e-ISSN: 0976-822X, p-ISSN:2961-6042

Available online on http://www.ijcpr.com/

International Journal of Current Pharmaceutical Review and Research 2025; 17(4); 1548-1551

Original Research Article

Broad Ligament Hernia — An Unusual cause of Intestinal Obstruction -
Case Report and Literature Review

Sanjay Chaurey', Sushmita Das?, Nishant Kurian®, Prashant Kumar*

'HOD, Department of General Surgery, PSRI Hospital, New Delhi, India
’DNB Resident, Department of General Surgery, PSRI Hospital, New Delhi, India
3Consultant, Department of Surgical Gastroenterology, PSRI Hospital, New Delhi, India
4Senior Consultant, Department of General Surgery, PSRI Hospital, New, Delhi, India

Received: 27-02-2025 / Revised: 25-03-2025 / Accepted: 21-04-2025
Corresponding Author: Nishant Kurian
Conflict of interest: Nil

Abstract:

Background: Broad ligament hernias also known as Allen and Masters Syndrome are extremely rare and
constitute approximately 4 % to 7% of all internal hernias. The diagnosis is often delayed and usually made during
surgical intervention. It is therefore imperative to know about this rare entity and its management when
encountered in clinical practice.

Presentation of Case: We present a case of 63 year old female who was admitted with a prolonged history of
recurrent abdominal pain, vomiting and decreased passage of flatus. CT-abdomen showed few dilated small bowel
loops suggestive of partial small bowel obstruction however no obvious cause could be found. Persistence of
symptoms and failure of non-operative management lead to the decision to perform a diagnostic laparoscopy
which revealed a left broad ligament hernia with small bowel loops as herniated contents. Post operatively patient
recovered well and was discharged. She remains symptom free on follow up.

Conclusion: In management of patients with obscure internal hernias like the broad ligament hernia surgical
exploration either laparoscopically or open is the best diagnostic and therapeutic modality for management. When
diagnosed timely the treatment is straightforward and provides excellent long-term outcomes in these patients.
Keywords: Broad ligament hernia, internal hernia, Allen and Master’s syndrome, Hunt classification, Cilley’s

classification.
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Introduction

A 63 year old female came in with complaints of
pain abdomen associated with multiple episodes of
vomiting since last 15 days. Patient was admitted in
a local hospital where she was treated as a case of
gall stone induced pancreatitis but without any
significant relief. Patient had no known
comorbidities and no surgical history. She gave a
past history of one spontaneous abortion and had no
other gynaecological history.

Upon physical examination, patient was noted to be
dehydrated and had decreased wurine output.
Abdominal examination was unremarkable except
for mild tenderness in hypogastric region. CECT
whole abdomen was done to rule out any obstructive
pathology which revealed dilated small bowel loops
proximally and distal collapsed loops in pelvis with
non-passage of contrast along with multiple small
bowel diverticula. Patient was then planned for
diagnostic laparoscopy in view of intestinal
obstruction and cholecystectomy. Patient was taken
up for surgery. Intraoperatively, a small defect was
seen in left broad ligament through which internal
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herniation of small bowel loops was seen. Bowel
proximally was dilated and distal to this hernia site
bowel loops were collapsed. After dividing few
adhesions, these bowel loops were reduced and
defect was closed with V lock 3-0 running sutures.

Post operatively, patient improved symptomatically
and was able to tolerate oral diet and was eventually
discharged on PODA4.

Discussion

Broad ligament hernia also known as Allen and
Masters Syndrome.[6]

Internal Hernia is a protrusion of viscera through
defects in mesentery or peritoneum within
abdominal cavity.[1,2] Broad ligament hernia also
known as Allen and Masters Syndrome are
extremely rare and constituting approximately 4% to
7% of all internal hernias.[1,2,6,7,8] First case of
broad ligament hernia was diagnosed by Quain in
1861 during an autopsy[3.,4,5]. Worldwide total
reported cases of broad ligament hernia are 49
patients covered in 44 studies. The most common
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cause has been found to be abdominal or pelvic
surgeries, history of pelvic inflammatory disease,
obstetric trauma and these are usually acquired
causes and presents as unilateral hernia[9,10].
Congenital Broad ligament Hernia are mostly
bilateral[9,11]. A study by Gray and Skandalakis has
stated that there is presence of cystic structures in
broad ligament which might be the remnant of
mesonephric or mullerian duct. Rupture of these
cystic structures might lead to the formation of the
defect in the broad ligament.[12]

There are two classifications given by Hunt and
Cilley.[13,14]

Hunt classification:
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Fenestra type — complete fenestration by broad
ligament creating a defect in both layers of
peritoneum.

Pouch type — herniation towards broad ligament
from anterior or posterior opening. Defect is seen in
only one layer of peritoneum.

Cilley’s Classification
Type 1 — defect seen caudal to round ligament.

Type 2 — defect is seen above broad ligament, in
suspensory ligament or mesosalpinx or utero ovarian
ligament.

Type 3 — defect is seen in between round and broad
ligament

Figure: Defect after closure
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Conclusion

Diagnosis of internal hernia by radiological means
is difficult. Plain radiographs might only show
dilated bowel loops suggestive of obstruction. CT
scan can sometimes detect the presence of an
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opening along with features suggestive of
obstruction.[15,16]

As for the treatment, it is always surgical treatment
which involves reduction of the herniated bowel
loop followed by closure of the defect. Delay in
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treatment

might lead to incarceration or

strangulation of herniated bowel loops. Hence the

treatment of

choice is always Diagnostic

laparoscopy.[17]
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