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Introduction Case Report

Figure 1:  Coronal computed tomography (CT) of the chest demonstrating a left sided 
diaphragmatic hernia with hydropneumothorax concerning for gastric strangulation with 

resultant necrosis and perforation. 

Vincent Alexander Bochdalek, a Czech anatomist and professor, was the 
first to describe congenital diaphragmatic hernias. Posterolateral 
diaphragmatic hernias are the most common type of congenital 
diaphragmatic hernia and result from a failure of fusion of the 
diaphragmatic muscle in the lumbocostal triangle, thereby leaving the 
pleura and peritoneum adjoined . The vast majority are congenital, occur 
on the left side, and are diagnosed in the neonatal period secondary to 
respiratory distress. Seldomly, these congenital hernias can be found in 
the adult population with the vast majority being found incidentally with 
the increased use of computed tomography. Although rarely, these can 
present symptomatically with abdominal pain, respiratory insufficiency 
with or without hydropneumothorax and/or obstructive symptoms . 

Hereby, we present a case, highlighting the morbidity that can be 
associated with unrepaired congenital diaphragmatic hernias. This case 
represents an adult Bochdalek hernia resulting in near total gastric 
necrosis requiring esophagojejunostomy with Roux-en-Y reconstruction. 

Conclusion
As many diaphragmatic hernias are diagnosed and repaired during the 
neonatal or infant time periods, adult cases of symptomatic congenital 
diaphragmatic hernias are exceedingly rare. Given the potential for 
visceral incarceration and strangulation, surgical intervention is 
recommended for any adult with a symptomatic diaphragmatic hernia 
whereas watchful waiting for asymptomatic hernias is an area of 
controversy. As advances in laparoscopy have made elective procedure 
more enticing and are associated with lower morbidity and recurrence, 
further studies are warranted to look the benefit/risk ratio of repairing 
asymptomatic diaphragmatic hernias in the adult. Thereby, our case of 
complete gastric necrosis, secondary to a congenital diaphragmatic hernia, 
illustrates the inherent capacity of these unrepaired hernias to result in 
life-threatening complications. Hereby, this case reinforces the need for 
appropriate referral to a specialist for potential prophylactic repair of 
asymptomatic congenital diaphragmatic hernias in adults and need for 
further studies of benefit/risk ratio of watchful waiting versus operative 
repair. 
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Hospital Day 0: Emergency department visit complaining of nausea,
vomiting and sudden upper abdominal pain. Computed tomography (CT)
of chest – Figure 1 – demonstrated gastric strangulation. Patient was
immediately taken to the operating room for upper endoscopy and VATS
but ultimately converted to laparotomy with gastrectomy in sleeve fashion
and ABThera placement. Surgery revealed a mostly necrotic gastric body
encroaching upon the lesser curvature 7-8 cm beyond gastroesophageal
(GE) junction – Figure 2.

Hospital Day 2: Planned re-evaluation revealed worsening ischemia along
staple line and dusky appearing remaining stomach. Roux-en-Y
gastrectomy performed

Remaining Hospital Course: Remaining course complicated with
breakdown of the gastrojejunostomy anastomosis resulting in a tension
pneumothorax requiring emergent chest tube placement at bedside and
re-operation . The anastomosis was oversewn and the patient relied upon
total parenteral nutrition until healed

Follow-up: Outpatient follow-up of his anastomotic leak demonstrated
resolution and is now tolerating a regular diet

Figure 2:  Surgical specimen demonstrating extent of gastric necrosis upon the greater 
curvature following gastrectomy in sleeve gastrectomy fashion 
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