a guideline on TDI. The Grading of Recommendations Assess-
ment, Development and Evaluation methodology was used.3

METHODS

Five Population, Intervention, Comparator, and Outcome
(PICO) questions were generated a priori to the systematic liter-
ature review. Pertinent outcomes were identified by the work-
ing group and then voted on using a scale of 1 to 9. Outcomes
receiving an average score of 7 to 9 were deemed critical out-
comes, those receiving an average score of 4 to 6 were consid-
ered important, but not critical, and those receiving an average
score of 1 to 3 were considered of limited importance. Only crit-
ical and important outcomes were considered in decision mak-
ing for generating final recommendations.

Mortality, missed diaphragm injury, and need for delayed
operation for diaphragmatic hernia or missed thoracoabdominal
organ injury were identified as critical outcomes. Length of
stay (LOS), empyema, surgical site infection, and procedural
complications of the diagnostic or therapeutic approach were
identified as important, but not critical outcomes. The outcomes
were matched to appropriately fit each PICO question. In for-
mulating the recommendations, the outcomes were considered
in aggregate.

PICO 1: In left-sided thoracoabdominal stab wound
patients who are hemodynamically stable and without peri-
tonitis (P), should laparoscopy (I) or computed tomography
(C) be performed to decrease the incidence missed diaphrag-
matic injury (O)?

PICO 2: In penetrating thoracoabdominal trauma patients
who are hemodynamically stable without peritonitis and in whom
a right diaphragm injury is confirmed or suspected (P), should
operative (I) or non-operative (C) management be undertaken
to minimize both the need for delayed operation for diaphrag-
matic hernia and risk of surgical morbidity (procedural compli-
cations, LOS, surgical site infection, and empyema) (O)?

PICO 3: In hemodynamically stable trauma patients with
acute diaphragm injuries (P) should the abdominal (I) or thoracic
(C) approach be used to repair the diaphragm to decrease mor-
tality, delayed herniation, missed thoracoabdominal organ injury,
and surgical approach-associated morbidity (procedural com-
plications, LOS, surgical site infection, and empyema) (O)?

PICO 4: In patients who present with delayed visceral her-
niation through a traumatic diaphragmatic injury (P), should the
abdominal (I) or thoracic (C) approach be used to decrease mor-
tality and surgical approach related morbidity (procedural com-
plications, surgical site infection, LOS, empyema) (O)?

PICO 5: In patients with acute penetrating diaphrag-
matic injuries without concern for other intraabdominal injuries
(P) should laparoscopic (I) or open (C) repair be performed to
decrease mortality, delayed herniation, missed thoracoabdominal
organ injury, and surgical approach-associatedmorbidity (procedural
complications, LOS, surgical site infection, and empyema) (O)?

As it is generally accepted that penetrating injuries to the
left diaphragm require repair, no PICO question was formulated
to study this topic.

A professional librarian performed an initial literature
search of Ovid Medline and EMBASE in November 2014.
An updated search was performed on December 8, 2016. Inclu-
sion criteria were studies in English investigating adults. Letters,
comments, single case reports, meta-analyses, or inability to
locate a full text article constituted grounds for exclusion.
The initial search yielded 1,909 articles. After removal of dupli-
cates, application of the inclusion and exclusion criteria, and title
and abstract review, 123 articles remained. To evaluate further
for inclusion or exclusion, full text review of each article was
performed by at least two members of the working group. The
chairperson of the working group evaluated the full text of
all articles. Discrepancies regarding inclusion or exclusion
of the articles were adjudicated by the chairperson. Ultimately,
42 relevant articles were identified from this search, and this
included three identified from bibliographic review. For the
updated literature search, the chairperson performed the ini-
tial title, abstract, and full text review. Potentially relevant
articles were identified, and the full text articles were sent to
working group members for further review. Fourteen articles,
which included one from bibliographic review, were deemed rel-
evant. In total, 56 articles were used for generating recommen-
dations. See Figure 1 (PRISMA). When appropriate, after data
extraction, graphs and Forest plots were generated by RevMan
5 (Cochrane Community, London, United Kingdom). No exter-
nal funding was obtained for this work.

