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ABSTRACT  

Internal abdominal hernias are an uncommon etiology of intestinal obstruction. 

 

They are responsible for 0.2 to 5.8% of small bowel obstructions in published series1. 

 

Here, we report the case of a 27-year-old patient who presented to the emergency department with an 

occlusive syndrome. On examination, the abdomen was tympanically distended, and on imaging, the 

bowel was distended upstream of a thickening of the last ileal loop. 

 

The patient underwent emergency surgery, with exploration revealing an incarcerated bowel loop 40 

cm from the ileocecal junction in the retrocecal fossa, indicative of an internal hernia with 4 cm of 

proximal bowel distension. The loop was successfully reduced and found to be viable. 
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Introduction:  

Internal abdominal hernias are an unusual cause of 

intestinal obstruction.  

 

they are responsible for 0.2 to 5.8% of small bowel 

obstructions in published series1. 

 

Diagnosis of these hernias is difficult, both for the 

clinician and the radiologist. This is why the risk 

of strangulation and the mortality rate remain high. 

 

There are two categories of internal hernia  

The first is hernias developed in a normal or para-

normal orifice of the peritoneum, such as hernias 

of the omental foramen, paraduodenal hernia, 

which is the most frequent, pericaecal hernia and 

intersigmoid hernias.  

 

The second is hernias developed through an abnor-

mal orifice in the peritoneum (transmesenteric 

trans-mesocolic and trans-omental hernia, broad 

ligament hernia, and falciform ligament hernias). 



We report a case of a strangulated retro caecal in-

ternal hernia responsible for acute intestinal ob-

struction in a young patient  

 

Case  

Patient aged 27, followed for pulmonary tuberculo-

sis on antibacillary treatment at day 8 of treatment. 

 

Presented to emergency department with occlusive 

syndrome consisting of cessation of bowel move-

ments and gas associated with bilioalimentary 

vomiting. 

 

Clinical examination revealed à tympanic distend-

ed abdomen, free hernial orifices Rectal examina-

tion without anomaly. 

 

ABDOMINOPELVIC TDM that revealed a dis-

tended ileum with hydroaeric levels measuring 

7cm in maximum diameter at ileal level, upstream 

of a circumferential, regular, stenosing parietal 

thickening of the last ileal loop, measuring 11mm 

in maximum thickness, Associated with this is an-

other ileal parietal thickening, circumferential, reg-

ular, non-stenosing, measuring 7mm in maximum 

thickness, No signs of digestive distress, Collapsed 

colon. 

Figure 1 et 2: hydroaeric levels on scanner  

 

The patient was admitted to the operating theatre as 

an emergency patient. the operation was performed 

by laparotomy, On examination Presence of a bow-

el loop 40 cm from the ileocaecal junction, incar-

cerated in the retrocaecal fossa, creating the ap-

pearance of an internal hernia with 4 cm of up-

stream bowel distension. 

 

The incarcerated loop was reduced and was viable, 

sectioning of the external parietocaecal ligament 

and detachment of the ascending colon. 

 

Post-operative follow-up was straightforward: the 

patient had resumed transit on post-op day 1 and 

was discharged on post-op day 2. 

Figure 3: the seat of the bowel incarceration 
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Figure 4: the incarcerated intestinal loop 

Discussion : 

An internal abdominal herniation is the protrusion 

of an abdominal organ through a normal or abnor-

mal mesenteric or peritoneal aperture2. 

 

They may be revealed in the acute setting of intes-

tinal obstruction, and account for 0.2 to 5.8% of all 

bowel obstructions3. 

 

They are generally diagnosed intraoperatively, alt-

hough preoperative diagnosis is possible and diffi-

cult due to their asymptomatic nature4. 

 

Pericaecal hernias account for 13% of internal her-

nias, and are generally congenital in origin, reveal-

ing themselves in adulthood5. 

 

The approach is usually a median laparotomy, but 

laparoscopy is also possible in the case of a flat 

abdomen6. 

 

Exploration in the case of retrocaecal hernias re-

veals an anteriorly projected cecum, behind which 

the terminal ileum engages in a peritoneal recess7. 

 

The surgical procedure most often involves reduc-

tion of the strangulated loop, but in cases of intesti-

nal distress, anastomotic resection may be opted 

for8. 

