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Isolated trans-hiatal colonic herniation causing gastric
outlet obstruction

N3onoBana TpaHc-xujaTaaHa XepHUjalllja TPAHCBEP3AIHOT KOJIOHA Kao pelaK y3poK

OTICTPYKITH]j€ JKeyIa

SUMMARY

Introduction There are four types of hiatus hernia,
and type IV is the rarest and occurs in less than 5%.
A hiatus hernia that contains only the transverse
colon without the stomach and that did not arise
because of a traumatic diaphragmatic defect, such as
in this case is very seldom, and eight similar cases
have been described in the literature so far.

Case outline A 66-year-old man presented to the
emergency room with a complaint of nausea and
frequent vomiting. Upon examination, the
paraumbilical region was profoundly tender.
Abdominal X-ray revealed a distended stomach
with air-liquid levels in the right upper quadrant.
Ultrasound of the abdomen showed a distended,
hypotonic stomach and a suspicious solitary

mass of the right kidney. Contrast enhanced
computed tomography (CECT) examination
showed an isolated herniation of the transverse
colon with its respective vascular pedicle, causing
consecutive compression and obstruction of the
pylorus and duodenal bulb. An open laparotomy
was performed - including repositioning of the
transverse colon with-omentum along with repair
of the crural defect and Toupet's fundoplication.

In the same act, a right-sided radical nephrectomy
was performed. The patient was discharged

after 10 days without complications.

Conclusion Isolated trans hiatal herniation

of the colon presents with non-specific

symptoms and in the case of acute gastric
obstruction is an indication for urgent surgery.
Correct diagnosis confirmed by computed
tomography and adequate treatment can prevent
possible complications.

Keywords: Hiatal hernia; paraoesophageal colonic
herniation; gastric outlet obstruction

INTRODUCTION

CAKETAK

¥YBoa Xujatyc XxepHHja MpeacTaBiba MUTPaLUjy HH-
TpaabJOMHHAITHO MTO3UIMOHUPAHNX OpraHa HHTPaTo-
paKajHO y MeIUjaCTHHYM Kpo3 e30(areaiHu Xxuja-
tyc. [loctoje yetupu tuna xujaryc xepuuje.(I-LV),
npu yeMmy je tun [V Hajpehu u jaBiba ce y Mame o
5% cmy4ajeBa. XujaTyc XepHHUja KOja Caip>KH CaMo
JIE0 TPAHCBEP3ATHOT KOJIOHA 03 JKeya 1. Koja Hije
HacTaJa Kao pe3yJiiTaT TpayMareKor aedexra auja-
(hparme, Kao y HallleM Cliy4ajy, je BeOMa peTka 1 10
cajia je ONMCaHO 0CaM CIIMYHUX CIIy4ajeBa y IUTepa-
Typu. Ha 0cHOBY HaBe/ileHUX CiydajeBa, JOBOIH CE Y
MUTake TOTEHIIMjaIHA 1oy HA rmocTojehe kiacupu-
Karje, rae Ou Tam /F/aMorao oAroBapaTtu u30J0Ba-
HOj XepHHjal1j1 a0JOMUHAJIHUX OopraHa 0e3
MPUCYCTBA JKEIYILIa.

ITpuka3 ciay4yaja Mymikaparl ctapocTu 66 ronuHa ce
JaBHO y XHUTHY CITyX0y, skanehu ce Ha MyYHHUHY U Y-
yecrano nospahame. HatueHa panuorpadmuja admo-
MeEHa je yKa3uBalla Ha JUCTCHAUPAH JKelyAall ca ae-
POJIMKBHAHUM HUBOOM Y JIECHOM TOPH-EM KBaJPaHTY.
VYnTpa3By4HO je JeTeKTOBaH AUCTCHANPAH, XHIIOTO-
HUYaH JKeTyaal ¥ TYMOpcKka Gopmaruja qecHor 0yo-
pera. KomnjyrepuzoBana tomorpaduja (L[T) ca un-
TPaBEHCKUM KOHTPACTOM je Mmoka3sasa mnapae3odare-
aJIHy XCPHH]jaIlH]y TPAHCBEP3ATHOT KOJIOHA Ca MPH-
najajyhoM BacKyJapHOM METEJHKOM U ca MOCIeaN-
YHOM KOMITPECHjOM H OTICTPYKIIHjOM HHJIOpYCa U
Oynbyca nyonenyma. YpaljeHa je XuTHa JanapoTo-
MHja ca PeNO3ULMOHUPAHEM TPAHCBEP3aTHOT KOJIO-
Ha ca OGHTMOM, KpypaJiHU Je(eKT je penapupaH, u3-
BpIIIcHA je pyHOOIUIMKayja mo TymeTy u ecHa pa-
JMKaiaHa Heppekromuja. [locronepaTnBHY TOK je
MPOTEKa0 YPEIHO U MAIMjeHT je OTIMyITeH HakoH 10
JlaHa.