RESULTS FOR LAPAROSCOPY VERSUS
COMPUTED TOMOGRAPHY FOR LEFT-SIDED

THORACOABDOMINAL STAB WOUNDS (PICO 1)

No study directly compared laparoscopy to computed
tomography (CT), and then to a reference standard. Twelve studies
compared CT with a reference standard4–15 and six studies16–21

compared laparoscopy with a reference standard. There were four
prospective cross-sectional cohort studies in the CT group4,7,13,15

and eight retrospective studies.5,6,8–12,14 In the laparoscopy group,
there were five prospective cross-sectional cohort studies16–18,20,21
and one retrospective study.19 The Quality Assessment of Diag-
nostic Accuracy Studies (QUADAS-2) tool was used to determine
risk of bias and applicability of the studies.22 (see Figure Supple-
mental Digital Content 1, http://links.lww.com/TA/B135).

Sources of significant bias and applicability were found in
patient selection and index test performance. Most study designs
were retrospective, and in four prospective studies, it was unclear
whether a consecutive or random sample was enrolled.17,18,20,21

Furthermore, many patients did not have isolated left thoraco-
abdominal stab wounds. Only one study, Yucel et al.,15 specif-
ically evaluated isolated left thoracoabdominal stab wound
patients; however, İlhan et al.9 did evaluate “sharp” penetrating
injuries to the left thoracoabdomen. Some evaluated thoracoabdo-
minal stab wound patients not isolated to the left side.4,6,19 Most
evaluated a mixed penetrating injury population (gunshot and
stab wounds) with some isolated to the thoracoabdomen8,12,16,20

and others not limited to the thoracoabdomen.7,10,11,14,17,18,21
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Berardoni et al.5 evaluated anterior abdominal stab wounds
and Melo et al.13 evaluated gunshot wounds to the abdomen.

Differing CT imaging techniques were used. In the study
by Abbasy et al.,4 all patients had chest tubes and contrast was
given via the chest tube. Furthermore, multidetector CT (MDCT)
was not used in this study. MDCTwas used in all the other stud-
ies, although the slice count ranged from four to 64.5–15 Four
studies did use 64-slice MDCT.8–11

Except for the Abbassy study,4 where the patients were
examined prospectively and both the radiologist and surgeonwere
maskedtotheresultsof theother, therewassomedegreeofdiagnos-
tic review or partial verification bias. Differential verification bias
was also present both between studies andwithin studies. Laparot-
omy, laparoscopy (used in some CT studies), thoracoscopy, and
thoracotomywere all used as reference standards.

The pooled TDI prevalence for included studies was 32%.
There were a total of 168 patients in six studies in the lapa-
roscopy group and 767 patients in 12 studies in the CT group
(see Figs. 2 and 3). The pooled sensitivity for laparoscopy
was 0.98 with 95% confidence interval (CI) of 0.88 to
1.00. The pooled specificity of laparoscopy was 1.00 (95% CI,
0.97–1.00). Of note, there were two patients in the Ivatury
study17 in which the TDI was not directly visualized due to
blood obscuring the diaphragm. Traumatic diaphragm injury
was highly suspected in both patients and laparotomy confirmed
TDI. The pooled sensitivity and specificity for CT were 0.77
(95% CI, 0.72–0.82) and 0.91 (95% CI, 0.88–0.92), respec-
tively. There was one study in the CT group, by Stein et al.14

in which there were 17 inconclusive CT examinations. These
were classified into the true-positive and false-positive catego-
ries depending on the surgical findings. We chose to classify
the surgical negative findings in these 17 inconclusive examina-
tions as false positives rather than false negatives as inconclusive
results would likely result in surgery to further evaluate for TDI.

Compared with CT, laparoscopy misses very few dia-
phragmatic injuries. Therefore, fewer patients would be at risk
for delayed diaphragmatic hernia if laparoscopy were used as

the standard method of diagnosis. This, however, needs to be
weighed against the procedural risks of laparoscopy. The pro-
cedural risks of CT are essentially limited to the contrast media
and long-term radiation effects. Intravenous contrast media asso-
ciated adverse reactions to nonionic low or iso-osmolar agents
range from 0.2% to 0.7%.23 In the six included studies for lapa-
roscopy, there were a total of six complications in 273 (2.2%)
patients. The number of patients is higher than included for
the diagnostic accuracy data because in some of the series, lap-
aroscopy was used as a diagnostic tool beyond TDI.

