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Morgagni hernia detected due to pneumothorax development 
during diagnostic colonoscopy

To the Editor,

Colonoscopy is used worldwide for the diagnosis and 
treatment of colorectal disease (1). Intestinal perfora-
tion related to colonoscopy is reported as 0.2%-2% (1,2). 
Although pneumothorax cases related to colon perfo-
ration during colonoscopy are reported in the literature 
(1,3,4), no pneumothorax case related to perforation of 
a colon segment strangulated due to Morgagni hernia 
defect has been encountered.

In line with our literature research, we suppose that this 
will be the first case. In this case report, a 46-year-old 
female patient with pneumothorax development dur-
ing a diagnostic colonoscopy is discussed. Sudden re-
spiratory distress occurred during the colonoscopy of 
the patient, who was planned to be taken to diagnostic 
colonoscopy due to constipation complaints. A pneu-
mothorax was detected on the right side in the thorax 
graph. Laparotomy was performed due to detection of 
a diaphragm hernia in the computer tomography. Seg-
mental colon resection and end-to-end anastomosis 
were performed to the patient, whose colon segment, 
strangulated by a Morgagni hernia during laparotomy, 
was observed to be perforated. The per-operative Mor-
gagni hernia defect is presented in Figure 1.

Colonoscopy is frequently used for colorectal diseases. 
Although it is well known by clinicians that there is a 
high risk of intestinal perforation, painless colonoscopy 
procedure is especially widely performed. A possible 
mechanism of the development of subcutaneous em-
physema, pneumomediastinum, and pneumothorax 
after colon perforation is defined by Maunder et al. (5). 
According to this, the neck thorax and abdomen po-
tential space level can be reached by following the air 
potential facial layer that has developed in a compart-
ment. As a consequence, the possibility of pneumo-

thorax should definitely be considered when sudden 
respiratory distress develops during a colonoscopy 
procedure, and the diagnosis and treatment should be 
performed quickly. In this case, the patient was taken 
rapidly to the intensive care unit, and the respiratory 
distress improved after tube thoracostomy was per-
formed.

While in the literature it is considered that air reaches 
the thorax from the abdomen through potential spaces 
in pneumothorax cases observed after colon perfora-
tions, in this case, pneumothorax developed due to 
direct delivery of air to the thorax after perforation of 
a colon segment strangulated in the Morgagni hernia 
defect. In conclusion, it is known that pneumothorax 
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Figure 1. Perioperative Morgagni hernia defect of the patient.
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can rarely develop related to air movement from the abdomi-
nal cavity to the thorax through potential spaces following co-
lon perforation during a colonoscopy procedure. But, in line 
with our literature research, we did not observe any pneumo-
thorax case that developed related to direct air movement to 
the thorax cavity following strangulated intestinal perforation 
in a Morgagni hernia defect during colonoscopy. Therefore, 
we conclude that Morgagni hernia, a rare congenital defect, 
should be definitely considered in the differential diagnosis in 
pneumothorax-detected patients during colonoscopy.
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