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Abstract: Internal hernia of the broad ligament is rare. Computerized tomography is the key tool of the diagnosis. The treatment is 
surgical and takes advantage of the use of laparoscopy. We report a case of internal hernia of right broad ligament suspected on 
computerized tomography and treated by laparoscopy. The following was uneventful. 
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Internal hernias are protrusions of hollow abdominal 
viscera usually the small intestine through a natural or 
an acquired orifice within the peritoneal cavity [1]. 
They are characterized by their scarcity, representing 
only 0.4% to 4.1% of all small bowel incarcerations 
and their very variable location [2-4]. The ones of the 
broad ligament are extremely rare, representing less 
than 5% of all internal hernias [2]. Preoperative 
diagnosis of internal hernia of broad ligament is quite 
difficult [5]. The usefulness of computed abdominal 
tomography has been already reported and the 
management of this abdominal emergency has largely 
improved with the use of laparoscopy [6, 7].  

We report a case of internal hernia of right broad 
ligament suspected on computed tomography and 
confirmed then treated successfully by laparoscopy.  

2. Case Report 

A 37-year-old woman, gravida 3, para 3, was 
admitted in emergency for acute pelvic pain with 
vomiting raised 2 hours before admission. There were 
no fever and failure of stool and gas flow. 

She had 3 vaginal deliveries and no previous 
abdominal surgery. But she was having chronic pelvic 
pain since the last delivery 15 months ago. 

On examination the temperature and the blood 
pressure were normal. We noted a flat abdomen, not 
distended, with pain on palpation of the right iliac fossa 
and diminished bowel sounds. There were no 
peritoneal signs. The gynecological examination 
revealed a slight pain when moving the uterus. Rectal 
examination did not show any abnormalities. The full 
blood count (hemoglobin 14.9 g/dL, hematocrit 41.8%, 
WBC 8,000/mm3) and electrolytes (sodium 136 
mmol/L, potassium 3.8 mmol/L) were normal. The 
urinary test of pregnancy was negative and the CRP 
was normal. 
Thinking of a gynecological disorder or appendicitis 
we request a pelvic ultrasound which showed a 
distended small bowel localized in the pelvis without 
any movement. The appendix was normal and there 
was no adnexal mass. The rest of the abdominal cavity 
was normal. The radiologist subsequently performed 
an abdominal computed tomography which revealed a 
distended small bowel (a close loop) in right side of the 
uterus (Fig. 1). There were no sign of bowel ischemia. 
The radiologist was unsure of the exact aetiology and a 
band adhesion in the pelvis or an internal hernia 
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through the broad ligament was then suspected. 
As it was no abdominal distension, an emergency 

laparoscopy was performed. It showed an internal 
hernia through the right broad ligament. The defect, in 

which 8 cm of viable small bowel was incarcerated, 
was located in the mesosalpinx (Fig. 2). The bowel was 
then removed and the defect closed by an interrupted 
suture with 3/0 vicryl (Fig. 3). 

 

 
Fig. 1  Computerized tomography showing a close loop (CL) on the right side of uterus (u).  
 

 
Fig. 2  Laparoscopic view of the defect of the right mesosalpinx after removal of the incarcerated small bowel (a:appendix, 
u:uterus, b: small bowell, rl:round ligament).  
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Fig. 3  (a, b): Laparoscopic view of the closure of the defect after removal of the small bowel incarcerated.  
 

The follow up was uneventful. The patient was 
discharged the second day after surgery. 

3. Discussion 

Internal hernia of the broad ligament is the 
protrusion of viscera through a defect of the broad 
ligament [8]. The defect in our patient was in the right 
broad ligament, while most of the time it’s located in 
the left broad ligament [2, 8]. Although the precise 
pathogenesis of the defect remains unknown, regarding 
its causes, they are thought to be either congenital or 
acquired [5]. The congenital defect is related to the 
spontaneous rupture of cystic structures within the 
broad ligament reminiscent of the mesonephric or 
Müllerian ducts and should be considered in 
nulliparous patient or in patient without any history of 
pelvic surgery [8]. The acquired causes include 
operative traumatism, delivery traumatism, and pelvic 
inflammatory disease [8]. In 80% of cases multiparity 
is a predisposing factor [9]. Our patient was 
multiparous with 3 vaginal deliveries and was having 
pelvic pain after her last delivery. This pelvic pain 
could be part of the Masters Allen syndrom which 
reflects the broad ligament laceration after delivery [9, 

10]. That’s why we thought that the defect of our 
patient could be acquired. 

Once the defect is present the viscera could get 
through the defect with potential hernia strangulation 
or an entrapment [11]. 

In our patient, the small bowel incarcerated through 
a defect of the right broad ligament. The herniation of 
the small bowel happened in up to 90% of cases [2]. 
But the incarceration of the cecum, the appendix, the 
sigmoid, the ovaries, the omentum, the bladder and the 
ureter have been already reported [2, 12, 13].  

The defect was located in the mesosalpinx 
corresponding to the type 2 of Cilley and was the 
fenestra type of the classification of Hunt [14]. 

The clinical signs are not specific. It is most of the 
time signs of small bowel obstruction [9, 14]. Our 
patient had pelvic pain related first to gynecological 
disorders like ectopic pregnancy, torsion of ovarian 
cyst or appendicitis. We performed ultrasound before 
CT scan which helped to suspect the diagnosis. 

CT scan with intravenous contrast is a radiological 
modality of choice in the diagnosis of internal hernia of 
the broad ligament [2, 7, 14]. It helped, in our patient, 
to evoque the possibility of an internal hernia of broad 
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ligament and led us to perform laparoscopy as there 
was no bowel ischaemia and no major intestinal gas 
distension.  

Laparoscopy is a surgical procedure which confirms 
the diagnosis with an accuracy of more than 90% 
compared to the other diagnostic tools and treats at the 
same setting with better post operative cares [7, 15, 16]. 
It is easily feasible when the patient has no prior 
abdominal surgery, no abdominal meteorism and no 
bowell ischeamia as it was the case in our patient    
[7, 14]. 

4. Conclusions 

Although rare, internal hernia of the broad ligament 
should be considered in any young woman with acute 
pelvic pain. Rapid diagnosis and treatment of this rare 
pathology is of paramount importance. CT scan is the 
radiological method of choice. Laparoscopy has an 
additional value in confirmation of the diagnosis and in 
the treatment in the absence of extensive bowel 
distention with good post operative outcomes. 
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