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Bowel Herniation Through Broad Ligament Mimicking
Ovarian Torsion: A Novel Presentation
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Abstract

Ovarian torsion is an important differential diagnosis in female pa-
tients with severe, lower abdominal pain. We report a patient in
whom torsion was considered. However, laparoscopy demonstrated
an obstructed bowel loop adjacent to adnexa. Patient had bilateral
defects in broad ligament, causing migration and incarceration of
bowel on left side.
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Introduction

Ovarian torsion is a very common cause of unilateral, severe
pain abdomen in a female patient. We report a patient who
presented with such one sided severe, lower abdominal pain.
Transvaginal scan is an important diagnostic tool where
demonstration of a large complex, cystic mass adjacent to
the adnexa will further confirm this suspicion, thus demand-
ing an urgent surgical management. Surgery demonstrated
bilateral broad ligament defects with intestinal herniation
and obstruction on left side, in this patient.

Intestinal herniation through broad ligament is a very
rare cause of bowel obstruction. This type of internal hernia-
tion of bowel is caused by migration of bowel through a de-
fect in the broad ligament, either from congenital or acquired
etiology. Patients usually present with signs and symptoms
of bowel obstruction. A preoperative diagnosis of bowel ob-
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struction would be very difficult in this patient, due to ab-
sence of any bowel related signs or symptomatology. This
is a most unusual presentation of internal bowel herniation
where its strategic location adjacent to the adnexa mimicked
an ovarian torsion.

Case Report

A 27 years old Gravida2 Para2 patient, presented with sud-
den onset of severe left lower quadrant pain. She had no
other symptoms including emesis or altered bowel habits.
She had history of 2 cesarean sections and stab wounds to
thorax, requiring thoracotomy in past. Patient had localized
tenderness and guarding in the left lower quadrant. Pelvic
examination elicited left adnexal fullness and discomfort.
Her labs were normal and transvaginal scan showed a 6.07 x
4.9 x 4.09 cm left adnexal complex cystic mass with papil-
lary projection and thick septation (Fig. 1). Color flow within
septa was noted partially. A diagnosis of ovarian torsion was
made based on these sonographic findings and patient’s clin-
ical examination.

Patient underwent a diagnostic laparoscopy, where both
ovaries appeared normal. A large, bluish, incarcerated loop
of sigmoid colon was noted adjacent to uterus on the left

LEFT ADNEXA

Figure 1. Tranvaginal scan at presentation. Transvaginal
scan showing a large complex, cystic mass in left adexa, with
septation. (A reconsideration of this scan in retrospect, sug-
gests dilated incoming and outgoing loop of bowel.)
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Figure 2. Laparoscopic findings. Intraoperative view of the
herniatied bowel loop through the defect in broad ligament.

side. On manipulation of the bowel, we noticed a large, well
circumscribed defect in the left broad ligament, through
which bowel loop had herniated and became incarcerated
(Fig. 2). A similar size, circular defect was noted in the right
broad ligament, but without any herniation through it. These
defects were placed, inferior to the round ligament on either
side, but above uterine vessels and were bordered by broad
ligament medially and laterally (Fig. 3) [1].

We divided round ligament on the affected side, and
bowel loop was pulled out. It appeared pink and viable with-
in a few minutes, thus avoiding resection. We opened the
defects on each side by dividing the round ligament, in order
to prevent future episodes of bowel migration through these
defects.

Discussion

Internal herniation of bowel is a rare condition, causing ap-
proximately 1% of all intestinal obstructions [2]. These oc-
cur most commonly through mesenteric defects. Internal
herniation through a defect in broad ligament is the rarest
of all internal hernias. Quain first described a case of incar-
cerated hernia through a breech in broad ligament in 1861,
found at autopsy [3, 4]. Since then, there have been many
scattered reports of internal herniation of bowel, more com-
monly of ileum through the right broad ligament. Majority
of these patients presented with small bowel obstruction and
underwent surgery whereby bowel was either resected or re-
duced and defect primarily repaired [5].

These defects of broad ligament may be congenital or
caused by previous surgery, pelvic inflammatory disease or
trauma during delivery [1, 2, 6]. They have been classified
as Fenestra type (involving both leaves of broad ligament)
or Pouch type (in either anterior or posterior leaf) [3]. Our
patient had Fenestra type defect.

A preoperative diagnosis of this condition is extremely
difficult due to its rarity. Some authors have used multi-de-
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Figure 3. Broad ligament defects. lllustration of bilateral
defects in broad ligament with bowel herniation on left side.
(Modified from rabushka’s report of colon hernia through a
hiatus in the broad ligament.)

tector CT and were able to successfully diagnose it preop-
eratively [7]. This is possible in patients that presented with
signs and symptoms of bowel obstruction, thus necessitat-
ing a CT scan. Our patient underwent transvaginal scan due
to preoperative suspicion of ovarian torsion. Furthermore,
despite several reported cases of this condition in literature,
there is no mention of this condition in standard books of
Gynecology and Surgery.

Internal herniation of bowel through broad ligament
should be considered as part of differential diagnosis in pa-
tients with suspected ovarian torsion.
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