Congenital para-oesophageal hernia in a young
infant presenting with pneumonia
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DESCRIPTION

A 13-week-old female infant presented to a tertiary
hospital with a 5-day history of coughing, feeding
difficulty, vomiting and tachypnoea. She was previ-
ousy well, her weight plots followed the median
weight-for-age Z score and her immunisation
record was up to date. No antenatal ultrasound was
performed during the pregnancy. The infant had no
history of exposure to either Mycobacterium tuber-
culosis or SARS-CoV-2.

The infant was admitted for further investigations
of a provisional diagnosis of community-acquired
pneumonia. Her oxygen saturation was 98% on
room air, with a respiratory rate of 38 breaths/min
and no signs of respiratory distress. On examina-
tion, no obvious dysmorphic features were noted,
and the patient appeared well nourished.

On chest auscultation, decreased right-sided
ventilation was detected, with no crepitations nor
wheezing. The PCR test for HIV was negative; the
full blood count revelaed a normal leucocyte count
and the C reactive protein was <1mg/L. The blood
culture was negative after 5days and no viruses
were isolated from a nasopharyngeal aspirate.
Amoxicillin/clavulanic acid treatment was stopped
after 72 hours.

Plain chest radiographs (figure 1A,B) demon-
strated a soft tissue mass in the right lower thorax,
with central lucency, with expansion of the right
middle and upper lobes across the midline and
consequent associated cardiac displacement to the
left. The stomach bubble was visible in the left
hypochondrium. This prompted a CT scan for
evaluation of the chest mass (figure 2A,B), which
confirmed the findings made on the initial chest

Figure 1 Plain radiographs: frontal (A) and lateral chest
radiographs (B) in a 13-week-old girl demonstrate a soft
tissue mass in the lower right hemithorax with a sharply
marginated convex superior margin (white arrows) and
central gas lucency. There is a visible ‘stomach bubble’

in the left hypochondrium. The heart is displaced to the
left and there is substernal herniation of the right lung
herniation across the midline (black arrows).
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Figure 2  CT scan of the chest. Axial CT images with
soft tissue (A) and lung windows (B) confirm the soft
tissue mass posteriorly in the left hemithorax with
central air pockets, causing atelectasis of portions of

the left lower lobe and hyperexpansion of the right
middle lobe across the midline at the substernal level.
The lung window is suggestive of the mass being
comprised of bowel wall and lumen. The heart is
displaced to the left upper gastrointestinal tract series:
early swallowing phase (C) and later gastric filling phase
(D) of an upper gastrointestinal study demonstrate the
gastro-oesophageal junction in the thorax and filling

of the gastric fundus within the right thorax alongside
the oesophagus, in keeping with a mixed-type para-
oesophageal 'rolling’ and sliding-type hernia. Subphrenic
contrast is observed in the body of the stomach and small
bowel.

radiographs, with the exception of an impression of
bowel wall and lumen within the chest cavity. This,
in turn, prompted an upper gastrointestinal tract
study (figure 2C,D), which demonstrated passage of
contrast through an intra-thoracic located gastro-
oesophageal junction, as well as herniation of the
gastric fundus alongside the oesophagus into the
right hemithorax, in keeping with a diagnosis of a
mixed-type para-oesophageal sliding-type hernia.
The body of the stomach remained in the left hypo-
chondrium, accounting for the observation of a
stomach bubble in the normal anatomical location
on plain radiographs.

A right-sided thoracotomy was performed
through the sixth intercoastal space. The oesoph-
agus and large hernia sac was identified and care-
fully mobilised up to the level of the diaphragm.
A Belsey-type repair of the hiatus hernia was
performed; hiatus sutures were placed posteriorly
and the stomach reduced by placing sutures from
the oesophagus to the gastric fundus wall through
the diaphragm at the level of the hiatus. The poste-
rior sutures to the hiatus was subsequently tied and
the distal oesophagus mobilised in order to gain
sufficient length so that the entire stomach could
be reduced below the diaphragm. The baby had an
uncomplicated postsurgical course and follow-up
contrast study demonstrated that the stomach was
normally positioned below the diaphragm.
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Hiatus hernia is an uncommon finding in young infants.!
Most of these defects in the paediatric age group are acquired,
with congenital hiatus hernia rarely encountered. Hiatus hernia
consists of either the sliding type (95%) or para-oesophageal type
(59%).> In the case of a sliding-type hernia, the gastro-oesophageal
junction moves upwards to an intrathoracic position. In the case
of a para-oesophageal hernia, a portion of the stomach migrates
into the thorax alongside the gastro-oesophageal junction, while
the position of the gastro-oesophageal junction remains fixed

Learning points

» Congenital para-oesophageal hernia in a young infant can
present with pneumonia.

» Hiatus hernia is an uncommon finding in young infants, with
congenital hiatus hernia being rare.

» Hiatus hernia in a young infant must be differentiated from
other congenital cystic lung lesions.

just below the level of the diaphragm. In the latter scenario, the
herniated stomach sac is contained in the posterior mediastinum.’
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