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A B S T R A C T   

Introduction: Peritoneal bands on the virgin abdomen are an extremely rare etiology of occlusive syndrome. 
Congenital bridles can be in 0.7 to 2% a cause of small bowel obstruction. 
Presentation of case: We report a case of a 21-year-old woman who was admitted with symptoms of bowel 
obstruction. The patient had no surgical or traumatic history. Laparotomy was done and the findings showed a 
congenital belt extending from the antimesenteric wall of the ileum to the vesical dome, causing bowel stran
gulation. Band's ligation proceeded smoothly after the operation. 
Discussion: Congenital flanges present an uncommon situation. These bands are usually difficult to classify and 
define. They are usually observed in childhood. Therefore, this situation represents an unusual surgical problem 
in diagnosing clinically unexpected elderly patients. 
Conclusion: Congenital or spontaneous flanges are an uncommon cause of occlusion, which presents a challenging 
diagnosis. Exploratory laparotomy or laparoscopy is mandatory.   

1. Introduction 

Acute intestinal obstruction is a frequent emergency. It can be due to 
functional disorders or mechanical causes such as obstruction or stran
gulation, which are frequently due to post-operative flanges [1]. Some 
patients with no medical history of open surgery can develop adhesions, 
this can be explained by congenital, or spontaneous, or initial flanges 
[1]. The congenital band is an extreme cause of bowel obstruction in 
adults [2,3]. We report a case of a 20-year-old patient who had no prior 
surgical history and suffered acute intestinal obstruction due to a 
congenital belt. This work has been reported concerning the SCARE 
2020 criteria [4]. 

2. Case report 

A 21-year-old woman was admitted to our surgery department with a 
1-day history of abdominal fullness, left iliac fossa, and vomiting. She 
had a history of pleural lymphoma for which systemic chemotherapy is 
undergone. She had no history of abdominal surgery or abdominal 
trauma, and the patient denied any allergies or drug history. Physical 
examination revealed tenderness over the left iliac fossa, a temperature 

of 37.0 ◦C, a blood pressure of 100/60 mm Hg, and a pulse rate of 120 
beats/min. Laboratory data showed that the white blood cell (WBC) 
count was 13,100/mL, and the CRP level was 75 mg/l. 

Abdominal plain X-ray film showed an ileus pattern with distended 
small bowel loops and multiple air-fluid levels (Fig. 1). A contrast- 
enhanced CT of the abdomen showed: Distention of small bowel loops 
with a transition point in the left iliac fossa with U-shaped ileal loop 
without ‘whirl sign’ (Fig. 2A), Pneumoperitoneum in perihepatic and in 
the left iliac fossa (Fig. 2B), Peritoneal thickening and fat stranding 
around the transitional point (Fig. 2C). However, The normal bowel wall 
enhancement was preserved, and there was Moderated free intraperi
toneal fluid effusion. CT had concluded of an aspect of small bowel 
volvulus in the left iliac fossa which is complicated by small bowel 
perforation and localized peritonitis. 

She underwent surgery after initial treatment with electrolyte sup
plements, intravenous fluids, and nasogastric suction. 

A laparotomy was performed in our surgical department at Habib 
Thameur Hospital and revealed: localized purulent effusion, Distended 
small bowel loops with swelling, and hyperemic change of bowel wall 
(Fig. 3A). There was a band extending from the vesical dome (Fig. 3B) to 
the mesentery of the ileum causing volvulus and strangulation (Fig. 3C) 
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of the entrapped bowel loop which was perforated (Fig. 3D). The band 
was ligated and divided, segmental resection carrying the perforated 
segment of the small bowel with manual grelogrelic anastomosis. The 
patient reported being satisfied with the intervention, and the post
operative course was uneventful. Pathologic analysis revealed necrosis 
in the segment resected. Since the operation, the patient has been 
asymptomatic. 

3. Discussion 

Congenital peritoneal bands are not common in adults, they cause 
3% of intestinal obstruction. They are defined as intraperitoneal adhe
sions not related to abdominal procedures [5]. 

These bands are difficult to classify and define [3]. Referring to 
Lorimier there are two types of congenital adhesions due to the Invo
lution of the omphalo-mesenteric duct or omental malformations which 
are called Ladd flanges and associated generally with other congenital 
abnormalities [1]. In no one of these situations, we can concern adhe
sions as initial or spontaneous bands [1]. 

Obstruction causing by these bands explaining by the compression or 
the collapse of the intestines between the band and the mesentery or any 
other organ [5,6]. 

There are many sites of obstruction due to bands, referring to the 
literature, Akgur et al. reported eight sites of bands: Between the right 
colon and ileum, between Treitz angle and terminal ileum, Between the 
right lobe of the liver and the terminal ileum, and right lobe of the liver 
and right colon [7]. Bands site has not any effect on clinical manifes
tations or management [5]. 

Symptoms are the same as acute intestinal obstruction, which leads 
to miss diagnosis [6]. 

There are no specific complementary tests to diagnose bowel 
obstruction due to congenital bands, so that imaging tests are not useful, 
and may cause management delay of bowel obstruction [5]. 

X-ray of the abdomen without preparation is the gold standard to 
confirm bowel obstruction which demonstrated: bowel distension, 
hydro-air levels, or sub-diaphragmatic free air which signs perforation 
[1], but it can be also normal. 

CT scan is important to confirm the diagnosis; it is recommended as 
the initial examination in suspected intestinal obstruction and may 
specify location, etiology, and severity signs of occlusion such as parietal 
ischemia, peritonitis [1,5]. 

Management of these bands is based on surgical treatment consisting 
of flange's section, or resection of the responsible bowel associated with 

anastomosis as in our case [1]. 
Nowadays laparoscopy is much more preferred because of its safety, 

shorter operative time, shorter stay in hospital [2,6]. 
Surgery should not be delayed to avoid possible strangulation and 

necrosis of the small bowel [6]. 
Therefore, it is important to maintain high suspicion in patients 

presenting with small bowel obstruction symptoms, with no surgical 
history, keeping obstruction bowel due to bands as the differential 

Fig. 1. Abdominal plain X-ray film: an ileus pattern with distended small bowel 
loops and multiple air-fluid levels. 

Fig. 2. A: Abdominal computed tomography: Distention of small bowel loops 
with a transition point and U-shaped ileal loop without ‘whirl sign’ B: 
Abdominal computed tomography: Pneumoperitoneum C: Abdominal 
computed tomography: Peritoneal thickening around the transitional point. 
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diagnosis, and the only way to confirm it is by surgical procedure [6]. 

4. Conclusion 

Occlusion due to congenital or spontaneous flanges is especially seen 
in patients without a history of laparotomy and having an occlusive 
syndrome. Only surgery can confirm diagnoses and avoid complications 
such as strangulation and bowel gangrene. 
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