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Abstract
Acute abdominal pain is a common presenting symptom that possesses a wide differential. 
Congenital internal hernias are a rare condition that often presents with abdominal pain and 
can lead to obstruction. Early diagnosis is often difficult and therefore can present acutely 
and in an emergent setting. Prompt recognition of symptoms and evaluation are important 
to prevent poor prognosis. We are presenting a case of a congenital internal hernia in a pa-
tient presenting with nonspecific symptoms. Prompt diagnosis and subsequent surgical in-
tervention allowed for appropriate management and resolution of symptoms.
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Introduction

Although internal hernias are uncommon, they must always be considered in the differ-
ential diagnosis of acute abdominal pain. Because of the high possibility of strangulation and 
ischemia, IH represents a potential surgical emergency that needs to be quickly recognized 
and managed promptly. According to various investigators, internal hernias cause up to 5.8% 
of all small bowel obstruction (SBO), with a high overall mortality rate that can exceed 50% 
[1]. Preoperative suspicion and diagnosis in an emergency setting are difficult due to rarity 
of the entity, nonspecific clinical presentation, and limited utility of imaging in cases of acute 
intestinal obstruction [2]. Here, we describe a primary transmesenteric internal hernia in a 
29-year-old male who presented with nonspecific symptoms and whose concurrent median 
arcuate ligament compression made diagnosis challenging.

Received: May 23, 2021
Accepted: July 1, 2021
Published online: September 9, 2021

Correspondence to: 
Jay Patel, jayyapatel @ gmail.com

www.karger.com/crg

This article is licensed under the Creative Commons Attribution-NonCommercial 4.0 Interna tional License 
(CC BY-NC) (http://www.karger.com/Services/OpenAccessLicense). Usage and distribution for commercial 
purposes requires written permission.

DOI: 10.1159/000518293



792Case Rep Gastroenterol 2021;15:791–794

Patel et al.: Congenital Internal Hernia

www.karger.com/crg
© 2021 The Author(s). Published by S. Karger AG, BaselDOI: 10.1159/000518293

Case Presentation

A 29-year-old male with no past medical history presented with complaints of acute 
onset lower back pain with radiation to the lower abdomen. On examination, vital signs 
were stable and the patient appeared in no acute distress. He endorsed mild tenderness 
to palpation of the lower abdomen, but no rebound or guarding was appreciated. 
Computed topography (CT) scan with intravenous contrast of the abdomen and pelvis 
indicated possible medial arcuate ligament (MALS) compression of celiac artery (shown 
in Fig. 1). The surgical team was consulted and they suspected median arcuate ligament 
syndrome and recommended arteriographic evaluation of the celiac artery. The patient 
was transferred to the catheterization laboratory to image his celiac artery; however, the 
patient’s pain acutely worsened and abdomen distended. Despite fluid administration, 
lactic acid continued to elevate to above 3. He was taken to the operating room for an 
immediate exploratory laparotomy. A loop of distal jejunum to distal ileum was found to 
be strangulated through a defect in the patient’s mesentery. This small bowel transmes-
enteric hernia was noted to be gangrenous and 320 cm of small bowel was excised (shown 
in Fig. 2). Postoperative recovery was uneventful and the patient was discharged on the 
sixth postoperative day. He is now on follow-up and is doing well after surgery with no 
symptoms.

Discussion

Acute abdominal pain is a common presentation that encompasses a broad differential. 
Internal hernias, although uncommon, represent an important differential that must be kept 
in mind, as they can quickly progress to become life-threatening.

Internal hernias occur when abdominal organs, typically the intestines, protrude through 
the mesentery or peritoneum, but remains within the abdominal cavity [3]. They are a rare 
cause of acute abdominal pain, found on autopsies of suspected patients <1% of the time, and 
being found as the cause of SBO <6% of the time [4]. Transmesenteric hernias are a subset of 
internal hernias in which both layers of the small bowel hernia through inherent defect in the 
mesentery [1]. This defect can either be congenital or acquired, with acquired being more 
common, occurring typically after surgery. Congenital hernias, although more common in 
children, can occur at any age [5]. They represent a rare cause of SBO, with one paper reporting 
only 13 adult case reports [6, 7]. Due to the patient’s lack of prior surgeries or trauma, his 

Fig. 1. CT scan of the abdomen and pelvis with intrave-
nous contrast demonstrating mild compression of the celiac 
artery.
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hernia was likely congenital in nature. MALS was likely an incidental finding not contributing 
to his acute presentation and initially diverted focus.

Our patient had a nonspecific presentation. After its appearance on imaging, MALS was 
initially the focus of management, especially with the patient’s nontoxic appearance. However, 
with an acute worsening of his abdominal pain, distention, and increasing lactic acid, the 
appropriate decision was made to proceed with surgery. Prevention of confirmation bias is 
crucial, and being open-minded and using progressive objective findings can help with diag-
nosis. Any further delay in diagnosis may have prevented appropriate management of his 
internal hernia, leading to enhanced rates of ischemia and gangrene [3].

Our patient did not have any prior trauma or surgical history suggestive of acquired 
internal hernia. Presenting symptoms were quite nonspecific, with vague abdominal pain and 
unremarkable rest of the exam. Initial imaging indicated evidence of SBO and possible MALS, 
without any indication for any emergent acute process.

Lack of specific laboratory or imaging makes evaluation and diagnosis of internal 
hernias challenging. CT remains the modality of choice for initial workup of abdominal 
pain. However, questions remain over its utility in the acute setting. The patient’s initial 
exam and vital signs did not reflect acute emergency. With the abrupt worsening of clinical 
status, presence of free pelvic fluid and worsening lactic acidosis, surgical intervention was 
necessary.

Acute abdominal pain presents with a wide differential, with congenital internal hernia 
presenting as a very rare cause. It should always be on the differential, particularly in the 
setting of nonspecific initial workup and worsening clinical findings.
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Fig. 2. 320 cm of resected necrotic bowel.
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