3ak/pyuak M3on0BaHa TpaHCXHUjaTallHA XEPHUjAIH]ja
KOJIOHA MCII0JbaBa Ce HECTICU(PUIHUM CHMIITOMUMA
Uy Cilydajy aKyTHE OICTPYKIIHje JKelyla npeicTaB-
Jba MHIUKAIM]y 3a XUTHY oneparwjy. [Ipennsna nqu-
jarHosa notBphena LT nperienom u agexBaTaH Tpe-
TMaH MOTY CHpeuuTn Moryhe KoMIuIHKamnuje.
Kbyune peun: Xujatyc xepHuja; napaesodareaina
XepHHjalrja KOJIOHA; TacTPOMHTECTHAHA
OTICTPYKIIHja

Hiatus hernia represents the migration of intra-abdominally positioned organs intrathoracic into
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the mediastinum through the esophageal hiatus. There are four types of hiatus hernia (I-1V),
with type IV being the rarest and occurring in less than 5% [1-4]. A hiatus hernia containing
only part of the transverse colon, without the stomach, which did not occur because of a
traumatic diaphragmatic defect, as in this case, is very rare, and so far, eight similar cases have
been described in the literature [5-12]. Based on the mentioned cases, the potential modification
of the existing classification is questioned, where type IVa could correspond to isolated

herniation of abdominal organs without the stomach [13].

This patient experienced an isolated colonic herniation and incarcération treated by Toupet’s

fundoplication [14-15].

CASE REPORT

A 66-year-old man presented to the emergency room with nausea and frequent vomiting over
the course of the last ten days, ‘with no significant medical history, trauma, or previous
operations. Upon physical examination, the epigastric region was profoundly tender. Initial
laboratory | findings were WBC of 9x10°/1, CRP of 100 mg/dl. Abdominal X-ray showed a
distended stomach with an air fluid level in the right upper quadrant. Ultrasound of the
abdomen revealed a distended, hypotonic stomach and a suspicious tumorous formation of the
right kidney. Contrast enhanced computed tomography (CT) examination showed a
paraoesophageal herniation of the transverse colon with its mesocolon and respective vascular
pedicle, propagating through the 150 millimeters wide hiatus cranially and forming an
angulation. The herniated colon segment was causing direct consequential compression and
obstruction of the pylorus and duodenal bulb, while the stomach was positioned
intraabdominally, with no torsion and distended with fluid contents. The vascular structures of

the colon were not showing sign of obstruction, revealing normal postcontrast enhancement.
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(Figure 1-2). There was an expansive formation on the lower pole of the right kidney,
presenting with radiological features of renocellular carcinoma. The patient was admitted to
the surgical department, nasogastric decompression was performed, evacuating over 3000
milliliters of stomach contents. An open laparotomy was performed, and intraoperative
findings confirmed that the stomach was distended and positioned intraabdominally, with its
outlet compressed by the colonic herniation, edematous stomach serosa and surrounding
adipose tissue, and a significantly thinned right diaphragmatic crus. The ttansverse colon with
omentum was then repositioned, the crural defect repaired and Toupét’s fundoplication was
performed. In the same act a right-sided radical nephrectomy was executed (Figure 3).
Following an uneventful postoperative course, the patient was discharged after 10 days. From

there on, the patient has been on a routine follow-up program and reports feeling well.

Ethics: Written consent to publish all shown material was obtained from the patient.

DISCUSSION
Limited number of cases prevents from drawing any general conclusion.

This condition can present with a wide array of clinical manifestations, ranging from minimal
epigastric discomfort to dyspnea, dysphagia, nausea, and vomiting, even chest and epigastric

pain.

In this case, we identified no significant risk factors associated with elevated intraabdominal
pressure, concluding that the most probable etiology was a congenital defect with self-reducing
hiatus hernia that progressed to subsequent irreducible colonic migration presenting with

gastric outlet obstruction.
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This direct compression of the gastric outlet caused the patient to present with nausea and
vomiting. Intraoperative findings were conclusive with chronic hiatal herniation, showing the
gastric outlet displaced upwards and compressed by the herniated transverse colon and
mesocolon, edematous stomach serosa and surrounding adipose tissue, and a significantly
thinned right diaphragmatic crus. Concerning this case report, there was no endoscopy
performed before or during this hospitalization, as there were no specific symptoms, and no

evidence of preexisting gastric hiatal herniation.

The natural course of hiatal hernia can become complicated by volvulus, incarceration,

perforation, or aspiration pneumonia.

In literature review, there are eight other documented cases of isolated trans-hiatal colonic
herniation in absence of intrathoracic stomach. Three patients of these were successfully treated

by laparoscopic repair, and the rest, including our case, underwent operative repair [3, 5-6].

The only other documented case of isolated colonic hiatal herniation presenting with gastric

outlet obstruction was delivered by Self et al. [3].

Considering different clinical manifestations, contrast enhanced CT is indispensable in
establishing the correct diagnosis. Even with a limited number of cases including isolated
intrathoracic colonic migration in literature, the question arises about a potential revision of the
existing classification of hiatal hernia types, where isolated trans-hiatal colonic hernia could be

classified into a new subtype I'Va [13].

Conflict of interests: None declared.
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Figure 1. Coronal computed tomography image showing isolated intrathoracic colonic

herniation (yellow arrows) and a solitary mass in the right kidney
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Figure 2. Axial computed tomography image showing isolated intrathoracic colonic

herniation (yellow arrows)
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Figure 3. Intraoperative findings - isolated intrathoracic colonic herniation (yellow arrow)
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