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1. Abstract
Congenital diaphragmatic hernias represent 8% of congenital mal-
formations and are characterized by a defect in the diaphragm, cre-
ating communication between the abdominal and thoracic cavities. 
Morgagni hernia (MH) is a type of congenital anteromedial herni-
ated diaphragmatic hernia and represents 2-4% of diaphragmatic 
hernias. It appears as a result of a defect in the development of the 
diaphragm between its costal and sternal origin with the separation 
between the transverse septum and the costal arches (sternocostal 
triangle), forming the foramen of Morgagni, of pathology and eti-
ology still unknown. This defect can cause abdominal contents to 
enter the chest cavity and, although it can cause symptoms such as 
cough, dyspnea and retrosternal pain, most cases are asymptom-
atic and its finding is usually accidental when chest or abdominal 
radiography is performed. The propaedeutic should be followed 
by computed tomography (CT) scan of the chest and abdomen, 
considered the gold standard diagnosis. There is a consensus in 
the scientific literature that the treatment of MH in symptomatic 

or even asymptomatic adults is essentially surgical and should be 
instituted immediately after diagnosis due to the risk of developing 
complications. In the present study, we report a case of symptom-
atic MH with associated chronic dyspnea in a 59-year-old wom-
an, being corrected by video-assisted thoracic surgery (VATS) in a 
tertiary health service in the city of Belo Horizonte, Minas Gerais, 
Brazil. The minimally invasive thoracic approach is still poorly 
performed and little described in the literature, despite its clear 
benefits and success rates similar to abdominal approaches. The 
present report of MH is of great importance to the scientific litera-
ture due to the scarcity of studies on the pathology in question and 
evidences a satisfactory outcome after MH correction in adults by 
minimally invasive thoracic route. As it is a rare entity, new case 
reports may contribute to a better definition of diagnostic, propae-
deutic and therapeutic methods of MH.

2. Introduction
Morgagni's hernia consists of protruding abdominal structures to 
the chest through a defect in the anteromedial region of the dia-

clinicsofsurgery.com                                                                                                                                                                                                                                                                       1



phragm, formed due to the failure of its embryological fusion to 
the transverse septum and the ribs. It is extremely rare, comprising 
about 2 to 4% of diaphragmatic hernias of congenital origin, with 
the majority occurring in the right hemi thorax. When manifested 
in neonates, severe and fatal respiratory symptoms occur [2-6].

The symptoms differ when MH manifests in adulthood. Most 
patients are asymptomatic or have non-specific gastrointestinal 
symptoms (epigastric pain, nausea and vomiting) and cardiopul-
monary (cough, palpitations and dyspnea), making it a diagnostic 
challenge in adulthood. When complications occur due to impris-
onment or strangulation of structures in the diaphragmatic defect, 
obstructive symptoms may appear [2, 4-8, 11].

There are rare cases of symptomatic MH in adults in the current 
literature, with dyspnea of varying degrees, retrosternal discomfort 
and cough being described as the main manifestations. Although 
it can cause such symptoms, most cases are asymptomatic and its 
finding is usually accidental when chest or abdominal radiography 
is performed.

In view of the possible complications, once diagnosed, MH should 
be treated, even if asymptomatic. Treatment is primarily surgical 
and options include median sternotomy, thoracotomy, thoracosco-

py, in addition to abdominal approaches via laparotomy and lap-
aroscopy. The transabdominal approach is usually performed in 
emergency situations or in bilateral defects [1, 2].

This study goal is to report a case of symptomatic MH with associ-
ated chronic dyspnea, being surgically corrected by thoracoscopy.

