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Abstract

Congenital diaphragmatic hernias (CDHs) are commonly diag-
nosed in the newborn period. Late symptomatic hernias usually 
develop on the basis of trauma. In this case, a 44-year-old female 
patient with Bochdalek hernia who did not have a history of trauma 
and who applied with vomiting and abdominal pain is presented.

Keywords: Congenital diaphragmatic hernia; Surgery; Adult

Introduction

Congenital diaphragmatic hernia (CDH) is a congenital dis-
ease characterized with the displacement of abdominal or-
gans into the thorax through a defect in diaphragm [1]. They 
are classified as Bochdalek, Morgagni and esophageal her-
nias. The most common type is the Bochdalek hernia that is 
localized left posteriolaterally in 80-90% of cases. It mani-
fests with tachypnea, cyanosis and respiratory failure in the 
newborn and early infancy period. It is rarely seen in older 
ages. Diaphragmatic hernias seen in adults are commonly 
due to trauma [2]. In our case, a diaphragmatic hernia, with-
out a history of trauma, causing ileus is presented.

 
Case Report

A 44-year-old female patient was admitted to Mustafa Ke-

mal University, Faculty of Medicine emergency service with 
complaints of abdominal pain, vomiting and inability to pass 
gas. The patient had no history of trauma and her personal 
and family histories were unremarkable. In the physical ex-
amination, there was abdominal distention and diffuse sensi-
tivity; in the respiratory system examination, bowel sounds 
were heard in the left hemi thorax. There were no abnormal 
findings in laboratory parameters. In the chest X-ray, bowel 
loops forming air fluid levels were seen in the left hemi tho-
rax (Fig. 1). In thorax and abdominal tomography, the stom-
ach, spleen and bowel loops were seen in the left hemi thorax 
(Fig. 2). The patient was taken to surgery under emergency 
conditions and the abdomen was entered with a midline in-
cision. The stomach, transverse colon, small intestines and 
spleen were observed to have been displaced into the thorax 
through a left posteriolateral 8 cm defect in the diaphragm. 
There was no evidence of organ ischemia. The organs were 
appropriately placed into the abdomen. The left defect on the 
diaphragm was primarily repaired. A thoracic tube was in-
serted to the left side. No postoperative complications devel-
oped and the thoracic tube was removed on the eighth day. 
The control standing thoracic and abdominal radiographs 
were evaluated as being normal. The patient was discharged 
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Figure 1. Intestinal loop on the left in chest X-ray.
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on the postoperative 12th day without any problems. 

Discussion and Conclusion
  
The diaphragm is an organ of muscle and tendon structure 
that separates the thoracic and abdominal cavities. Besides 
the three normal foramen that allow the passage of the 
esophagus, aorta and the inferior vena cava, it includes two 
symmetrical potentially weak areas called Morgagni on the 
anterior and Bochdalek on the posterior aspect [3]. Delayed 
occurrences of Bochdalek hernia are commonly seen in right 
sided defects. The liver partially closes the defect on the 
right side. In late onset Bochdalek hernias, complaints such 
as pulmonary infections, vomiting, dyspnea, abdominal pain 
and anorexia are observed [4, 5]. In the CDH serials of Ber-
man et al conducted with 26 patients with late symptoms, 
primary diagnosis in 16 of the patients was reported as pri-
mary pulmonary abnormalities of which four were resolved 
with thoracentesis [6]. Most adult Bochdalek hernias remain 
asymptomatic. For this reason, it is difficult to diagnose. The 
patients commonly admit with chest pain and intestinal com-
plaints [7]. Physical strain, trauma, heavy exercise, severe 
straining and childbirth can cause asymptomatic Bochdalek 
hernias to become symptomatic [8]. In our case, the patient 
had applied with intestinal symptoms such as abdominal 
pain, vomiting and inability to pass gas. 

Direct chest and abdominal X-rays, barium enema ex-
aminations, ultrasonography, computerized tomography, 
magnetic resonances, laparoscopy and laparotomy can be 
used for diagnosis. The most commonly used examination 

is sectional computerized tomography [9, 10]. In our case, 
diagnosis was suspected with direct X-rays and supported 
with computerized tomography. In our case, hearing bowel 
sounds in physical examination at the left hemithorax were 
suggestive of diaphragmatic hernia. Since the probability of 
complication development is high in cases presenting with 
the herniation of abdominal viscera, surgery should be sched-
uled without losing any time. Thoracotomy or laparotomies 
are appropriate interventions. We preferred laparotomy with 
midline incision in our case. The aim of surgery should be re-
placing the herniated viscera to their anatomic localizations 
and defect repair with the appropriate technique. The repair 
technique may differ according to the size and localization of 
the defect. Small defects can be closed primarily with non-
absorbable sutures. The performed repair should not be too 
taut. Prosthetic mesh should be used in larger defects that 
cannot be closed primarily [11].

In conclusion, although most CDHs are symptomatic 
during the newborn period, they can rarely remain asymp-
tomatic until adulthood. Adult patients commonly admit 
with respiratory and intestinal complaints. Diagnosed pa-
tients should receive surgery as soon as possible. In our case, 
the localization of the defect and the absence of a history of 
trauma in the presence of clinical and radiological findings 
supported the diagnosis of Bochdalek hernia.
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Figure 2. Spleen tissue in the thorax.
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