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case report
A 78-year old male, diabetic and hypertensive, came to our ED with 
complaints of breathlessness and chest pain of one month duration. 
He went to a physician at his place and was told to have hydro-
pneumothorax. He was referred to a local hospital where repeated 
attempts of thoracocentisis did not yield any fluid. He later came 
to us with worsening breathlessness. Patient never had symptoms 
suggestive of bowel dysfunction. On arrival to our hospital he was 
tachypneic and tachycardia was present. Examination revealed 
normally placed trachea and apex but with decreased chest 
expansion on the left side. There was a dull note to percussion on 
left side with absent breath sounds on the left scapular, axillary and 
mammary area. Careful auscultation revealed bowel sounds in left 
infra-axillary area. There was no recent or remote history of trauma.

Blood investigations revealed elevated serum creatinine of 2.4 mg/dl 
(reference range: 0.6-1.4 mg/dl), and elevated total count of 15,300 
cells/µL (reference range: 4000-10,000 cells/µL) while rest all were 
normal. Roentgenogram at first look was simulating pneumonic 
consolidation but careful examination revealed gastric air shadows 
suggesting bowel loops [Table/Fig-1a].

Contrast enhanced Computed-Tomography imaging of chest 
unmasked the presence of left DH with herniation of omentum, 



splenic flexure and part of transverse colon, small bowel with its 
mesentery and left kidney into the posterior aspect of left hemi thorax 
causing compressive collapse of most of left lower lobe with sparing 
of part of superior segment and collapse of posterior segment of left 
upper lobe [Table/Fig-1b,2]. CECT imaging of the chest helped us in 
confirming the diagnosis and the extent of the herniation. 

-Electrocardiogram was suggestive of anterior wall ST elevated 
myocardial infarction.

-Coronary angiogram revealed triple vessel disease.

He was treated IV fluids, supplemental oxygen and prophylactic 
antibiotic. After discussing with a general surgeon and cardiovascular 
surgeons, it was decided to go do CABG first. Patient underwent 
CABG and was discharged. Surgery for DH, by thoroco-abdminal 
approach, was planned at a later date. Patient was lost to follow up.

Discussion
Diaphragmatic hernia (DH) is the herniation of abdominal contents 
into the thorax through a rent in the diaphragm. This entity was 
first reported by Lazarus Riverius on postmortem examination of a 
24-year-old male [1]. DH can either be congenital or acquired with 
former being the commonest. In subsequent paragraphs, we limit 
our discussion to acquired diaphragmatic hernia (ADH).
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ABSTRACT
Diaphragmatic Hernia (DH) is the herniation of abdominal contents into the thorax through a rent in the diaphragm. Acquired DH most 
commonly occurs following a blunt or penetrating trauma to the abdomen with former being common than the later.  Very rarely DH can 
be spontaneous and be asymptomatic until it’s very extensive. A 78-year-old presented with breathlessness and chest pain of one month 
duration. There was dull note to percussion and absent breath sounds in left lower zone. Auscultation revealed bowel sounds in left infra-
axillary and mammary area. Electrocardiogram and laboratory data suggested acute myocardial infarction. Coronary angiogram showed 
a triple vessel disease. Roentgenogram was simulating pneumonic consolidation but presence of air shadows was the thing against 
pneumonic consolidation. CT imaging of the thorax revealed an extensive left diaphragmatic hernia with viscera and left kidney as its 
contents. He was initially taken up for CABG and surgery for diaphragmatic hernia was planned at a later date. This case is important 
for its extensive nature and for its rarity as acquired DH rarely occurs spontaneously. Chest roentgenogram must be read cautiously in 
all such cases to look for this entity. Auscultation for bowel sounds in the thorax is a diagnostic clue.

[Table/Fig-1a]: PA view simulating pneumonic consolidation but presence of air fluid levels point towards diaphragmatic hernia. [Table/Fig-1b]: CT thorax lung window coronal 
view: Red arrow above shows omentum and White arrow below shows large bowel. [Table/Fig-2]: CT thorax lung window coronal view: Red arrow (above) shows small bowel 
with mesentry and white arrow (below) shows kidney.
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ADH mostly occurs in adults secondary to trauma. Around 3% of 
patients admitted to trauma department have DH [2]. Blunt trauma 
accounts for 75% of cases while rest to penetrating trauma. Very 
rarely DH occurs spontaneous with no obvious cause. However, 
there is always a possibility that this category of cases may be 
secondary to a remote trivial trauma [3] or a small congenital defect 
which got precipitated during physical exertion. ADH occurs 4 times 
more commonly in males. Its left sided predisposition is partly due to 
protection offered by the liver and partly because embryonic fusion 
defects commonly occurs in the left. Most of the cases present with 
symptoms of respiratory distress while few are an incidental finding. 
This spontaneous form may be asymptomatic for decades and 
becomes symptomatic in late stage when extensive. Diaphragmatic 
hernia resulting in acute cardiac arrest has been documented in a 
pregnant lady [4]. Such cases give us an insight into the severity of 
presentation of an undetected DH.

The disease can be suspected clinically and confirmed by meticulous 
examination of roentgenogram [5]. Roentgenograms must be 
read carefully in all cases of pneumonic consolidation and hydro-
pneumothorax as both are a close masquerade to DH [6].

Treatment of ADH depends upon its presentation. Treatment in 
an acute setting involves resuscitation of the patient following 
the ACLS protocols and surgery can be reasonably delayed. 
When a patient presents with recent history of trauma and an 
ADH is diagnosed, it can be managed by laparotomy (abdominal 
approach). However, if hernia was diagnosed incidentally or if it’s 
idiopathic or if it’s diagnosed after few months or years of trauma, 
most surgeons prefer thoracic or thoraco-abdominal approach. The  
thoraco-abdominal  approach is better to abdominal approach in 

patients with a long standing DH as the herniated parts tend to 
adhere to intra-thoracic structures and an abdominal approach 
becomes difficult to tackle these adhesions. Surgical mortality is 
highly variable (5%-50%) depending on the concomitant injuries. 
Outcome following surgical correction is rewarding with recurrence 
only in a small number of patients.

Conclusion
Our patient did not give any history of trauma in the past. The 
primary care physician to whom the patient had presented initially 
had limited access to imaging in the form of Chest Roentgenogram, 
without a CT. The purpose of this case report is to emphasize 
the importance of clinical examination and careful assessment of 
Roentgenogram in such patients.
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