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Rezume The article presents a clinical case of false myocardial infarction in a patient with a diaphragmatic hernia, where the pylo-
rus, antrum and the half of the large intestine (the ileocecal angle, the ascending colon, the right fold of the colon and the
right half of the transverse colon) was lodged in the chest cavity, behind the sternum forming the strangulated Larrey-Mor-
gagni hernia. Clinical presentation, diagnostic challenges, management strategies, and the importance of thorough evalu-
ation in such cases is discussed.

Case presentation: A 54-year-old female presented to the emergency department with diffuse abdominal and chest pain,
bloating, nausea, vomiting, general weakness, difficulty in passing stool and gases, dry mouth, increased temperature,
shortness of breath, and diaphoresis. On examination, she was found to have elevated blood pressure and tachycardia. An
ECG revealed ST-segment elevations in lead aVR, prompting suspicion of LMCA or triple vessel disease. Further diagnostic
tests, including chest X-ray, echocardiogram, and chest CT, helped clarify that the patient's symptoms were due to a dia-
phragmatic hernia rather than coronary artery disease. This case demonstrates the diagnostic challenges in distinguishing
LMCA obstruction from other conditions that mimic similar ECG patterns.

Conclusion: This case underscores the importance of differential diagnosis when evaluating patients with chest pain and
ECG changes. ST-segment elevation in lead aVR is often associated with LMCA or triple vessel disease. However, other
conditions, such as diaphragmatic hernias, can mimic these changes. This highlights the need for a comprehensive diag-
nostic approach that includes imaging studies, echocardiography, and clinical evaluation to avoid misdiagnosis and ensure

appropriate management.
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INTRODUCTION

Larrey-Morgagni hernia is the rarest form of congen-
ital diaphragmatic hernia (CDH), accounting for only 2%
to 5% of cases [1]. Diaphragmatic hernias include the Bo-
chdalek, hiatal and paraesophageal hernias. A Morgagni
hernia arises from an anterior, retrosternal diaphragmat-
ic defect [2,3]. The condition is rarer than the other CDH
types [4]. Morgagni hernias are rare congenital diaphrag-
matic defects that can lead to bowel obstruction and incar-
ceration if not repaired. Symptoms are often nonspecific
and may include abdominal pain, nausea, vomiting, chest
pain, cough and shortness of breath. According to the liter-
ature, these hernias often present as unexpected diagno-
ses. A combination of digestive symptoms with respiratory
or cardiac issues may suggest the presence of a congenital
or posttraumatic hernia [5].

Diaphragmatic hernias can lead to a range of compli-
cations and often present with diagnostic challenges. In
some instances, the clinical features may closely resemble
those of acute coronary syndromes. This article presents a
case in which a diaphragmatic hernia resulted in ST-seg-
ment elevation in lead aVR and V1 on the electrocardio-
gram (ECG), initially misleading the healthcare team into
considering a myocardial infarction.
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CASE PRESENTATION

A 54 -year -old female presented to the emergency
department with diffuse abdominal and chest pain, bloat-
ing, nausea and vomiting, general weakness, difficulty in
passing stool and gasses, dry mouth, increased tempera-
ture, shortness of breath and diaphoresis. On examina-
tion, she was found to have elevated blood pressure and
tachycardia. An ECG revealed ST segment depression in
precordial leads V2-V6, |, I, and aVL and 1 mm ST segment
elevation in the aVR and V1 prompting suspicion of LMCA
or triple vessel disease., (Fig 1a). For further evaluation of
her condition, a series of diagnostic tests were performed:

Chest X-ray: This imaging study revealed a left-sided
diaphragmatic hernia with significant displacement of the
stomach and the large intestines into the thoracic cavity.
Echocardiogram: A transthoracic echocardiogram was
conducted, which demonstrated normal cardiac function
without any regional wall motion abnormalities. Given the
clear findings on the chest X-ray and echocardiogram, the
clinical team decided against measuring troponin level.
Chest CT was done: A 7 cm diameter defect is visible in
the anterior right medial corner of the diaphragm (Larrey's
triangle), through which the pylorus, the proximal part of
the duodenum, the ascending colon and the transverse
colon are protruding supradiaphragmatically in the chest
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Figl. (a,b)

cavity. The intestinal lumen is significantly narrowed - cor-
responding the CT image of Larrey-Morgagni's diaphrag-
matic hernia (Fig 2, Fig 3).

The imaging results provided sufficient evidence to
suggest that the patient’s symptoms were attributable to
the diaphragmatic hernia rather than an acute myocardial
infarction.

