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Case Report/ Olgu Sunumu

Bilateral Giant Morgagni Hernia Causing Cardiac Shifting

Kardiak Itilmeye Neden Olan Bilateral Dev Morgagni Hernisi
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A 76-year-old woman weighing 114 kg presented
with shortness of breath and worsening chest pain
for 2-year duration. There was no history of trau-
ma. Plain and cross-sectional imaging identified a
giant anterior diaphragmatic hernia which caused
cardiac posterior shifting. She was transferred
to general surgery department for further inves-
tigations and treatment. Reduction of herniated
contents and repairing of bilaterally diaphragmatic
defect were performed via laparotomy. Bilateral,
giant Morgagni hernia which causes cardiac shift-
ing to the backward is extremely rare.
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Yetmis alti yasinda, 114 kg agirliginda bayan
hasta iki yildir kotiilesen gégus agrisi ve efor ile
nefes darligi sikayetleri ile bagvurdu. Oykiisiinde
travma yoktu. DUz ve Kkesitsel goruntilemede
kardiyak posterior itiimeye neden olan dev ante-
rior diyafragmatik herni saptandi. ileri tetkik ve
tedavi icin genel cerrahi bélimine sevk edil-
di. Herniye boélimlerin rediksiyonu ve bilateral
diyafragmatik defektin onarimi laparotomi kulla-
nilarak yapildi. Posterior kardiyak itilmeye neden
olan bilateral dev Morgagni hernisi ¢ok nadir bir
olgudur.

Anahtar sézclikler: Diafragmatik herni; Morgagni; kardiyak itil-
me; cerrahi; onarim.

In 1769, Morgagni first described the substernal
herniation of abdominal contents into the tho-
racic cavity based on observations made dur-
ing autopsy examinations.! The diaphragmatic
defect is a triangular space between the muscle
fibers of the diaphragm that originate from
the xiphisternum and the costal margin and
insert on the central tendon of the diaphragm.
This potential space is called as the foramen
of Morgagni or space of Larrey. Foramen of

Morgagni hernias are rare entities in the gen-
eral population. Morgagni hernia is the rarest
type of congenital diaphragmatic hernia. Most
of the patients are female and 92% of the her-
nias have hernia sac.” The majority of Morgagni
hernias are right-sided with only rare left-sided
and bilateral occurrences because of the protec-
tion provided by the pericardial sac.’! In this
report, diagnosis and repair of a giant, bilateral
Morgagni hernia is described.
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Bilateral Giant Morgagni Hernia Causing Cardiac Shifting

CASE REPORT

A 76-year-old woman weighing 114 kg pre-
sented to the emergency room with worsening
chest pain and shortness of breath on physical
exertion for two years. There was no significant
past medical history or trauma. Auscultation
revealed no audible breath sounds in the bilat-
eral lower sites of the chest. Physical examina-
tions revealed stable vital signs. The laboratory
results were in normal limits. In electrocardi-
ography (ECG); T wave negativity in D2, D3,
aVE, and low voltage were determined in all
derivations. Echocardiogram measured normal
cardiac chamber volumes and ejection fraction.
She had no abdominal symptoms of pain, food
intolerance, emesis, nausea, vomiting, cramping
and distension. A posteroanterior chest radiog-
raphy showed right paracardiac mass, bilateral
lower lobe atelectasis and radiopacity (Fig. 1).
Computed chest tomography (CT) revealed an
anterior diaphragmatic hernia through Morgagni
defect, transverse colon and omentum in the
anterior mediastinum, compressed bilateral
lung parenchyma and cardiac shifting to back-
ward (Figs. 2a, b). The patient was diagnosed as
bilateral, giant Morgagni hernia. She was trans-
ferred to the general surgery department for
elective laparotomy. Laparotomy was planned
for reducing abdominal contents into perito-
neal cavity and repairing diaphragmatic defect.
An elective transabdominal surgical repair via
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Fig. 2.

Chest CT of the patient shows anterior diaphr

Fig. 1.

