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Introduction: Congenital diaphragmatic hernia (CDH) occurs in 1/2500 new-borns. Morgagni hernia (MH) is a
very rare type of congenital diaphragmatic hernia found in the anterior aspect of the diaphragm between the
costal and sternal portions of the muscle. It accounts for approximately 3 % of all diaphragmatic hernias. Most of
these hernias are recognised and treated in childhood however, a very small portion present in adults.

Case presentation: We present a 30 year old female who presented with intestinal obstruction and was found to

have a MH with strangulated ileum at operation. Strangulated ileum was resected, primary anastomosis done and

suture repair of the defect done.

Conclusion: MH can present in adulthood and should be considered as a deferential diagnosis among patients
presenting with mechanical intestinal obstruction with no obvious cause.

1. Introduction

Congenital diaphragmatic hernia (CDH) is a very rare condition that
is usually diagnosed at birth [1] or early childhood [2]. This hernia
occurs due to failed proper formation of diaphragm during embryo-
genesis [1]. The intra-abdominal contents usually herniate into the
Chest cavity resulting in different degrees of impaired lung development
depending on the severity of the defect [2]. When the defect is not very
severe to result in impaired lung development, at times the diagnosis is
delayed and diagnosis can even be made in an elderly patient [3]. The
frequency of late presentation has been reported to be between 0.17 and
6 % [1]. Patients may be asymptomatic or have mild to severe respira-
tory or gastrointestinal symptoms, and sometimes haemodynamic
instability [1]. Posterolateral hernias (Bochdalek hernias) are the com-
monest type (>80 %) of congenital diaphragmatic hernia and are found
on left in 85 %, than right (13 %) or bilateral (2 %) [1]. Morgagni hernia
(MH) is a very rare type found in the anterior aspect of the diaphragm
between the costal and sternal portions of the muscle [4].

MHs account for approximately 3 % of all diaphragmatic hernias [4].
Hernia contents include the omentum, colon, small bowel, stomach, and

Abbreviations: CDH, congenital diaphragmatic hernia; MH, Morgagni hernia.

portions of the liver [4]. These contents may sometimes become
ischemic, perforate, or cause intestinal obstruction [5-7]. Other con-
tents may herniate through the defect like a ventriculo-peritoneal shunt
that was reported to migrate through MH [8]. The treatment of MH is
usually in early childhood and this can be open or laparoscopic [2,9-11]
and Robotic Surgery has also been used [6]. The surgery can be a tissue
repair or a mesh repair [11]. Though recurrence is not common after
repair, cases have been reported in which it occurred [1,2,4,12-15].
This draft is describing a rare case of an adult with MH with strangulated
ileum, managed at a regional referral Hospital in a poor resource setting
and has been reported in line with the SCARE criteria [16].

2. Case presentation

A 30 year old female presented with an 8 day history of moderate
diffuse colicky abdominal pain associated with bilious vomiting,
abdominal distension failure to pass stool and flatus with no history of
fever. Patient had been managed for peptic ulcer disease in a district
hospital, and referred with a diagnosis of suspected perforated peptic
ulcer. Patient had no history of trauma or previous surgery.
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On examination she was a middle-aged woman fully conscious
afebrile with no pallor of mucus membranes, and BP = 130/70, PR = 98
bpm, RR = 30 cpm SPO2 = 93 % on room air.

Abdomen was distended, moving with respiration, with moderate
tenderness in right hypochondria with no guarding or rebound tender-
ness. Patient also had a hyper-resonant percussion note and increased
bowel sounds. The rectum was empty and rest of physical examination
was unremarkable.

Ultrasound scan only revealed distended bowel loops and a pleural
effusion on the right (Fig. 1). Chest and abdomen radiographs revealed
distended bowel loops, air fluid levels and a right pleural effusion. An
abnormal air lucency most likely a bowel loop was seen in the right
lower lobe possibly representing hernia (Fig. 2). Preoperatively, a
diagnosis of Intestinal obstruction was made, but the cause could not be
ascertained. The presence of pleural effusion on ultrasound scan further
confused the picture and the fact that there were no clear air-fluid levels
in the hemothorax on chest Xray, made diagnosis by Xray difficult. A
complete blood count revealed leucocytosis and left shift, but equipment
for lactate levels were not available as was gastrografin and CT scan
which could have made it possible to make a pre-operative diagnosis of
diaphragmatic hernia.

Following pre-operative preparation, patient underwent an emer-
gency laparotomy with a specialist general surgeon as the lead surgeon.
At operation, a defect about 3 by 3 cm was found on the right diaphragm
(Fig. 4) containing 50 cm of gangrenous ileum (Fig. 3) about 5 cm from
the ileocecal junction with straw coloured fluid in the pleural cavity.
Resection and Ileo-ascending double layer suture anastomosis was done.
Primary suture repair of the defect was done using Nylon number one. A
Chest tube was placed. Post operatively patient remained stable, anti-
biotics and analgesics were given in addition to ambulation and phys-
iotherapy. She was discharged on the 5th post-operative day, and had no
complaint during the follow up visits for a period of 12 months at Hoima
Regional referral hospital.

