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Abstract 

Consultation for mechanical bowel obstruction is one of the most common reasons in emergency and  surgical departments. 

Transmural hernia of the strangulated uterus after myomectomy is a rare etiology of intestinal obstruction. Their diagnosis 

is increasingly complex and is discovered during an exploratory laparotomy. In this observation, we report th e case of this 

34-year-old patient with a history of myomectomy, nulliparous admitted for persistent abdominal pain and vomiting. an 

abdominopelvic ultrasound showed images of uterine myomas in necrobiosis. the patient presented an occlusive syndrome 

for which an abdominopelvic MRI which confirmed the diagnosis of aseptic necrobiosis. This unusual image mimicking 

that of a necrobiosis of uterine myoma was the difficulty which allowed this diagnostic error and the delay in the treatment 

of this patient. As this philosophy emphasizes (never let the sun rise or set in case of mechanical obstruction of the small 

intestine). Given the persistence of clinical signs, an abdominal CT scan was requested and confirmed the diagnosis of 

occlusive syndrome. conclusion: Faced with the diagnosis of an acute intestinal obstruction following a myomectomy by a 

combination of persistent abdominal pain, vomiting, cessation of materials and gas, systematically look for an obstruction 

of internal hernia by incarceration in a myomectomy cubicle. Exploratory laparotomy makes it possible to find the etiology 

and treat it. 
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1. Introduction 

Internal hernias are protrusions of hollow abdominal vis-

cera into an intraperitoneal opening, but which remain within 

the abdominal cavity. [1] This is the protrusion of an ab-

dominal organ through a normal or abnormal mesenteric or 

peritoneal opening. [2] Internal hernias are rare. They are 

usually diagnosed intraoperatively. Anatomical forms are 

numerous, some being very rarely reported. [1, 3-5] These 

hernias are generally described in a single case report. [4-11] 

Transmural hernia of the uterus is a rare form of internal her-

nia. We report a case of transmural hernia of the uterus re-

vealed by occlusion secondary to myomectomy. 

http://www.sciencepg.com/journal/cmr
http://www.sciencepg.com/journal/151/archive/1511303
http://www.sciencepg.com/
https://orcid.org/0009-0002-6164-5446
https://orcid.org/0009-0000-8887-8202
https://orcid.org/0009-0002-6164-5446
https://orcid.org/0009-0000-8887-8202
https://orcid.org/0009-0002-6164-5446
https://orcid.org/0009-0000-8887-8202
https://orcid.org/0009-0002-6164-5446
https://orcid.org/0009-0000-8887-8202


Clinical Medicine Research http://www.sciencepg.com/journal/cmr 

 

30 

2. Clinical Observation 

A 34-year-old female, P0G0 with a one-year history of 

myomectomy, was admitted for diffuse abdominal pain and 

vomiting of food, with no evidence of cessation of bowel 

movements or gas. This symptomatology had been evolving 

for a week. On examination, blood pressure was 110/83 

mmHg, pulse 102 beats per minute, temperature 37ºC. Ques-

tioning revealed similar pain, which subsided with analgesics. 

Physical examination revealed pelvic tenderness over the 

suprapubic scar, with no palpable mass, and a distended ab-

domen. The parietal hernial orifices were free. Abdominal 

ultrasound showed necrobiosis of the uterine myoma. How-

ever, given the persistence of pelvic pain and the onset of fluid 

and gas cessation, an abdomino-pelvic MRI (figure 1) was 

performed, revealing a 36mm necrotic myoma in the isthmic 

region. 

  
                                      A                                                     B 

Figure 1. A- Coronal section of pelvic MRI showing a necrobitic uterine myoma; B- sagittal section: Respect for the uterine cavity with an 

image confused with a necrotic myoma. 

Given the persistence of pelvic pain and the onset of cessa-

tion of bowel movements and gas, we performed a CT scan, 

which revealed intestinal distension of the bowel with a tran-

sition zone (figure 2). 

 
Figure 2. Abdominal-pelvic CT scan, coronal section: distension of 

the gallbladder with a transition zone at pelvic level. 

 
Figure 3. Uterine breach of isthmic seat after disincarceration of the 

ileal loop. 