3. Case Report
Female patient, 59 years old, with hypertension and hypothyroid-
ism, on regular medication use, with good control of both patholo-
gies. Report of chronic dyspnea to great efforts, since adolescence, 
without symptoms of heartburn, regurgitation or associated hyp-
orexia. She started cancer monitoring at Alberto Cavalcanti’s Hos-
pital due to the appearance of melanoma in her right thigh. Control 
tests revealed an image in the right supra diaphragmatic region 
suspected of having a diaphragmatic hernia, and a chest CT scan 
was then requested for diagnostic clarification. Image examination 
showed ventral diaphragmatic hernia on the right with insinuation 
of intra-abdominal fatty tissue to the anterior mediastinum, with 
no signs of suffering from its content, and compression atelectasis 
in the middle lobe was also observed: findings compatible with 
Morgagni's diaphragmatic hernia (Figures 1 & 2). Then preoper-
ative preparation was carried out to perform corrective surgery 
electively.

Figure 1&2: Ventral diaphragmatic hernia on the right with insinuation of intra-abdominal fatty tissue to the anterior mediastinum
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Surgery was performed by VATS, patient positioned on the semi-
back, using a cushion under the right lateral region of the chest 
and elevation of the right upper limb under the head, exposing 
the region of trocars insertion in the right hemithorax. VATS iden-
tified a large fatty content insinuating itself through a failure of 
the diaphragmatic coverage in the right ventral region of about 3 
cm. Reduction of the content for the abdominal cavity and defect 
raffia with vicryl 1-0 with separate stitches, requiring a small infra 
mammary incision. Tubular drain inserted in a water seal in the 
right hemithorax, a surgical procedure without further complica-
tions. The patient evolved well in the immediate postoperative pe-
riod, with good pain control and rapid reduction of chest drainage. 
Chest radiography was performed on the first and second postop-
erative days with no changes, then the drain on the second post-
operative day was removed. She was discharged from the service 
on the third postoperative day with a request for a new radiograph 
to be performed on an outpatient basis after fifteen days. She has 
been in outpatient follow-up since then, with no complications in 
the late postoperative period until now.

4. Discussion
Congenital diaphragmatic hernias (CDH) represent 8% of congen-
ital malformations and are characterized by a defect in the dia-
phragm, creating communication between the abdominal and tho-
racic cavities. They are generally classified, according to location, 
into three types: Bochdalek, Morgagni and Esophageal Hiatus [1].

Morgagni's hernia (MH), the eponymous name that identifies an-
teromedial retrosternal CDH, represents 2-4% of diaphragmatic 
hernias and was first described by the Italian anatomist Giovanni 
Battista Morgagni in 1769 in "The Seats and Causes of Diseases, 
Investigated by Anatomy" [1]. It appears as a result of a defect in 
the development of the diaphragm between its costal and sternal 
origin with the separation between the transverse septum and the 
costal arches (sternocostal triangle), forming the foramen of Mor-
gagni, of pathology and etiology still unknown today [1].

This defect can lead to the entry of abdominal contents such as 
omentum and colon in the thoracic cavity and in more severe cas-
es, stomach, liver and small intestine [1, 2]. This type of herniation 
can be fatal in infants due to the fact that large diaphragmatic de-
fects lead to compression of the immature lung, resulting in de-
fective lung formation and possible subsequent respiratory failure, 
as well as changes in the location of thoracic viscera from their 
natural position. Severity is related to the size of the herniated vis-
cera and the period of pregnancy in which migration occurs [1, 2]. 
About 90% of MH occur on the right, as a result of the malforma-
tion being obliterated by the pericardium, 8% are on the left and 
2% are bilateral [1].

Prenatal diagnosis occurs from the 15th week of pregnancy through 
ultrasound; however, it is more common during the morphological 
examination performed in the second trimester [2]. In adults, the 

most suitable test is computed tomography scan of chest and upper 
abdomen, nonetheless, it is possible to be diagnosed in other im-
aging tests (radiography, ultrasound, nuclear magnetic resonance 
[1]).

Case reports and literature review studies have shown that MH is 
even rarer among adult individuals. Like the patient mentioned in 
this study, the majority of adult patients diagnosed with the disease 
are female (62%), are over 50 years of age and approximately 50% 
have predisposing factors that lead to increased intra-abdominal 
pressure (pregnancy, multiparty, trauma, obesity, constipation and 
chronic cough). Therefore, it is suggested that in adults there is an 
association between congenital diaphragm disorder and acquired 
factors, although the physiopathology of MH in this age group is 
still not well established in the scientific literature [2-4, 6, 8-10].