Complications were not stratified by the indication for
laparoscopy. Three complications were minor (camera mal-
function and preperitoneal gas insufflation).17,18,20 Three (1.1%)
complications were serious and included a single patient with
a tension pneumothorax requiring desufflation of the abdomen
and tube thoracostomy insertion,17 small bowel laceration,21 and
omental vessel laceration.21 Overall, the complication rate
of laparoscopy for penetrating injury evaluation is less than
3% with mortality related to the intervention of 0.1%.24

Given the superior diagnostic capability of laparoscopy
and low risk of complications, the working group made the fol-
lowing recommendation:

In left thoracoabdominal stab wound patients who are
hemodynamically stable and without peritonitis (P), we condition-
ally recommend laparoscopy (I) rather that computed tomography
(C) to decrease the incidence missed diaphragmatic injury (O).

DISCUSSION FOR LAPAROSCOPY VS. CT FOR
LEFT-SIDED THORACOABDOMINAL STAB

WOUNDS (PICO 1)

A conditional recommendation was made given the very
low quality of evidence and because there may be some instances
in which diagnostic laparoscopy may not be the optimal choice
due to access or intraperitoneal visibility concerns. In these
instances, CT might be considered with future outpatient imag-
ing given the lower diagnostic capability and risk for missed

Figure 1. PRISMA flow diagram.
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TDI. A CT-first approach may be appropriate when trajectory in
proximity to the diaphragm is questioned. If the wound tract is
traversing the diaphragm or there are contiguous injuries on both
sides of the diaphragm, then TDI is likely present, and surgical
repair is likely indicated.25,26

Although this systematic review did not specifically
address thoracoscopy, several studies have found thoracoscopy
to be an appropriate screening tool and potentially better than
laparoscopy for posterior and right-sided TDI.27–32 If an injury
is found, intra-abdominal injury still needs to be excluded. The
option of thoracoscopy followed a period of observation for
abdominal injuries has been reported.31,32

RESULTS FOR OPERATIVE VERSUS
NONOPERATIVE MANAGEMENT OF

HEMODYNAMICALLY STABLE PATIENTS WITH
RIGHT-SIDED, PENETRATING

THORACOABDOMINAL INJURY (PICO 2)

A total of six studies fulfilled criteria for inclusion in this
PICO.2,19,31,33–35 None of these studies' primary outcome was
to evaluate planned nonoperative management of right-sided
penetrating TDI. Five of the six studies2,19,31,33,34 referred to a

subpopulation with right-sided penetrating TDI managed with
nonoperative therapy.

Nonoperative management of right-sided wounds is com-
monly practiced. Berg et al.,33 in a diagnostic study of laparoscopy
for TDI, reported 27 patients who had non-operative management
of right-sided or posterior TDI. There was no outcome data for
these 27 patients. Ertekin et al.,34 in a diagnostic study of lapa-
roscopy which included 22 patients with penetrating thoraco-
abdominal wounds reported four patients with right-sided TDI
who were managed non-operatively. No major morbidity or mor-
tality was noted with a mean follow-up of 13 months (range 5 to
20) for the entire study population. Mahajna et al.,19 in a diag-
nostic study of laparoscopy which included 43 patients with
thoracoabdominal penetrating wounds, reports one patient with
a right-sided wound managed non-operatively, although no
outcome data were reported. Wong et al.,31 in a diagnostic
and therapeutic study of thoracoscopy in trauma noted one
right-sided penetrating TDI patient who was initially man-
aged nonoperatively and then presented with bilious output
from a chest tube on posttrauma day 3. That patient underwent
thoracoscopy and repair.

Regarding the complication of diaphragmatic hernia from a
right-sided penetrating TDI, there was one study, byMurray et al.,2

Figure 2. PICO 1 summary of findings table.
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that reported 28 patients with delayed diaphragmatic hernia
from TDI. In that study, one patient presented with a right-
sided diaphragmatic hernia four months after planned non-
operative management of a right-sided TDI from a stab wound
while all the rest were left-sided. This was the only case of de-
layed right-sided diaphragmatic hernia from a penetrating right
TDI in our systematic review for all PICOs.

