


Case Report 
Small Bowel Obstruction Due to Transomental Internal Hernia: A Case Report and Literature Review

Abstract: 
Trans-epiploic internal hernia represents an exceptionally rare etiology of small bowel obstruction in adults without a history of prior abdominal surgery. Although the overall incidence of internal hernias is estimated to be less than 1%, they account for up to 5.8% of small bowel obstructions and carry a high morbidity and mortality rate when diagnosis is delayed, largely due to the no specificity of clinical manifestations. Computed tomography (CT) remains the diagnostic modality of choice. Optimal management consists of initial resuscitation, urgent surgical exploration with reduction of the incarcerated bowel, resection of necrotic segments when indicated, and systematic closure of the epiploic defect to prevent recurrence.
We describe the case of a 51-year-old male patient with a medical history of asthma under treatment, who presented with acute abdominal pain associated with vomiting. Abdominopelvic CT demonstrated findings consistent with mechanical small bowel obstruction, with suspicion of a transition point in the right paraumbilical region, but without radiological signs of bowel ischemia. During emergency laparotomy, intraoperative exploration revealed a dilated small bowel upstream of a 3 cm loop incarcerated through a trans-epiploic defect. Reduction of the herniated loop was achieved, followed by closure of the defect. No bowel resection was required.
This observation underscores the diagnostic challenge posed by internal hernias, which must always be considered in the differential diagnosis of small bowel obstruction or unexplained acute abdominal pain, even in patients without previous abdominal surgery. Furthermore, this case highlights the pivotal role of prompt surgical exploration in both establishing the diagnosis and preventing severe complications, regardless of preoperative imaging findings.
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Introduction:
An internal hernia (IH) is defined as the protrusion of abdominal viscera, most commonly small bowel loops, through a peritoneal or mesenteric aperture into a compartment of the abdominal or pelvic cavity [1]. The overall incidence of internal hernias is less than 1%, and they account for approximately 5.8% of small bowel obstructions [2]. Transomental hernia represents a rare subtype of internal hernia, comprising 1–4% of cases, and is characterized by nonspecific clinical symptoms, making preoperative diagnosis challenging. These hernias are more frequently strangulated, with postoperative mortality rates reported up to 30% .Therefore, early diagnosis and prompt management are essential [3].
Case presentation:
The patient was a 51-year-old male with a 4-year history of asthma treatment. He was admitted to our department with acute abdominal pain. Clinically, He presented with acute abdominal pain and vomiting, without other symptoms. Physical examination revealed peri-umbilical abdominal tenderness, while digital rectal examination was unremarkable. Abdominal CT scan demonstrated distension of several small bowel loops, with a maximum diameter of 36 mm, exhibiting air-fluid levels. The loops appeared clustered and were localized to the right side, approximately 5 cm from the umbilicus, with suspicion of a transition point at this level.(figure 1 ) 
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Figure 1: Distended small bowel loops with agglutination observed on the right side, suggestive of mechanical obstruction
Intraoperative exploration revealed a 3 cm dilatation of the small bowel proximal to a loop that was incarcerated through a trans-epiploic defect (Figure 2), located 180 cm from the duodenojejunal flexure. The defect was successfully closed with sutures, without complications 
[image: ]
Figure 2: Incarceration of a small bowel loop through a trans-epiploic defect.
The postoperative course was uneventful. At one-month follow-up, the patient was in good health
Discussion: 
An internal hernia is defined as the protrusion of visceral contents through a defect in the mesentery or peritoneum into the abdominal cavity. The most common type of internal hernia is the paraduodenal hernia (53%), followed by pericecal hernia (13%) and hernia through the foramen of Winslow (8%). Transomental hernia is extremely rare, accounting for approximately 1–4% of all internal hernias [3], It typically occurs in patients without prior abdominal surgery  , and may be congenital or secondary to trauma [4].
Internal hernias are considered a rare cause of acute intestinal obstruction. There are often no obvious clinical signs suggesting the presence of an internal abdominal hernia; the primary clinical manifestations may be abdominal pain and distension, which are nonspecific. Consequently, the majority of cases are diagnosed intraoperatively [5]. Physical examination may reveal a tympanic abdomen and an empty rectal ampulla, suggestive of intestinal obstruction [6].
Computed tomography (CT) plays a crucial role in the diagnosis of acute intestinal obstruction and in planning surgical management. Although internal hernias are rare, they should be included in the differential diagnosis of intestinal obstruction, particularly in the absence of previous abdominal surgery or trauma. CT findings suggestive of internal hernia include signs of small bowel obstruction (SBO) [7]. It may demonstrate a dilated bowel loop with a “beak sign,” representing a triangular transition zone between the proximal dilated loop and the herniated loop, or between the dilated herniated loop and the collapsed distal loop. Additionally, the “whirl sign” of engorged mesenteric vessels may be present, often accompanied by bowel wall thickening. A transomental hernia may also be suspected when dilated intestinal loops are located within the lesser sac. However, in most cases, definitive diagnosis is established during laparotomy [3].
Standard surgical management of these hernias involves reduction of the herniated bowel loops into the abdominal cavity. If the bowel is compromised due to ischemia, necrosis, or perforation, segmental resection may be required. Closure of the hernial defect is essential to prevent recurrence [8].
The Postoperative mortality rates for transomental hernias are reported to be as high as 30%, primarily due to the increased risk of gangrenous changes in the small intestine [9]. Therefore, early diagnosis and prompt surgical intervention are crucial to improving postoperative outcomes
Conclusion: 
Trans-epiploic internal hernia represents an exceptional cause of intestinal obstruction in adults, particularly in the absence of prior abdominal surgery. The often-nonspecific clinical presentation frequently delays diagnosis, exposing patients to a high risk of strangulation and bowel necrosis. Multidetector computed tomography (MDCT) remains the key diagnostic tool, allowing suspicion of the anomaly through specific signs such as clustered displaced small bowel loops and the mesenteric “whirl sign.”
Management must be prompt and surgical, involving reduction of the herniated loops, resection of ischemic segments if present, and systematic closure of the epiploic defect. Our case underscores the importance of considering this rare diagnosis in any patient presenting with small bowel obstruction without prior surgery, in order to improve prognosis through early intervention.
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