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Abstract

A man aged 81 years presented with a rare case of
internal hernia complicated by intestinal obstruction
and ischemia of the jejunum, a condition that is
relatively uncommon and often diagnosed only in the
context of nonspecific obstructive syndrome (Elsevier
Masson SAS, 2013). Internal hernias, characterized by
the passage of intestine through natural or abnormal
intra-abdominal openings, exhibit complex anatomical
and clinical variations. In this case, the intraoperative
findings revealed incarcerated and ischemic jejunal
loops, with volvulus of the terminal segment. The
surgical procedure involved partial intestinal resection
and lysis of adhesions to prevent future incarcerations.
The procedure concluded with an anastomosis of the
lateral-lateral anisoperistaltic type. The patient was
monitored post-operatively with blood tests and a

perianastomotic drain placed in the pelvis.

Preface

Internal hernias, although rare, constitute one of the
main etiologies of acute intestinal obstruction, with a
high risk of evolving into ischemia and necrosis of the
intestinal tissue [1,2]. They are divided into different
anatomical typologies, such as hernias through natural
orifices, such as Winslow’s [3] hiatus, or abnormal
ones, such as transepiploic, transmesenteric and
transmesocolic  hernias, or even retro- and
subperitoneal, including paraduodenal [4,5] and
pericecal [6] hernias. In this specific case, the
intraoperative diagnosis of internal hernia complicated
by jejunal ischemia and intestinal occlusion outlined a
picture of extreme surgical urgency, requiring
immediate and decisive intervention in order to avoid
serious sequelae such as intestinal perforation and

sepsis.

Case Presentation
An 8l-year-old man comes to the emergency room
with abdominal pain associated with vomiting that

began approximately an hour after consuming the
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meal. In his medical history he reports a previous
cerebral stroke dating back to approximately 4 years
ago. On physical examination the patient presented
with a treatable abdomen, painful on deep palpation in
the left side and ipsilateral iliac fossa with positive
Blumberg, increased enterocolic tympanism, torpid
peristalsis, bowel movement reportedly open to gas.
Vital signs within normal limits, no fever, no dyspnea,
normal oxygen saturation, no leukocytosis, and no
increase in inflammatory markers in blood tests.
Subsequently complete abdominal CT [7] (Figure A-D)

which reports: “...On the left side they are documented

some tenual loops with a convoluted course with
apparent two jumps in caliber, characterized by
stratified thickening of the walls as if due to suffering
of the same; concomitant swirling appearance of the
tributary mesenterial vessels, imbibition of the
mesenteric fan and the left parietocolic shower, in the
absence of a clear cleavage plane with the adjacent
descending colon...”. About the clinical, laboratory and
instrumental picture, he carried out specialist general
surgery consultancy which indicated the need to carry

out urgent surgery.

Figure A and B.
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Figure C and D:

Surgery

The operation consisted of an exploratory laparoscopy
[8]. The inspection revealed the presence of jejunal
loops incarcerated in the left flank, which penetrated
through a defect in the left parietocolic peritoneal
reflection (Figure 1 and 2). We then proceeded with
the extraction of approximately 40 cm of jejunum,
which ran posterior to the descending colon, crossing

the gap located at the left colic angle (Figure 3 and 4).
Of this intestinal tract, the terminal portion appeared to
be twisted on itself and showed signs of ischemic
suffering (Figure 5). Later, an anisoperistaltic lateral-
lateral entero-enteric anastomosis was performed with
the aid of the same mechanical stapler and the resected
intestinal segment was sent for definitive histological

examination (EID).

Figure 1.
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Figure 2.

Figure 3.
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Figure 5

Postsurgical

The post-operative course was free of medical and
surgical complications. The patient was discharged on
the sixth postoperative day.

Conclusion

The patient's clinical presentation is consistent with

acute small bowel obstruction, characterized by

abdominal pain and vomiting. In most cases, the
physical
sometimes an abdominal

examination is unremarkable, although

mass may be present.
Numerous authors report the occurrence of recurrent
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abdominal pain and hospital admissions without a
precise etiological diagnosis in the years preceding the
acute episode. In other cases, the acute presentation
may be preceded by milder, isolated, or intermittent
postprandial abdominal pain episodes. The key
diagnostic tool for the early detection of this condition
is a contrast-enhanced abdominal CT scan [9]. In this
context, the radiologist’s role becomes crucial, not only
for an accurate diagnosis but also for determining the
appropriate therapeutic approach, ensuring the patient

receives targeted and effective treatment.
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