The overall quality of evidence for this PICO is very low
given that all studies are case series, none were designed to eval-
uate planned nonoperative management of right-sided injuries,
and because therewas a significant lack of outcome data. Factor-
ing the overall paucity of high quality literature and the mor-
bidity associated with surgery to repair the injury, the working
group made the following recommendation:

In penetrating thoracoabdominal trauma patients in
whom a right diaphragm injury is confirmed or suspected,
and who are hemodynamically stable without peritonitis
(P), we conditionally recommend nonoperative (I) over oper-
ative (O) management in weighing the risks of delayed her-
niation, missed thoracoabdominal organ injury, and surgical
morbidity (procedural complications, LOS, surgical site infec-
tion, and empyema) (O).

DISCUSSION FOR OPERATIVE VERSUS
NONOPERATIVE MANAGEMENT OF

HEMODYNAMICALLY STABLE PATIENTS WITH
RIGHT-SIDED, PENETRATING

THORACOABDOMINAL INJURY (PICO 2)

A conditional recommendation could only be supported
given the very limited amount of published data and poor study
quality. There also may be instances in which a right-sided
injury should be repaired such as when encountered inciden-
tally during surgery or when complications related to the right-
sided TDI are likely to occur (e.g., fistula, large defect). Lower

lateral or lower anterior wounds may afford less protection from
herniation by the liver and may warrant consideration of repair.

RESULTS FOR REPAIR OF HEMODYNAMICALLY
STABLE, ACUTE DIAPHRAGMATIC INJURIES

BY AN ABDOMINAL OR THORACIC
APPROACH (PICO 3)

Ten studies with a total of 208 patients that specifi-
cally evaluated stable patients with TDI were identified. All
studies were designed to assess the diagnostic capability of
either laparoscopy or thoracoscopy for TDI. No studies were
specifically designed to compare the surgical approach, by
cavity, for repair. Penetrating mechanisms dominated the
patient population with only three of 208 (1.4%) patients
having sustained blunt trauma. There were five prospec-
tive cohort designs27,29,30,36,37 and six retrospective case
series.28,31,38–41 Six studies evaluated laparoscopy,36–41 and five
studies evaluated thoracoscopy.27–31 In total, 191 (91.8%) of
208 of patients underwent an abdominal approach, 14 (6.7%)
of 208 underwent a thoracic approach, and a combined approach
was used in 3 (1.4%) of 208 patients. No mortality, missed
injuries, or recurrent diaphragmatic hernias were noted in
the studies; though most studies did not specifically report
these outcomes. In patients who underwent laparotomy for
repair, two wound infections, two intraabdominal abscesses,
and one small-bowel obstruction were noted. No thoracic
approach-related complications were reported. Matching of
patient populations by patient characteristics and associated
injuries to surgical approach was not possible; therefore, no con-
clusion can be made regarding the superiority of one approach
over another (see Table 1).

Regarding blunt mechanisms, only Wong et al.31 specifi-
cally addressed stable blunt TDI patients, although only three pa-
tients were included. In that study, two underwent laparotomy

Figure 3. Forest plots for the sensitivity and specificity of CT (A) and laparoscopy (B) for detecting left diaphragm injuries from
penetrating left thoracoabdominal stab wounds.
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for repair and one underwent thoracoscopic repair. There were
eight studies that evaluated blunt TDI regardless of hemody-
namic stability where the surgical approach was clearly
defined.42–49 These studies were all retrospective case series.
In total, 318 (79.1%) of 402 patients underwent an abdominal ap-
proach, 65 (16.2%) of 402 underwent a thoracic approach, and a
combined approach was used in 19 (4.7%) of 402 patients (see
Table 2).

The prevalence of intraabdominal injuries potentially
requiring surgical intervention in the stable penetrating population
ranges from 53% to 88.9%, as illustrated by Freeman et al, Spann
et al, Uribe et al, and Yucel et al.28–30,37 Thoracic injuries were
common and found in up to 87.5% of patients.29 These injuries
were mainly hemopneumothoraces and commonly did not re-
quire more than a tube thoracostomy. Freeman et al.28 did report
3 (5%) of 60 patients who required a thoracotomy and 9 (15%)
of 60 patients who underwent thoracoscopic pericardial windows
or lung resections. However, Freeman also reported that 47 (78%)
of 60 patients had an associated intraabdominal injury with 33
(70%) of 47 requiringmore thanminimal intervention. Regarding
blunt injuries, Reiff et al.50 in a large study of the National Auto-
motive Sampling System showed splenic injuries to have the
strongest positive association with TDI (Odds Ratio, 8.4) com-
pared with other injuries. Fair et al.,1 in the 2012 National Trauma
Data Bank study, also showed predominance of surgically amena-
ble abdominal injuries with blunt and penetrating TDI (see Table,
Supplemental Digital Content 2, http://links.lww.com/TA/B156).