Posteroanterior chest radiography of the patient at
admission shows right paracardiac mass, bilateral
lower lobe atelectasis and radioopacity.

laparotomy was performed at the fourth day.
During operation; bilateral, anterior, two dia-
phragmatic defects which measured 3 and 2.5
cm were seen, there were hernia sacs, trans-
verse colon and omentum were in the mediasti-
num, visceral complications of Morgagni hernia
such as obstruction or strangulation were not
revealed. After reduction of the herniated con-
tents into peritoneal cavity, primary repair of
the diaphragmatic defects were performed with
nonabsorbable mattress sutures. The patient
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made an uneventful recovery. The patient was
discharged on the 10th day. She was well at six-
month follow-up.

DISCUSSION

Foramen Morgagni hernias account for 3% of
all surgically treated diaphragmatic hernias.?
Although Morgagni hernia usually lies on the
right side and slightly posterior to the xiphoid
process, it may rarely be found on the left side
or bilateral. The presence of the pericardium has
been proposed as a barrier against the occur-
rence of the left-sided and bilateral Morgagni
hernias.! We herein report a case of bilateral
Morgagni hernia.

Most of the Morgagni hernias have a hernia
sac. Hernia sac frequently contains the omen-
tum, transverse colon and rarely stomach or
liver.”! Also the present case had a hernia sac
that contained omentum and transverse colon.

Patients with Morgagni hernia are usually
asymptomatic. Among symptomatic patients,
the complaints included shortness of breath,
thoracic pain, food intolerance, emesis, gastroe-
sophageal reflux, nausea, vomiting, abdomi-
nal cramping and distension, dysphagia and
abdominal pain. The present case presented
with the symptoms of shortness of breath and
thoracic pain for two years.

The use of the computed thoracoabdominal
tomography as a diagnostic tool for Morgagni
hernia has increased the reliability of preop-
erative diagnosis. CT scans can help to further
characterize anterior mediastinal masses that are
detected on the chest radiographs and aid in pre-
operative diagnosis and operative planning.?!
Bilateral, giant Morgagni hernia of the present
case was diagnosed with chest radiography and
CT scanning. With CT scans facilitating correct
diagnosis, the surgical repair was performed
through the preferred transabdominal approach
instead of the potentially more morbid transtho-
racic approach in the case.

Repair of the Morgagni hernia is indicated
immediately after diagnosis because of the risk
of visceral complications such as obstruction
or strangulation. The treatment of a Morgagni
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hernia is surgical and includes reducing the
abdominal contents and repairing diaphrag-
matic defect.

Both transabdominal and transthoracic
approaches are recommended in surgical repair
of Morgagni hernia. Transthoracic repair has
been used by Kilic et al.l! with favorable results.
They recommended transthoracic approach
because it provides sufficient exposure, easy
repair of the hernia sac and facilitates the release
of pericardial adhesions. But, they also reported
that transabdominal approach should be pre-
ferred, particularly in cases with bilateral hernia
sac as in our patient. Transabdominal approach
via laparotomy is superior in recognition and
management of malrotation and for dealing
with visceral complications than transthoracic
approach.”! The present case was treated with
an elective laparotomy and there was no post-
operative complication.

After reduction of herniated contents into
peritoneal cavity, diaphragmatic defects are
repaired with nonabsorbable sutures as in the
present case. Extensive defects may not be
repaired with primary suture. Nonabsorbable
or absorbable prosthetic materials to achieve
durable repair may be needed.

Postoperative complications are infrequent in
the Morgagni hernia repair operations. The pres-
ent case made an uneventful recovery.

In Conclusion, foramen of Morgagni hernia is
a rare surgical disease. Bilateral Morgagni hernia
is even more uncommon. Patients are usually
asymptomatic. The preoperative diagnosis may
be aided by CT scans. The current treatment
of a Morgagni hernia is surgical repair even in
asymptomatic cases because of the risk of viscer-
al herniation and strangulation. Transabdominal
approach is the preferred technique for reduc-
tion and dealing with visceral complications.
Nonabsorbable sutures remain as the preferred
method for diaphragmatic defect repairing.
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