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abscess. The kidney was not involved by the malig-
nant process. Histology later revealed that the
uterine mass was a mixed mesodermal sarcoma
with a pattern of fibrosarcoma, chondrosarcoma,
and in places osteogenic sarcoma. Review of the
segment of colon removed at operation showed
that this was in fact invaded from without by
secondaries from the primary uterine tumour.

Discussion
Spontaneous rupture of the renal pelvis is rare

and is most commonly caused by a stone impacted
at the pelvi-ureteric junction (Math6, 1932). Cases
have been reported of rupture due to secondary
deposits in the ureter (Ferguson, 1944), and to
pregnancy (Jeppeson, 1961). Pyelonephritis may
also lead to spontaneous rupture (Mathe, 1932;
Jeppeson, 1961; Fine & Vermooton, 1960). In-
volvement of the ureters by carcinoma of the
cervix is well known, but in a recent survey no
cases of rupture of the renal pelvis were described
(Mallik, 1962).

It seems likely that the primary tumour in our
patient caused early obstruction of the ureter, with
resultant pyelitis which led to spontaneous rup-
ture of the pelvis of the kidney, the basic lesion
not being apparent at the first admission. Mixed
mesodermal tumour of the uterus is rare (Pickles,
1957) and usually presents with post-menopausal
bleeding or foul vaginal discharge. Our patient
had no such symptoms on her first admission and
a mass in the pelvis could not be felt until her
second admission to hospital suggesting that the

tumour was growing rapidly. This would be in
keeping with the known bad prognosis of these
tumours.

Summary
A case of spontaneous rupture of the kidney is

described where the obstructing lesion was at the
lower end of the ureter and was due to secondary
spread from the rare uterine tumour, mixed
mesodermal sarcoma. This case is of interest as
both conditions are rare and we have been unable
to find any report of a case in which the kidney
has ruptured as a result of lower ureteric obstruc-
tion.
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Internal herniation through the transverse mesocolon
complicated by volvulus
A rare complication of a rare hernia

R. P. RosSWICK*
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HERNIATION into the lesser sac through a deficiency
in the mesentery of the transverse colon is known
as a mesocolic hernia even though usually there
is no true peritoneal sac, The condition was first
described by Pringle in 1919, and Menegaux
(1934) in a classical review of the subject reviewed
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fifty-one cases, only five of them having a
peritoneal sac. More recent reviews by Smith
(1945), Gallagher (1949) and Stewart (1962) have
added single cases. The purpose of this com-
munication is to draw attention to the condition
again, and to record a complication of this con-
dition never before reported in a patient older
than any other yet reported.
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Case report
A woman, aged 79, was admitted as an emer-

gency, having been found collapsed at home. When
admitted, she was almost moribund, pulse 120/
min, BP 80/0 mmHg but it was obvious that her
collapse was due to an abdominal catastrophe,
the presumptive diagnosis being a mesenteric vas-
cular accident. Vigorous resuscitation made it pos-
sible to consider laparotomy.
Laparotomy through a right paramedian inci-

sion revealed gangrenous small intestine visible
through the greater omentum and further explora-
tion showed that almost all the ileum had her-
niated through a triangular hole in the mesocolon
to the left of the ligament of Treitz and 10 cm
to the left of the inferior mesenteric vessel, the
edge of which was rounded and thickened.
Through it the whole of the ileum had herniated
into the lesser sac. It proved possible to reduce
the contents of the hernia en masse; the gan-
grenous appearance was then found to be due
to a spontaneous volvulus of part of the ileum.
This was reduced, but 3 ft had to be resected.
The edges of the defect were sutured together as
far as was possible and the abdomen closed.
Recovery was complicated by mild congestive

failure, but the patient eventually made a complete
recovery.
She had undergone right nephrectomy, ovarian

cystectomy and appendicectomy many years be-
fore. She had had indigestion for years, and a
barium meal taken some months before the
present episode had shown an 'hour-glass' defor-
mity of the stomach. After operation, a further
series of barium meals showed a lesser-curve
gastric ulcer, which later healed. Review of all
the films failed to show any evidence of small
intestine behind the stomach. She had had no
symptoms which suggested previous episodes of
obstruction.

Discussion
Mesocolic hernia is not usually diagnosed be-

fore laparotomy undertaken for abdominal pain
or obstruction. Usually, the obstructive point is
the edge of the defect and in enlarging the open-
ing to permit reduction of the contents care has

to be taken to avoid damage to the inferior mesen-
teric vessels which may lie close to either edge
of the defect. However, in this case, the opening
was large and there were no adhesions within
the lesser sac.

In other cases symptoms have been due to the
small intestine escaping from the lesser sac through
the foramen of Winslow, with volvulus occurring
in the greater sac, or through another hole in the
lesser omentum causing a volvulus of the stomach.

In many cases symptoms are thought to be due
to peptic ulcer which has been found in associa-
tion with the majority of cases. This relationship
has been commented on by several authors, Mene-
gaux (1934) and Tanner (1945) considering this
to be a causal one; but, as Barret (1935) has
observed, peritoneal inflammation causes thicken-
ing rather than thinning of the mesentery, thus
making the formation of 'holes' less likely. In
the present case the edges were thickened as if
the defect had been present for a considerable
time, similar to the thickening at the neck of a
long-standing hernia.

Summary
A further case of mesocolic hernia, with a pre-

viously unrecorded complication, is reported. The
association with peptic ulceration is commented on.
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