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INTRODUCTION

Congenital diaphragmatic hernia (CHD) is defined as a
protrusion of abdominal viscera into the thorax through an
abnormal opening or defect that is present at birth. In some
cases, this protrusion is covered by a membranous sac. In
contrast, diaphragmatic eventrations are extreme elevations,
rather than protrusions, of part of the diaphragm that is often
atrophic and abnormally thin (Arensman et al., 2000).

Ninety percent of the patients with C.D.H are
symptomatic within the first 24 hours of life. The main clinical
manifestation is respiratory distress, the earlier the onset of
signs and symptoms the more severe is the pulmonary disease
(Fauza et al., 2005).

Congenital Diaphragmatic Hernia has a mortality rate of
40-62%, outcomes being more favorable in the absence of other
congenital abnormalities. Individual rates vary greatly
dependent upon multiple factors;, size of hernia, organs
involved, additional birth defects or genetic problems, amount
of lung growth, age and size at birth, type of treatments, timing
of treatments, complications such as infections and lack of lung
function (Gaxiola et al., 2009).




There are three types of congenital diaphragmatic
hernia, postero lateral’s Bochdalek, hernia subcastosternal,
Morgagni hernia and eventuartion of diaphragm (Charles
et al., 1999).

C.D.H. is not a surgical emergency it is a physiological
emergency. New therapies have emerged for the management
of C.D.H., including delayed operative repair, inhaled nitric
oxide (INO), high frequency oscillation ventilation (HFOV),
gentle ventilation with permissive hypercapnea, and extra
corporeal membrane oxygenation (ECMQO) (Downard et al.,
2003).

Minimal invasive surgery (MIS) has been first reported in
infants with delayed hernias. In neonates, several reports of
diaphragmatic hernia repair by videosurgery have been
published. However, this topic remains controversial as the
benefits and risks have not been comparatively studied.  The
thoracoscopic approach for CDH initially was developed for
late-presenting hernias in infants and children and then used in
newborns. The advantages and disadvantages of these
procedures versus laparoscopy should be evaluated (Arca et al.,
2003).




Aim of the Work

The aim of this work is to high light the incidence, clinical presentation,
work up, and prognosis of congenital diaphragmatic hernia and to
evaluate the approved management as regard studies done and still going

on.
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