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ABSTRACT  

Aim: To report the rare case of right-sided congenital diaphragmatic hernia, and discuss the 

management and its outcomes. Case: This case reports patients with: A 2-year-old male infant came 

to emergency room with complaints of fever, shortness of breath, and cough with phlegm that had 

gotten worse three days before admitted to the hospital. The patient was born by vaginal delivery at 

term gestational age with a weight of 3900 g. In the emergency room, a complete blood count was 

performed and the results obtained were leukocytes 11,910/μL, hematocrit 37.2%, and platelets 

222,000.  This situation causes organs in the abdominal cavity to be pushed into the thoracic cavity. 

The diagnosis of this condition can usually be made when the patient is still a baby, both clinically 

and radiologically. The appropriate treatment that can be done for patients with this condition is 

surgery. Conclusion: In this case report, we describe a patient with a right congenital hernia which 

was confirmed based on clinical findings and radiology results. The patient underwent surgery in the 

form of a hernia repair. This case report also discusses the management of a patient with a right 

congenital hernia. 
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INTRODUCTION 

Congenital diaphragmatic hernia or 

congenital diaphragmatic hernia is a 

condition where there is a defect in the 

diaphragm which causes the abdominal 

organs to protrude into the thoracic cavity, 

apart from being congenital this can also 

occur due to trauma.1  

Congenital hernias can be divided into 

several according to their position, such as 

Bochdalek hernia and Morgangi hernia. 

Bochdalek hernia (Posterolateral hernia) is a 

hernia that is usually located posterolateral to 

the left side of the diaphragm. The organs 

that usually protrude into the thoracic cavity 

are the stomach and small intestine. This type 

of hernia is also the most commonly found, 

around 80-90% of all hernia cases.2 

Morgagni's hernia is a retrosternal or 

parasternal hernia on the right side, this type 

of hernia usually does not cause clinical 

manifestations in newborn babies. Usually, 

the liver and small intestine protrude into the 

thoracic cavity. Hernia cases are classified as 

rare, around 2-5% of hernia cases.3 The 

prevalence of hernias is around 2.4 – 4.1 per 

10,000 pregnancies where the ratio of male to 

female sufferers is found to be 1:0.69.4 

Congenital diaphragmatic hernia (CDH) is a 

common birth defect impairing normal lung 

development leading to pulmonary 

hypoplasia and pulmonary hypertension.5 

http://u.lipi.go.id/1481204884
http://u.lipi.go.id/1483969293
https://ojs.unud.ac.id/index.php/jbn
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The diagnosis of congenital diaphragmatic 

hernia can be made prenatally or postnatally. 

In developed countries, high detection rates 

of congenital diaphragmatic hernia have been 

reported (59%) and gestational age at 

diagnosis is more than 24 weeks in half of 

cases diagnosed prenatally. However, 

prenatal detection of CDH is rare in 

developing countries due to inadequate 

facilities. Ultrasound features consistent with 

this condition include polyhydramnios, 

absence of gastric vesicles or intrathoracic, 

shift of the mediastinum and heart away from 

the side of the herniation, small fetal 

abdominal circumference, and rarely fetal 

hydrops. Postnatal diagnosis can be made by 

looking at complaints that appear later in life. 

The most frequent symptoms include 

respiratory symptoms, gastrointestinal 

symptoms, and no symptoms. The majority 

of right-sided lesions presented with 

respiratory symptoms, whereas for left-sided 

lesions, the incidence of respiratory and GI 

symptoms was similar.6 

The treatment option that can be done is 

surgery. Surgery is recommended to avoid 

entrapment and strangulation of the 

abdominal organs. Surgery can be performed 

if the patient's clinical condition and 

cardiopulmonary condition are stable. There 

is no time limit for postponing surgery due to 

the patient's unstable condition. The patient's 

prognosis depends on complications and the 

availability of adequate facilities.7 

 

CASE REPORT 

A 2-year-old male infant came to 

emergency room with complaints of fever, 

shortness of breath, and cough with phlegm 

that had gotten worse three days before 

admitted to the hospital. On examination, the 

respiratory rate was 45 breaths per minute, 

heart rate was 160 beats per minute, body 

temperature was 38oC, and had pulse 

oximetry reading of 70% on room air. He was 

noted to have decreased breath sound on the 

left side of the chest and crackles in both lung 

fields. 

