
Morgagni hernia is an uncommon type of
diaphragmatic hernia, which usually ap-
pears in adulthood. The diagnosis is main-
ly made by chest radiograph and multi-
detector computed tomography (CT) [1].
As in this case, colonoscopy with fluoro-
scopic control is very helpful too. Repair
can be performed either by using a trans-
thoracic or transabdominal approach, and
good results with laparoscopic transab-
dominal repair have been reported [2].
The case is presented of a 63-year-old
man with a giant Morgagni hernia, diag-
nosed by CT, who underwent a preopera-
tive colonoscopy to rule out other asso-
ciated pathology and for decompression.
The colonoscopy helped to assess the
very large volume of the hernia.
The patient had experienced abdominal
pain, cough, expectoration, and dyspnea.
No abdominal trauma was mentioned.
Plain abdominal radiographs showed di-
lated colon and bowel loops, with fluid
levels, within the chest. There was diffuse
abdominal distension on physical exami-
nation.
An emergency colonoscopy was done for
decompression prior to surgery. The intes-
tinal contents and gas were drained suc-
cessfully. No luminal constriction sites
were seen. The colonoscopeprogresseddi-
rectly, diagonally to the right chest, reach-
ing the level of the second rib (●" Fig. 1a)
and then moved down in a parallel direc-
tion (●" Fig. 1b).
The patient underwent urgent laparosco-
py due to aggravation of dyspnea. Lapa-
roscopy revealed a giant Morgagni hernia
which contained much of the colon; the
small bowel was very dilated. The omen-
tum was reduced into the abdomen, the
hernia sac was excised, and the defect
was repaired with a 12 × 12-cm prosthetic
mesh patch. The patient was discharged
without complication 3 days after the
operation.
Some cases of diaphragmatic hernia are
diagnosed unexpectedly during diagnos-
tic colonoscopy [3]. Endoscopists should
be aware of the possible occurrence of
diaphragmatic hernias and their risk as
life-threatening complications. To avoid
such dangerous complications, access to
radiography facilities with fluoroscopy is

recommended in endoscopic units where
colonoscopies are performed.
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Colonoscopy in a patient with a giant
Morgagni hernia

Fig. 1 a The colono-
scope progressed dia-
gonally to the right
chest, reaching the
level of the second rib.
b The colonoscope
then moved down in
a parallel direction,
occupying the right
thorax.

UCTN – Unusual cases and technical notesE124

Sebastián JJ. Colonoscopy in a patient with a giant Morgagni hernia… Endoscopy 2011; 43: E124

T
hi

s 
do

cu
m

en
t w

as
 d

ow
nl

oa
de

d 
fo

r 
pe

rs
on

al
 u

se
 o

nl
y.

 U
na

ut
ho

riz
ed

 d
is

tr
ib

ut
io

n 
is

 s
tr

ic
tly

 p
ro

hi
bi

te
d.


