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ARTICLE INFO ABSTRACT

Rupture of diaphragmatic hernia is a very rare life threatening situation in pregnancy.it usually is
followed by abstraction and strangulation of the herniated intra-abdominal organs such as colon,
stomach and small bowel. Almost 50% of cases are misdiagnosed because of the non-specific
manifestation of diaphragmatic hernia. The symptoms can be varied as the spectrum, from slight
abdominal pain to acute abdomen or sever respiratory distress. High suspicion should be considered
when the patient’s symptoms don’t response to usual supportive management. Delay in surgical
intervention leads to high maternal and fetal mortality while timely diagnosis is resulted in favorable
prognosis. Herein we present a pregnant woman with progressive epigastric pain and sever respiratory
distress, who were undertaken thoracolaparotomy and gastrorrhaphy due to gastric strangulation via
ruptured diaphragmatic hernia on 22™ week of gestation. Eventually both of them, mother and baby
had a good prognosis. We concluded that although this condition is very rare but is very dangerous
and it is mandatory to emergent surgery to avoid life threatening implications.
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INTRODUCTION

Diaphragmatic hernia can be congenital or aquared.in
congenital cases it develops due to a defect in diaphragm
competency while another type is caused by trauma in most
cases (Kaloo and Studd, 2001). Diaphragmatic hernia is
usually asymptomatic with only unspecific manifestation but
during pregnancy because of the increasing in intra-abdominal
pressure, can be symptomatic but such this situation occurs
exceptionally too (Jai et al., 2007). One of the life threatening
situation which may be developed accompanying
diaphragmatic hernia are herniated visceral obstruction and
strangulation from the ruptured diaphragm during pregnancy.
The fundamental etiology of rupture is not exactly recognized
only it occurs often during delivery (Eglinton et al., 2006).
This condition can be resulted in high maternal and fetal
mortality because often comes with a delayed diagnosis and
management (Monica Hernandez-Aragon Bochdalek, 2015).
Upon comprehensive searching in this issue there is only a few
cases with strangulation of the stomach within the pregnancy
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caused by ruptured diaphragmatic hernia in which both mother
and fetus have had a favorable outcome (Inmaculada Morcillo-
Lépez et al., 2010). Although other cases were reported about
stomach rupture without diaphragmatic rapture with survival of
either mother and fetus too (Cha et al., 2002; Theresa D. Luu et
al., 2006).

Case presentation

A 19 years old woman referred us in Urgency Department of
Emam Khomeini Hospital of Tehran University of Medical
Sciences, Tehran, Iran with persistent nausea, vomiting and
epigastric pain on her 22™ week of gestation. Upon obtaining a
complete clinical history, she had no notable finding to
declare. She was pale and sinus tacky cardia was discovered in
initial electrocardiogram. She suffered of palpitation and her
blood pressure was in normal range. Except severe tenderness
on the epigastric area her physical exam was otherwise normal.
according to the sudden onset vomiting and hematemesis, we
performed gastric lavage with normal saline solution and the
coffee ground secretion was detected in nose gastric tube had
inserted into the stomach. Apart from white blood cells with a
tendency to rise her comprehensive laboratory tests were
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without significant finings. On ultra sound there was a normal
alive fetus with regular fetal heart rate. Cervix was mid and
closed on speculum examination. Therefore, given the
particular manifestation, our presumption was ruptured peptic
ulcer despite of its rare incidence during pregnancy. To
manage this dilemma consultation with the department surgery
was considered and a chest radiography to detect free air under
diaphragm for confirming the assertion was planned. Our
hospital is a very busy training center so she was waiting in the
queue for radiography. During the waiting time she became
rehydrate. Ranitidin, Demitron and ceftriaxone were infused
her. Suddenly severe respiratory distress was developed
resulted in cyanosis. The patient was immediately treated with
Oxygen therapy and because of the lack of increase in blood
Oxygen saturation, intubation was undertaken.

