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Abstract

Small Bowel Obstruction (SBO) resulting from internal herniation through a defect 
in the mesoappendix is extremely rare, with only a few documented cases found 
in the literature in the context of acute appendicitis. We are presenting a case of 
a 79-year-old female who presented with atypical abdominal pain with a history 
of a fall. Due to persistent abdominal pain and tenderness on examination, further 
investigations were conducted. A Computed Tomography (CT) scan revealed SBO 
with a transition point at the terminal ileum, suspected to be caused by adhesions 
or mesenteric twisting. Laparoscopic exploration identifi ed a herniated loop of 
the bowel through a defect in the mesoappendix, alongside an infl amed appendix 
containing fecaliths. The obstruction was successfully relieved via a laparoscopic 
approach, with an appendectomy performed concurrently. The postoperative period 
was uncomplicated. This case underscores the importance of considering rare 
causes of intestinal obstruction, particularly when clinical presentation is atypical. 
Early diagnosis and timely surgical intervention are crucial for favorable outcomes. In 
cases of SBO, rare pathologies should always be considered before making surgical 
decisions. This case also highlights the importance of considering the length of 
appendix and its associated risks in mechanical obstruction.

Diagnosis of acute appendicitis is established via diagnostic 
modalities, such as Computed Tomography (CT) of the 
abdomen or diagnostic laparoscopy while it is currently best 
treated by laparoscopic intestinal obstruction release with 
appendicectomy. 

Case presentation 
A 79- year- old female following accidental fall transferred 

to Teaching hospital for tertiary care with NCCT brain and 
Geriatric assessment. She had a history of hypertension, 
dementia and total abdominal hysterectomy with bilateral 
salpingooophorectomy 10 yrs ago due to endometrial 
carcinoma. With the history of lower abdominal pain for one 

Introduction 

Intestinal obstruction is a common cause of acute 
abdomen with a wide range of potential etiologies. Mechanical 
small bowel obstruction is a very rare occurrence in acute 
appendicitis [1]. The association between acute appendicitis 
and mechanical intestinal obstruction was ϐirst described by 
Hotchkiss et al. in 1901 and later by Hawkes in 1909 [2,3]. 
While the typical presentation of appendicitis involves 
functional obstruction, in very rare cases, it may present 
as a mechanical obstruction, particularly in the form of a 
closed-loop obstruction. The clinical features of small bowel 
obstruction can obscure the clinical picture of appendicitis [1]. 
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day duration, on examination tenderness over lower abdomen 
and epigastric area, along with audible bowel sounds were 
noted. Neurological examination was unremarkable except for 
positive cerebellar sign. A Contrast-enhanced CT scan revealed 
small bowel obstruction with transition point at terminal 
ileum (Figures 1-3) with suspected adhesions or mesenteric 
twist with minimal ascites. Laparoscopic exploration with 
possible intervention was decided upon, with the clinical and 
CT ϐindings conϐirming intestinal obstruction. A closed bowel 
loop obstruction through a defect in the mesoappendix was 
noted, with an inϐlamed appendix containing a fecalith. There 
was a moderate amount of free ϐluid. Laparoscopic release 
of the intestinal obstruction and appendicectomy were 
performed (Figure 4). The procedure was uneventful, and the 
patient was discharged on the third postoperative day with 
no postoperative complications. Histology of the appendix 
conϐirmed an inϐlamed appendix. 

Figure 1: Coronal plane CECT showing Appendix [A].

Figure 2: Axial CECT showing Appendix [A] and Hernia [H].

Figure 3: Sagittal plane CECT showing Appendix [A].

Discussion 
Mechanical intestinal obstruction is a signiϐicant clinical 

entity resulting from various etiologies, including adhesions, 
hernias, and neoplasms. Internal herniation through a defect 
in the mesoappendix is an extremely rare cause of obstruction, 
with only a few cases documented in the literature. To date, 
we found only one case in the literature that was successfully 
managed laparoscopically [4]. 

In this patient, the presentation was atypical, not featuring 
the typical symptoms of intestinal obstruction such as 
abdominal pain, distension, and vomiting. This atypical 
presentation may partly be attributed to her history of 
dementia and recent fall. Initial diagnostic studies, including 
abdominal X-rays and CT scans, showed signs consistent with 
mechanical obstruction, but the exact cause remained elusive. 
It was only during exploratory laparoscopy that the defect in 
the mesoappendix and subsequent internal herniation were 
identiϐied. 

The mesoappendix is a peritoneal fold that surrounds the 
appendix and connects it to the peritoneal cavity, housing 
the appendicular artery and vein. A defect in this structure 
allows bowel loops to herniate, leading to obstruction. Due 
to its small size and limited mobility, signiϐicant herniation 
is uncommon. However, in this case, the patient’s appendix 
was unusually long (14 cm), increasing the likelihood of 
herniation through the mesoappendix (Figure 5). The average 
length of the vermiform appendix is generally 8 cm - 10 cm 
(3.5 inches) [5], although lengths up to 24.5 cm have been 
reported [6]. With increasing age, the length of the vermiform 
appendix tends to decrease [7]. As per a study conducted in 
Sri Lanka average length of appendix reported as 8.2cm [8]. 
Further research is needed to explore whether an increased 
appendix length correlates with a higher risk of appendicitis 
and mechanical obstruction. 

The pathophysiology of this condition may involve 
congenital or acquired defects in the mesoappendix. 
Congenital defects are related to developmental anomalies 
of the appendix, while acquired defects may result from 
previous surgeries, trauma, or inϐlammatory conditions like 
appendicitis. 

Management of internal herniation requires urgent 
surgical intervention. While open laparotomy is commonly 
performed in cases of intestinal obstruction, this patient’s CT 

Figure 4: Intraoperative fi nding of appendix [A] and a closed loop obstruction 
[CLO]. Figure 5: A length of the appendix of patient.
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scan suggested adhesions or mesenteric twisting as potential 
causes of obstruction. Thus, a laparoscopic approach was 
utilized. The procedure was uneventful, and the patient was 
discharged on the third postoperative day. Laparoscopic 
management of mechanical intestinal obstruction due to 
internal herniation remains rare, with only one other case 
reported in the literature with laparoscopic management 
of mechanical intestinal obstruction due to the formation of 
encircling loop around a bowel segment [4]. Open laparotomy 
procedures are relatively common [9-18]. 

This case emphasizes the importance of considering 
rare causes of intestinal obstruction, particularly in patients 
with atypical presentations. It also highlights the potential 
role of exploratory surgery in identifying obscure causes of 
mechanical obstruction. 

Conclusion 
Internal herniation through a defect in the mesoappendix 

is a rare but one of the causes of mechanical intestinal 
obstruction that necessitates prompt surgical intervention. 
Awareness of this condition is critical for timely diagnosis and 
effective management. 
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