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Introduction

The laparoscopic approach was firstly reported by
Kuster et al. in 1992 for repair of Morgagni diaphragmatic
hernia in a 67-year-old woman with symptoms of partial
colon obstruction is described. The patient had a prompt
and complete recovery with no evidence of recurrence one
year after surgery (Kuster et al., 1992).

Diaphragmatic hernia consists of a defect of the
diaphragm, generally located on the left side that allows
passage of the abdominal viscera into the thorax (Tovar,
2012).

The most common cause of acquired diaphragmatic
disorders is trauma, either blunt or penetrating. Motor
vehicle accidents are the leading cause of blunt
diaphragmatic injury, whereas penetrating injuries result
from gunshot or stab wounds (Baloyiannis et al., 2011).

It is not feasible to estimate the occurrence of
diaphragmatic hernia due to blunt abdominal trauma as a
significant number of patients manifest late and some are
diagnosed while being evaluated for other pathologies
(Kelly et al., 2008).

Penetrating injuries to the chest or abdomen also may

injure the diaphragm. This specific injury is seen
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commonly where penetrating trauma is prevalent (Melo et
al., 2011).

Almost 88% of the patients presented with
complications between 9 and 12 months. Left sided injuries
occurred in 68.5% of the patients, 24.2% had right-sided
rupture, and 1.5% had bilateral rupture. The most
commonly herniated organs on the left side are the stomach
(80%), omentum, small intestine, colon, and spleen
(Farooq et al., 2013).

Diaphragmatic dysfunction can be classified as
paralysis, weakness, or eventration. It is often initially
suggested by diaphragmatic elevation at chest radiography
(Qureshi, 2009).

However, the most common etiology is acquired,
which is caused by phrenic nerve injury during a traumatic
birth or thoracic surgery for the correction of congenital
heart disease (Camerano et al., 2014).

Congenital diaphragmatic hernia has been classified
into the following different types: Eventeration of
diaphragm, posterolateral hernia of Bochdalek (aka, BH),
parasternal hernia of Morgagni-Larrey, pertioneopericardial
hernia and the central tendon hernias (Debergh and
Fierens, 2014).
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The commonest congenital diaphragmatic hernia is
bochdalek. Adult presentation, however, is rare. The
incidence is reported to be 0.17%with the majority of
hernias occurring on left side (Somani et al., 2010).

Morgagni hernia is one kind of relatively rare
congenital diaphragmatic hernias, which is asymptomatic
and discovered incidentally in adulthood (Aydin et al.,
2014).

Most adults present with chronic atypical symptoms,
such as chronic dyspnea, chest pain, recurrent chest
infections, pleural effusion, recurrent abdominal pain,
postprandial fullness, and vomiting (Tokumoto et al.,
2010).

Surgical repair should be performed to avoid
potential intestinal obstruction and strangulation except for
those who cannot tolerate surgical repair due to sever
underlying diseases (Godazandeh and Mortazian, 2012).

The hernia can be repaired by a variety of surgical
approaches including laparotomy, thoracotomy,
thoracoscopy, laparoscopy but the laparoscopic approach
has been the gold standard and the initial step for repair
(Kaida et al., 2014).

The procedure of choice depends on the surgeon's

experience. Small defects are easier to repair, but larger one
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may involve a reduction of the intra-abdominal contents
and reinforcement of the defect with a mesh (Toydemir et
al., 2012).

Pneumothorax has been recognized as potential
complication during laparoscopic diaphragmatic repair. The
risk, however, is minimal in patients with chronic hernia
due to the presence of intrathoracic adhesions and the
presence of sac (Debergh and Fierens, 2014).

Usually when present, the symptoms of
pneumothorax are minimal and can be dealt with by
lowering the insufflation pressure and adding positive end-
expiratory pressure. Patients with persistent pneumothorax
would need intercostal tube insertion in the postoperative
period (Machado, 2016).

If large hernias are reduced, it is crucial to monitor
post operatively for abdominal compartment syndrome
(Zhou et al., 2014).

Potential complications also include injury to gut
including perforation and bleeding while reducing and
handling an oedematous gut, Moreover disruption of the
spleen with bleeding or injury to the tail of pancreas during
manipulation (Nakashima et al., 2011).
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Aim of the Work

The aim of the study is to assess the efficacy of

laparoscopy in treatment of diaphragmatic hernia in adults.
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Anatomy & Embryology

Embryology of diaphragm:

Embryologically, the development of diaphragm
occurs during the fourth week of gestation, and by the sixth
week the pleuroperitoneal folds on the lateral body wall
grows medially to fuse with the septum transversum. The
fusions of these two muscle groups, which occur at the
final stage of development, are regions anatomically

vulnerable to developing hernia (Slesser et al., 2011).

The diaphragm develops from multiple embryonic
sources. The muscle and its associated connective tissue
and central tendon develop from three sources: the septum
transversum, the pleuroperitoneal folds, and the somites
(Stuelsatz et al., 2012).

The septum transversum is the first structure present
in the developing diaphragm and serves as the initial barrier
between the thoracic and abdominal cavities. In all
vertebrates, the septum transversum is a thin, mesodermal
sheet of tissue that separates the heart from the liver (Perry
et al., 2010).




