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Case report
A 28-year-old unmarried female presented to the emergency 
department with complaints of bilious vomiting for three days which 
contained undigested food particles. She also complained of central 
abdominal distension with pain and constipation for two days. The 
patient denied previous surgeries in the past. On examination at the 
time of admission, patient was febrile with temperature of 101o F. 
Blood pressure was 110/70mm Hg, Pulse Rate, 88/min. Abdomen 
was soft, central abdominal distension was present, tenderness 
was present in the umbilical region, bowel sounds were sluggish.  
Digital rectal examination revealed normal findings. Plain X-ray 
abdomen erect revealed multiple air fluid levels with dilated small 
bowel loops. 

Laboratory studies were: Leucocytes 7100/cu mm, platelet 
2.04lakhs /cu mm, Hb -10.8gms%, RBS – 93gm/dl. , Blood Urea 
19mg/dl, Serum Creatine 0.6mg/dl, Urine routine – normal. Bleeding 
time, Clotting time, Serum electrolytes, Chest X-ray and ECG were 
normal. USG abdomen revealed dilated bowel loops and free fluid 
in the pouch of Douglas. 

Patient was taken for emergency exploratory laparotomy. A midline 
incision was made for adequate visualisation . Intraoperative findings 
were:

Minimal free fluid was present in the abdominal cavity.•	
Dilated jejunal bowel loops were present.•	
A loop of ileum, 15cms from the ileocaecal junction was herniating •	
through the rent in the greater omentum. - [Table/Fig-1-3].

The herniated segment of the bowel loop was viable. Herniated 
bowel loop was freed from the rent in the greater omentum and 
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reduced. The rent was then sutured primarily. The duodeno jejunal 
flexure was identified and the entire length of small bowel was 
milked to ileocaecal junction and the contents moved freely into 
large bowel. After a routine peritoneal lavage abdomen was closed 
in layers, after placing an ADK drain in the pelvis. The drain was 
removed on the 4th postoperative day. Skin sutures were removed 
on 10th postoperative day. Postoperative period was uneventful. 
When the patient was followed up after one month, she was free 
of any symptom and laparotomy wound was found healed well by 
primary intention without any complication. 

Discussion
Internal hernia is defined as herniation of a viscus through a normal 
or abnormal aperture in the peritoneal cavity. Around 0.2-4% of 
intestinal obstruction is due to internal hernia [1,2]. Various causes 
of the omental defect have been suggested. These include a 
congenital or acquired origin [1,2], such as trauma, inflammation 
and atrophy due to old age. Around 50% of reported hernias in 
the literature are paraduodenal [3,4]. Patients with a trans-omental 
hernia usually have vague symptoms of bowel obstruction, which 
become worse as strangulation and gangrene ensue. Therefore, it 
takes a long time to diagnose ileus [4].

Yamaguchi [5] classified trans-omental hernias as Type A, Type 
B and Type C. In his study Type A was slightly more than Type 
C. Type B was not detected. Our case is Type A. Types of trans 
- omental hernia according to the classifications of Yamaguchi is 
shown in [Table/Fig-4]. Preoperatively internal hernia are difficult 
to diagnose by physical examination , therefore image is relied for 
diagnosis. Plain X-ray abdomen erect shows air- fluid levels. CT 
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[Table/Fig-3]: Bowel viable after reduction[Table/Fig-1,2]: Bowel herniating into greater omentum
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is the most important diagnostic tool [6,7]. Definitive diagnosis is 
mainly intraoperative. On exploratory laparotomy herniated bowel 
loop is reduced and the defect is closed. If there is bowel gangrene 
resection and anastamosis is required. 

[Table/Fig-4]: Yamaguchi classification of trans omental hernia

Type A: PC → GM → PC

Type B: PC → OB → PC

Type C: PC → OB→C0→

→OB → WP → PC→C1→

→OB → LO → PC→C2→

L: Liver

S: Stomach

T: Transverse colon

P: Pancreas

PC: Peritoneal cavity

GM: Greater omentum

OB: Omental bursa

WP: Winslow’s pouch

LO: Lesser omentum

Conclusion
Internal hernia should always be kept in mind in differential diagnosis 
of  intestinal obstruction. Early intervention prevents unnecessary 
resection anastomosis. Imaging studies like ultrasonography and 
CT, are useful for early diagnosis.
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