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SUMMARY

Introduction There are four types of hiatus hernia, with type IV being the rarest and occurring 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 abdo-
men showed a distended, hypotonic stomach and a suspicious solitary mass of the right kidney. Contrast
enhanced computed tomography 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.
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INTRODUCTION

Hiatus hernia represents the migration of intra-
abdominally positioned organs intrathoracic into
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 contain-
ing 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 incarceration 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 opera-
tions. Upon physical examination, the epigastric
region was profoundly tender. Initial labora-
tory findings showed a white blood cell count
of 9 x 10°/1, C-reactive protein 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 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 intra-abdominally, with no torsion
and distended with fluid contents. The vascular
structures of the colon were not showing sign
of obstruction, revealing normal postcontrast
enhancement (Figures 1 and 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 depart-
ment where nasogastric decompression was
performed, evacuating over 3000 milliliters of
stomach contents. An open laparotomy was per-
formed, and intraoperative findings confirmed
that the stomach was distended and positioned
intra-abdominally, with its outlet compressed
by the colonic herniation, edematous stomach
serosa and surrounding adipose tissue, and a
significantly thinned right diaphragmatic crus.
The transverse colon with omentum was then
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Figure 1. Coronal computed tomography im-
age showing isolated intrathoracic colonic her-
niation (yellow arrows) and a solitary mass in

the right kidney

repositioned, the crural defect repaired and Toupet’s fun-
doplication 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. Since then, the patient has been enrolled in 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 gen-
eral 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 [16].

In this case, we identified no significant risk factors
associated with elevated intra-abdominal pressure, con-
cluding 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 [17, 18, 19].

This direct compression of the gastric outlet caused the
patient to present with nausea and vomiting. Intraoperative
findings were conclusive with chronic hiatal herniation,
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Figure 2. Axial computed tomography image
showing isolated intrathoracic colonic hernia-
tion (yellow arrows)

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

showing the gastric outlet displaced upwards and compressed
by the herniated transverse colon and mesocolon, edema-
tous 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 symp-
toms, and no evidence of preexisting gastric hiatal herniation.

The natural course of hiatal hernia can become compli-
cated 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 and Munro [6].

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 clas-
sification of hiatal hernia types, where isolated trans-hiatal
colonic hernia could be classified into a new subtype IVa [13].
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M30n0BaHa TpaHCXMjaTalHA XepHUjaLMja TPAHCBEP3aNHOr KONOHA Kao peAaK Y3poK

ONCTPYKUMje Kenyua

Mepuua AgHahesuh', Buoneta lo6punosuh', Coduja Pagocasbesuh', TujaHa KocaHosuh', lejan Ctojakos?

'KnuHuyko-60nHuyYKM uentap, Ap Aparvwa Muwosuh - leauibe’, Onemerse paguonoruje, beorpag, Cpbuja;
2KnuHnuko-60nHMYKM LenTap, dp Oparvwa Muwosuh - Neaurse’, KnuHuka 3a xupyprujy, beorpag, Cpbuja

CAXETAK

YBop XvijaTyc XepHuja npefcTas/ba MUrpaLjy MHTpaabaomu-
HaHO NO3VLIMOHNPaHNX OPraHa HTPaTopakaaHo y MeaujacTi-
HYM Kpo3 e3odareanHu xujatyc. [loctoje YyeTrpm Tuna xmjatyc
xepHuje (I-1V), npy yemy je Tvn IV Hajpehn 1 jaBrba ce y Mame
0f 5% cnyvajeBa. XvjaTyc XepHuja Koja cafipm camo Aeo TpaHC-
Bep3asHOr KONoHa 6e3 xenyLa 1 Koja HUje HacTana Kao pesyn-
TaT Tpaymatckor aedekTa agujadparme, Kao y Haluem cnyyajy,
BeOMa je peTKa 1 A0 Cajia je OnmncaHo 0cam CAIMYHKX CllyYajeBa
y nuTepatypu. Ha ocHOBY HaBefieHNX C/lyyajeBa, AOBOAU Ce Y
nutake moryha gonyHa noctojehe knacudukauuje, rae 6v Tun
IVa morao ofiroBapati 130/10BaHOj XepHujaLmjyi abaoMUHaNHKX
opraHa 6e3 npucycTBa xenyLa.

Mpukas cnyvaja Mywkapay cTapoctu 66 roguHa jaBno ce y
XWUTHY cyx0y xanehu ce Ha My4HIHY 1 yyecTano nospahatbe.
HatvBHa paguorpaduja abgomeHa ykasusana je Ha AUCTeHAN-
paH xenypal, ca aeponvKB/AHIM HUBOOM Y IECHOM FOpHeM
KBappaHTy. YNTpa3By4YHu nperner nokasao je ANCTeHANPaH,
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XVUMOTOHMYaH XesyfaaLl U TYMopcKy ¢popmauujy fecHor ybpera.
KomnjyTeprzoBaHa Tomorpaduja ca IHTPaBEHCKIM KOHTPACTOM
nokasarna je mapaesodareasnHy xepHujaLujy TpaHCBEP3anHor
KOJIOHa ca npunagajyhom BacKynapHOM NeTesbKoM 1 ca mocsie-
AMYHOM KOMMPECHjOM 1 OMCTPYKLMjoM nusiopyca 1 6ynbyca
pyoneHyma. YpaheHa je XxvuTHa nanapoTomuja ca penosuLmo-
H/patbem TpaHCBEP3aIHOT KOJSIOHa Ca OMEHTYMOM, KpypanHu
JedeKT je penapupaH, n3BpLUeHa je yHaonmKaumja no Tynety
1 lecHa pajuKanHa Hedppektommja. MocTonepaTmBHM TOK je
NpoTeKao YpeaHo 1 60NeCHUK je OTNYLUTEH HAKOH AeceT AaHa.
3aksbyyak /130n10BaHa TpaHCxmjaTanHa XepHujaumja KonoHa
1cnosbaBa ce HecneuneUYHUM CUMITOMIMA 1, Y CllyYajy akyTHe
OMNCTPYyKLMje Xenyua, NnpeacTas/ba MHANKALMjY 3a XUTHY one-
pauujy. Mpeur3sHa arjarHo3a notepheHa KommnjyTepr3oBaHOM
Tomorpadujom 1 afekBaTaH TpeTMaH Mory cnpeunTu moryhe
KomnnmKauuje.

KrbyuHe peum: xvijatyc xepHuja; napaesodareanHa xepHujauuja
KOJIOH; raCTPOVHTECTHANHa ONCTpyKLUMja
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