As in the case described, most MH diagnoses are incidental, dis-
covered on chest radiography and appear as a nonspecific chest 
mass. If the herniated content contains an intestinal loop, intra-tho-
racic air content can be seen, consisting of a pathognomonic sign 
of MH. The propaedeutic should be followed by chest and abdo-
men CT scan, a highly sensitive test that, for revealing anatom-
ical details, associated complications and defining the herniated 
structure, is considered the gold standard diagnosis. Other meth-
ods that help the characterization of this pathology are ultrasound, 
endoscopy of the upper gastrointestinal tract, contrasted enema 
and Magnetic resonance imaging (MRI) [5, 8-10].

There is a consensus in the scientific literature that the treatment 
of MH in symptomatic or even asymptomatic adults is essential-
ly surgical and should be instituted immediately after diagnosis 
due to the risk of developing complications. Surgery is based on 
excision of the hernia sac, return of the contents to the abdominal 
cavity and closure of the hernia defect [3-5, 9-10, 12, 14].

Abdominal (laparotomy or laparoscopy) and thoracic (thoracot-
omy, sternotomy or thoracoscopy) approaches are possible, but 
there is still no scientific evidence to demonstrate clear superiority 
in the results of one over the other [3, 12]. Retrospective analysis 
of a Turkish study of 20 adult patients undergoing MH correction 
surgery revealed that those operated on abdominally achieved a 
similar success rate to those operated on thoracic [12].

Minimally invasive surgical techniques have advantages because 
they provide less postoperative pain, shorter hospital stays, early 
return to daily activities and better aesthetic results. However, this 
practice is still not widespread. A literary review study published 
in 2008 highlights that among 298 analyzed cases of MH in adults, 
only 2 were addressed by thoracoscopy [9]. Although they can cul-
minate in a longer surgical time, they should be preferred when 
available [5, 6, 14, 15]. Literature review studies show that the 
approach of MH by thoracoscopy allows easy dissection of the 
hernial sac from mediastinal and pleural structures in addition to 
providing sufficient exposure for its repair [3, 9, 12].
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Authors of a retrospective study conducted at the Mayo Clinic, 
USA, evaluated the history of 43 adult patients undergoing MH 
repair from 1987 to 2015. They concluded that the decision re-
garding the approach and the surgical technique used must be in-
dividualized and that due to the lack of evidence of superiority, the 
surgeon's preference and experience should be the main factors 
considered [11]. In agreement with these data, due to the avail-
ability of an experienced thoracic surgeon in the service where the 
surgical approach of the case presented was performed, the VATS 
approach was chosen.

5. Conclusion
The present report of Morgagni's Hernia is of great importance 
to scientific literature. On the grounds that is a rare entity, espe-
cially when it manifests in an adult patient, new case reports may 
contribute to the better definition of diagnostic, propaedeutic and 
therapeutic methods of MH.

As a result of increase in the availability of sensitive imaging 
methods, a trend towards an increase in the number of incidentally 
diagnosed cases is expected, as it is this one reported [11]. There-
fore, further studies on the behavior of MH in adults are needed.

In addition, MH diagnosed in adult patients lacks scientific con-
sensus and standardization regarding its pathophysiology and the 
best form of therapeutic surgical approach. Several literary review 
articles and case reports call attention to the need for new data in 
this matter [3, 9, 11]. This article seeks to disseminate a possi-
ble effective and resolutive diagnostic-therapeutic approach in the 
management of MH.

The minimally invasive thoracic approach is still poorly performed 
and little described in the literature, despite its clear benefits and 
success rates similar to abdominal approaches. Therefore, this case 
report also seeks to show a satisfactory outcome, good postopera-
tive evolution and adequate pain control after correction in adults 
using minimally invasive thoracic access.
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