Taking into consideration the available evidence for a rec-
ommendation for this PICO the working group decided on the
following recommendation:

In hemodynamically stable trauma patients with acute
diaphragm injuries, we conditionally recommend (P) the
abdominal (I) rather than the thoracic (C) approach to repair
the diaphragm to decrease mortality, delayed herniation, missed
thoracoabdominal organ injury, and surgical approach-associated
morbidity (procedural complications, LOS, surgical site infection,
and empyema) (O).

DISCUSSION FOR EVALUATION OF ACUTE
DIAPHRAGMATIC INJURIES BY AN ABDOMINAL

OR THORACIC APPROACH (PICO 3)

This recommendation is conditional for several reasons.
The quality of evidence is very low. There are no studies with

matched patient populations comparing operative approaches;
therefore, we rely on indirect evidence based on associated inju-
ries and historical percentage of repairs done by each approach.
There may be instances in which a thoracic approach is initially
indicated to address an immediate life-threatening intrathoracic
injury.

RESULTS FOR OPERATIVE APPROACH
FOR DELAYED VISCERAL HERNIATION

REPAIR (PICO 4)

Studies were included if the diagnosis of TDH was made
after the trauma index hospitalization and the operative approach
was clearly defined. Fifteen studies fulfilled these criteria, and
all were retrospective case series.2,42,45,46,51–61 There was vari-
able reporting of patient acuity (elective vs. emergent) and out-
come measures. The only study that directly compared a
transabdominal (TA) to transthoracic (TT) approach for TDH
was by Murray et al.2 In this small study of 28 patients, 19
underwent a TA approach and nine underwent a TT approach.
However, 13 of the 19 TA patients and only one of the nine
TT patients presented emergently (p = 0.01). Mortality, ventila-
tor days, ICU, and hospital LOS were not different. Regarding
procedural and post-operative complications only the incidence
of pneumoniawas statistically different between the twogroupswith
a higher incidence in the TT group (p = 0.03) (see Table, Supple-
mental Digital Content 3, http://links.lww.com/TA/B157).

In total, 79 (54.5%) of 145 patients underwent an abdom-
inal approach, 51 (35.2%) of 145 patients underwent a thoracic
approach, and 15 (10.3%) of 145 patients underwent a combined
approach. Of the combined approach, eight laparotomies were
converted to thoracotomy, and one thoracotomy was converted
to laparotomy.

Both approaches (thoracic and abdominal) can be used,
and it is difficult to draw any conclusions regarding the preferred
approach based on the studies analyzed due to patient and author
biases. Those with emergent presentations with ischemic or gan-
grenous viscera are generally approached through the abdomen
and by nature of the presentation may face worse overall out-
comes. As demonstrated in several studies, preparation and antic-
ipation of the need for a second cavity approach (thoracotomy or
laparotomy) due to potential difficulties reducing hernia contents
from the initial approach is wise. Based on the available data for

TABLE 1. Surgical Approach for Acute TDI Repair in Stable
Patients Who Initially Underwent Either Diagnostic Thoracoscopy
or Diagnostic Laparoscopy

Surgical Approach
for TDI Repair

Diagnostic
Thoracoscopy

(n = 92)

Diagnostic
Laparoscopy
(n = 116) Total (%)

Thoracoscopy 10 0 10 (4.8)

Thoracotomy 4 0 4 (1.9)

Total thoracic 14 0 14 (6.7)

Laparoscopy 1 35 36 (17.3)

Laparotomy 74 81 155 (74.5)

Total abdominal 75 116 191 (91.8)

Thoracotomy and laparotomy 3 0 3 (1.4)

TABLE 2. Acute Blunt TDI Surgical Approach

Study N Laparotomy Thoracotomy Both Laparoscopy VATS

Athanassaidi
1999

36 22 10 4 0 0

Beal 1988 37 28 1 8 0 0

Berg 2012 56 52 1 3 0 0

Boulanger
1993

75 69 6 0 0 0

Gwely 2010 38 4 31 3 0 0

Matsevych
2008

8 8 0 1 0 0

Morgan 1986 42 39 2 0 0 0

Ties 2014 110 94 13 2 2 1

Total 402 316 64 19 2 1
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this PICO, the working group could not make a formal recom-
mendation favoring one approach over the other; therefore:

In patients who present with delayed visceral herniation
through a traumatic diaphragmatic injury (P), we make no recom-
mendation in regard to the routine surgical approach, abdominal
(I) or thoracic (O) to decrease mortality and surgical approach-
related morbidity (procedural complications, surgical site infec-
tion, LOS, empyema) (O).

