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Internal transmesosigmoid is a rare condition that can cause unusual small

bowel obstruction. We report an 80-year-old male patient presenting with

acute intestinal obstruction due to a transmesosigmoid hernia. The patient

was operated on for bladder lithiasis 6 years ago. Auscultation revealed

intestinal borborygmus, and a CT scan showed sigmoid volvulus in a

dolichocolon.

The diagnosis of acute intestinal obstruction was made, and an emergency

laparotomy was indicated. Because of the high risk of strangulation with a

transmesosigmoid hernia, it is mandatory to timely and periodically reassess.

Early surgical intervention is crucial to reduce mortality.
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Introduction

Internal hernias are an uncommon cause of small bowel

obstruction and are estimated to occur in 1-6% of all

cases [1][2], transmesosigmoid hernias constitute 6% of

all internal hernias.

Previously, paraduodenal hernias were considered the

most common type of internal hernia; however, the

incidence of transmesenteric hernias has recently been

reported to be increasing [3][4].

Transmesosigmoid hernia is a rare condition  [5],

especially in patients without a history of abdominal

surgery or trauma, it occurs primarily in children due to

anatomical factors related to their development [6].

Internal hernias are a serious threat due to the high risk

of strangulation and ischemia in the trapped organs.

This makes them a surgical emergency. It leads to

strangulation, without a previous history of surgery or

any known abdominal inflammation [5].

Nonspecific clinical signs are possible [5].

Their diagnosis is generally made intraoperatively [1][7]

[8].

Early surgical intervention is important in the acute

presentation to reduce the high rates of morbidity and

mortality associated with this disease. Early

recognition of transmesosigmoid hernia is

paramount [5].

Case report

We report on 80-year-old male patient admitted

urgently for an occlusive syndrome evolving for 05

days.

In surgical history, the patient was operated for bladder

lithiasis 6 years ago.

Medical history: RAS

The patient reported the onset of symptoms five days

ago, characterized by generalized colic-like abdominal

pain, associated with vomiting (02 episodes) and a
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cessation of materials and gases contemporaneous with

the pain syndrome.

The patient was conscious cooperating patient, general

condition preserved, integument and conjunctiva

normal colored and stable on the hemodynamic and

respiratory level.

BP = 14/09 mm Hg, HR= 90 BPM, FR= 18 CPM.

On inspection, abdomen follows respiratory

movements well, and and an abdominal pelvic scar was

remarked.

Auscultation revealed intestinal gurgling sounds,

tympany on the percussion of the abdomen, the hernial

orifices were free, rectal ampoule empty and a

periumbelicale sensitivity was noted after palpation.

Biology: GR: 5.71,106 elts/mm3, HB: 15.8g/dl, HT: 49.2%,

GB: 9440 elts/mm3

Urea: 0.53 g/l, creatinine: 8.40 mg/l, natremia: 141meq/l,

kalemia: 4.05 meq/l, chloremia: 104.1meq/l.

TP: 95%, TCA: 25.3 sec, INR: 1.03 Blood sugar: 1.3G/L, GS:

O rhesus +

Abdominal X-rays without contrast showed images of

inverted U-shaped arches higher than they are wide

with hydro-aerial levels at their bases (Figure 1)

Abdominal CT revealed acute mechanical colic

intestinal obstruction by strangulation: sigmoid

volvulus on a dolichocolon (Figure 2)

Operating protocol was conducted under general

anesthesia, including endotracheal intubation, in

supine position, and midline abdominal incision.

The surgical exploration revealed internal herniation of

the grelic loops through a significant defect of the

mesosigmoid and dolichosigmoid (viable loops) (Figure

3).

The surgical procedures performed were resection of

the sigmoid, closure of the distal colon, and opening of

the proximal colon using a temporary colostomy.

The patient's follow-up was satisfactory, and after a few

weeks, the patient's digestive continuity was restored.

Figure 1.
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Figure 2.

Figure 3.

Discussion

Congenital internal hernias of the mesosigmoid are

divided into three categories: inter-sigmoid,

intramesosigmoid, and transmesosigmoid  [9].

Transmesosigmoid hernias occur when a loop of the

small intestine passes through a defect in the

mesosigmoid. Its existence in adults is extremely

rare [1].

This type of hernia involves both layers of the meso-

sigmoid and does not have a hernia sac. The underlying

embryology of this defect has not been fully elucidated;

however, there are several theories as to how these

defects occur. It is due to partial regression of the dorsal

mesentery or inadequate vascularization of the

enlarging mesentery during foetal development.

Alternatively, the mesosigmoid may be torn after

abdominal trauma [10].

Internal hernias exhibit a spectrum of clinical

presentations, ranging from mild digestive complaints

to acute abdomen. Physical examination may reveal a

palpable mass of herniated loops with localized

tenderness [11].

In cases of transmesosigmoid hernias, patients tend to

present with acute abdominal pain and signs of small

bowel obstruction. However, because the degree of

symptoms is related to the hernia's duration,

reducibility, and presence or absence of strangulation

and incarceration [11][12][13], we can have clinical signs of

progressive or persistent small bowel obstruction [5].
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Li et al. reported mild tenderness in the lower abdomen

with auscultation revealing hyperactive bowel

sounds  [5]. However, a delayed diagnosis is frequently

caused by non-specific clinical presentation and is

typically made at the time of laparotomy [14][15].

Neutrophil leukocytosis can be found on biological

assessment  [5]. In the acute setting, a prompt imaging

diagnosis is mandatory [11]. Nevertheless, it is crucial to

reassess the condition timely and periodically [5].

In the literature, some patients had a history of several

spontaneous resolutions of crises before

strangulation [1].

Reportedly, the existence, in the antecedents, of

numerous similar crises that resolved spontaneously

after a few hours should be taken into account.

The majority of literature cases were not considered as

internal hernias preoperatively  [5]. Making a

preoperative diagnosis of an internal hernia can be

difficult; CT and MRI scans play a significant role in

diagnosis  [7]. Classically, abdominal CT can reveal

dilated loops of the small bowel with multiple air-fluid

levels, or a possible blockage in the lower part of the

small intestine [5].

Many studies have shown the accuracy of CT in the

detection of small bowel obstruction, with a sensitivity

and specificity of 94-100% and 90-95%, respectively [16]

[17][18].

Transmesosigmoid hernias are prone to strangulation

and necrosis  [5]. Management of internal hernias

requires reduction of the hernia and repair of the defect

by laparoscopy or open approach. In most literature

cases, patients presented with septic shock with a

provisional diagnosis of intestinal gangrene or closed-

loop obstruction requiring exploratory laparotomy.

Taking into account the general and intestinal

condition of the patient, a stoma was made.

This case highlights a rare cause of intestinal

obstruction. In the event of small bowel obstruction

without prior abdominal surgery, a congenital internal

hernia should be considered. Rapid diagnosis and

intervention allowing active management are essential.

Conclusion

Transmesosigmoid hernias are rare congenital hernias

that represent only 6% of all internal hernias. Intestinal

obstruction due to congenital internal hernias is even

rarer, with a reported incidence of less than 6%.

Early surgical intervention is important to reduce the

high rates of morbidity and mortality associated with

this condition.
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