The patient was born by vaginal delivery 

at term gestational age with a weight of 3900 

g. There were no complaints at birth. During 

the third trimester, the patient's mother 

underwent an antenatal ultrasound that 

demonstrated normal fetal anatomy. At the 

age of 1 year, the parents took the patient to 

the pediatric clinic with complaints of not 

gaining weight and getting tired easily. At the 

doctor's suggestion, the patient underwent a 

thoracic and abdominal X-ray (Figure 1) as 

well as a chest CT scan (Figure 2) with 

contrast. There was an impression of a right 

diaphragmatic eventration and grade IV 

hydronephrosis with an impression of UPJ 

(Ureteropelvic junction) obstruction. In 

November 2022, the patient underwent 

kidney surgery and the surgeon said the 

patient's liver had risen to the thoracic cavity 

but the doctor felt that surgery was not 

necessary yet. In the emergency room, a 

complete blood count was performed and the 

results obtained were leukocytes 11,910/μL, 

hematocrit 37.2%, and platelets 222,000. 

The patient was hospitalized and given 

Ampicillin-Sulbactam and Gentamicin by a 

pediatrician. After 9 days of stabilization, the 

patient was prepared to undergo hernia repair 

surgery. The operation is carried out by 

collaboration with pediatric surgeon, 

thoracic-cardiac and vascular surgeon, and 

cardiovascular anesthesia. The pediatric 

surgeon performed a laparotomy with a 

Chevron incision to restore the position of the 

ileum, cecum and transverse colon. The 

thoracic, cardiac and vascular surgeon 

performed a lateral thoracotomy to help free 

the liver from rising into the thoracic cavity. 

After all the abdominal organs are returned to 

their normal position, the diaphragmatic 
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defect is closed with primary repair using 

non-absorbable suture. 

  

 
 

Figure 1. A chest X-ray was obtained and demonstrated a right-sided congenital diaphragmatic hernia 

 

 

Figure 2. A thoracoabdominal contrast CT scan was also obtained and showed the impression of a right-sided 

diaphragmatic hernia, left grade II hydronephrosis, and sacral spina bifida 

 

Figure 3. An evaluation is carried out to ensure that the lungs are fully expanded and that no abdominal organs 

have entered the thoracic cavity. After 3 hours of surgery, the patient was transferred to the PICU for 

postoperative monitoring. 
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DISCUSSION 

In congenital diaphragmatic hernia, other 

malformations can also be found such as 

hydronephrosis, renal agenesis, congenital 

heart disease, and spina bifida.8 In our case, 

the patient's accompanying malformations 

other than diaphragmatic hernia were 

hydronephrosis and sacral spina bifida. 

Diaphragmatic hernias can be found when 

the patient is just born, and usually the initial 

symptom is respiratory distress in the 

neonate.9 Despite advances in medical 

technology, neonatal CDH still has a high 

mortality rate. In this case, the patient was 

initially diagnosed with eventration of the 

diaphragm and protrusion of the liver into the 

thoracic cavity, but the patient had not 

experienced any significant complaints. 

Right diaphragmatic hernia has a lower 

prevalence rate compared to left hernia. In 

cases of right hernia, liver herniation is also 

often found and this is an indicator of a poor 

prognosis.10 In the results of studies of right 

diaphragmatic hernias, pulmonary system 

morbidity is often found which causes an 

increased need for pulmonary vasodilators 

and the need for thoracostomy procedures, 

with this causes an increased risk of 

pulmonary hypoplasia and pulmonary 

hypertension.11 With the application of the 

endoscopy technology and a gain in surgical 

skills, endoscopic repairs of right 

diaphragmatic defects could be the preferred 

method by which to treat them.12 

Radiological examination of a right 

diaphragmatic hernia with a chest x-ray can 

usually reveal images of intestinal formation 

in the thoracic cavity or changes in the form 

of intra-thoracic gas with repeated chest x-

rays taken, the use of a barium enema can 

also be used to confirm the diagnosis.6 CT 

scan examination is the gold standard for 

diaphragmatic hernia.13 

There are several surgical techniques for 

diaphragmatic hernia. The patient underwent 

a laparotomy to remove the intestines and a 

thoracotomy to help reduce the liver. Defect 

closure can be done using non-absorbable 

threads or using prosthesis materials such as 

PTFE or Goretex. Because the defect in this 

patient was not too large, the defect was 

closed with primary suture using non-

absorbable thread. 

 

CONCLUSION 

Right-sided congenital diaphragmatic 

hernia is a rare clinical condition. Often 

patients do not experience complaints and 

antenatal examinations are difficult to 

distinguish from normal structures, making 

this condition difficult to diagnose early. 

Doctors should keep in mind and be aware of 

rare conditions like this when making a 

diagnosis. 
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