DISCUSSION FOR OPERATIVE APPROACH
FOR DELAYED VISCERAL HERNIATION

REPAIR (PICO 4)

This decision should be made on a case by case basis and
dictated by the acuity of presentation, concerns for visceral ische-
mia, and anticipated difficulties of reducing the hernia contents.
Surgeon training and specialization should also be considered.

RESULTS FOR OPEN VERSUS LAPAROSCOPIC
APPROACH FOR ACUTE, PENETRATING
DIAPHRAGMATIC INJURIES (PICO 5)

Included studies required more than one patient in each of
the laparoscopic and open groups, along with outcome compar-
isons between these groups. Only four studies fulfilled these
criteria.36,37,41,56 Two were prospective cohort studies36,37 and
twowere retrospective case series.56 Combining these studies, there
were 30 patients in the laparoscopic group and 37 patients in the
open group. All patients in the open group had laparotomy. Three
of the four studies included only penetrating TDI.36,37,41 Matthews
et al.56 included both blunt and penetrating injuries as well as sev-
eral chronic diaphragmatic hernias (nine out of the total 17). Fur-
thermore, all repairs were initially attempted laparoscopically. The
four open repairs were conversions due to operative difficulty.
Operative difficulty in the four patients was related to the size
of diaphragmatic laceration (>10 cm) or location of the lacera-
tion (anterior to the esophageal hiatus, adjacent to the pericar-
dium, or communicating with the esophageal hiatus).

In the prospective penetrating TDI study byMurray et al.,36

all patients were observed for six hours prior to attempted laparo-
scopic repair. It was unclear after that time frame how patients
were selected for laparoscopic or open repair. In the prospective
penetrating TDI study by Yucel et al.,37 it was unclear how pa-
tients were selected for laparoscopic or open repair; however, all
four patients who had laparotomy had hollow viscus injuries.
There were two patients with spleen injuries and one with a liver
injury that required no further therapy in the laparoscopic repair
group, and all patients with the repair completed laparoscopically
were observed for 48 hours postoperatively. The patient selection
criteria for the retrospective study by Cooper et al.41 was isolated
diaphragm injuries, though it was unclear how patients were ini-
tially selected for each operative approach. All four studies
showed a decrease in LOS with laparoscopic repair compared to
open repair. No study addressedmortality. Only Yucel et al.37 spe-
cifically stated that there were no missed diagnoses in their study,
and this was the only study to include long-term follow-up data
(mean, 2.44 years; range, 1–4) with no evidence of recurrent her-
nias in the laparoscopic group (see Table 3).

The overall quality of evidence for this PICO is very low.
This is attributed to multiple factors including: small number of
studies and low number of participants in each group, research
design flaws with significant patient selection bias, and
inconsistent/variable outcome reporting. Publication bias may
also be present as positive experience with laparoscopic repair
of TDI might be submitted to journals for publication and pub-
lished. However, the feasibility and safety of laparoscopic repair
has been demonstrated in the above studies in appropriately se-
lected populations, and we limited this PICO to patients with a
very low concern for other intraabdominal injuries.

There have been several other case series published along
with the systematic review by O'Malley et al. recognizing the
feasibility and safety of laparoscopy for TDI and trauma in
general.24,33,34,48,62–64 Also, Zafar et al.65 examined the NTDB
from 2007 to 2010 which included 4,755 patients who
underwent diagnostic laparoscopy and of those patients, 916
underwent a laparoscopic therapeutic procedure. The most com-
mon therapeutic procedure was TDI repair (176 [19.2%] of 916
therapeutic procedures). For the entire cohort of 4,755 patients,
the missed injury rate was 0.5%. Of patients with isolated ab-
dominal injuries undergoing a therapeutic laparoscopic proce-
dure (n = 382) not limited to TDI repair, there was one
mortality (0.26%). This mortality rate was also compared with
331 patients who had isolated abdominal injuries and underwent
diagnostic laparoscopy followed by open repair of injuries. In
this group of patients, three (0.91%) died. The hospital LOS
was also compared with the two groups and the therapeutic lap-
aroscopy group LOS was 5 days (interquartile range, 3–7 days)
compared to 6 days (interquartile range, 4–8 days) in the thera-
peutic open group. This was statistically significant (p < 0.001).
This very large study adds robust data to the feasibility, safety,
and potential benefit of laparoscopic repair. Therefore, the work-
ing group made the following recommendation:

