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INTRODUCTION

Trans-mesenteric internal hernias are aptly named because they involve herniation 
through a gap in the mesentery. Although surgeons are aware of the acquired 
type of trans-mesenteric hernia after bowel anastomosis, the congenital form is 
quite rare. It is most likely due to failure of mesenteric development secondary 
to an ischaemic insult in utero. Intestinal atresia is also found in 50% of infants 
presenting with a trans-mesenteric defect. The pericaecal and sigmoid mesenteries 
and the duodenojejunal junction are the commonest locations for such defects. 
Approximately 30% of cases remain asymptomatic throughout life.[1]

CASE REPORT

A 40-year-old Ethiopian man presented to the emergency department with a 
history of about 16 hours of periumbilical cramping non-radiating pain associated 
with nausea, and four episodes of non-bloody and non-bilious vomiting. He had 
absolute constipation. There was no report of fevers or chills. He had no previous 
abdominal surgery and no chronic conditions. 

On examination: temperature 37.6C, pulse 130/minute, blood pressure 100/66 
mm Hg, respiratory rate 22/minute. There was no jaundice. The abdomen was 
distended and mildly tender on palpation with visible bowel peristalsis and 
hyperactive bowel sounds. A white blood cell count was elevated at 17,000/l 
and an abdominal X-ray (Figure 1) showed dilated small and large bowel with 
multiple air fluid levels. He was admitted for surgery. A nasogastric tube was 
placed for decompression. Intravenous normal saline 0.9% was started and 
intravenous ceftriaxone and metronidazole antibiotics were given. 

Informed consent was obtained. The abdomen was opened through a midline 
incision. About 400 ml of peritoneal fluid were drained. The proximal (jejunum) 
small bowel had herniated through a mesenteric defect at the proximal level 
of the mesosigmoid colon mesentery about 15cm from the ligament of Treitz 
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ABSTRACT

A congenital mesenteric defect in an adult is very rare, but can cause an 
internal hernia with small bowel obstruction. Awareness of congenital 
mesenteric defects is important to the general surgeon when faced with an 
acute abdominal condition. We report a case of a congenital mesenteric defect 
in a 40-year-old man who presented to the emergency department with acute 
abdominal pain. An X-ray revealed multiple air fluid levels with dilatation of 
small and large bowels suggestive of bowel obstruction or bowel ischaemia, 
or bowel perforations. He underwent an emergency laparotomy through a 
midline incision. A large mesenteric defect was discovered with viable small 
and large bowel. A primary repair of the defect was carried out. The patient 
had an uneventful recovery. Early diagnosis and treatment are essential to 
avoid bowel ischaemia and decrease the mortality and morbidity. 
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Figures 2a and 2b). All the small bowel was viable with 
pulsations of the mesenteric vessels. There was no evidence 
of malrotation. The mesenteric defect was repaired using 
vicryl suture number 0 simple continuous (Figure 3).

The small bowel loop was repositioned, and the abdomen 
was closed in layers. The patient tolerated the procedure 
well. Bowel function resumed on the third postoperative 
day, and diet (tea and porridge) was initiated and 
tolerated, He was discharged on the tenth postoperative 
day. A follow-up check at one month showed that he was 
progressing well. 

Figure 1. Abdominal X-ray showing dilated small and large bowel 
with significant multiple air-fluid levels (Credit: Dr Derilo Legesse)

Figure 2a and b. Intraoperative finding showing viable small intestine herniated through a mesenteric defect (Credit: Dr Derilo Legesse)

DISCUSSION

A mesenteric defect is a known cause of internal herniation 
with potential for intestinal strangulation. A congenital 
mesenteric defect most often occurs in the small bowel 
mesentery and less commonly in the colonic mesentery. 
Most cases have been reported in infants and children, 
often associated with another intra-abdominal anomaly. 
Murphy found, in a series of eleven infants presenting 
with herniation of the small intestine through a mesenteric 
defect, ten had an associated anomaly the commonest 
being intestinal atresia.[2] The preoperative diagnosis of a 
mesenteric defect with herniation is difficult because of 
the wide range of abdominal symptoms. There are no 
specific radiographic findings apart from those of bowel 
obstruction. It has been reported that CT-scanning may 
suggest the presence of an internal hernia.[3]

Due to their infrequency, congenital internal hernias are 
rarely suspected preoperatively and frequently diagnosed 
intraoperatively. The term congenital is not synonymous 
with childhood in this instance because these hernias are 
often diagnosed later in life. Mortality associated with 
congenital internal hernias is associated with delayed 
diagnosis and the septic complications of bowel ischaemia. 
Treatment involves reduction of the herniated bowel, 
resection of necrotic bowel and closure of the mesenteric 
defect. Closure can be performed with absorbable or 
non-absorbable sutures running or interrupted. The risk 
of mesenteric herniation is increased after laparoscopic 
procedures with bowel anastomoses, specifically in gastric 
bypass procedures, because the closure of the mesenteric 
defect can be difficult. There should be a high index of 
suspicion in such cases.[1,4] Most cases, although suspected 
clinically, are found during surgery or upon autopsy.[5]
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The true incidence of mesenteric defects is unknown as 
many are asymptomatic. Mesenteric herniation as a cause 
of death is occasionally discovered at autopsy.[6]

CONCLUSION

Mesenteric defect is rare, but the surgeons should be aware 
of the possibility and management to avoid the bowel 
necrosis and high mortality and morbidity 
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Figure 3. Large mesenteric defect closed from mesosigmoid to the 
level of ligament of Treitz (Credit: Dr Derilo Legesse)
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