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Small Bowel Obstruction by Broad Ligament Hernia: 
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ABSTRACT
Internal hernias are a rare cause of bowel obstruction (1%) and can be caused by broad ligament defects in 4% to 7% of the cases. 
These defects may be congenital or acquired and are classified according to its anatomical location. This paper reports three cases 
of small bowel obstruction by broad ligament hernia. The patients, three women aged from 35 to 51 years old, were admitted to the 
emergency department with small bowel obstruction. An exploratory laparotomy was performed during which an internal hernia through 
a broad ligament defect was identified. In all cases the hernia content was reduced and the defect closed. One of the patients required 
a segmental enterectomy. All patients had a favorable outcome. This paper aims to raise awareness about the broad ligament hernia 
as a cause of bowel obstruction, namely in middle-aged women with no surgical history.
Keywords: Broad Ligament; Hernia; Intestinal Obstruction

1. Department of Surgery. Centro Hospitalar Tondela-Viseu. Viseu. Portugal.
 Autor correspondente: Manuela Graça Fernandes. manuelamgf@gmail.com
Recebido: 18 de Junho de 2018 - Aceite: 23 de Julho de 2018 | Copyright © Ordem dos Médicos 2019

INTRODUCTION
 Internal hernias are a rare cause of bowel obstruction 
(1%).1-3 Even rarer, is bowel obstruction caused by her-
niation through a broad ligament defect.1,2,4 These defects 
were first reported in 1861 by Quain.2,3

 Broad ligament defects may be congenital or acquired. 
The former results from a spontaneous rupture of cystic 
structures in the broad ligament. These cystic structures 
are thought to be congenital remnants of the mesonephric 
or mullerian ducts. The latter, may be secondary to abdomi-
nal surgery, pelvic inflammatory disease (PID) or childbirth 
trauma.1,3,4

 Although small bowel herniation through this defect is 
the most common complication, there are reports of hernia-
tions of other structures like the ureter or the ovary.4

 This paper details three cases of small bowel obstruc-
tion caused by a broad ligament hernia. All cases were suc-
cessfully treated by surgery.

CASE REPORT
 Case 1: A 35-year-old woman, gravida 1 para 1 (euto-
cic), without previous history of abdominal surgery or PID, 
presented at the emergency department with pain in the left 
hypochondrium, referred pain to the dorsal region, nausea, 

and vomiting. These symptoms had two days of evolution. 
In the initial physical examination, the patient was stable, 
afebrile, and had diminished bowel sounds. The abdomen 
was soft and depressible, exhibiting pain in the left hypo-
chondrium, without tenderness. Blood analysis presented 
normal values except for slightly increased inflamma-
tory markers (Table 1). An upright abdominal radiography 
showed multiple air-fluid levels in the small bowel loops. A 
computed tomography revealed a distention of the small 
bowel sparing the duodenum and the terminal ileum with 
no identifiable cause (Fig. 1). Despite the fluid therapy and 
nasogastric tube drainage, the clinical course progressed 
to abdominal distention and tenderness, which prompted 
surgical treatment. An exploratory laparotomy revealed a 
small bowel hernia through a defect on the left broad liga-
ment. The right broad ligament also presented a punctiform 
defect. The herniated bowel was reduced, and both defects 
sutured to prevent recurrences (Fig. 2). Apart from postop-
erative ileus, the patient presented no other complication 
and was discharged on the seventh day after surgery.
 Case 2: A 43-year-old woman, gravida 0, without a his-
tory of abdominal surgery or PID was admitted with abdomi-
nal pain associated with nausea, vomiting and constipation 

RESUMO
As hérnias internas são uma causa rara de oclusão intestinal (1%) e podem ser causadas por anomalias do ligamento largo do útero 
em 4% a 7% dos casos. Estas anomalias podem ser congénitas ou adquiridas e são classificadas de acordo com a sua localização 
anatómica.  Descrevem-se três casos clínicos de oclusão de intestino delgado por hérnia do ligamento largo do útero. Três mulheres 
com idades entre os 35 e 51 anos recorreram ao serviço de urgência com quadro de oclusão intestinal. No decurso de laparotomia 
exploradora foi identificada uma hérnia interna através do ligamento largo do útero. Em todos os casos o conteúdo herniado foi reduzido 
e o orifício encerrado. Uma das doentes necessitou de enterectomia segmentar. Todas as doentes evoluíram favoravelmente. Este 
trabalho pretende alertar para o diagnóstico de hérnia do ligamento largo do útero como causa de oclusão intestinal, principalmente 
em mulheres de meia idade, sem antecedentes cirúrgicos.
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for five days. On examination, the patient was stable and 
afebrile. The abdomen was distended, tympanized, with 
decreased peristaltic sounds and diffuse pain on palpation. 
The pain was more intense in the lower quadrants, with ten-
derness and rebound tenderness. The blood analysis re-
vealed leukocytosis and high C-reactive-protein (Table 1). 
The abdominal radiography showed distended small bowel 
loops with thickened wall and air-fluid levels. The comput-
ed tomography also revealed distended small bowel loops 
and, additionally, suggested an internal hernia on the left 
inferior quadrant (Fig. 3). The patient underwent explora-
tory laparotomy, in which a left broad ligament hernia was 
identified. The herniated bowel was reduced and the broad 

ligament defect was closed. The postoperative course was 
uneventful and the patient was discharged on the sixth day 
after surgery.
 Case 3: A 51-year-old woman, gravida 1 para 1 (euto-
cic), with no previous abdominal surgeries or PID, was ob-
served in the emergency department with diffuse abdominal 
pain, nausea and vomiting with one week of evolution, and 
two episodes of diarrhea. The patient was hemodynamically 
stable, with auricular temperature of 38.2ºC. The abdomen 
was distended, diffusely painful on palpation, more intense 
in the lower quadrants, with peritoneal signs. The blood 
analysis revealed elevated inflammatory parameters (Ta-
ble 1). A thoracic radiography and abdominal echography 
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Table 1 – Results of blood tests from the three reported cases

