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Abstract: Introduction: Diaphragmatic hernias occurring during pregnancy or during labor are very rare. This kind of 

injury or complication is mostly diagnosed with delay. Case report: A 30-year-old, primigravida woman presented an acute 

respiratory distress three weeks after childbirth by emergency caesarian section. The past history was uneventful till a car 

crash three years ago with whiplash injury without blunt abdominal trauma. The diagnostic of the dyspnea was assured by 

thorax CT scan. Symptoms of gastrointestinal obstruction were not recorded. An emergency thoracotomy was performed. 

The incarcerated gastric fundus had to be resected. The central diaphragmatic hernia could be closed by sutures. An 

abdominal approach was not necessary. The postoperative follow-up was uncomplicated. Discussion and Conclusion: 

Incarceration of abdominal viscera by diaphragmatic hernia is an uncommon cause of pleural empyema. Her happening 

during pregnancy or during the peri-partum period is increasingly rarely and represents a life-threatening event for the 

pregnant woman and her fetus. Early diagnosis and surgery in an emergency setting are required. Diagnose and treatment of 

diaphragmatic hernias in women in child-bearing age should happen before pregnancy in matter to avoid potential lethal 

complications for the expectant mother as well as for the fetus. 
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1. Introduction 

Diaphragmatic hernias are classified in congenital and 

acquired. Congenital hernias are mostly localized in the 

recessus lumbocostalis (95%), called Bochdalek hernia, and 

more rarely in the recessus sternocostalis (5%), on the left 

side called Larrey hernia and on the right side called 

Morgagni hernia. Acquired hernias are due to an elevated 

intraabdominal pressure, connective tissue weakness and 

traumatas. The commonest form of diaphragmatic hernia is 

the axial hiatal hernia (90%). 25% of fifty-year-old persons 

are afflicted, but only 10% develop symptoms. By the 

seventy-year-old population, the incidence increases over 

60%, of which only one third have complaints [1]. 

Traumatic hernias are rare, a herniation of abdominal viscera 

in the thorax more infrequent. Polytrauma patients are more 

affected. The left side of the diaphragm is more vulnerable. 

Diaphragmatic hernias occurring during pregnancy or 

during labor are very rare. This kind of complication is 

mostly diagnosed with delay. Once discovered, emergency 

surgery is required to protect mother and child. 

2. Case Report 

A 30-year-old, primigravida woman presented 

pneumonia three weeks after childbirth by emergency 

caesarean section. The diagnostic of pleural empyema was 

assured by chest X-ray followed by CT scan (Fig. 1). 

 

Figure 1. Preoperative chest CT scan, coronar view: hernia opening 

(arrow) 
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Pus has been evacuated by insertion of a thoracic drain. At 

this point, the patient has been transferred to us. We 

indicated surgery as defined by early decortication and 

performed a posterolateral thoracotomy approach. The 

pleural peel was decorticated. Diagnose of diaphragmatic 

hernia came unexpected during surgery. The incarcerated 

and perforated gastric fundus had to be resected (Fig. 2).  

 

Figure 2. Intraoperative view: situs after gastric fundus resection 

The central diaphragmatic hernia could be closed by 

sutures (Fig. 3). An additive abdominal approach was not 

necessary. The postoperative course was uncomplicated (Fig. 

4). 

Symptoms of gastrointestinal obstruction before surgery 

were not recorded. Retrospectively, the hernia was visible in 

the preoperative CT scan. The past history was uneventful 

till a car crash three years ago with whiplash injury without 

blunt abdominal trauma. 

 

Figure 3. Intraoperative view: hernia opening (circle) 

3. Discussion 

Traumatic diaphragmatic ruptures have to be repaired in 

emergency setting. Suture of the diaphragmatic opening 

with non absorbable material is sufficient enough. If the 

lesion stays unrecognized, surgery would be performed with 

some delaying. Mesh reinforcement must be reserved in 

selected cases with biggest defects. 

 

Figure 4. Postoperative chest X-ray 

As written before, diaphragmatic rupture during 

pregnancy or labor is very rare but represents a 

life-threatening condition for mother and/or child. Once the 

injury diagnosed, immediate treatment, requiring surgery, is 

indicated. Only few case reports of diaphragmatic hernias 

during the peri-partum period are documented [2-8]. A 

review of the literature, conducted 2006 by Eglinton et al. 

[5], compiled a modest number of 37 cases. During the 

following years, a lot of reports were published. 

Some reports are presenting similar conditions but not 

strictly the same. As example, Lococo et al. [9] reported an 

unusual case of complicated hiatal hernia with intrathoracal 

gastric perforation months after childbirth, so a preexisting 

hiatal hernia increasing in growth during pregnancy and 

becoming symptomatic in the post-partum period. 

Complaints by hiatal hernia are usually exacerbating during 

the course of pregnancy. Nausea and vomiting are common 

symptoms of pregnancy but only 1% of expectant mothers 

are suffering from hyperemesis gravidarum. This condition 

appears typically during the first two trimenons. Ruptures 

during this period with rapid increase in the uterine size are 

documented [10]. If it happens during pregnancy, the 

mortality of mother and fetus is really higher as after 

childbirth [11,12]. Thereby it would be judicious to diagnose 

and to treat diaphragmatic hernias in women in 

child-bearing age before pregnancy in matter to avoid 

potential lethal complications for the expectant mother and 

her fetus. 

4. Conclusion 

Incarceration of abdominal viscera by diaphragmatic 

hernia is an uncommon cause of pleural empyema. Her 

happening during pregnancy or during the peri-partum 

period is increasingly rarely and represents a life-threatening 

event for the pregnant woman and her fetus. Early diagnosis 

and surgery in an emergency setting are required. 
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