
Open Access, Volume - 1

Peri-Caecal internal hernia: A case report and review of the literature
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 Abstract

Internal hernias, which are rarely discovered, represent two percent of intestinal obstructions. They may present in an acute 
or more progressive mode with repeated sub-occlusive episodes. The diagnosis should be made in a subject with no previous 
surgical history presenting an occlusive syndrome. We report a case of peri-caecal internal hernia through an inferior ileo-
caecal recess in a 55 year old subject responsible for ileal strangulation with reversible ischemia.
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Introduction

Internal hernias are defined as the protrusion of a viscera 
through a normal or abnormal orifice whose location is peri-
toneal or mesenteric. Their incidence in large autopsy series 
varies between 0.2 and 2%. We report here, the case of a peri-
caecal internal hernia discovered in a context of intestinal ob-
struction.

Observation

The patient was 55 years old, a poorly followed diabetic, and 
without surgical history. He was admitted for localized abdom-
inal pain in the left iliac fossa with cessation of matter and gas 
in an apyretic context. The secondary occurrence of vomiting 
with the persistence of the symptoms motivated the consul-
tation to the surgical emergencies of the CHU-SO Olympio 
of Lomé for management 10 days after the beginning of the 
symptoms. 

The clinical examination at the time of admission revealed: an 
altered general condition, a good hemodynamic state, a flat 
and painful abdomen, free hernial orifices and a normal rectal 
exam. 

The abdominal X ray (Figure 1) showed hydroaerosic levels 
larger than central highs, suggesting a small bowel obstruc-
tion.

The diagnosis of a small bowel obstruction due to a primary 
flange or internal hernia was evoked, and after a brief resus-
citation, the patient was admitted to the operating theatre. 

Under GA + IOT, after median laparotomy under the umbili-
cal, an ileocolic distension was discovered, with a portion 
of the terminal ileum incarcerated (Figure 2) in the inferior 
ileo-caecal recess (Figure 3) realizing a peri-caecal internal 
hernia. A reduction of the incarcerated loop that was viable 
was performed followed by a closure of the recess. After pari-
etal closure, the patient was transferred to the intensive care 
unit. The postoperative course was simple with resumption of 
transit on the second postoperative day and the patient was 
discharged on the seventh postoperative day.
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Figure 1: Abdominal X Ray showing hydro-aeric levels.
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Discussion

Internal hernia is a rare pathology. Its frequency in large au-
topsy series is between 0.2 and 2% [1]. They can be congenital 
and therefore occur through a normal, para-normal or abnor-
mal orifice. But more and more, the postoperative origin is 
described after orthotopic liver transplants and coelio-surgical 
gastro-jejunal shunts with Roux-Y loop anastomosis [2].

The peri-caecal hernia seen in our clinical case is a true hernia 
with a hernia sac constituted by a more or less extensive de-
tachment of the right Toldt’s fascia which normally attaches 
the right colon and a more or less extensive part of the cecum 
to the posterior parietal peritoneum. The characteristic of this 
hernia sac is that it develops in contact with the lateral walls of 
the caeco-ascending, which is thus stretched by the distended 
herniated loops in a latero-colic situation. It represents 13% of 
internal hernias [3] and is responsible for small bowel obstruc-
tions in 0.2 to 5.8% [4]. The age of onset of internal hernias 
according to the series by Zissin and colleagues is 38 years [5] 
but they can occur at any age. 

The clinical picture of internal hernias is non-specific. In 5% 
of cases it is an acute intestinal obstruction [6]. The existence 
of an occlusion with a flat stomach, as was the case in our 
observation, would be the prerogative of hernias with a small 
hernial sac [7].

The preoperative diagnosis of internal hernias outside of any 
strangulation is rare; Bruot O and colleagues [8] reported the 
only case of internal hernia of the ascending caeco-colon via 

Figure 2: Image showing the portion of loop incarcerated in the re-
cess.

Figure 3: Image showing the lower ileo-caecal recess.

Winslow’s hiatus explored in colo-scanner with water in 2007 
outside of any acute period.

In principle, the diagnosis of an internal hernia should be 
evoked in front of a picture of acute intestinal occlusion in a 
patient without abdomino-pelvic surgical history, which has 
been confirmed by abdominal CT with multi-planar recon-
struction, which alone can make the positive diagnosis, the 
diagnosis of the mechanism and the etiological diagnosis of 
the hernia [9].

The evolution of internal hernias almost always leads to stran-
gulation, hence their surgical treatment when they are diag-
nosed even without any symptoms [7].

In case of strangulation, the treatment consists of dislodging 
and treating the loop followed by closing the breach. In our 
case, the treatment of the loop consisted of the application of 
saline to the herniated portion of the loop and the observance 
of a spontaneous return of the staining avoided anastomotic 
resection. Reduction of the strangulated loop is usually easy 
because the neck in most cases is wide [10].

Conclusion

Internal hernias are a rare condition whose preoperative di-
agnosis is often difficult to establish on clinical grounds alone, 
but must be evoked in front of any picture of intestinal occlu-
sion without abdomino-pelvic surgical history.
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