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Clinical Problem 
A previously well, 7 week old baby presented to the 
paediatrics accident and emergency unit with a history 
of cough and fast breathing of one week duration 
associated with reduced oral intake of <50%. There 
was no fever. He was born in good condition at term 
by normal vaginal delivery with a birth weight of 
2.77kg. He was unwell at 3 weeks of age and was 
admitted and treated with intravenous antibiotics. At 
that time his abdominal ultrasound (USG) was normal. 
On this presentation he was afebrile but in moderate 
respiratory distress (respiratory rate 60/min) with 
tracheal tug, intercostal retractions and head bobbing. 
Air entry was initially good on both sides but on later 
review was reduced on the right inframammary region. 
He was clinically suspected to have bronchiolitis and 
was started on intravenous fluids and chest x-ray 
was requested. Chest x-ray report showed extensive 
opacification of the right hemithorax with a small 
right pleural effusion. The right hemidiaphragm was 
not seen. There was suggestion of a subcarinal mass, 
splaying the carina with some atelectasis in the right 
upper lobe. The left hemithorax left hemidiaphragm 
were normal (Figure1). In view of the recent ultrasound 
scan showing normal right hemidiaphragm, congenital 
diaphragmatic hernia was excluded and a congenital 
cystic adenoid malformation was considered a likely 
diagnosis. A CT scan of the chest was advised (Figure 2).

What is the diagnosis? How to treat this patient?

Discussion

The CT chest (Figure 2) showed right diaphragmatic 
hernia with herniation of small bowel loops and part of 
the liver above the diaphragm, compressing the right 
lung anteriorly and further displacing the heart to the 
left. The left lung appeared normal. 

Congenital diaphragmatic hernia (CDH) is defined as 
the presence of an orifice in the diaphragm, more 
commonly on the left than the right that allows the 
passage of intra-abdominal contents into the thorax. 
CDH occurs in less than 1-5:10,000 birth. (1) It 
seems to be slightly more frequent in males. (2,3) The 
commonest defect is the posterolateral (Bochdalek) 
type. More than 90% of the patients will be diagnosed 
during the antenatal period or will present with 
respiratory distress in the first few hours of life. In these 
cases diagnosis does not seem to pose any problems. 
However about 5-30% of CDH presents beyond the 
neonatal period. (4,5) CDH with mediastinal shift by 
hernia contents beyond the neonatal period is a rare 
but potentially a life threatening emergency. (6-8) In 
delayed presenting CDH the extent of herniation of the 
abdominal contents into the thorax may vary, leading 
to acute or intermittent symptoms. It is presumed that 
right-sided lesions present late as the liver offers some 
resistance to displacement of abdominal content into 
the thorax. A previously normal chest investigations 
has been reported in number of cases suggesting that 
in such cases the defects are confined by the hernia 
sac or obstructed by a solid organ. It is common for 
a misdiagnosis of primary lung disease to be made in 
cases of late diaphragmatic hernia. (6,9,10) 

In our patient the initial diagnosis was bronchiolitis 
because of the clinical symptoms. The previous 
ultrasound, which showed intact diaphragm misled the 
clinical team who considered primary lung pathology, 
supported by the x-ray finding of extensive opacification 
of the right hemithorax. However non- resolution of 
symptoms raised the suspicion of CDH for which a CT 
chest was requested which clinched the diagnosis. 
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