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Abstract

An 85-year-old woman was admitted to our hospital because of appetite loss and vomiting. She had no previous
history of abdominal surgery, trauma, or intra-abdominal inflammation. Following the diagnosis of a small bowel
obstruction due to an incarcerated left inguinal hernia, manual hernia repositioning was attempted, and proceeded
smoothly. However, 42 hour after the procedure, she suddenly developed abdominal pain without recurrence of the
incarcerated inguinal hernia. Abdominal computed tomography revealed signs of small bowel strangulation;
therefore, emergency surgery was performed 48 hour after admission. On laparotomy, a defect was found in the
greater omentum, and a part of the ileum was incarcerated by the defect. The operative diagnosis was spontaneous
transomental hernia. Incision of the greater omentum was performed, and no ischemic changes were observed in
the ileum; therefore, bowel resection was not performed, and the left inguinal hernia orifice was repaired. The
postoperative course was uneventful. The transomental hernia in our case might have been induced because of the
incarcerated inguinal hernia. For patients plagued with persistent small bowel obstruction after successful manual
repositioning of an incarcerated inguinal hernia, concurrent internal hernia should be considered as a possible cause
of the persistent small bowel obstruction.
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Introduction
Transomental hernia (TOH) is a rare type of internal hernia, in

which a loop of the small bowel herniates through an abnormal defect
in the omentum, resulting in strangulation of the herniated bowel,
with significant morbidity and mortality [1-6]. The incidence of TOH
is rare, accounting for only 1-4% of total internal hernia cases [1], and
most of the omental defects are acquired because of a previous intra-
abdominal event, such as abdominal surgery, trauma, or intra-
abdominal inflammation [2-6]. Here, we report a rare case of
spontaneous TOH that presented 42 hour after successful manual
repositioning of an incarcerated inguinal hernia. We also reviewed the
relevant literature and discussed a possible mechanism of the
presentation of TOH in our case.

Case Report
An 85-year-old woman with hypertension was admitted to our

hospital because of appetite loss and vomiting that started
approximately 24 hour prior to admission. She had no previous history
of abdominal surgery, trauma, or intra-abdominal inflammation. On
admission, her general condition was good, and vital signs were all
within normal limits. On physical examination, her abdomen was
mildly distended, but there was no tenderness, and a compressible hard
mass, measuring approximately 50 mm in diameter, was palpated in
the left groin. Plain abdominal computed tomography (CT) revealed
dilated and fluid-filled small bowel loops in the abdominal cavity and a
fixed small bowel loop in the left groin (Figure 1).

Figure 1: Plain abdominal CT on admission; (a) Dilated and fluid-
filled small bowel loops in the abdominal cavity and (b) a fixed
small bowel loop (arrow) in the left groin were revealed.

The patient was diagnosed with a small bowel obstruction (SBO)
due to an incarcerated left inguinal hernia. Since there was no local
redness or sign of peritoneal irritation, manual hernia repositioning

Journ
al

 o
f G

as
tro

intestinal & Digestive System

ISSN: 2161-069X

Journal of Gastrointestinal &
Digestive System Ohtsuka et al., J Gastrointest Dig Syst 2017, 7:5

DOI: 10.4172/2161-069X.1000532

Case Report OMICS International

J Gastrointest Dig Syst, an open access journal
ISSN:2161-069X

Volume 7 • Issue 5 • 1000532

mailto:deigo_77@yahoo.co.jp


was attempted, and proceeded smoothly. We hospitalized the patient
after the procedure to observe her progress and considered elective
definitive surgery for the inguinal hernia within several days. The
following day, she remained stable, but nausea and abdominal
distension persisted, and 42 hour after the manual hernia
repositioning, she suddenly developed abdominal pain. Body
temperature was 36.9°C; heart rate, 102 beats/min; respiratory rate, 20
breaths/min; and blood pressure, 118/83 mmHg. On physical
examination, her abdomen was severely distended with tenderness;
however, there was no recurrence of the incarcerated inguinal hernia.
Laboratory results revealed leukocytopenia (4,300/mm3) and elevated
levels of blood urea nitrogen (48.7 mg/dL), creatinine (0.84 mg/dL),
and C-reactive protein (19.8 mg/dL).

Figure 2: Plain abdominal CT on the 2nd hospital day; (a)
Conversion of the mesenteric vessels (arrow) and (b) a beak sign
(arrow head) in the right lower abdomen were revealed.

Plain abdominal CT revealed a cluster of dilated small bowel loops,
a small amount of ascites, conversion of the mesenteric vessels, and a
beak sign in the right lower abdomen (Figure 2). The patient was
strongly suspected of developing a strangulated SBO, and emergency
surgery was performed 48 hour after admission. On laparotomy, an
omental defect without a hernia sac, measuring 40 mm in diameter,
was found near the right edge of the greater omentum, and 50 cm of
the ileum was incarcerated by the defect (Figure 3). The operative
diagnosis was spontaneous TOH. To reduce the incarceration of the
ileum, incision of the greater omentum from its right edge to the defect
was performed, and no ischemic changes were observed in the ileum.