 

Treatment of the hernia sac is very important in-

traoperatively to avoid recurrence. If the sac is 

large, a right coloparietal detachment is necessary; 

otherwise, small hernia sacs can be obliterated with 

simple stitches4. 

 

Conclusion: 

Internal hernia is a rare pathology: retrocaecal her-

nias account for 13% of internal hernias. Their di-

agnosis is difficult and is most often made in-

traoperatively, but should not be ruled out in the 

event of an occlusive syndrome in a never-operated 

abdomen. 

 

References 

1. Mൺඍඁංൺඌ J, Pඁං I, Bඋඎඈඍ O, Gൺඇඇൾ P, Lൺඎ-

උൾඇඍ V, Rൾ඀ൾඇඍ D. Hൾඋඇංൾඌ ංඇඍൾඋඇൾඌ. 2011;

(16126):1-8. 

2. Eඌඌൺඒ P. Pංർඍඈඋංൺඅ Eඌඌൺඒ. 2004;(Aඎ඀ඎඌඍ):397

-404. 

3. Sඒඅඏൺඇඎඌ CHU, Lඈආൾ ODE. HERNIE IN-

TERNE PERICOECALE 76-78 15 Gൺඒංඍඈ 

Aൽൺ඀ൻൺ ( 1 ). 2018;(Aඉඋංඅ):76-79. 

4. Kඁඎඊඅൽ S, Oൽඎඃඁ L V, Lඊඃඑඅඊൽඈ U, ൾඍ ൺඅ. 

VPDOO ERZHO REVWUXFWLRQ. :5-8. 

ൽඈං:10.1016/S1479-666X(06)80040-5 

5. Tඁඈආඉඌඈඇ WM, Lർ M, Eආ M, Wආ T. Rൾඏංൾඐ 

ඈൿ Iඇඍൾඋඇൺඅ Hൾඋඇංൺඌௗ: Rൺൽංඈ඀උൺඉඁංർ ൺඇൽ 

Cඅංඇංർൺඅ Fංඇൽංඇ඀ඌ. 2006;(Mൺඋർඁ). 

ൽඈං:10.2214/AJR.05.0644 

6. Bඈඎൺඅං M, Fൺ඄ඁංඋං N, Eඅඁൺඍඍൺൻං K, Bൾඇ-

ඌൺඋൽං F, Eඅൻൺ඄ඈඎඋං A, Fൺൽංඅ A. Oඉൾඇ ൺർർൾඌඌ. 

Pඎൻඅංඌඁൾൽ ඈඇඅංඇൾ 1859. 

7. Lඤ P, Bඋൺ඄ඌ R Eඅ, Rൺආൺඁൾඋංൺඋංඌඈඇ Y, Bංඅඅൾඒ 

C. Uඇൾ ඁൾඋඇංൾ උඣඍඋඈ-ർඔർൺඅൾ. Pඎൻඅංඌඁൾൽ 

ඈඇඅංඇൾ 2008:35-38. ൽඈං:10.1016/S0181-9801

(08)70317-8 

8. Gංൻൻൺඈඎං H, Aඋඇൺඅඌඍൾൾඇ L, Bඈඎ඀ൺඋൽ V, ൾඍ 

ൺඅ. Uඇൾ ඈർർඅඎඌංඈඇ ංඇඍൾඌඍංඇൺඅൾ ඉൺඋ ඁൾඋඇංൾ ඛ 

AJMCRR, 2024                                                                                                                                                            Volume 3 | Issue 6 | 3 of 4 



ඍඋൺඏൾඋඌ අ ’ ඁංൺඍඎඌ ൽൾ Wංඇඌඅඈඐ L ’ ൺർඍංඇඈආඒർඈඌൾ ൺൻൽඈආංඇඈඉൾඅඏංൾඇඇൾ I . Bංඍඍൺඋ , J . L . Cඈඁൾඇ 

Sඈඅൺඅ , P . Cൺൻൺඇංඌ. Pඎൻඅංඌඁൾൽ ඈඇඅංඇൾ 1834:493-494. 

AJMCRR, 2024                                                                                                                                                            Volume 3 | Issue 6 | 4 of 4 


