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ABSTRACT

Intestinal obstruction is a common surgical emergency. Intemal hernias are rare with broad ligament hernias
representing an exceptionally rare subset, especially in patients with virgin abdomen. 43 years old previously
well female presented with small bowel obstruction. Imaging indicated bowel obstruction without an
obvious cause. Diagnostic Laparotomy revealed an internal hernia through a left broad ligament defect. As
the incarcerated bowel was viable it was reduced successfully without post-operative complications.
Although rare, broad ligament internal hemias should be considered in females with virgin abdomen
presenting with bowel obstruction. Prompt diagnosis and management are crucial to prevent morbidity .
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INTRODUCTION
Intestinal obstruction accounts for a significant attaching the uterus to the pelvic sidewalls,
proportion of acute abdomen cases. The most represents an uncommon site for such defects.
common causes include postoperative adhesions, Herniation through a broad ligament defect is a
external hernias, malignancies, and volvulus [1, 2]. rare cause of small bowel obstruction,
However, internal hernias are a rare etiology, representing less than 7% of all internal hernias
comprising less than 1% of all intestinal [5,6].
obstructions but carrying a high risk of
strangulation and mortality if diagnosis is delayed Etiologies of broad ligament defects include
[3,4]. congenital malformations, pelvic inflammatory
disease, obstetric trauma, and iatrogenic injury
Intemal hernias occur when a segment of the during pelvic surgery [9, 10, 11]. Patients typically
bowel protrudes through peritoneal or mesenteric present with nonspecific symptoms of bowel
defects within the abdominal cavity. The broad obstruction, and preoperative diagnosis is often
ligament, a double-layered fold of peritoneum challenging. Imaging modalities like computed
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tomography (CT) can suggest internal hernias but
often fail to identify the site, leading to delays in
treatment [12, 13].

Timely surgical intervention reduces the risk of
strangulation and necrosis, with laparotomy
remaining the gold standard for diagnosis and
management [14]. Awareness of this rare
condition is crucial in females with small bowel
obstruction and no prior abdominal surgeries, the
so-called "virgin abdomen," where causes like
adhesions are less likely [15].

CASE REPORT

A 43-year-old previously healthy woman, a mother
of two with no history of abdominal surgery,
presented to the surgical emergency department
with a one-week history of central abdominal pain.
The pain worsened and was accompanied by
cessation of bowel movements and flatus for three
days, along with nausea and repeated vomiting.

The patient’s history included two uncomplicated
vaginal deliveries. She denied any history of pelvic
inflammatory disease or abdominal trauma. On
examination, the patient was afebrile with stable
vital signs except for mild hypertension (blood
pressure 160/90 mmHg). Abdominal examination
revealed distension, generalized tendemess with
guarding, absent bowel sounds, and an empty
rectal vault. Investigations showed leukocytosis
with  12,000/micL  and 85% neutrophils,
hemoglobin of 13.5 g/dL, platelets of
313,000/ micL, serum amylase of 80, AST and ALT
of 27 U/Land 29 U/L, blood urea 29 mg/dL, serum
creatinine 58 micmol/L, and normal C-reactive
protein. Serum sodium and potassium were 139
and 4.1, respectively. Urine report was normal.
Arterial blood gas revealed lactate level less than
2. Abdominal radiography (Figure 1) showed
dilated small bowel loops suggestive of
obstruction. Ultrasound confirmed dilated fluid-
filled bowel loops with maximum dilatation of 3.2
c¢cm in the pelvic region. CT of the abdomen and
pelvis (Figure 2) revealed features consistent with
acute small bowel obstruction but failed to
identify a clear transition point or underlying
cause. Upon admission, the patient was kept nil by

mouth, a nasogastric tube inserted, and
catheterized. Intravenous normal saline was
administered at 100 ml/hour to maintain
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hydration and electrolyte balance, with strict
input-output monitoring. Empirical antibiotics
(Cefuroxime 750 mg every 8 hours and
Metronidazole 500 mg every 8 hours) were
started. Intravenous Omeprazole 40 mg twice
daily was given for gastroprotection. For analgesia,
subcutaneous morphine 4 mg every 6 hours was
administered. Considering the clinical and
radiological findings and the absence of prior
surgeries, the patient was taken for urgent
exploratory laparotomy.

Figure 1: Plain supine Abdominal X ray shows dilated
small bowels

Figure 2: Axial abdominal CT scan revealed a small
bowel obstruction
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Operative Findings

A midline exploratory laparotomy was performed
under general anesthesia. Dilated proximal small
bowel loops and a mild amount of ascitic fluid in
the peritoneal cavity were found. A 3 cm defect
was identified (Figure 3A) in the left broad
ligament through which a loop of distal ileum was
herniated and incarcerated. The entrapped bowel
was carefully reduced and inspected, revealing
viable bowel with no signs of ischemia or necrosis.
The broad ligament defect was repaired primarily
using interrupted 3/0 Polyglactin 910 sutures
(Figure 3B and Figure 3C). An abdominal drain and
nasogastric tube were placed prior to closure.
Gynecological consultation was sought to confirm
the nature of the defect and assist with repair.

