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SPOT DIAGNOSIS (IMAGE GALLERY)

A 13 months previously healthy male child was transferred from a community 
emergency room for newly diagnosed congenital diaphragmatic hernia and 
possible emergency surgery. He had presented with two days of cough, 
congestion and fever. On examination, he was calm, comfortable and 
happy on mother’s lap without any obvious respiratory distress. Respiratory 
auscultation had only conducted breath sounds. He had bilateral otitis media. 
Other systems were normal. A chest x-ray at the outside emergency room 
showed loops of large bowel in the left chest cavity with some mediastinal 
shift. No additional studies were ordered on arrival and surgery was 
consulted. Patient was admitted for observation and placed on antibiotics 

for his otitis media. Patient was stable overnight and discharged on amoxicillin. Patient had outpatient surgery 
a week after hospitalization to repair his diaphragmatic hernia without any immediate complications or issues 
on 6 month follow-up.

Which type of diaphragmatic hernia does this patient have?

Morgagni hernia. Subcostosternal diaphragmatic hernias are a rare form of diaphragmatic hernia accounting 
for 3-5 percent of all cases. (1) Anterior defect occurs when gastrointestinal (GI) contents extend through the 
foramen of Morgagni, a triangular space formed when the muscle fibers of the xiphoid process and costal margin 
insert on the central tendon of the diaphragm. (2) This is in contrast to the more common posterolateral defects 
through the foramen of Bochdalek, which account for 80-90 percent of congenital diaphragmatic hernia cases. 
(3) The presentation differs greatly with these two hernia types. The Bochdalek hernia usually presents in the 
classic, acutely ill neonate requiring significant respiratory support and surgical interventions. These patients 
tend to have some degree of lung hypoplasia and pulmonary hypertension leading to significant morbidity and 
mortality, among other complications. (4) The Morgagni hernia tends to be diagnosed incidentally however 
presentation varies from recurrent chest infections to gastrointestinal symptoms. (5) Surgical repair is still 
indicated for patients with Morgagni hernias due to risk of strangulation and colonic perforation, however the 
timing of repair depends on the individual surgeon. (2)  . 
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