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Case Report

Adult right-sided Morgagni hernia with Chilaiditi syndrome:
A case report
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ABSTRACT

Chilaiditi syndrome, which is the symptomatic interposition of the bowel under the right hemidiaphragm, is a rare condition that can usually
be managed without surgery. Morgagni hernia is an unusual disease that accounts for approximately 3% of congenital diaphragmatic hernias.
A 66-year-old female presented to the emergency department with abdominal pain, nausea, and constipation. Computed tomography findings were
consistent with the diagnosis of Morgagni hernia and Chilaiditi syndrome. In this article, we present this case due to the rare coexistence of these two
conditions and the typical radiological findings.
Keywords: Chilaiditi syndrome, diaphragmatic hernia, Morgagni hernia.

Morgagni hernia (MH) is an uncommon
condition characterized by congenital herniation
through a retrosternal defect in the diaphragm.
Although it is usually found incidentally, it
may also occur with intestinal obstruction or
ischemia. Usually observed in children, adults only
comprise a minority of cases.[1,2] Chilaiditi sign is
a rare radiographic finding of subdiaphragmatic
radiolucency that occurs with the interposition
of the intestines between the liver and the
diaphragm and is called Chilaiditi syndrome (CS)
when associated with digestive symptoms.[3] This
case report presents a patient who was admitted
to the emergency department with complaints
of abdominal pain and was diagnosed with MH
associated with CS.

CASE REPORT
A 66-year-old female presented to the
emergency department with upper abdominal
pain, nausea, and anorexia lasting for two days.

She denied chronic constipation and her last
bowel movement was two days earlier. Physical
examination revealed a moderately distended
abdomen with tenderness in the right upper
quadrant and slightly decreased bowel sounds
with no guarding or rebound tenderness. Her past
medical history was unremarkable. On admission,
her temperature was 37.4°C, her heart rate
was 88 beats/min, her respiratory rate was
16 breaths/min, and her blood pressure was
110/70 mmHg. Apart from minimal leukocytosis,
the patient’s laboratory values were normal.
Abdominal X-ray showed small-bowel gas
and computed tomography (CT) revealed the
transverse colon located above the right lobe of
the liver, known as Chilaiditi’s sign. A small region
of intestinal fat tissue was also seen in the loweranterior of the right thoracic cavity, probably
due to the congenital hernia (Figure 1, 2). With
these findings, the patient was diagnosed as right
MH and CS. The patient was hospitalized in the
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Figure 1. Coronal computed tomography image showing
multiple bowel loops within the right thoracic cavity (white
arrow) consistent with a Morgagni hernia. The diaphragm
can be identified below the hernia contents (gray arrow)
and the transverse colon located above the right lobe of
the liver (arrowhead).

general surgery ward. She received intravenous
fluids, oral laxatives, and water enemas. After
numerous bowel movements, the patient’s pain
and distention resolved. Elective surgery was
planned and the patient was discharged on the
fourth day of hospitalization with oral laxatives
and enemas.

DISCUSSION
Chilaiditi syndrome is a rare radiological finding
of segmental interposition of the colon between
the liver and diaphragm. The syndrome was first
defined in 1911 by the Greek radiologist Demetrious
Chilaiditi, who described three cases of the
radiographic anomaly.[4] Conversely, radiographic
findings without any clinical symptoms are called
Chilaiditi signs. The prevalence of the disease is
thought to range between 0.025% and 0.28%.[5,6]
Chilaiditi syndrome is generally asymptomatic and
usually diagnosed incidentally. Its most common
presentation is abdominal pain, nausea, vomiting,
distention, changes in bowel habits, chest pain,
shortness of breath, and respiratory distress.[4,5]
In our case, the patient presented with CS-like
radiological findings.
Morgagni hernia was first described in 1769
as a herniation of the intraabdominal organs into
the thorax through a parasternal or retrosternal

Figure 2. Axial computed tomography image showing
hernia intestinal fat tissue in the right thoracic cavity and
minimally enlarged colonic diameter.

defect of the diaphragm.[7] The hernia usually
appears on the right side, but can also occur
on the left side or midline. These are the
rarest of congenital diaphragmatic hernias,
accounting for only 2-3% of cases.[8] Morgagni
hernia is generally predominant in females and is
associated with other anomalies such as ventricular
septal defect, dextrocardia, Down’s syndrome,
Turner’s syndrome, Noonan’s syndrome, Prader
Willi syndrome, tetralogy of Fallot, scoliosis,
and omphalocele.[7] Most MH is diagnosed late
because patients may be asymptomatic or present
with ambiguous gastrointestinal and respiratory
symptoms and signs.[2] The clinical presentation of
this patient was simply misleading with the delayed
diagnosis of pulmonary symptoms. In chest
radiography, MH is often randomly diagnosed as
homogeneous masses in the right cardiophrenic
angle. In case of involvement of a hollow viscus,
an air fluid level may be recorded in the thoracic
cavity.[2,8] Although ultrasonography has been
shown to be useful in assessing diaphragmatic
hernias, CT is the most sensitive imaging method
because it provides excellent anatomical detail of
complications such as strangulation.[9] In our case,
the patient presented with similar complaints
including abdominal pain, nausea, and anorexia.
The treatment of CS varies depending on the
severity of the symptoms. Asymptomatic patients
do not require any intervention and patients with
mild or intermittent symptoms can usually be
managed with conservative treatment.[5,6] Surgical
treatment is reserved for patients whose symptoms
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do not resolve or patients with complications such
as ischemia or perforation.[10] Once diagnosed, the
need for surgery largely depends on presentation.
Although the majority of these hernias are
asymptomatic, repair is recommended to prevent
future complications. Emergency intervention is
not always necessary unless there is evidence
of strangulation.[8,11] In this case, the patient’s
symptoms completely resolved with conservative
treatment.
In conclusion, a highly rare case of a
right-sided MH associated with CS in an adult
who resolved with conservative treatment was
described. Chilaiditi syndrome and MH are usually
asymptomatic and the disorder may have late
manifestation. Symptoms and clinical condition
may vary from mild to severe, therefore clinicians
should consider these disorders in their daily
exams.
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