The diagnosis of acute intestinal obstruction was retained 

and an emergency laparotomy was indicated. The incision was 

median. Intraoperatively, we noted an ileal loop incarceration 

60cm from the ileo-caecal junction through a 3cm myomec-

tomy defect located posteriorly on the isthmus. The defect was 

4cm deep and 3.44cm in diameter. The incarcerated ileum was 
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necrotic over 5 cm. Treatment consisted of resection of the 

necrotic ileum with end-to-end anastomosis and closure of the 

uterine defect with absorbable suture in two planes. Postop-

erative recovery was straightforward. Discharge was author-

ized on the seventh postoperative day. 

3. Discussion 

Acute intestinal obstruction is rarely caused by internal 

hernias. [2] Internal hernias of the abdomen are explained by 

the displacement of one or more viscera through an intraper-

itoneal orifice. This orifice may be normal, such as Winslow's 

hiatus, or paranormal, represented by the peritoneal fossae. 

They may be acquired or congenital. [1, 3, 12, 13] 

Transmural hernias of the uterus secondary to caesarean 

section are the most frequently described transmural hernias. 

[14-16] The major defect in healing after Caesarean section 

may take the form of a complete absence of the anterior wall 

of the uterus, with a defect in scaring (isthmoceles) noted. [14] 

Transmural hernia strangulated in a uterine myoma enuclea-

tion site is extremely rare. Clinical diagnosis of internal hernia 

is difficult, as symptoms are totally aspecific. [2, 3, 13] The 

diagnosis of internal hernia is less and less exceptionally made 

by imaging. [2] Because internal abdominal hernias are rare, 

their diagnosis remains a challenge for both clinician and 

radiologist. Symptoms of internal abdominal hernias are 

non-specific, consisting of mild abdominal discomfort alter-

nating with episodes of intense periumbilical pain and nausea. 

CT scans are thought to facilitate the diagnosis of internal 

abdominal hernias. [13, 17] However, performing an emer-

gency abdominal CT scan may contribute to preoperative 

diagnosis and guide the therapeutic approach. Our diagnostic 

difficulty was related to the rarity of our case, incarceration of 

a short segment in a myoma enucleation pocket, which led to a 

delay in the operative indication. Ultrasound revealed uterine 

myoma necrosis, and MRI images supported the diagnosis of 

necrobiosis, which explains the delay in management. This 

image of the transmural hydroaeric level was not diagnosed 

preoperatively, and the diagnosis of certainty was made in-

traoperatively. The diagnosis of a small bowel obstruction was 

suggested by the abdominal CT scan, without specifying a 

possible cause. However, the examination of choice is ab-

dominal CT in cases of acute intestinal obstruction in the 

abdomen. It offers the possibility of diagnosing the mecha-

nism of the obstruction and, above all, the etiology, in partic-

ular an internal hernia through the falciform ligament. In this 

way, the surgical procedure to be performed as a matter of 

urgency can be oriented and the approach adjusted. Once the 

diagnosis has been made, emergency surgery is required to 

unblock the bowel loop, with or without intestinal resection, 

depending on its vitality. [18-21] Distinction from necrobiosis 

can be tricky. It is rare and exceptionally reported in the radi-

ological literature. However, Hoeffel JC reported a case of CT 

demonstration of internal herniation of the small intestine. [8] 

Some hernias develop at the expense of the anterior aspect 

after caesarean section. To the best of our knowledge, we have 

not found an ileal loop strangulation in a myomectomy 

dressing. [9, 22] CT signs common to all types of internal 

hernia included signs of small bowel obstruction. [17-25] 

Several factors could favor the appearance of this hernia: 

early release of sutures, dehiscence of the myomectomy scar. 

Traoré et al. described a case of uterine perforation with oc-

clusion by incarceration of the small loop. The perforation 

breach was 20 mm in diameter, with intrauterine incarceration 

of the intestinal loop, giving the image of tubular tissue in the 

uterine cavity. [23]. In our case, on the other hand, the breach 

was 3.44 mm wider, without invasion of the uterine mucosa, 

and the image was suggestive of myoma necrosis. The com-

mon mechanism is ileal loop incarceration. Surgical treatment 

can be performed laparoscopically or by laparotomy with 

uterine breach closure. 

4. Conclusion 

Strangulated transmural hernia due to ileal loop incarcera-

tion is an extremely rare cause of mechanical obstruction. 

MRI is diagnostic, but can be misleading. Occlusion is diag-

nosed by abdominal CT scan. The diagnosis of internal her-

nias should be made in the presence of any aspecific ileal loop 

occlusion in a woman with a history of pelvic surgery. Delay 

in diagnosis can be reduced if these complications are con-

sidered at the time of diagnosis, and if imaging studies are 

illustrative. 
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