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Transmesosigmoid hernia with small bowel strangulation
Ji Won Kim, Dae Hyun Yang

ABSTRACT
Introduction: Internal herniation of the smallbowel is difficult to diagnose before surgery.Delayed laparotomy is related to high morbidityand mortality. We present a rare case of atransmesosigmoid hernia to demonstrate theimportance of high suspicion and earlylaparotomy. Case Report: A 44yearold femalepatient had severe abdominal pain of acuteonset. A CT scan at six hours after onset of thesymptom showed a dilated small bowel loop ofdiminished attenuation. Her severe pain wasnot controlled even with narcotics. Anemergency laparotomy eight hours after onsetrevealed about a 150 cm strangulated closedloop of the mid small intestine, herniatedthrough a small mesenteric defect of thesigmoid colon. The defect in the mesosigmoidwas about three cm in diameter without a sac,and functioned similarly to a napkin ring;therefore the reduction of the herniated closedintestine loop was difficult without division ofthe intestine. The patient recovered well afterresection anastomosis and closure of themesenteric defect. Conclusion: Congenitalinternal hernia is rare, but early development ofincarceration and strangulation is associatedwith increased morbidity and mortality. Early

suspicion and urgent or emergent laparotomyor laparoscopic exploration and surgicalmanagement are necessary.
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INTRODUCTION
Small intestinal obstruction is a frequent cause ofsurgical emergency. The most common cause of smallintestinal obstruction is postoperative adhesion.Internal hernia is a rare cause of intestinal obstructionwith nonspecific symptoms and signs, and highsuspicion is therefore necessary in the evaluation ofabdominal symptoms suggestive of intestinalobstruction. Although abdominal computedtomography (CT) scan is believed to facilitate thediagnosis and early surgical exploration, the diagnosisof internal hernia remains a challenge for surgeons andradiologists. We present a case of internal hernia,through a congenital defect of the sigmoid mesocolon ina 44yearold female who presented at our hospital withacute cramping abdominal pain.

CASE REPORT
A 44yearold female patient visited the emergencydepartment of our hospital with a 2hour history ofsevere cramping abdominal pain. It began as low
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abdominal pain after dinner and developed as wholeabdominal pain. Also, she was experiencing nausea andthe desire to defecate, and vomited once after a smallamount of ingested food. She had a history oflaparotomy for tubal ligation 20 years prior. Her vitalsigns were stable with a blood pressure of 120/50 mmHg,body temperature of 36.1°C, pulse rate of 66/min, andrespiratory rate of 14/min. She was acutely illlookingand complained of intractable abdominal pain.Abdominal physical examination revealed generalizedtenderness. There was no pronounced reboundtenderness or guarding. A plain abdominal Xrayshowed a mild ileus without significant bowel dilation(Figure 1). A hematologic profile at the time ofhospitalization showed only an increased white bloodcell count of 12.94x103/mm3 with neutrophilpredominance of 78.4%, and the results of blood gasanalysis and serum bilirubin, creatinin and amylasewere within normal limits. Abdominal CT scandemonstrated ascites, dilated small bowel loop with acutoff at the level of midileum, and intestinal wallthickening (Figure 2). The cause of the abdominal painwas difficult to identify. The abdominal pain was notcontrolled even with narcotics and it was becomingworse. The second complete blood count test at fourhours interval showed a more increased white blood cellcount of 2.05x103/mm3 with neutrophil predominanceof 94.2%. With the suspicion of bowel strangulation, anemergent laparoscopy was performed. Intraperitonealevaluation was performed using a laparoscope insertedthrough the lower abdominal region. Hemorrhagicascites and a dark strangulated dilated small intestinalloop were found; we, therefore, converted to openlaparotomy of the lower midline incision. A long loop ofsmall bowel with strangulation had herniated through asmall defect of the sigmoid colon mesentery from left toright (Figure 3). There was no hernia sac. Thestrangulated small bowel loop of about 150 cm, of whichthe distal portion was 170 cm from the ileocecal valve,was entrapped at the hernia defect, mimicking theshape of a napkin ring. The defect was about 3x3 cmand was located near the base of the mesentery of thesigmoid colon. The incarceration could not be relievedwithout resection of the herniated bowel. Afteranastomosis of the bowel, the mesocolic defect wasrepaired by primary closure with nonabsorbablesutures. The patient had an uneventful postoperativecourse and was discharged on postoperative day 7.