3. Discussion

MH is a rare condition that arises from the defect of the septum
transversum caused by the failure of closure of the pars sternalis with the

International Journal of Surgery Case Reports 99 (2022) 107675

Fig. 2. Erect abdominal X-ray showing air-fluid levels and an abnormal air
lucency on the right side of the chest.

seventh costochondral arch [4]. This type of hernia usually occurs on the
right side as was seen in this patient, despite protection from the liver
[4]. The content of the hernia is usually omentum in infants and chil-
dren, but as they grow the defect becomes bigger and other abdominal
organs can herniate through. In this patient only the ileum was found in
the defect even though the size of the defect was relatively small. The

Fig. 1. An ultrasound scan image showing distended bowel loops and a pleural effusion on the right side of the chest.
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Fig. 3. Intraoperative image showing gangrenous ileum.

Fig. 4. Intraoperative image showing a diaphragmatic defect (black circle).

enlargement of the defect may be facilitated by exercise and other types
of exertion causing symptoms in a previously asymptomatic patient
[12], and in this patient no history of exertion or unusual strenuous
exercise was reported prior to the onset of symptoms.

Symptomatic patients usually complain of abdominal or chest pain
and respiratory distress. Patients can present with an acute abdomen
due to intestinal obstruction as was seen in this patient who presented
with abdominal pain, vomiting and failure to pass stool or flatus, but this
is a very rare occurrence in an MH [4]. Radiology can confirm the
diagnosis usually by presence of a mass containing solid areas or fluid
levels at the cardiophrenic angle in the retrosternal space when a lateral
view is taken. However in the absence of bowel gas pattern as occurred
in our patient, diagnosis is challenging since it becomes difficult to
confirm that there is bowel in the chest [1]. CT scan is the gold standard
as it demonstrates omental fatty tissue and intestinal air out of their
localization, but in resource limited hospitals where CT scan is not
available, contrast studies may be helpful if not contraindicated as was
in our patient [4]. The plain X-ray was inconclusive in our patient and
our patient would have benefited from a CT scan, but because our
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hospital does not have a CT scan, it was not done which possibly delayed
diagnosis resulting in gangrene of the ileum. If exposure to radiation is a
concern, then magnetic resonance imaging is a useful modality that can
demonstrate fat density [12].

The definitive management for MH is Surgery, but since the preva-
lence of MH is not certain, operative and no operative management
outcomes have not been compared [1]. For this reason the actual benefit
of surgery is unknown [4]. Primary repair can be done thoracoscopi-
cally, laparoscopically, by open thoracotomy or Laparotomy, with
thoracic approach providing easier dissection of the hernia sac off the
mediastinal and pleural structures [12]. Laparotomy and laparoscopic
approaches make reducing of hernia contents easier and offer chance for
evaluating the contralateral diaphragm for additional defects, and
concomitant evaluation and repair of other intra-abdominal pathology
[4]. We did a laparotomy since even at operation we were not certain of
the diagnosis and the only certain indication was Intestinal obstruction
whose conventional approach is laparotomy. The fact that at operation
the abdominal cavity was clean and the only obvious finding was dis-
tended bowel, it was difficult to identify the pathology till we decom-
pressed and followed the ileum and noted that the cecum was retracted
to the right upper quadrant and we were able to see the defect in the
diaphragm. The loops of bowel in the Chest were carefully retracted
back into the abdomen after extending the defect of the diaphragm and
then resection and anastomosis was done and the defect repaired with a
non-absorbable mono filament suture interrupted. Re-enforcement with
biological mesh was not considered since the defect was small. But also
biological mesh was not available in the hospital and synthetic mesh
would increase risk of infection since there was gangrenous gut and
resection had been done. Recurrence after surgery is rare and during our
follow-up of the patient for one year following surgery, there were no
features suggestive of recurrence.

In a hospital with poor medical support, where equipment for
diagnosis like CT scan and gastrografin is not available, a high index of
suspicion would help to have a chance of making the diagnosis of
strangulated MH among patients presenting with features of intestinal
obstruction plus chest symptoms. Concerning management, a non-
absorbable suture repair may be sufficient, but if the defect is large,
re-enforcement with biological mesh should be considered.

4. Conclusion

If a patient presents with respiratory distress and symptoms sug-
gestive of gastrointestinal obstruction, MH should be included among
the differential diagnosis. Following Surgery, recurrence is unlikely and
outcome usually good, hence even in asymptomatic patients, surgery
should be considered to prevent complications.
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