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A rare case of para-vesical internal hernia presenting
with complete small bowel obstruction managed in a
resource-limited setting
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Abstract

Para-vesical internal hernias are rare but serious complications of abdominal surgeries and can present as small bowel obstruction
(SBO). We report the case of a 30-year-old woman with a history of Cesarean delivery 9 years prior, who presented with crampy
abdominal pain, bilious vomiting, and obstipation. Imaging revealed findings consistent with SBO. Exploratory laparotomy confirmed
a para-vesical internal hernia with patchy ischemia of the bowel. The hernia was reduced, and the defect was repaired. The patient
recovered uneventfully and was discharged on postoperative day five. This case highlights the importance of considering internal
hernias in the differential diagnosis of SBO in patients with prior abdominal surgery. Early surgical intervention is critical to prevent

bowel ischemia and further complications.
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Introduction

Small bowel obstruction (SBO) is a frequent surgical emergency,
often caused by adhesions, hernias, or malignancies. Among the
less common causes of SBO are internal hernias, which occur
when a segment of the intestine protrudes through a defect in
the peritoneum or mesentery. Internal hernias are particularly
challenging to diagnose due to their nonspecific clinical presenta-
tion and the limitations of imaging studies in providing definitive
preoperative diagnoses [1]. Para-vesical hernias, a rare subtype
of internal hernias, occur when a viscus herniates between the
median and medial umbilical ligaments. They are often associ-
ated with prior abdominal surgeries, including Cesarean deliver-
les, and can cause bowel ischemia or perforation if not promptly
managed [2].

Internal hernias may develop through various anatomic
defects, such as the broad ligament, which can occur following
gynecological surgeries or Cesarean sections. Herniation through
defects in the broad ligament, for instance, has been documented
as a rare but significant cause of SBO, particularly in patients
with a history of pelvic surgery [3]. Similarly, para-vesical hernias
have been reported as a late complication of inguinal hernia

repair, highlighting the diverse etiologies of internal hernias
and the importance of considering them in the differential
diagnosis of SBO, even in patients without prior abdominal
scarring [4].

Diagnosing internal hernias preoperatively remains a chal-
lenge. While computed tomography (CT) scans can provide
suggestive findings, they are often nonspecific, and the definitive
diagnosis is frequently made intraoperatively [5]. This diag-
nostic uncertainty underscores the need for a high index of
suspicion, particularly in patients with a history of abdomi-
nal or pelvic surgery who present with symptoms of bowel
obstruction [6]. Early surgical intervention is crucial to pre-
vent complications such as bowel strangulation, ischemia,
or necrosis, which can significantly increase morbidity and
mortality [7].

This case report highlights a para-vesical internal hernia pre-
senting as a late complication of Cesarean delivery, emphasizing
the importance of early diagnosis and prompt surgical manage-
ment to avoid severe complications. It underscores the need to
consider internal hernias in patients with a history of abdominal
surgery who present with SBO symptoms, even in the absence of
definitive imaging findings.
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Case presentation

A 30-year-old Sub-Saharan black, multiparous woman presented
with a 15-hour history of crampy, intermittent abdominal pain,
bilious vomiting, and obstipation. She had undergone a Cesarean
delivery 9 years earlier for a persistent non-reassuring fetal heart
rate; her recovery had been uneventful. She had no history of
other surgeries, chronic medical conditions, or trauma, and she
denied weight loss, rectal bleeding, smoking, or alcohol intake.

On admission, her vital signs were stable: blood pressure
110/70 mmHg, heart rate 74 bpm, and temperature 37.2°C.
Abdominal examination revealed mild distension with diffuse
tympanic percussion. A transverse Pfannenstiel scar was noted.
The abdomen was soft, non-tender, and moved with respiration,
and no hernias or masses were palpable. Bowel sounds were
hyperactive, and a digital rectal examination showed an empty
rectal vault.

Laboratory investigations, including complete blood count and
serum chemistry, were within normal limits. An abdominal X-ray
showed markedly dilated loops of small bowel with multiple air-
fluid levels (Fig. 1), confirming SBO. A CT scan of the abdomen
and pelvis was planned for further evaluation, but could not
be obtained due to unavailability. The patient was resuscitated
with intravenous fluids, nasogastric decompression, and broad-
spectrum antibiotics and was taken emergently for surgery.

