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Abstract
Transmesenteric hernias have bimodal distribution and 
occur in both pediatric and adult patients. In the adult 
population, the cause is iatrogenic, traumatic, or in-
flammatory. We report a case of transmesocolic hernia 
in an elderly person without any preoperative history. 
An 84-year-old Korean female was admitted with mid-
abdominal pain and distension for 1 d. On abdominal 
computed tomography, we diagnosed transmesocolic 
hernia with strangulated small bowel obstruction, and 
performed emergency surgery. The postoperative pe-
riod was uneventful and she was discharged 11 d after 
surgery. Hence, it is important to consider the possi-
bility of transmesocolic hernia in elderly patients with 
signs and symptoms of intestinal obstruction, even in 
cases with no previous surgery.
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INTRODUCTION
The incidence of  internal hernia is less than 1%[1], and 
transmesocolic hernia is a particularly rare type of  in-
ternal hernia. The overall mortality is more than 50% 
in cases with strangulated small bowel obstruction[2]. In 
adults, transmesocolic hernias are most often caused by 
previous surgical procedures, abdominal trauma or in-
traperitoneal inflammation, and transmesocolic hernia in 
a person without a surgical history is extremely rare. We 
report such a case of  transmesocolic hernia with stran-
gulated intestinal obstruction.

CASE REPORT
An 84-year-old Korean female, with no past history of  
surgery, was admitted with mid-abdominal pain and dis-
tension for 1 d. Upon admission, her blood pressure was 
120/80 mmHg, heart rate 72 beats/min, and body tem-
perature 36.6 ℃. On physical examination of  the area of  
concern, mid-abdominal tenderness was observed. On 
admission, laboratory assessments were as follows: white 
blood cell count 14 500/mm3 (segmented neutrophil 
91.4%), hemoglobin concentration 12.8 g/dL, platelet 
count 272 000/mm3, sodium 135 mmol/L, potassium 4.5 
mmol/L, blood urea nitrogen 21.5 mg/dL, creatinine 0.9 
mg/dL, aspartate aminotransferase 18 IU/L, alanine ami-
notransferase 10 IU/L, alkaline phosphatase 256 IU/L, 
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lactate dehydrogenase 415 IU/L, g-glutamyltransferase 
17 IU/L, and C-reactive protein 1.04 mg/dL. A simple 
abdominal X-ray showed distended small bowel loops. 
Abdominal computed tomography (CT) revealed crowd-
ed small bowel loops (from distal jejunum to proximal 
ileum), with circumferential wall thickening and de-
creased enhancement in the middle and lower abdomen, 
and stretched mesenteric vessels with mesenteric edema 
(Figure 1). We diagnosed transmesocolic hernia with in-
testinal obstruction and performed emergency surgery. 
During the operation, a herniated small intestine with 
strangulation by perforated omentum was noted below 
the transverse colon (Figure 2). Strangulated herniation 
was seen 190 cm from the ligament of  Treiz, for a length 
of  160 cm. The strangulated small intestine herniation 
was resected and the omentum defect was closed. The 
postoperative course was uneventful and the patient was 
discharged on postoperative day 11, with a favorable 
follow-up as an outpatient for 1 mo.

DISCUSSION
An internal hernia is the protrusion of  an abdominal 
organ through a normal or abnormal mesenteric or pe
ritoneal aperture[3]. An internal hernia can be acquired 
as a result of  trauma or a surgical procedure, or may be 

constitutional and related to congenital peritoneal de-
fects. In the broad category of  internal hernias, there are 
several main types based on their location, as tradition-
ally described by Meyers. These consist of  paraduodenal 
(53%), pericecal (13%), foramen of  Winslow-related (8%), 
transmesentric and transmesocolic (8%), intersigmoid 
(6%), and retroanastomotic (5%), with the overall inci-
dence of  internal hernia being 0.2%-0.9%[2]. The trans-
mesenteric hernia has three main types: transmesocolic, 
through a small-bowel mesenteric defect, and Peterson’s  
hernia[1]. Most transmesocolic hernias in children result 
from a congenital defect in the small bowel mesentery 
close to the ileocecal region. Congenital defects occur 
following the embryonic formation of  an intestinal loop 
in thin avascular areas of  the mesentery (e.g., the mesen-
teries of  the lower ileum, the sigmoid mesocolon, and 
the transverse mesocolon). As a consequence, there are 
multiple theories of  congenital causes of  such mesen-
teric defects[4]. It is likely that the congenital condition is 
associated with prenatal intestinal ischemic accidents due 
to the observed frequently in infants with atretic bowel 
segments. In adults, transmesocolic hernias are most of-
ten caused by previous surgical procedures, abdominal 
trauma or intraperitoneal inflammation. When the small 
bowel is herniated through a defect in the mesentery or 
omentum, the herniated bowel is compressed against 
the abdominal wall. In this case, the herniated bowel is 
clustered and lies outside the colon which is displaced 
centrally[5].

Transmesocolic hernias are more likely than other 
subtypes to develop volvulus and strangulation, or isch-
emia, the reported incidence of  which are as high as 30% 
and 40%, respectively, with mortality rates of  50% for 
treated groups and 100% for non-treated subgroups[2,6]. 
Clinically, internal hernias can be asymptomatic, or can 
cause discomfort ranging from constant vague epigastric 
pain to intermittent colicky periumbilical pain, while ad-
ditional symptoms include nausea and vomiting[1].

An internal hernia is difficult to diagnosis by physical 
examination, and the most important diagnostic method 
is abdominal CT. It has been suggested that the two 
findings of  a peripherally located small bowel, and lack 

Figure 1  Abdominal computed tomography findings. Crowded small bowel loop (from distal jejunum to proximal ileum) with circumferential wall thickening and 
decreased enhancement in the middle and lower abdomen, stretched mesenteric vessels with mesenteric edema. A: Sagittal view; B: Transverse view.
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Figure 2  Intraoperative findings. Herniated small intestine with strangulation 
by perforated omentum (arrow) below the transverse colon. 
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of  omental fat between the loops and the anterior ab-
dominal wall, might be the most helpful CT signs, with 
an overall sensitivity of  85% and 92% for each respec-
tive finding[6,7]. Observation of  the clustering of  small 
bowel loops and an abnormality in the mesenteric ves-
sels are helpful findings on abdominal CT.

In adults, a previous surgical procedure, as well as 
trauma or inflammation are the most common causes of  
transmesocolic hernia. Our case was a rare presentation 
in an elderly person without a history of  trauma, and 
without previous surgery[8-12]. The patient had non-spe-
cific symptoms and signs on plain abdominal X-ray, but 
also non-specific abdominal distension upon physical 
examination. In the case of  internal hernia, these defects 
may be idiopathic, but we can speculate that a small con-
genital defect existed without any hernia, and enlarged 
due to the aging. A transmesocolic hernia is difficult to 
diagnosis preoperatively despite the array of  diagnostic 
techniques currently available. In patients suspected of  
having an internal hernia, early surgical intervention may 
be advisable due to the high morbidity and mortality 
rates. Therefore, it is important to consider the possibil-
ity of  a transmesocolic hernia when patients have signs 
and symptoms of  intestinal obstruction, even in cases of  
elderly patients with no previous surgical history.
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