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INTRODUCTION 

Posterior rectus sheath hernias are among the rarest 

abdominal wall hernias described in the literature, with 

fewer than 15-20 reported cases worldwide.1 These 

hernias may cause small bowel obstruction when bowel 

herniates through a posterior rectus sheath defect and 

becomes incarcerated.2 They may also be considered 

within the broader category of interparietal hernias, in 

which the hernia sac lies between abdominal wall layers 

rather than protruding into the subcutaneous tissue.3 

Unlike classic Spigelian hernias, which occur along the 

semilunar line lateral to the rectus muscle, posterior 

rectus sheath/interparietal hernias may arise more 

medially and dissect within the abdominal wall planes.4 

Because these hernias may not produce a visible or 

palpable bulge, CT imaging is essential for diagnosis.5 

CASE REPORT 

A 65-year-old female with a history of hypertension and 

asthma presented with one day of abdominal pain 

associated with nausea and vomiting. She also reported 

more than 24 hours of obstipation. Her surgical history 

was only notable for a transvaginal hysterectomy and no 

history of prior trans-abdominal surgery. 

On presentation, laboratory evaluation demonstrated 

leukocytosis with a white blood cell count of 13.3×10⁹/L. 

The remainder of complete blood count, basic chemistry 

panel, and coagulation profile were within normal limits. 
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Spontaneous posterior rectus sheath/interparietal hernias are exceedingly rare, with only a limited number of case 

reports published in the literature, particularly in patients without history of prior abdominal surgery. They may 

present diagnostic difficulty because the herniated bowel can remain contained within the abdominal wall layers 

without an obvious external bulge. We report a 65-year-old woman with hypertension and asthma, with prior 

hysterectomy via a transvaginal approach and no prior abdominal surgery, who presented with one day of abdominal 

pain, nausea, vomiting, and more than 24 hours of obstipation. Laboratory evaluation showed leukocytosis of 

13.3×10⁹/L, with otherwise unremarkable chemistry and coagulation studies. CT demonstrated small bowel 

obstruction secondary to a right upper abdominal wall hernia, with a short segment of small bowel herniating between 

the transversus abdominis and rectus abdominis muscles, mild upstream dilation, small bowel feces sign, and reactive 

simple fluid in the hernia sac. Given persistent obstruction despite initial nonoperative management, the patient 

underwent operative exploration. The incarcerated small bowel was reduced from an obstructed interparietal 

abdominal wall hernia. The bowel was viable after reduction, and no resection was required. The hernia sac was 

excised and the fascial defect was closed. This case highlights a rare cause of small bowel obstruction in a virgin part 

of the abdominal wall and emphasizes the importance of careful CT review for deep abdominal wall hernias. 
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CT abdomen and pelvis demonstrated findings consistent 

with small bowel obstruction secondary to a right upper 

abdominal wall hernia. A short segment of small bowel 

was seen herniating between the transversus abdominis 

and rectus abdominis muscles through 1.5 cm in diameter 

fascial defect. Mild upstream small bowel dilation was 

present, with inspissated intraluminal contents compatible 

with the small bowel feces sign. A small amount of 

reactive simple fluid was noted within the hernia sac 

(Figure 1). Patient was initially managed nonoperatively; 

however, given persistent obstruction without clinical 

improvement, she was taken to the operating room. 

A right paramedian upper transverse incision was 

performed. The fascia and peritoneum were identified 

and entered under direct visualization, avoiding injury to 

underlying structures. Intraoperatively, an incarcerated 

small bowel loop was identified within an obstructed 

interparietal abdominal wall hernia. The small bowel was 

carefully freed and reduced. Although involved segment 

initially appeared mildly compromised, it became pink 

with visible peristalsis after reduction, and no bowel 

resection or the anastomosis was required. The hernia sac 

was resected, as well as the fascial defect was closed 

primarily. 

 

Figure 1 (A and B): Axial and sagittal CT images demonstrating a right upper abdominal interparietal/posterior 

rectus sheath–type hernia causing small bowel obstruction. Long arrows indicate the transversus abdominis 

muscle, while short arrows indicate the rectus abdominis muscle. Herniated small bowel is seen dissecting between 

the abdominal wall muscle layers through the fascial defect. 

DISCUSSION 

This case represents a rare cause of mechanical small 

bowel obstruction: a spontaneous interparietal/posterior 

rectus sheath–type hernia in a patient without prior 

abdominal surgery. Posterior rectus sheath hernias are 

rarely described, and several reports emphasize that they 

may present with small bowel obstruction or may be 

missed on initial imaging because of their deep location.5 

The key unusual feature in this patient is the anatomy of 

the hernia. The CT described bowel herniation between 

the transversus abdominis and rectus abdominis, 

suggesting an interparietal pathway rather than a typical 

ventral hernia protruding into the subcutaneous tissue. 

Interparietal hernias are uncommon and are defined by 

herniation within the abdominal wall layers.3 

The absence of prior abdominal surgery makes this case 

particularly important. Prior surgical disruption is a 

common risk factor for many abdominal wall defects, but 

spontaneous posterior rectus sheath hernias have been 

reported even in patients without relevant abdominal 

surgery.2 In the present case, the right upper abdominal 

defect in a virgin abdomen supports the significance of a 

spontaneous upper abdominal wall hernia. 

This case also differs from a classic Spigelian hernia. 

Spigelian hernias occur along the semilunar line, lateral 

to the rectus muscle, and may cause small bowel 

obstruction when incarcerated.4 In contrast, this patient’s 

hernia appears to have a more medial origin with lateral 

dissection into the plane between the rectus and 

transversus abdominis, making it better described as a 

spontaneous interparietal posterior rectus sheath-type 

hernia rather than a straightforward Spigelian hernia. 

Early operative management was appropriate because the 

patient had persistent mechanical obstruction, reactive 

fluid in the hernia sac, and no improvement with initial 

conservative management. Similar published cases 

support surgical reduction and repair as definitive 

treatment for obstructing posterior rectus sheath hernias.1  
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CONCLUSION 

Spontaneous interparietal posterior rectus sheath-type 

hernia is a rare cause of small bowel obstruction, 

particularly in patients without prior abdominal surgery. 

CT is essential for diagnosis because the hernia may 

remain contained within the abdominal wall layers 

without an obvious external bulge. Surgeons and 

radiologists should consider this entity when CT 

demonstrates bowel herniation within the deep abdominal 

wall planes. Prompt operative exploration can allow 

bowel preservation when viability returns after reduction. 
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