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Abstract
Morgagni hernia is the rarest of all congenital diaphragmatic hernias, first described in 1769. It is rarely symptomatic and found
on routine radiological examinations for other conditions. Gastric outlet obstruction in adults with Morgagni Hernia is exceed-
ingly rare. An 80-year-old man was taken to the operating room with a diagnosis of Morgagni hernia with gastric outlet obstruc-
tion. An upper midline laparotomy was performed, and the incarcerated pylorus and antrum of the stomach reduced with
primary closure of the defect. Postoperative period was uneventful, and the patient was discharged on the sixth postoperative
day. Morgagni hernia is exceedingly rare in adults and may present with gastric outlet obstruction in the emergency room. This
clinical entity should be kept in mind while evaluating the patient, and early surgical intervention should be initiated.

INTRODUCTION
Hernia of Morgagni was first described by Giovanni Battista
Morgagni, an Italian anatomist and pathologist in 1769 [1]. It is a
rare cause of diaphragmatic hernia usually presenting in children
[1]. The defect involves failure of fusion of the septum transver-
sus, the diaphragm and the costal arches [2]. Even though the
resulting space is often congenital, conditions such as pregnancy,
trauma, chronic cough, obesity and constipation, all of which
may increase intraabdominal pressure predisposes the condition
[3, 4]. Usually asymptomatic patients may have symptoms such
as abdominal discomfort, bloating, vomiting and bowel obstruc-
tion [1]. Morgagni hernia is an uncommon cause of gastric outlet
obstruction with very few case reports in the literature.

CASE REPORT
An 80-year-old man presented to our emergency room with
multiple episodes of non-bilious vomiting for 4 days and not-
passing stool or flatus for 2 days. He also complained of

intermittent pain in the upper abdomen, which was not asso-
ciated with fever, chest pain, melena or diarrhea in the recent
past. However, he complained of increased cough and short-
ness of breath for the last 4 days on the background of a diag-
nosed chronic obstructive pulmonary disease. There were no
similar complaints in the past. On examination, his vital para-
meters were normal, other than an oxygen saturation of 82%
for which oxygen had to be given via face mask. His abdominal
examination revealed epigastric fullness with tenderness in the
epigastric and right hypochondrium. There was no evidence of
peritonitis. Laboratory investigations revealed hypokalemia
(3.1 mEq/l) with other parameters being normal. On the chest
X-ray obtained, we saw air–fluid levels in the right thoracic cav-
ity (Fig. 1). Computed tomography (CT) scan of the abdomen
performed demonstrated a right anterior diaphragmatic hernia
with stomach as content. (Figs 2 and 3) The patient was taken
to the operating room, and an upper midline laparotomy
was performed. Findings included an ~4 × 3 cm defect to the
right of the sternum in the anterior diaphragm (Fig. 4), with
incarcerated pylorus/antrum of stomach as contents and a

Received: April 16, 2016. Accepted: June 20, 2016

Published by Oxford University Press and JSCR Publishing Ltd. All rights reserved. © The Author 2016.
This is an Open Access article distributed under the terms of the Creative Commons Attribution Non-Commercial License (http://creativecommons.org/
licenses/by-nc/4.0/), which permits non-commercial re-use, distribution, and reproduction in any medium, provided the original work is properly cited.
For commercial re-use, please contact journals.permissions@oup.com

1

http://www.oxfordjournals.org
http://creativecommons.org/licenses/by-nc/4.0/
http://creativecommons.org/licenses/by-nc/4.0/


grossly distended stomach. Rest of the bowel was normal. The
contents were reduced, and the defect closed primarily with
2-0 non-absorbable interrupted mattress sutures (Fig. 5). Post-
operative period was uneventful, and chest X-ray revealed a
corrected defect with reduced contents (Fig. 6). The patient was
started orally on the first postoperative day and discharged on
the sixth postoperative day.

DISCUSSION
Morgagni hernia is the rarest of all congenital diaphragmatic
hernias with an incidence of ~3% [3]. It occurs through the for-
amina of Morgagni lying between the sternal and the costal

margins of the thoracic diaphragm and was first described in
1769 [1]. Although the hernias are congenital, they rarely pre-
sent in children and usually are incidentally found on routine
radiological imaging in adults [3]. Symptoms if present are
often nonspecific, including abdominal discomfort, bloating,
vomiting and bowel obstruction [1]. Emergency presentation in
such patients are commonly acute respiratory distress, gastric
outlet obstruction or strangulation/ischemia of entrapped bowel
[5, 6], with an incidence of 12–14% [2].

Diagnosis is usually suggested by chest X-rays indicating an
air–fluid level in the chest with Barium studies revealing con-
trast in the stomach/bowel herniating through the diaphragm.
CT scan of the chest and diaphragm are highly accurate and
help proceed with surgical management [7].

Surgical management via laparotomy is the most common
surgical approach [3] with advantages of easier reduction of her-
nial contents, inspection of the contralateral diaphragm for other
hernia defects and easier evaluation and surgical treatment of
the acute complications, such as strangulation and ischemia of
luminal abdominal organs [8]. Other techniques such as thora-
cotomy, thoracoscopy and laparoscopy may be used. The laparo-
scopic approach has the benefits of less postoperative pain and
earlier return to activities and work but is less suited to emer-
gency presentations where surgical resection or treatment of
necrotic or ischemic contents may be required [3, 9].

Morgagni hernia is an exceedingly rare hernia in adults and
may present with gastric outlet obstruction in the emergency
room. This clinical entity should be kept in mind while evaluating
the patient, and early surgical intervention should be initiated.
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Figure 2: Preoperative axial CT images.
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Figure 4: Intraoperative findings.

Figure 3: Preoperative coronal/sagittal CT images.

Figure 5: Post repair.
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Figure 6: Postoperative X-ray.
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