Test Case 1 Case 2 Case 3 Reference value
Leukocytes 13.3* 13.3* 20.5* 4.5 - 11.5 x 109 /L

Neutrophils 90.1* 81* 84.4* > 75%

Hemoglobin 13.9 16.2 13.7 12 - 15 g/dL

Platelets 309 240 269 150 - 450 x 109 /L

Urea 67 45 54 13 - 42 mg/dL

Creatinine 1.3 0.8 0.6 0.5 - 1.2 mg/dL

Sodium 139 135 140 136 - 145 mEq/L

Potassium 4.9 3,9 4.2 3.4 - 4.5 mEq/L

C-reactive-protein 2.06* 4.74* 21.91* < 0.5 mg/dL
* Values that differ from reference values 

Figure 1 – Abdominal radiographies with multiple air-fluid levels situated in small bowel loops in the left quadrants (A) and distended small 
bowel loop in epigastric region (B); Computed tomography with marked distended loops and thickened wall (C).

A B C

Figure 2 – Reduced intestinal hernia with viability (A); defect on the left broad ligament (B); weakened right broad ligament with a puncti-
form defect (C); left broad ligament defect sutured (D).

A B C D
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revealed a small bowel distention and air-fluid levels (Fig. 
4). The patient underwent urgent abdominal laparotomy 
that revealed a small bowel hernia in a broad ligament de-
fect. The hernia was reduced and the defect of the broad 
ligament was sutured. As a result of the herniated intestine 
being necrotic, a segmented enterectomy was performed. 
The postoperative course was uneventful and the patient 
was discharged on the seventh day after surgery.

DISCUSSION
 Herniation through a defect in the broad ligament of 
the uterus is an uncommon cause of bowel obstruction, 
accounting for 4% to 7% of internal hernias.1-4 These de-
fects can be classified according to their location in three 
types: type 1: defect in the broad ligament; type 2: defect 
in the mesosalpinx and mesovarium; and type 3: defect in 
the meso-ligamentum teres.1 The three patients discussed 
here, presented a type 1 defect, the most frequent type.
The broad ligament defects may be congenital or second-
ary to abdominal surgery, pelvic inflammatory disease or 
childbirth trauma.1,3,4 In the first and third cases, the patients 
had had a child, so the broad ligament defect could be due 
to trauma during childbirth. In the second case, the patient 
had no history of childbirth, abdominal surgery or PID, so 
the etiology is expected to be congenital.

 As other papers point out, a broad ligament hernia is dif-
ficult to diagnose solely by imaging tests.2,3 The radiological 
tests may show signs of small bowel obstruction. In some 
cases, the computed tomography may even suggest an in-
ternal hernia as the cause of the bowel obstruction. Never-
theless, it is extremely difficult to identify a broad ligament 
defect with such tests.2,3 It comes as no surprise that in the 
three reported cases the imaging tests suggested bowel ob-
struction and internal hernia, but none identified the broad 
ligament defect.
 The treatment for broad ligament hernia is always surgi-
cal and should be performed as soon as possible in order 
to reduce the chances of intestinal necrosis. The herniated 
loops should be reduced and, if necrotic, resected. To pre-
vent recurrence, the broad ligament should be completely 
divided or its defect closed (by suture or clips).1,3,4 The litera-
ture reports some broad ligament hernias successfully treat-
ed by laparoscopic surgery.5-7 In the three cases presented 
in this study, the surgical team opted for a laparotomic ap-
proach since all patients had a noticeable distension of the 
majority of the small intestine. Loop distension increases 
the risk of complications associated with laparoscopic sur-
gery due to reduced peritoneal free space. Moreover, the 
intestine affected by the distension becomes more fragile. 
Altogether, these factors increase the risk of iatrogenic 

Figure 3 – Abdominal radiographies with distended small bowel loops with thickened wall (A) and multiple air-fluid levels in small bowel 
loops in the upper quadrants (B); Computed tomography with marked distended small bowel loops with thickened wall (C) and an abrupt 
change in the size of the ileal loop compatible with internal hernia, visible on the lower left quadrant (D).

A B C D

Figure 4 – Thoracic radiography with distended intestinal loops on the upper abdomen (A); Abdominal echography with distended intesti-
nal loops and slight amount of inter-loops liquid (B).

A B
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intestinal perforation.3

 This paper intends to raise awareness regarding the 
broad ligament hernia as a differential diagnosis of bowel 
obstruction in middle-age women with no surgical history. 
An early diagnosis is extremely important since it enables a 
prompt surgical repair that reduces the morbidity and mor-
tality associated with bowel strangulation.
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