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ABSTRACT

Intestinal obstruction is one of the common clinical condition which is encountered in emergency room. Internal hernia is one of the rare
causes of small bowel obstruction accounting for less than 1% of cases. A congenital omental defect is very rare, but can potentially
cause internal hernia leading to obstruction or strangulation of the bowel.

We present a case of a 54-year-old man who was brought to the emergency department with sudden onset of lower abdominal pain. He
had no history of abdominal surgeries or history of trauma. An emergency laparotomy was performed. On exploring the abdominal cavity,
the lesser omental defect was detected, 3cm in size. Loops of jejunum had gone through the defect. Congested bowel loop was pulled
back and defect was approximated. An adult congenital omental defect is rare; however, it should be considered as one of the differential
diagnoses in a relatively young patient with bowel obstruction without external hernia, previous abdominal surgery or trauma.
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CASE REPORT

A B4-year-old male patient came to the emergency with sudden
onset of lower abdomen pain, vomiting and constipation since 1
day. There was no history of abdominal surgery or trauma. On
physical examination his vitals was stable, abdominal distension
was present, tenderness was present in umbilical and hypogastric
region, bowel sounds were absent, per rectum examination was
normal.

Routine haematological and biochemical tests were normal.
Erect X-ray abdomen revealed bowel shadows with multiple air
fluid levels suggestive of small bowel obstruction. Emergency
CT scan facility was not available in the hospital and hence, an
emergency laparotomy was performed under General Anesthesia
(GA), by taking prior consent. Intra operative findings revealed a
distended loop of jejunum passing through defect of 3x2cm in
lesser omentum with congestion of bowel loop [Table/Fig-1-3].
Loop of jejunum was pulled back [Table/Fig-4] and warm mops
were placed over it till it appeared pinkish and the defect was
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[Table/Fig-1]: Loop of jejunum through defect in lesser omentum.

[Table/Fig-2]: Defect of 3x2 cm in lesser omentum; [Table/Fig-3]: Congested bowel
loop.

approximated with vicryl 2-0 sutures [Table/Fig-5]. Postoperative
stay was uneventful with bowel sounds appearing after 2 days and
the patient was discharged after 10 days after abdominal wound
suture removal. On follow up, after 1 month, patient was found to
be healthy.

[Table/Fig-4]: Bowel loop being pulled back. [Table/Fig-5]: Lesser omental defect
being approximated with 2-0 vicryl.

DISCUSSION

Internal hernia is protrusion of the bowel through the mesentry
or peritoneum but which remains within the abdominal cavity. It
is a very rare cause of small bowel obstruction with significant
mortality. It can be congenital or acquired. Paraduodenal space,
foramen of Winslow, defect in mesentry or omentum, transverse
mesocolon, diaphragm, broad ligament are some of the potential
sites of internal hernia. Internal hernia is a rare condition which
accounts for 0.2-0.9% of cases of intestinal obstruction [1,2].
Transomental hernia accounts for 1-4% of all the internal hernias.
Majority of them occurs through defect in the right side of the greater
omentum without a sac and are always intraperitoneal. Internal hernia
through defect in lesser omentum is extremely rare [3]. Congenital
anatomic defects of the liver, lesser sac, mesentery, as well as the
presence of adhesions or increased intra-abdominal pressure are
some of the predisposing factors for transomental hernias [4]. The
herniated bowel loops may return to its normal location or may
develop gangrene depending on the size of the defect and length
of the bowel loop which has gone through the defect. Internal
hernia might occur after previous surgeries or following abdominal
trauma. However a congenital defect in omentum is very rare that
too presenting in middle age but can potentially cause internal
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hernia with subsequent strangulation of the small intestine
[5]. There are reports of congenital defects leading to hernia in
paediatric age group leading to unexpected death [6]. Intestinal
obstruction due to internal hernia should be suspected in patients
without external hernia or previous abdominal surgery or trauma.
Sometimes it is difficult to diagnose internal hernia because of lack
of specific signs and symptoms [7]. On the other hand, internal
hernias are invariably manifested as acute intestinal obstruction
that requires early diagnosis and immediate surgery. Radiological
tools like CT scan will be most helpful preoperatively and can be
diagnosed by characteristic findings on CT like stretched bowel
sign” if it is kept in mind as a probable diagnosis [8]. However
most of the time they are usually diagnosed on table for acute
intestinal obstruction [9-12].

The management of acute intestinal obstruction will be adequate
initial resuscitation and nasogastric tube decompression,
followed by immediate laparotomy. A thorough examination of
the abdominal cavity is done to identify the structures involved
in the obstruction. Then the herniated structures are reduced,
resection of ischemic intestinal segments done, followed by
closure of the hernial orifice [13].

CONCLUSION

Internal hernia should be considered as one of the differential
diagnoses in patient with bowel obstruction without external
hernia, previous abdominal surgery or trauma. When omental
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defect is found on table in unrelated abdominal surgery, it should
be closed to prevent it from causing internal hernia in future.
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