TABLE 3. Percentage of Associated Injuries With TDI Based on
Mechanism of Injury (Fair et al.1)

Associated Injury Blunt% Penetrating%

Thoracic aorta 2.9* 0.5*

Pulmonary 48.7* 28.1*

Pneumothorax 30.0* 20.4*

Hemothorax 21.5* 26.2*

Heart 8.0 9.9

Bronchus 0.2 0

Esophagus 0.2** 1.1**

Spleen 44.8* 29.1*

Liver 39.7* 53.6*

Kidney 17.3 18.0

Small bowel 7.8* 12.1*

Large bowel 6.0* 11.9*

Stomach 4.5* 26.6*

Duodenum 3.0 3.9

Pancreas 5.7* 9.8*

Bladder 5.9* 0.7*

Abdominal aorta 0.2 0.4

*p < 0.001, **p < 0.003.
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In patients with acute penetrating diaphragmatic injuries
without concern for other intraabdominal injuries (P) we condi-
tionally recommend laparoscopic (I) over open (C) repair in
weighing the risks of mortality, delayed herniation, missed
thoracoabdominal organ, and surgical approach-associated mor-
bidity (procedural complications, LOS, surgical site infection,
and empyema) (O).

DISCUSSION FOR OPEN VERSUS LAPAROSCOPIC
APPROACH FOR ACUTE, PENETRATING
DIAPHRAGMATIC INJURIES (PICO 5)

This recommendation is conditional for several reasons
beyond the quality of the evidence. We feel patients selected
for laparoscopic repair should be hemodynamically stable, have
no other contraindications to laparoscopy, and not have signifi-
cant associated intraabdominal injuries. In addressing this issue,
some studies have incorporated a period of observation to allow
for other injuries to manifest if present prior to attempted laparo-
scopic repair.33,36,62,64 These periods of observation have ranged
from 6 hours to 24 hours. For this approach to succeed, the operat-
ing room must have the appropriate staffing and equipment along
with a surgeon who possesses the necessary laparoscopic skill set
and has a low threshold for conversion to an open procedure.

FUTURE INVESTIGATIONS

All recommendations were supported by very low quality
evidence with a predominance of descriptive, retrospective case
series. The diagnostic and therapeutic aspects of TDIwould benefit
from further higher quality research. This may become even more
pertinent as CT imaging technology advances, therapeutic mini-
mally invasive techniques are employedmore frequently in trauma,
and patients continue to be managed non-operatively with

penetrating right TDI. Both the strength and direction of the recom-
mendation may change as additional research becomes available.

USING THESE GUIDELINES IN
CLINICAL PRACTICE

We advocate for individual institutions to establish trauma
care algorithms/protocols that address both screening for and
treatment of TDI. Those patients screened for TDI with CTonly
and those patients managed non-operatively with penetrating
right sided TDI should have longer term outpatient follow-up.
As minimally invasive surgery continues to expand in trauma,
maintenance of competency in these techniques can be consid-
ered a necessity for trauma surgeons.

CONCLUSION

In summary, the superior diagnostic capability of laparos-
copy to CT along with its relative safety and feasibility make it
the preferred choice for most patients needing evaluation for pen-
etrating TDI. Not only that, laparoscopymay be the preferred sur-
gical approach over open repair in those patients with isolated
TDI in stable patients. The surgical repair approach (abdominal
vs. thoracic) in acutely injured patients with associated injuries
will be determined by the life-threatening nature and surgical
amenability of those associated injuries. In general, the abdominal
approach will dominate based on those factors. Chronic diaphrag-
matic hernias from missed TDI can be approached through the
chest or abdomen and the choice of approach will depend on
the acuity of presentation (emergent vs. elective), concern for dif-
ficulties reducing the hernia back into the abdomen, and surgical
specialization of the surgeon. Preparation for two cavity incisions
is advisable (see Figure 4).

Figure 4. Summary of recommendations.
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