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Congenital Hernia of Morgagni - A Case Report
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Abstract

Congenital Diaphragmatic Hernia of Morgagni occurs through the foramen of Morgagni, is rare in children. It is usually
asymptomatic and detected accidentally. If symptomatic, then symptoms are variable and nonspecific making diagnosis
difficult. Our patient presented with signs and symptoms suggestive of congenital heart disease, gastroesophageal reflux

disease and recurrent pneumonia.
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1. Introduction

Congenital Diaphragmatic Hernia (CDH) occurs in 1
in 3000 newborns'. Majority occurs through the left
posterolateral foramen of bochdalek and commonly
these patients are symptomatic at birth>. Hernia through
the foramen of Morgagni which occurs in the anterior
midline through the sternocostal hiatus of the diaphragm
is rare in children, occurring in only 1% - 6% of all
types of CDH. It is usually asymptomatic and detected
accidentally, or in symptomatic patients produces
variable nonspecific symptoms which include respiratory,
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vague gastrointestinal or cardiac symptoms and therefore
diagnosis is usually delayed*’. Our patient presented
with recurrent respiratory infection, vomiting, sings,
symptoms mimicking congenital heart disease and failure
to thrive.

2. Case Presentation

Our patients 9 months male weight 5 kg, length 62 cm
brought with complaints of cough, fever and difficulty in
breathing, had similar complaints fifteen days prior, for
which he was treated and improved. Child had history of



62 | voe (1) | January-June 2015 | www.mvpjms.org

Congenital Hernia of Morgagni - A Case Report

recurrent vomiting, regurgitation, cough while feeding
since the age of three months, our patient also has failure
to thrive. Patient had been evaluated for these recurrent
complaints, even a color Doppler - 2 d echo was done two
months back suspecting congenital heart disease showed
only patent foramen oval.

On examination he had tachycardia, tachypnoea,
respiratory distress, pulse was low volume on adequate
hydration, anterior chest wall was bulged, on auscultation
crepts in right mid zone, heart sounds muffled, X-ray
chest showed right mid zone pneumonia. Patients
treated with antibiotics and oxygen, fever subsided but
tachypnoea persisted. Because of muffled heart sounds
and tachycardia with the suspicion of congenital heart
disease 2- D echo color Doppler repeated was normal
except patent foramen oval ,second probable disease
suspected was Gastro esophageal Reflux Disease (GERD)
because of recurrent respiratory symptoms. Repeat X-ray
chest done showed double shadow overlying cardiac
silhouette which was not there on admission. Lateral
chest X ray was done for confirmation which showed
anterior morgagnis hernia which confirmed with
Computed Tomography (CT SCAN) showing herniation
of large intensive through the another diaphragmatic
defect. Patient was successfully operated at our hospital.
Postoperative patient was stable & discharged on proper
dietary advice.

3. Discussion

Embryonicaly three elements are differentiated in
muscularization of diaphragm - the pars lumbaris,
costalis, and sternalis. The costalis is formed by the
fibers spreading out from the tendinous center to the last
six costal arches. The pars sternalis is formed from the
xiphoid process, a few of them spreading to the posterior
aspect of the rectus abdomens sheath.

The failure of the fusion between the fibrotendinous
elements of the pars sternalis and those arising from the
seven costochondral arches leaves a muscle free area,
which extends from sternum medially to the eight costal
cartilages laterally known as foramen of morgagni. In the
morgagni hernia named, after the Morgagani who first
described it in 1761, the peritoneum and the abdominal
contains pass upward through this space into the thoracic
cavity®

The defect in the diaphragm is generally located on the
right side (90%) or bilaterally (7%), occasionally it may be
on the left side, as the presence of heart and pericardium

are barrier against herniation®. Morgagnis hernia is rare
in the pediatric age group, representing between 1 to 6%
of all types of CDH. Only few studies showed occurrence
of up to 10%’. It is more common in males.

Most patients are asymptomatic, until adult hood
or if symptomatic, present with repeated attacks of
chest infection, gastro intestinal symptoms (vomiting,
abdominal pain & bleeding) or symptoms due to
compression of thoracic organs. Compression of heart
mimics congenital heart disease like hypo plastic right
heart syndrome®. The rarity of this morgagnis hernia
can be associated with other anomalies like bowel
malrotation, pulmonary hypoplasia, Down’s syndrome,
congenital heart disease’.

The rarity of this CDH and the non specific symptoms
may lead to a delay in diagnosis, particularly in childhood.
Our patient was apparently in good health for first 3 month
of life then he had symptoms suggestive of recurrent chest
infection, regurgitation. Three weeks prior to admission
he was treated for lower respiratory tract infection ,
transiently improved but cough, fever & respiratory
distress recurred, X ray chest showed pneumonia on right
side (Figure 1).

Figure 1. NTS: X- ray chest antero posterior view.

Repeat chest X ray done as tachypnoea persisted showed
double shadow over the cardiac silhouette (Figure 2),
lateral chest x ray done confirmed the diagnosis of
morgagnis hernia compressing heart (Figure 3).
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Figure 2. NTS: X- ray chest antero posterior view.

Figure 3. X-ray chest Lateral view.
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Figure 4a. CT image of infant

Figure 4b. CT image of infant

CT scan reveals large intestines in the thoracic cavity.
Diagnosis is difficult when only omentum or liver is
(Figure 4a and 4b) herniated. In these cases differential
diagnosis includes pluropericardial cyst, lipoma, other
intrathoracic tumors, partial eventration of diaphragm
and those lung lesions which produce radiological shadow

in the middle lobe area.

4. Conclusion

Morgagni’s CDH is rare malformation, which is difficult
to diagnose, even by the experienced physicians, strong
index of suspicion is needed. Diagnosis is usually
established by routine chest X ray with a lateral film to
show the arterially placed bowel loops.
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