During exploratory laparotomy, ~200 mL of reactive peritoneal
fluid was found. The small intestine was herniated through a
4 x 3 cm peritoneal defect on the left lateral side of the uterus
(Fig. 2). A 10 cm segment of ileum (~100 cm proximal to the
ileocecal valve) was trapped in the defect and showed patchy
ischemia (Fig. 3). The herniated bowel was gently reduced back
into the abdomen. Normal saline packs were applied until normal
color and peristalsis returned (Fig. 4). The peritoneal defect was
then repaired, and the abdomen was irrigated.

The patient had an uneventful postoperative recovery and was
discharged on the fifth postoperative day with instructions to
follow up in the surgical clinic.

Figure 3. Intraoperative picture showing loop of incarcerated terminal
ileum within the defect.

Discussion

Internal hernias are a rare but serious complication of abdominal
surgeries. In particular, pelvic internal hernias include herniation
through the para-vesical space, broad ligament, obturator canal,
and other peritoneal defects. Para-vesical hernias after Cesarean
delivery are especially uncommon and often present with non-
specific symptoms [1, 2, 4]. Internal hernias often occur when
a segment of the intestine protrudes through a defect in the
peritoneum or mesentery, leading to potential bowel obstruction,
ischemia, or perforation [2, 5]. The formation of such defects can
be attributed to prior surgical interventions, such as Cesarean
sections, which may result in adhesions or peritoneal weaknesses
that predispose patients to herniation [3].

The pathophysiology of internal hernias involves the protru-
sion of intestinal loops through congenital or acquired defects
in the peritoneum or mesentery. In this case, the patient’s prior
Cesarean section likely caused adhesions and a peritoneal defect,
which allowed the small bowel to herniate into the para-vesical
space. Such para-vesical hernias, in particular, occur when a
viscus herniates between the median and medial umbilical lig-
aments, whereas broad ligament hernias involve a defect in the
peritoneal leaf of the broad ligament, and obturator hernias pro-
trude through the obturator canal. These are rare anatomical
occurrences that can lead to bowel obstruction if not promptly
addressed [2-4]. The risk of bowel ischemia and necrosis is high in
such cases, as the herniated segment may become strangulated,
compromising blood flow [5].

Diagnosing internal hernias preoperatively remains a signif-
icant challenge due to their nonspecific clinical presentation
and the limitations of imaging studies. Differential diagnoses
for SBO in post-Cesarean patients include adhesive obstruction,
incisional hernia, Richter hernia, volvulus, and broad ligament
hernia [1, 8]. While CT scans can provide suggestive findings, such
as clustered bowel loops or mesenteric vessel abnormalities, they
are often inconclusive, and the definitive diagnosis is frequently
made intraoperatively [6]. In this case, the unavailability of a CT
scan further complicated the diagnostic process, highlighting the
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Figure 4. Intraoperative picture showing the herniated bowel after
returning.

importance of clinical judgment and exploratory laparotomy in
resource-limited settings [7].

The management of para-vesical internal hernias involves
prompt surgical intervention to relieve the obstruction and
repair the defect. Early diagnosis and treatment are essential to
prevent complications [8]. In this case, the patient underwent
exploratory laparotomy, which confirmed the diagnosis and
allowed for timely reduction of the herniated bowel and repair
of the peritoneal defect. The prognosis for patients with timely
surgical intervention is generally favorable, as demonstrated by
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the patient’s uneventful postoperative recovery and discharge on
the fifth postoperative day [9].

This case is unique due to the late presentation of a para-
vesical internal hernia 9 years after a Cesarean delivery. The
absence of a CT scan due to unavailability highlights the impor-
tance of clinical judgment and the role of exploratory laparotomy
in resource-limited settings. Additionally, the case underscores
the need for clinicians to maintain a high index of suspicion for
internal hernias in patients with a history of abdominal surgery
[10], particularly in settings where advanced imaging modalities
may not be readily available. Lastly, early surgical intervention
is crucial to prevent severe complications and ensure favorable
outcomes.

Conclusion

This case highlights that internal hernias must be considered as
a potential cause of SBO in patients with prior abdominal surgery,
particularly Cesarean delivery. Para-vesical hernias, though rare,
can present as late complications and require prompt surgical
management. In our patient, the earlier Cesarean section likely
produced adhesions and a peritoneal defect that permitted small
bowel herniation. Early surgical intervention was crucial to pre-
vent bowel ischemia and necrosis. Clinicians should maintain a
high index of suspicion for internal hernias even if imaging is
inconclusive; in settings without advanced imaging, exploratory
laparotomy remains a critical diagnostic and therapeutic tool.
This case underscores the need for awareness of internal her-
nias as a late post-Cesarean complication and the importance of
timely surgery for favorable outcomes.
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