DISCUSSION

Congenital diaphragmatic hernia (CDH) occurs in ap-
proximately 1 out of every 4000-5000 live births. While
most patients with CDH are diagnosed either antenatal or
during the neonatal period with respiratory distress, adult
presentation is exceedingly rare. In adults, CDH may pres-
ent with nonspecific symptoms such as abdominal pain,
vomiting, and intestinal obstruction, often accompanied by

Fig 2. Computed tomographic scan (Larrey-Morgagni
hernia, Hernia Orifice)

acute respiratory distress, and typically in the absence of
significant past medical history. Surgical management re-
mains the cornerstone of treatment for symptomatic cases
[6].

In the case of diaphragmatic hernia, the herniation of
abdominal contents into the thoracic cavity can lead to
anatomical displacement and mechanical pressure on the
heart and lungs. This displacement, particularly involving
the left side of the diaphragm, can disrupt normal ventila-
tion and blood flow, potentially causing ischemic changes
in the myocardium. While this could trigger abnormal elec-
trical activity, leading to ECG changes such as ST-segment
elevation or depression, these patterns are less consistent
than those seen in coronary artery disease. The clinical
context is crucial in differentiating between these causes
of ischemic changes. [10].

Fig 3. Computed tomographic scan (Larrey-Morgagni
hernia, The stomach protrudes into the chest cavity)
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Given the importance of accurate ECG interpretation,
it is essential to distinguish ischemic changes arising from
coronary artery disease from those associated with dia-
phragmatic hernia. The key differences often lie in the clin-
ical context, including the patient’s medical history, phys-
ical examination findings, and supporting imaging studies
(e.g., chest X-ray, CT scan). These studies may reveal the
presence of a diaphragmatic hernia, helping to prevent
misinterpretation of ECG findings.

While the ECG findings in coronary artery disease,
such as aVR ST-segment elevation combined with wide-
spread ST depression, may suggest acute ischemia, dia-
phragmatic hernia requires careful clinical consideration.
In the absence of ischemic history or coronary artery dis-
ease, a thorough evaluation of other clinical factors should
guide diagnosis[11].

The absence of regional wall motion abnormalities on
echocardiography provides critical evidence against the
presence of acute myocardial infarction. This finding fur-
ther supported the decision to avoid troponin testing, as
myocardial infarction was not likely in this case.

MANAGEMENT

Recognizing the true etiology of the patient’s symptoms
was vital for appropriate management. The patient under-
went elective surgical repair of the diaphragmatic her-
nia. Open hernioplasty was performed. The patient was
discharged from the clinic in satisfactory condition on the
fourth day after the operation. This procedure was per-
formed successfully addresing the anatomical issue that
had led to the false M| diagnosis. Remarkably, her ECG
returned to normal (fig 1b), with resolution of the previous-
ly noted ST-segment elevations, confirming that the initial
findings were indeed attributable to the hernia rather than
myocardial ischemia.
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CONCLUSION

This case underscores the critical importance of differ-
ential diagnosis when evaluating patients with chest pain
and ST-segment changes. Myocardial infarction (M) is
a serious cardiac emergency associated with significant
morbidity and mortality, necessitating prompt intervention.
In older patients, symptoms can often be atypical, lead-
ing to delays or missed diagnoses of MI. Consequently,
ST-segment changes on an ECG are a key diagnostic tool
in the initial evaluation [7,8]. However, several conditions
can mimic the ECG patterns of MI [9], and a diaphragmat-
ic hernia should be considered in the differential diagnosis
of false MI, particularly in patients with relevant medical
histories.

Comprehensive imaging, including chest X-ray, chest
CT, and echocardiography, is crucial for accurate di-
agnosis and effective treatment. Such imaging can help
avoid unnecessary procedures resulting from misdiagnosis
[10,11]. Since laparotomy has low morbidity and mortal-
ity, preoperative diagnosis is vital for guiding the surgical
approach, whether via laparotomy or thoracotomy. Ear-
ly surgical intervention is essential in all cases to prevent
life-threatening complications such as obstruction or stran-
gulation.

KEY TAKEAWAYS:

ST-segment elevation in leads aVR and V1 may occur
due to diaphragmatic hernia, leading to a false M| diag-
nosis.

Diagnostic imaging, including chest X-ray, chest CT,
and echocardiography, is crucial for distinguishing true
myocardial infarction from other causes of chest pain.

A multidisciplinary approach, incorporating imaging
and surgical consultation, is essential for effectively man-
aging complex cases.

This case highlights the complexities of diagnosing and
managing patients with concurrent conditions, emphasiz-
ing the need for thorough investigation to ensure optimal
patient care.
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