DISCUSSION
Internal hernia is defined as a protrusion of anorgan, usually the small intestine, through a normal orabnormal aperture within the abdominal cavity. Theincidence of internal hernia is estimated to account forapproximately 1–6% of intestinal obstructions [1].Sigmoid mesocolon hernia is an uncommon type andestimated to account for approximately 6% of internalhernia [2, 3]. Benson classified sigmoid hernia intothree types [4].

Figure 1: Plain abdominal Xray film showed mild ileuswithout prominent dilation of small bowel.

Figure 2: A computed tomography scan of abdomendemonstrating intestinal dilation with wall thickening.

Figure 3: Operative findings (A) Herniation of small bowelthrough the sigmoid mesocolon. Herniated small bowel wasnecrotized. (S, sigmoid colon, M, sigmoid mesocolon), (B)Mesocolon defect next to the forcep (black arrow), which isoval and about three cm in diameter.
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Intersigmoid Hernia: Herniation into anintersigmoid fossa, situated at the attachment of thelateral aspect of the sigmoid mesocolon.Transmesosigmoid hernia: Incarceration ofintestinal loops through an isolated, oval defect in thesigmoid mesocolon.Intramesosigmoid hernia: A congenital, oval defectunrelated to the intersigmoid fossa is present in thelateral peritoneal surface of the mesocolon, andherniation occurs. A normal fusion fascia is present, andthe right leaf is intact in this setting.In our report, the patient had transmesosigmoidhernia according to the Benson classification. Pathologicapertures of the mesentery and visceral peritoneum aremostly due to congenital, surgical, traumatic,inflammatory or circulatory etiologies [2]. Congenitalcauses of sigmoid mesocolon hernias have also beenproposed as possible causes [5–7]. However, the role ofcongenital factors remain obscure and theoretical. Somecase reports have documented transmesosigmoidhernias developing during pregnancy or postpartum [5,8]. The authors of these case reports proposed thatdilatation and shrinkage of the uterus concomitant withpregnancy or delivery contributed to the development oftransmesosigmoid hernias. The abnormal aperturecould have been formed from the sigmoid mesocolontearing by traction due to postpartum shrinkage of theenlarged uterus, and herniation could have occurred afew decades later through the abnormal aperture formedduring the pregnant period. In our case, the patient hada laparotomy for tubal pregnancy 20 years prior, anddelivery at 16 years prior. Her mesocolic defect was nearthe base of the sigmoid mesentery; operative trauma istherefore not suspected as the cause of the deep seatedmesosigmoid defect. It could be a naturally occurringabnormal opening related to pregnancy. The key CTscan findings for diagnosis of the transmesosigmoidhernia included:(a) a cluster of dilated fluidfilled loops of the smallbowel entrapped in the left posterior and lateralaspect of the sigmoid colon through amesosigmoid defect(b) the defect located between the sigmoid colonand the left psoas muscle(c) the sigmoid colon showing anterior and medialdisplacement(d) these encapsulated loops of small bowel showingU or C shaped configurations and wall thickeningrepresenting closed loop obstruction andischemic change(e) attached mesentery with vessels engorgementand fat obliteration indicating strangulation and(f) proximal small bowel showing dilatation [9].Patients with small bowel obstruction not respondingto conservative management requires operation. If aninternal hernia is suspected, the operation should beprompt, as strangulation and gangrene of the bowel islikely to occur if the surgery is delayed. The role oflaparoscopy in patients with intestinal obstruction isbeing increasingly recognized. Laparoscopicexamination established that there was a strangulated

hernia, and the definite etiology was only confirmed bythe open method [10]. In contrast to other types ofsigmoid mesocolon hernias, transmesosigmoid herniasare usually associated with a significantly long intestinalloop herniated into the opposite side of the mesocolon,perhaps because of a trend toward protrusion of theintestine due to the absence of the hernia sac [3, 4].

CONCLUSION
Small bowel obstruction secondary totransmesosigmoid hernia, although rare, may beconsidered in the differential diagnosis in patients withsuspected small bowel incarceration or strangulation.We emphasize that in order to reduce morbidity andmortality from bowel strangulation, it is important tomake the decision for surgical intervention by carefullywatching the clinical features rather than identifying theprecise cause of the acute abdomen.
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