Figure 1 and 2. In these cuts of thoracic computerized tomography severe
shift of mediastinum is seen and left lung is compressed due to the
pressure of herniated stomach

On portable sonography free fluid were seen in the peritoneal
cavity and in the base of left lung like hematoma or empyema.
computerized tomography scan (CT scan) was done too, but
According her life threatening situation, emergent laparotomy
was planned without any special preoperational preparedness.
Entrance into the abdominal cavity was done with an upper

midline incision by the general surgeon. There was also a
gynecologist on operation. Despite everyone’s expectation, the
stomach was not in its site and herniated into the chest cavity
from the hole created in the diaphragm. Report of CT scan was
ready right at the same time and reveled as severe shifting of
mediastinum into the left hemi thorax (Figure 1,2) so intra
operational Thorax surgery consultation was done resulted in
left thoracotomy. There was a strangulated and incarcerated
stomach as such the gangrene part of the stomach was resected
and gastrorrthaphy was done. He repaired diaphragmatic
rupture no need to mesh tool. Finally, a chest tube was
embedded in the left hemi thorax. During the entire duration of
the operation, uterine manipulation was avoided carefully with
only sometimes warm normal saline solution was poured on
the uterus and she was transferred into the intensive care unit
ward. After 2 days she was extubed and the computerized
tomography reveled as favorable prognosis. She discharged
one week later and her fetus was in acceptable status. Her
cesarean delivery was planned on 39nd week of gestation due
to her previous section delivery four years ago. Nevertheless,
she was under cesarean section two weeks’ sooner caused by
premature rupture of membrane. A healthy 2900-gram baby
was born. Six months later, the lungs were completely normal
on chest radiography.

DISCUSSION

Ruptured of diaphragm is a very rare condition which may lead
to the visceral obstruction and during pregnancy usually can
resulted in high maternal and fetal mortality (Anuradha Kakani
et al., 2012). Difference between the two types of hernia,
congenital or acquired, is possible by an exact interview with
the patient particularly about previous trauma. Our patient had
nothing to remember. diaphragmatic ruptured is often caused
by a hernia, congenital or aquared.it locates at left side in 90%
of cases and our case was in the same side. The presence of
caudate lobe of the liver avoids of herniation in the right side of
diaphragm (Robert and Heller, 1996). Missed diagnosis occurs
in 50% of cases and the most common symptoms are vomiting
and epigastric pain. Colon more than other viscera may be
herniated and the stomach is the second (Yue Chen et al.,
2011). Rupture detection is often difficult and the reason is
substantially related to its non-specific manifestation, for
example vomiting is a known usual symptom in pregnancy but
it alleviates by supportive care whereas vomiting caused by
rupture of viscera is sustained and becomes more and more
intense such as our patients. If asymptomatic hernia discovered
during pregnancy, surgery was recommended in second
trimester because increasing in intra-abdominal pressure within
normal delivery can be resulted in diaphragmatic rupture but in
symptomatic patients’ surgery is recommended irrespective of
fetus age (Sano et al., 2008). Symptoms are as the spectrum
from a slight epigastric pain and nausea to acute abdomen and
respiratory distress which is a sign of a tear and imminent death
may occur. For diagnosis a chest radiography is sufficient but
in our patient we did not it because of our Hospital condition as
mentioned ago. We considered urgent surgical intervention in
these circumstances although our initial diagnosis was
perforated peptic ulcer not strangulated stomach via ruptured
diaphragmatic hernia. Probably because our urgent intervention
the final out com was exelent.in repaired diaphragmatic
rupture, there is challenge in route of delivery but elective
caesareans delivery is recommended more, that exploration of
repaired site is done during surgery to detect possible
secondary defects. Our patient was under cesarean delivery due
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to her previous section and integrity of the repaired diaphragm
was present.

Conclusion

Although diaphragmatic rupture is rare in pregnancy but exists
and resulted in high maternal and fetal mortality because it is
related to herniation fallowed by obstruction of intra-
abdominal viscera. the only way to detect it, is to think about it
particularly when the patient symptom is acute and dose not
response to usual treatment. Immediate surgical intervention
must be considered when the diagnosis comes up.
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