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Letter to the Editor

Morgagni hernia in incremental peritoneal dialysis: is it
possible to continue with the technique?夽
Hernia de morgagni en diálisis peritoneal incremental: ¿es posible
continuar con la técnica?
a r t i c l e

i n f o

Article history:

Dear Editor,
Around 95% of diaphragmatic hernias are posterolateral
(Bochdalek), the rest being anterior (Morgagni) or central.1
Morgagni hernias account for 3% of all diaphragmatic hernias2
and mainly occur on the right side.
Clinical presentation is highly variable. Paediatric patients
usually have major diaphragmatic defects and, in 80% of cases,
recurrent respiratory infection.3 In these cases, associations
have been found in up to 80% with congenital heart disease.4
In adults, Morgagni hernias may be the result of minor congenital defects which have not previously been diagnosed or
acquired defects, and they develop more slowly.5
In adults they have been associated with different factors
such as pregnancy, trauma, obesity, chronic constipation and
persistent cough.6 In some cases, they have been associated
with the use of peritoneal dialysis (PD) due to an increase in
intra-abdominal pressure.7 Although it was thought that most
cases in adults were asymptomatic, recent reviews report

the presence of some symptoms, in many cases nonspecific or of low severity. Symptoms can include dyspnoea and
cough (36%), chest and abdominal discomfort (37%), intestinal
obstruction (20%), dysphagia (3%), gastroesophageal reflux or
even gastrointestinal bleeding (1%), with only 28% of reported
cases being asymptomatic.2
The patient was a 59-year-old female with a previous medical history of advanced chronic kidney disease secondary to
chronic pyelonephritis with hypertension and dyslipidaemia.
She reported having a pregnancy lasting a number of weeks,
but did not reach term, and surgical history of appendectomy
and inguinal hernia repair. In January 2017, she was started
on incremental PD with an overnight exchange of 2 litres with
1.5% glucose, with no immediate complications.
In February 2018, the patient started to experience an
increase in her usual dyspepsia, night sweats and slight
oedema in the lower limbs, with no associated laboratory

Fig. 1 – Chest X-ray prior to and after initiation of peritoneal dialysis.
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This is the first case described in which the option to
continue with PD was chosen; in the previously reported
cases, whether at the wish of the patient, owing to a lack of
experience with similar cases, or due to the caution of the
doctors, it was decided to abandon the technique. Our case
shows that PD can be a good therapeutic option in patients
with diaphragmatic hernias, allowing us to prioritise the
patients’ choice and the therapeutic advantages of this renal
replacement modality.
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Fig. 2 – Computed axial tomography (CAT) of the chest at
the onset of the symptoms.
abnormalities. In a routine chest X-ray in October 2018 (Fig. 1),
an increase in right para-cardiac density was observed, erasing the cardiac silhouette, located in the middle lobe, which
was not present in X-rays prior to the start of PD (Fig. 1).
In view of the results of the chest X-ray, an abdominal,
pelvic and thoracic CT scan was requested (Fig. 2), which
revealed the presence of a Morgagni hernia with visceral fat
content and fluid through the hernia orifice. The herniation
was causing linear atelectasis at the level of the middle
lobe, with no evidence of hilar/mediastinal or axillary lymphadenopathy of significant size or appearance. With the
results of the CT scan, a peritoneogram was requested, which
ruled out peritoneal fluid leak or pleuroperitoneal communication. The patient was evaluated by general surgery and,
given the associated symptoms, the potential complications
and the intention to maintain long-term renal replacement
therapy with PD, she underwent surgical closure of the hernia
defect. Following the surgery, she was temporarily put on
haemodialysis. One month after the intervention, and in the
absence of associated complications, the patient restarted PD
therapy with an overnight exchange. She has gradually been
losing residual renal function, for which it has been necessary
to increase to 3 daily exchanges, with no complications or
new hernias.
We have presented the case of a patient diagnosed with
Morgagni hernia after starting PD. Based on the data described,
there seems to be a temporal relationship between the start
of the technique and the development of the hernia.
Regarding the therapeutic approach for this condition in
PD, few cases have been described. In patients with Morgagni
hernia not treated with PD, the need for surgery depends on
the mode of presentation, and is indicated when there is large
intestine present in the hernia sac, or when the symptoms are
recurrent or disabling.5
Sastre et al. described the case of a patient with a Morgagni
hernia developed during treatment with PD, with symptoms
such as constipation, dizziness and cardiac arrhythmia; the
decision was made to switch the patient to HD.7
In our case, despite the fact that the symptoms were mild
and that the CT scan showed the presence of a hernia sac containing only peritoneal fat, surgical correction was chosen due
to the possibility of reintroducing PD according to the patient’s
wishes.

1. Deprest J, Brady P, Nicolaides K, Benachi A, Berg C, Vermeesch
J, et al. Prenatal management of the fetus with isolated
congenital diaphragmatic hernia in the era of the TOTAL trial.
Semin Fetal Neonatal Med [Internet]. 2014;19(6):338–48.
Available from:
http://www.ncbi.nlm.nih.gov/pubmed/25447987
2. Horton JD, Hofmann LJ, Hetz SP. Presentation and management
of Morgagni hernias in adults: a review of 298 cases. Surg
Endosc [Internet]. 2008;22(6):1413–20. Available from:
http://link.springer.com/10.1007/s00464-008-9754-x
3. Al-Salem H, Akhter Naw A, Matta H, Jacobsz A, Jacobsz A.
Herniation through the foramen of Morgagni: early diagnosis
and treatment. Pediatr Surg Int [Internet]. 2002;18(2–3):93–7.
Available from:
http://www.ncbi.nlm.nih.gov/pubmed/11956770
4. Berman L, Stringer D, Ein SH, Shandling B. The late-presenting
pediatric Morgagni hernia: a benign condition. J Pediatr Surg
[Internet]. 1989;24(10):970–2. Available from:
http://www.ncbi.nlm.nih.gov/pubmed/2809967
5. Loong TPF, Kocher HM. Clinical presentation and operative
repair of hernia of Morgagni. Postgrad Med J [Internet].
2005;81(951):41–4. Available from:
http://www.ncbi.nlm.nih.gov/pubmed/15640427
6. Eglinton T, Coulter GN, Bagshaw P, Cross L. Diaphragmatic
hernias complicating pregnancy. ANZ J Surg [Internet].
2006;76(7):553–7. Available from:
http://doi.wiley.com/10.1111/j.1445-2197.2006.03776.x
7. Sastre A, Mariño S, Barnés C, Lucas C, Monfá E, Stifan G, et al.
Hernia diafragmática de Morgagni en diálisis peritoneal.
NefroPlus. 2018;10:91–2. Núm. 1.Junio 2018.

Carlos Santos-Alonso a,∗ , Marta Ossorio González a ,
Gloria del Peso Gilsanz a , María Maldonado-Martín a ,
Pablo Racionero González a , Rafael Selgas Gutiérrez a ,
María Auxiliadora Bajo Rubio a
a

Servicio de Nefrología Hospital Universitario La Paz, Madrid,
Spain
Ana Cabrita Da Silva b
b

Hospital Prof. Doutor Fernando Fonseca, Amadora, Portugal

∗ Corresponding

author.
E-mail address: carlos.santos.alonso@gmail.com
(C. Santos-Alonso).
2013-2514/© 2020 Sociedad Española de Nefrologı́a. Published
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