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Abstract. – Internal abdominal hernias are a
rare cause of intestinal obstruction (0.2-0.9%).
Transmesenteric hernia is a rare type of internal
hernia and usually in adult people is acquired.
We report the case of a 44 year-old caucasian fe-
male with a small bowel occlusion after right
nephrectomy for clear cell renal carcinoma
caused by an acquired transmesenteric hernia.
We emphasize the role of CT scanning for a
prompt diagnosis and a quick surgical treatment
in order to avoid intestinal gangrene.
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Introduction

Internal abdominal hernias are a rare cause of
intestinal obstruction (0.2-0.9%). The origins can
be either congenital or acquired due to inflamma-
tion, infectious processes, trauma, and postopera-
tive defects. We can define an internal hernia as a
protrusion of a viscus through a mesenteric or
peritoneal aperture into a compartment of the ab-
dominal cavity. The most frequent internal her-
nias (more than 50%) are paraduodenal1. Left
paraduodenal hernias originate at the fossa of
Landzert which is just lateral to the fourth seg-
ment of the duodenum and behind the inferior
mesenteric vein and ascending left colic artery.
Right paraduodenal hernias protrude into the as-
cending mesocolon, involving the fossa of Wal-
dayer, behind the superior mesenteric artery and
inferior to the third portion of the duodenum2,3.
Transmesenteric hernia is a rare type of internal
hernia (5-10%); it is defined as protrusion of the
small bowel, transverse or sigmoid colon through
a mesentery defect without any sac. This type of
hernia is usually acquired in adult people, and it
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is caused by prior abdominal surgery, inflamma-
tion or trauma. During nephrectomy a mesenteric
defect can be created when the colon is mobi-
lized medially as the lateral peritoneal reflection
is incised. In these cases of intestinal occlusion a
quick diagnosis and treatment, meanly operative,
is required. The role of CT scanning is funda-
mental for an early diagnosis and to plan a rapid
surgical treatment avoiding bowel gangrene ne-
cessitating intestinal resection4,6. We report the
case of a 44 year-old caucasian female with a
small bowel occlusion after right nephrectomy
for clear cell renal carcinoma caused by an ac-
quired transmesenteric hernia. We discuss the di-
agnostic and therapeutic management.

Case Report
In October 2012, a 44 year old caucasian fe-

male was hospitalized in our Department due to
persisting right low back pain, urinary frequency
and hematuria. The patient reported only an ap-
pendicectomy at age 16 and she denied any drug
ingestion. The blood tests were normal. The ul-
trasonography showed in the hilum of the right
kidney a hypoechoic area of 10 cm diameter with
inside a solid lesion of 1 cm. The total body com-
puted tomography (CT) scan confirmed in the
right kidney a hypodense neoformation of 9 × 10
cm with a solid nodule of 1,5 cm inside which
showed positive contrast enhancement. The kid-
ney nodule was biopsied and the histological ex-
amination deposed for a clear cell renal carcino-
ma. The patient underwent right nephrectomy by
a median laparotomy. The postoperative course
was regular, blood tests were normal without any
abdominal pain. During the fourth postoperative
day she began liquid diet and the day after she
started to complain abdominal pain in the meso-
gastric region associated with nausea and vomit-
ing. For this reason she underwent a X-ray of the
abdomen which revealed a stomach and duodenal
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Discussion

Internal hernia is defined as a protrusion of in-
testines in the peritoneal cavity through a
mesenteric or peritoneal aperture determining
incarceration or strangulation of the bowel2. In-
ternal abdominal hernias are not a common
cause of acute intestinal obstruction caused by
hernias. They represents only a small percentage
(up to 0.9%) of all causes of intestinal obstruc-
tion5. Transmesenteric hernias are a particular
type of internal hernias, constituting only 5-10%
of all causes of internal hernias. In adult people,
transmesenteric hernias are most commonly ac-
quired caused by surgical manipulation of the
bowel and mesentery or abdominal trauma7.
Hensing in 1742 was the first to describe the
anatomical variations of internal hernias and F.
Treves in 1854 first described mesenteric defects
and various fossae5. CT scanning in the arterial
phase is useful to achieve an early diagnosis.
Despite characteristic CT findings such as arteri-
al and venous filling and emptying, transmesen-
teric hernia is usually a diagnosis of surprise, es-
tablished on exploratory laparotomy done for in-
testinal obstruction4. Regan et al8 reported small
bowel obstruction after laparoscopic donor
nephrectomy caused by a mesenteric defect.
Wong et al9 also reported a case of acute intesti-
nal obstruction after laparoscopic nephrectomy
in which the cause was an internal herniation via
a mesenteric defect. In our report we describe a
case of internal hernia after right nephrectomy
for cancer that determined an intestinal occlu-
sion. The intestinal occlusion was caused by a
mesenteric defect created during the previous
nephrectomy. Performing the relaparotomy we
found all the small bowel in the right renal fossa,
into the space created by the tumor removal.
During the nephrectomy a large mobilization of
ascending colon and the wide preparation of the
inferior cava and aorta during the lymphectomy
create the conditions for the internal hernia. The
traction of the first jejunal loop on the forth part
of duodenum determined an high occlusion with
an important distension of the stomach and duo-
denum. This condition and the initial vascular
sufferance configured a surgical emergency. CT
scan was an important diagnostic method to rec-
ognize the internal hernia and to assess the bow-
el sufferance. Reviewing the literature, we want
to emphasize three aspects: intestinal occlusion
caused by acquired transmesenteric hernia is
very rare; CT scanning is very useful for preop-
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distension with many air-fluid levels in right
hypochondrium and mesogastrium. The CT scan
showed a complete dislocation of the jejunal-
ileal loops in the right renal fossa through a
mesenteric defect (Figure 1). The traction of the
first tract of jejunum on the fourth part of duode-
num determined an angulation and occlusion of
the lumen determining a high intestinal occlu-
sion. The edema, thickening of the intestinal wall
and pneumatosis suggested an initial vascular
suffering without clear signs of ischemia or
necrosis. These radiologic aspects and the patient
general conditions indicated an emergency surgi-
cal treatment. Relaparotomy was performed and
the cavity exploration confirmed the radiological
findings. The first jejunum tract slipped behind
the superior mesenteric vessels determining trac-
tion and malrotation of the loops without any
sign of necrosis. The normal position of the bow-
el was restorated and the mesenteric hole was
closed with 2-0 polyglactin suture. After the
treatment the patient was in in good clinical con-
dition and three days after a new CT scan was
performed which showed a complete resolution
of the abdominal pathology.
In the fourth postoperative day she begun liq-

uid diet without any problem and was discharged
after other three days.

Figure 1. CT scan showing dislocation of the jejunal-
ileal loops in the right renal fossa through a mesenteric
defect.
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erative diagnosis; the surgical management in
these cases is a quick laparotomy performed to
reduce the hernia, closing the defect and eventu-
ally resection of the nonviable bowel.
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