Figure 3: (A)Non ischemic bowel loops herniates
through the defect (B) 3 cm defect in the left broad
ligament (C) Hernia was reduced back and defect was
closed.

Postoperatively, the patient was transferred to the
surgical ward for monitoring. Recovery was
uneventful; vital signs remained stable, and pain
was controlled. Bowel function gradually returned,
and the patient tolerated oral intake by
postoperative day 3. The abdominal drain and
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catheter were removed on day 4, and the
nasogastric tube was removed following
resolution of ileus. The patient was discharged on
postoperative day 4 without complications.
Follow-up at one week and one month post-
discharge, showed satisfactory wound healing and
no recurrence of symptoms.

DISCUSSION

Broad ligament hernias are of two types: the
fenestra type, characterized by a complete defect
allowing bowel to herniate through the broad
ligament, and the pouch type, where the bowel
herniates into an anterior or posterior peritoneal
aperture of the ligament [3]. The presented case
was compatible with the fenestra type.

The pathogenesis of broad ligament defects
remains incompletely understood. They may be
congenital or acquired due to factors such as prior
abdominal or pelvic surgery, pelvic inflammatory
disease, childbirth trauma, or congenital
anomalies [4, 5]. Notably, many patients with
broad ligament hemias present with no history of
surgery suggesting a congenital cause.

Preoperative diagnosis is difficult due to its
nonspecific  clinical  presentation.  Imaging
modalities, particularly CT, play a pivotal role in
evaluation but may only provide indirect clues
without definitively identifying the hernia or the
site of entrapment [6]. Therefore, females with
small bowel obstruction and no prior surgeries
should include broad ligament hemia in the
differential diagnosis.

Early recognition and prompt surgical intervention
are crucial. Delayed diagnosis increases the risk of
strangulation, ischemia, necrosis, and subsequent
morbidity and mortality [7]. Surgical management
involves reduction of the herniated bowel,
resection of non-viable segments, and repair of
the broad ligament defect. Examination of the
contralateral broad ligament during surgery is
recommended to identify and repair any
additional defects, preventing recurrence [8].

While laparoscopic repair has been reported, most
cases are managed by laparotomy, especially with
significant bowel distention, which limits
laparoscopic visibility and increases the risk of
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injury [9]. Timely surgery usually results in a

favourable outcome.

Author declaration

Acknowledgement
Authors thank to the surgical and gynecological
teams.

Authors' contributions:

NK: Patient caring, manuscript drafting, literature
reviewing; ANKA and LMPMB: Clinical management
supervision and manuscript reviewing.

Conflicts of interest:
The authors declare that there is no financial or
non-financial conflict of interest.

Funding statement:
Self-funded.

Ethics statement:

Written informed consent was obtained from the
patient before they participated in the case,
ensuring their understanding of the purpose,
procedures, and potential implications involved.

Statement on data availability:
All data are available upon request.

REFERENCES

1.

Martin LC, Merkle EM, Thompson WM. Review of
internal hernias: radiographic and clinical findings. AJR
Am J Roentgenol. 2006;186(3):703-717.
doi:10.2214/AJR.04.1404.

Takeyama N, Gokan T, Ohgiya Y, et al. CT of internal
hernias. Radiographics. 2005;25(4):997-1015.
doi:10.1148/rg.254045709.

Blachar A, Federle MP. Internal hernia: clinical and
imaging findings in 17 patients with emphasis on CT
criteria. Radiology. 2001;218(1):68-74.
doi:10.1148/radiology.218.1.r01ja3468.

Ghahremani GG. Abdominal and pelvic hernias: unusual
types and complications. Radiol Clin North Am.
1994;32(2):395-412. Available from:
https://www scirp.org/reference/referencespapers?refe
renceid=2778065.

Chang SS, Lee SR, Kim MJ, et al. Small bowel obstruction
due to broad ligament hernia: a case report and review
of the literature. World J Gastroenterol.
2014;20(7):2006-2010. doi:10.3748/wijg.v20.i7.2006.
lerardi AM, Fontana F, Larici AR, et al. Internal hernia
through congenital broad ligament defect: a case report.
Am Surg. 2016;82(2):E46-E48.

25

10.

Sri Lanka Journal of Medicine Vol. 34 No.4,2025

doi:10.1177/000313481608200223.

Shibata Y, Ogihara M, Nishizawa T, et al. Broad ligament
hernia with incarceration of adnexa and sigmoid colon:
report of a case. Surg Today. 2011;41(8):1143-1146.
doi:10.1007/s00595-010-4212-1.

Hamanaka J, Yamaoka M, Ouchi K, et al. Internal hernia
through a defect in the broad ligament: a case report and
review of the literature. Surg Today. 2014;44(7):1414-
1418. doi:10.1007/s00595-013-0756-9.

Huang CC, Chen SC, Wang JT, et al. Laparoscopic
treatment of broad ligament hernia causing small bowel
obstruction: a case report. Int J Surg Case Rep.
2018;49:70-73. doi:10.1016/j.ijscr.2018.06.032.
Takeyama N, Gokan T, Ohgiya Y, et al. CT of internal
hernias. Radiographics. 2005;25(4):997-1015.
doi:10.1148/rg.254045709.




