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A 69-year-old woman was admitted to the  
orthopedic department with a femoral shaft frac-
ture requiring osteosynthesis. On the third post-
operative day, the patient developed abdominal 
distension and became progressively tachycardic, 
hypotensive (76/40 mmHg) and anuric. Upon ar-
rival in the intensive care unit, hyperlactatemia 
was noticed (4.4 mmol/L). Transthoracic echocar-
diography revealed an extrinsic compression of the 
left ventricle at the level of the mid-anterolateral 
wall with a compromise of preload (Fig. 1A), not 
responding to fluid resuscitation. Computed to-
mography showed massive fecal impaction ex-
tending from the descending colon to the rectum 
with significant large bowel distension proximally 
(Fig. 1C), causing a compression of the left ven-

tricle (Fig. 1D). During emergent exploratory 
laparotomy, ischemia of the colon with necrosis 
of the cecum was found. No anatomic anomaly of 
the left diaphragm was identified. A right-sided 
damage-control colectomy was performed, the 
fecaloma was manually evacuated, and the abdo-
men was temporarily closed with a negative pres-
sure dressing, resulting in complete resolution of 
the circulatory shock. The intestinal continuity 
was re-established 2 days later and the patient 
fully recovered. Post-operative ultrasound showed 
normal cardiac cavities (Fig. 1B). Common causes 
of extra-pericardial tamponade are hematomas, 
tumors, ascites and hernias. This is a rare case of 
a trans-diaphragmatic cardiac compression without 
structural anomaly of the diaphragm.
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Figure 1. A. Transthoracic apical four chambers echography: extrinsic compression of the left ventricle; B. Transtho-
racic apical four chambers echography: post-operative normal cardiac cavities; C. Computer tomography, anteropos-
terior scout; D. Computer tomography, thoracic axial view: dilated large bowel with compression of the left ventricle.
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