Figure 3: Intraoperative finding; A part of the ileum was found to be
herniated through a defect (arrow) in the greater omentum [GO:
Greater omentum; I: Ileum].

Therefore, bowel resection was not performed, and the left inguinal
hernia orifice was repaired with mesh graft. The postoperative course
was uneventful. Following rehabilitation for muscular atrophy of the
lower legs, she was discharged 27 days later. At 1-year follow-up, she
was doing well, with no sign of recurrence of the hernias. Retrospective
reading of the initial CT on admission was performed. In the initial
CT, conversion of the mesenteric vessels and a beak sign, which were
revealed in the follow-up CT on the 2nd hospital day, were not
observed at the same slice levels as in the follow-up CT; however,
mesenteric edema was retrospectively identified at the same slice
levels.

Discussion
Internal hernia is a characteristic condition of SBO, in which a loop

of the small bowel herniates through a congenital or acquired
peritoneal or mesenteric aperture within the abdominal cavity,
resulting in strangulation of the herniated bowel [1,7-11]. Internal
hernia is an unusual cause of SBO, accounting for only 0.6-5.8% of
total SBO cases [7]. The types of internal hernia and frequency of each
type are reported as follows: paraduodenal (53%), pericecal (13%),
foramen of Winslow (8%), transmesenteric (8%), intersigmoid (6%),
and transomental (1-4%) [1,8]. Thus, TOH is a rare entity among
various causes of SBO. In children with TOH, the omental defect is
usually a congenital anomaly caused by embryonic developmental
failure [2,3]. In contrast, most of the omental defects in adult TOH
cases are acquired because of a previous intra-abdominal event [2-6].
In a few adult TOH cases, however, the defect might be created
because of senile atrophy and/or weakness of the omentum without a
predisposing history, as in our patient, and these cases are referred to
as “spontaneous” TOH [2-5].

TOH is known to be more prone to develop strangulation of the
herniated bowel than other types of internal hernia [2,4,7,9,10].
Therefore, for the treatment of TOH, emergency surgery must be
attempted as soon as possible. However, the preoperative diagnosis of
TOH is difficult because clinical manifestations are nonspecific, as
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compared with other causes or types of strangulated SBO [3-6,11]. As
a result, precise diagnosis in most TOH cases, as in our case, is made
during emergency surgery for strangulated SBO [3-6]. Recently, several
studies have reported the usefulness of CT, especially multi-detector
row CT, for the preoperative diagnosis of TOH [2,9,12-14]. In addition
to CT signs of small bowel strangulation, (1) a cluster of dilated small
bowel loops in the right paracolic gutter (2) medial and posterior
displacement of the ascending colon and cecum by dilated loops and
(3) absence of omental fat between the dilated loops and anterior
abdominal wall, are suggested as characteristic CT findings of TOH
[12,13].

In our case, conversion of the mesenteric vessels and a beak sign,
which were revealed in the follow-up CT, were not observed in the
initial CT; however, mesenteric edema, which may represent early
ischemic change in the small bowel, i.e., an early CT sign of small
bowel strangulation, was identified in the initial CT. Accordingly, we
speculate a possible mechanism of the presentation of TOH in our case
as follows. Initially, an abnormal defect was created in the greater
omentum because of senile atrophy, which remained asymptomatic for
some time. Under this condition, incarceration of an inguinal hernia
incidentally occurred, leading to SBO. This SBO induced an increase in
intra-abdominal pressure, which allowed the ileum to herniate through
the formerly asymptomatic omental defect. Although the incarcerated
inguinal hernia was successfully reduced with manual repositioning
and the associated SBO was released, the transomental herniation of
the ileum gradually progressed after the procedure, resulting in
strangulated SBO due to TOH. Therefore, the TOH in our case might
have been induced because of the incarcerated inguinal hernia through
an interesting mechanism. To the best of our knowledge, there is no
other case report of TOH combined with inguinal hernia in the
literature.

SBO due to incarcerated inguinal hernia is a common
gastrointestinal disease. Approximately 70% of incarcerated inguinal
hernia cases are successfully reduced with manual repositioning [15],
which may also facilitate the release of the associated SBO. If the
associated SBO cannot be released and persists after successful manual
hernia repositioning, the physician should consider recurrence of the
incarcerated inguinal hernia or vascular compromise of the reduced
small bowel [16], and further examination followed by emergency
surgery must be performed. In our case, when the persistent SBO was
recognized, we initially suspected stenosis of the reduced small bowel
due to vascular compromise. However, the follow-up CT revealed signs
of small bowel strangulation, as opposed to a stenotic small bowel
segment. Further, on laparotomy, TOH proved to be the cause of the
SBO. Therefore, we suggest that for patients plagued with persistent
SBO after successful manual repositioning of an incarcerated inguinal
hernia, concurrent internal hernia including TOH should be
considered as a possible cause of the persistent SBO.

Conclusion
We experienced a rare case of spontaneous TOH combined with

incarcerated inguinal hernia. The TOH in our case might have been

induced because of the incarcerated inguinal hernia through an
interesting mechanism. For patients plagued with persistent SBO after
successful manual repositioning of an incarcerated inguinal hernia,
concurrent internal hernia including TOH, although rare, should be
considered by physicians.
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