
DIAPHRAGMATIC HERNIA



1- Congenital

2- Morgagni

3- Eventration

4- Acquired(traumatic)



CONGENITAL DIAPHRAGMATIC 
HERNIA



Incidence: 2.4 per 10,000 births

Defects are more common on the left side, with 

approximately 80% being left sided and 20% right sided

The most common variant of a congenital diaphragmatic hernia 

is a posterolateral defect, also known as a Bochdalek hernia

Associated anomalies: Cardiac anomalies , Anatomic 

anomalies of the tracheobronchial tree



Prenatal ultrasonography

➢ include herniated abdominal viscera in the chest, which may also 
look like a mass or lung anomaly, changes in liver position, and 
mediastinal shift away from the herniated viscera

➢ early antenatal diagnosis is associated with worse outcomes



Differential Diagnosis

Eventration of the diaphragm

anterior diaphragmatic hernia of Morgagni

congenital esophageal hiatal hernia

congenital cystic disease of the lung

primary agenesis of the lung



PROGNOSTIC FACTORS

➢ diagnosis of a CDH before 24 weeks' gestational age

➢ polyhydramnios

➢ position of the stomach

➢ The side of the diaphragmatic defec

➢ LHR



DIAGNOSIS

chest x-ray

Rarely, a contrast study of the upper gastrointestinal tract is required.





The vast majority of infants with CDH develop immediate respiratory 
distress

➢ the air-filled bowel in the chest compresses the mobile mediastinum, which 
shifts to the opposite side of the chest, compromising air exchange in the 
contralateral lung

➢ pulmonary hypertension develops

➢ The lung on the affected side is often hypoplastic, such that it is essentially 
nonfunctional. Varying degrees of pulmonary hypoplasia on the opposite side may 
compound these effects

10% to 20% of the infants with this defect present later.

honeymoon period



TREATMENT

Nasogastric tube

mechanical ventilation using relatively low or “gentle” settings

Permissive hypercapnia , 50-60 CmH2O

HFOV

Echocardiography



Intensive care unit goals include minimal sedation, meticulous 
attention to endotracheal tube secretions, and gradual changes to 
ventilator settings to avoid inducing pulmonary hypertension via 
hypoxia.

Medication

Inhaled nitric oxide

Correction of acidosis using bicarbonate solution

Inotropic support using epinephrine, dopamine, and milrinone alone or in
combination

Avoid administration of excess IV fluid

ECMO



SURGICAL REPAIR



ANTERIOR DIAPHRAGMATIC HERNIA OF MORGAGNI



Diaphragmatic hernias of Morgagni were first described 

in 1769 as anatomical defects in the anterior 

diaphragm that allow herniation of abdominal viscera into 

the thorax

They are the rarest of congenital diaphragmatic hernias, 

making up 2–3% of cases

They usually present in childhood with respiratory 

symptomatology.

MH can occur on each side of the sternum; however, it is 

more common on the right side



In children, the majority present with repeated chest infection; rarely 

it might present in the neonatal period as acute respiratory distress 

syndrome. More than half are detected when patients are being 

investigated for unrelated problems.

In adults, Morgagni's hernia is usually asymptomatic and is 

diagnosed incidentally following chest x-ray. However, some present 

with respiratory or gastrointestinal problems such as cough, chest 

pain, dyspnea or symptoms of bowel obstruction.

Acute presentation with complete bowel obstruction, incarceration or 

strangulation is rare.



DIAGNOSIS

CXR

Contrast enhanced CT scan of the chest, abdomen and 

pelvis is the diagnostic modality of choice.



TREATMENT

SURGERY



Diaphragm eventration refers to an abnormal placement of 

the diaphragm — the main muscle involved in breathing that is 

normally found below the lungs.

In diaphragm eventration, the diaphragm is located too high in the 

body, either due to issues with the nerves that supply the muscle, or 

the muscle itself.

In more severe cases, this can compress the lungs and interfere with 

breathing.

EVENTRATION OF THE DIAPHRAGM



Most cases of diaphragm eventration can be present at birth (congenital) or 

develop due to injury, trauma, or an infection. The diaphragm is supplied by 

an important nerve called the phrenic nerve; if this nerve is injured, the 

diaphragm can shift upward and the muscle replaced with fibroelastic, stiff 

tissue over time, leading to diaphragm eventration.

Those with diaphragm eventration often experience none, or very few, 

symptoms. When they occur, symptoms of diaphragm eventration include:

• Difficulty breathing, especially with exercise or when lying down

• Coughing

• Chest pain

• Recurrent pneumonias

• Cardiac arrhythmias



DIAGNOSIS

Sometimes, especially in those without severe symptoms, diaphragm eventration

can be an incidental finding during an x-ray. In addition to imaging studies, 

breathing is typically assessed using pulmonary function testing to determine the 

degree to which respiration is compromised.



TREATMENT

Surgical correction(plication)



ACQUIRED(TRAUMATIC)

Traumatic diaphragmatic hernias may further be subdivided into 

those which are caused by direct trauma to the diaphragm and 

those caused by indirect trauma.

Direct trauma usually results from stab or gunshot wounds wherein 

the diaphragm is actually penetrated by the traumatic incident.

Indirect trauma is commonly associated with severe injuries to the 

abdomen or chest secondary to high velocity or industrial accidents.



Traumatic diaphragmatic hernia: Occult 
marker of serious injury

Diaphragmatic rupture is a predictor of serious associated 
injuries which, unfortunately, is itself often occult.



BLUNT DIAPHRAGMATIC RUPTURE

Although almost any portion of the diaphragm may be 

injured, the majority of tears occur in a radial direction in 

the posterolateral area of the left side of the diaphragm 

(embryologic point of weakness)



SYMPTOMS

At first there may be no symptoms. At the other extreme, an 

acute progressive syndrome of dyspnea, cyanosis, and 

hypotension, if not surgically relieved, results in death.

Physical Findings 

At first almost always abdomen was scaphoid and then deve[oped
with diminished to absent breath sounds, respiratory distress, 
shock, tracheal shift, bowel sounds in the chest, and abdominal 
distention.



DIAGNOSIS

Diaphragmatic hernia could be detected by CT scan, while 

chest X-ray (CXR), ultrasonography and Barium tests could 

contribute to the accurate diagnosis of hernia as well. 



TREATMENT

SURGERY



PENETRATING DIAPHRAGMATIC INJURY

The fact that the diaphragm has been injured is not always 

obvious and therefore may not be detected



Penetrating diaphragmatic injury, if missed in acute 

phase commonly presented with delayed diaphragmatic 

hernia specially in left side injury.

DIAGNOSIS

TREATMENT


