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Background: Morgagni hernia is a kind of rare congenital diaphragmatic hernia. We reported a case of

Morgagni hernia repaired successfully with artificial pericardium patch via the laparoscopic approach.

Methods: The patient was admitted with a 3-month history of postprandial nausea and vomiting,

and accompanied by epigastric pain. Computed tomography (CT) scans showed a large anteromedial

diaphragmatic hernia. The hernial contents were reduced back into the abdominal cavity and the

diaphragmatic defect was repaired with artificial pericardium patch by laparoscopic intracorporeal suture.

Results: We achieved satisfactory intracorporeal repair of this large diaphragmatic defect. The patient had

excellent recovery and started on oral diet on the first postoperative day, and then was discharged just two

days after operation.

Conclusions: The minimally invasive advantage of laparoscopic approach offers a secure, reliable and

satisfactory way to confirm the diagnosis and achieve the repair of non-complicated Morgagni hernia.
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Introduction

Morgagni hernia is one kind of relatively rare congenital
diaphragmatic hernias, which is generally asymptomatic
and discovered incidentally in adulthood (1,2). Once the
diagnosis of Morgagni hernia has been made clinically,
surgical treatment is indicated, even in the asymptomatic
cases (3,4). Here, we report an adult male patient with
Morgagni hernia, who presented with non-specific
gastrointestinal symptoms and underwent reduction of
hernial contents followed by successfully intracorporeal
suture repair of the diaphragmatic defect with artificial
pericardium patch via the laparoscopic approach.

Case presentation
Patient characteristics

A formerly healthy, 34-year-old male obese patient was
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admitted to Zhongshan Hospital with chief complaints of
postprandial nausea and vomiting, and accompanied by
epigastric pain for 3 months. He denied blunt trauma and
other risk factors for an acquired diaphragmatic hernia. The
general physical examination was unremarkable except for
mild deep tenderness in the epigastrium. Contrast enhanced
computed tomography (CT) scan of the chest revealed that
part of the stomach, transverse colon along with omentum
herniated into the right pleural cavity via an anteromedial
defect of the diaphragm (Figure I). After completely clinical
and imaging evaluations, the patient was planned for hernial
contents reduction and diaphragmatic defect repair via the
laparoscopic approach.

Surgical procedures

Under general anesthesia, the patient was placed in
a supine position and close CO, pneumoperitoneum
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Figure 1 CT scan of the chest showing the distal part of stomach, transverse colon and omentum herniated into the right pleural cavity via

an anteromedial defect of the diaphragm. CT, computed tomography.

Figure 2 (A) Intraoperative appearance of the distal part of stomach, transverse colon and omentum within the diaphragmatic defect;

(B) one defect of measuring about 6x7 cm in size was clearly visible anterior to the right lobe of liver after reduction of the hernial contents.

(15 mmHg) was performed. One 10 mm trocar was inserted
into abdominal cavity below the umbilicus for the video-
laparoscope. Three additional trocars were placed in the
right (one 5 mm trocar) and left (one 5 mm trocar and one
10 mm trocar) flanks, respectively. Intraoperatively, after
the hernial contents (distal part of stomach, transverse
colon and omentum) were gently pulled out and reduced
back into the abdominal cavity, one diaphragmatic defect
of measuring about 6x7 cm in size was present anterior to
the right lobe of liver (Figure 2). The edge of the hernial
defect was defined and the sac was not removed. As primary
closure of this large diaphragmatic defect was not possible,
one about 10x12 cm artificial pericardium patch was
placed over the hernial defect and secured to the enough
stitching margins; subsequent intracorporeal repair was
performed by circumferentially interrupted sutures using
2-0 polypropylene to anchor the patch (Figure 3).
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Results

We achieved satisfactory intracorporeal repair of this large
diaphragmatic defect, and postoperative chest radiography
further confirmed the successfully closure of this defect
(Figure 4). Recovery was uneventful, the patient was
asymptomatic and started on oral diet on the first postoperative
day, and then was discharged on the following day.

Discussion

The anteromedial hernia was firstly described by Giovanni-
Battista Morgagni in 1761 as anatomical defect in the
anterior diaphragm (5). Morgagni hernia can occur on
either side of the sternum through a muscle-free triangular
space, but more common on the right side (6,7). It’s
reported that the peritoneal sac of almost all Morgagni
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Figure 3 An artificial pericardium patch (10x12 cm) was applied
to cover the defect after the margins of hernial sac were defined.
The finished intracorporeal repair using 2-0 polypropylene by

interrupted sutures circumferentially to anchor the patch.

Figure 4 Postoperative chest radiograph confirmed successfully

repair of the hernia.

hernias were well developed and herniated into the thoracic
cavity; the most commonly found abdominal organs in the
hernial sac were colon and omentum, less often stomach,
small bowel and liver (1,8).

The patients with Morgagni hernias usually remain
asymptomatic or present with vague gastrointestinal and
respiratory symptoms, so most patients were diagnosed
incidentally by chest X-ray until later in life (9,10). If
present, the symptoms and signs are usually related to the
size of the sac and contents in the hernial sac. Here, we
reported a large Morgagni hernia in an adult obese patient
presented with symptoms of postprandial nausea and
vomiting, and accompanied by epigastric pain for 3 months.
CT scan is very useful in assessing diaphragmatic hernias
as it gives excellent anatomical detail on the contents of
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the hernia and its possible complications such as bowel
obstruction or strangulation (6). CT scan of our patient
showed that part of the stomach, transverse colon along
with omentum herniated into the right pleural cavity, which
was in accordance with the intraoperative findings.

Although complications are rare, once the diagnosis of
Morgagni hernia has been made clinically, surgical repair
should be performed to avoid potential intestinal obstruction
and strangulation, except for those who can not tolerate
surgical repair due to severe underlying diseases (4,11).
Morgagni hernia can be repaired by a variety of surgical
approaches including laparotomy, thoracotomy, laparoscopy
and thoracoscopy, of which, the laparoscopic approach
was firstly reported by Kuster ez /. in 1992 (12) and has
been the gold standard and the initial step for repair of
non-complicated cases (11). For this patient, the hernia
contents can be fully viewed and easily reduced back into
abdominal cavity without incision the peritoneum at the
perimeter of the defect. In addition, the hernial sac was not
excised as this may result in massive pneumomediastinum
with potential respiratory or circulatory complications (12).
After careful assessment the extent of diaphragmatic
defect, one appropriate size of artificial pericardium patch
was anchored to repair this defect by circumferentially
interrupted sutures using 2-0 polypropylene with intra-
abdominal knotting. The patient’s excellent postoperative
recovery and chest radiography well demonstrated that we
have achieved satisfactory intracorporeal repair of this large
diaphragmatic defect using artificial pericardium patch.

In conclusion, the review of literatures and our
experience indicates that the diagnostic, therapeutic and
minimally invasive advantages of laparoscopic approach
offers a safe, reliable and satisfactory way to achieve the
repair of non-complicated Morgagni hernia.
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