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Abstract

Herniation of the stomach through the esophageal hiatus can occur as a common Sliding hernia (Type
1) in which the gastro esophageal junction slides into the thorax, or Paraesophageal (Type 2) in which
a portion of the stomach (usually the fundus) is insinuated next to the oesophagus inside the
gastroesophageal junction in the hiatus. A combination of sliding and paraesophageal type (Type 3) is
present in some patients. We have presented here a case report of a preterm baby who developed

hiatal hernia while on CPAP on DOL 13. We are presenting this case due to rarity of its occurrence.
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Introduction

The herniation of abdominal viscera into the
thoracic cavity, Hiatus Hernia, is due to the
disorder of gastroesophageal junction and is
rarely seen in neonatal period [1, 2]. This entity
may result in misdiagnosis such as congenital
diaphragmatic hernia, eventration of diaphragm,
lobar emphysema, pneumatocoele,
pneumothorax, pleural effusion and esophageal
atresia [3, 4]. Rapid diagnosis and treatment is
essential. It avoids lethal complications such as
gastric dilatation, gangrene and perforation,

which in turn may lead to cardiopulmonary
arrest. We report a case of hiatal hernia in a
neonate presenting on 13" DOL while the baby
was on CPAP.

Materials and methods

A preterm 29+4 week female baby was born by
vaginal delivery and the baby cried immediately
at birth weight of 1.1 kg initial resuscitation in
the form of oxygen was given to the baby. The
baby was received with severe respiratory
distress amounting to mechanical ventilation and
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requiring dobutamine. X-ray was suggestive of
HMD Grade Il on the first X-ray with rest of the
organ systems normal. 1 dose of surfactant was
given to the baby. The baby was kept on
ventilator and as the respiratory condition
improved baby was shifted to CPAP on day of
life 3. Initially trophic feedings were started and
increased as the baby tolerated well. The baby
developed features of NEC with increased gastric
aspirates, abdominal distension, and increased
respiratory distress. Feeds were held and the
baby was kept on mechanical ventilation again.
After a 5 day period of NBM the baby was
started on minimal feeds and feeds gradually
increased. As respiratory condition improved,
baby was extubated to CPAP on DOL 10. Repeat
X-ray was done on DOL 13 in view of increased
oxygen requirements of the baby and increased
distress baby was intubated and inotropes were
started. X-ray was suggestive of herniation of
abdominal viscera into the right hemithorax.
Based on the X-ray the diagnosis of hiatal hernia
with pneumonia was made. Surgery was planned
but the baby developed severe cardio respiratory
compromise and could not be revived despite
efforts (Figure — 1, 2, 3).

Figure —1: Inital Xray of the baby DOL=1.

Figure — 2: X-ray after intubation DOL = 9.

Figure - 3: Herniation of abdominal viscera into
the abdomen DOL=13.
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Discussion

Herniation of the stomach through the
esophageal hiatus can occur as a common Sliding
hernia (Type 1) in which the gastro esophageal
junction slides into the thorax, or Paraesophageal
(Type 2) in which a portion of the stomach
(usually the fundus) is insinuated next to the
oesophagus inside the gastroesophageal junction
in the hiatus. A combination of sliding and
paraesophageal type (Type 3) is present in some
patients [5]. Type 1 is the most common type
found most commonly in children as well as
adults. Although a paraesophageal hernia is a
rare entity it is more prone to incarceration,
strangulation, complete gastric herniation with
organoaxial volvulus (upside down stomach),
and a perforation of herniated viscera [6, 7].

A hiatal hernia is considered as massive if more
than one third of the stomach is located above the
diaphragm [8]. It has been reported that massive
hiatal hernias may occur due to progression of a
paraesophageal hiatus hernia [9]. However
massive hiatal hernia may also occur due to
sliding hiatal hernia. However, massive hiatus
hernia has been rarely reported in children [10,
11].The main presenting features are respiratory
distress, failure to thrive and poor feeding. Parida
and Hall reported higher incidence of congenital
anomalies in such children [12]. They can also be
misdiagnosed as lobar pneumonia,
pneumatocoele, pneumothorax, pleural effusion
or congenital diaphragmatic hernia.

Barium swallow examination, upper gastro-
intestinal endoscopy and computed tomography
are routinely used to confirm the diagnosis of
Hiatus hernia. Manometry, 24 hour pH
monitoring and gastric scintigraphy are done to
rule out the presence of gastroesophageal reflux.
Chest radiographs may show opacity in the
posterior mediastinum with or without an air-
fluid level. Barium swallow will show three or
more gastric folds above the diaphragm hiatus
and a pouch of stomach more than two cm above
the hiatus. On CT scan, the diaphragmatic crura
are seen separated by more than 15mm and the

protrusion of hernia above the diaphragm hiatus.
Medical management include use of antacids,
H2-receptor antagonist and proton pump
inhibitors and Nissen fundoplication is done in
refractory cases.

Hiatal hernia although rare, should be considered
in differential diagnosis of severe respiratory
distress in a neonate as early intervention will be
life saving.
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