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Introduction
Acute abdominal pain is a common

presentation seen in emergency settings,

consisting of 7-10% of ED visits1. The

extensive list of differentials in a woman of

childbearing age can pose a diagnostic

challenge, as to whether the source is

surgical or gynaecological in origin. This is

particularly problematic in non-specific or

atypical abdominal pain, where a prolonged

workup can lead to delay in diagnosing

potentially life-threatening conditions.

This case aims to highlight the possibility of

missing other intra-abdominal conditions in

women that present with gynaecological

symptoms.

Case Report
A 52-year-old postmenopausal primiparous

woman, was seen in the Emergency

Gynaecology unit with sudden onset, crampy,

lower abdominal pain that started shortly

after particularly “rough” sexual intercourse. It

was associated with diarrhoea, vomiting, and

reduced appetite. Medical history included

appendectomy, spinal surgery and caesarean

section. Physical examination revealed

tenderness across the lower abdomen, normal

bowel sounds and normal speculum

examination. Initial bloodwork was

unremarkable apart from a raised WCC of

16.7 x 109/L. Vital signs were stable.

Abdominal and transvaginal ultrasound

noted trace of free fluid in the pelvis, no

obvious adnexal masses, but views were

obscured by dilated bowel loops.

24 hours following admission, the patient

complained of constipation, so laxatives and

were prescribed with no effect. After another

48 hours, she developed large volume bilious

vomiting. Her abdomen was generally

tender and grossly distended, with no rebound

tenderness. Digital rectal examination

confirmed an empty rectum. Repeat bloods

showed a worsening picture with new acute

kidney injury 2, eGFR 18, c-reactive protein of

512 3mg/L and white cell count of 23.2

x 109/L. Surgical review was obtained and the

patient was started on intravenous antibiotics,

and a nasogastric tube was sited.

Figure 1: Pelvic ultrasound showing

retroverted uterus, trace of fluid (arrow) and

dilated bowel loops posteriorly (yellow arrow) Figure 2: CT AP showing herniated mid small

bowel (blue arrow) and dilated proximal small

bowel (yellow arrows)

Figure 3: Coronal view of internal hernia at mid

ileum (blue arrow), abrupt change in calibre of

collapsed distal ileum (red arrow) and dilated

proximal small bowel (yellow arrows)

Findings of urgent non-contrast CT scan

were in keeping with proximal small-bowel

obstruction (SBO) with abrupt cut off of

small bowel, collapsed terminal ileum, and a

transition point at the left iliac fossa. These

features of SBO were non-specific but allude

to adhesions or internal hernia/volvulus.

In light of these findings, she underwent

emergency laparotomy and small bowel

resection. Intraoperative findings included a

strangulated mid-small bowel within a trans-

mesenteric hernia. 40cm segment

of necrotic bowel and further 60cm

segment with patchy ischaemia were

removed. The patient was transferred to ITU

for post-operative care, due to oliguria and

poor renal function. She was stepped down

3 days later and subsequently discharged

on Day 10 post-operatively.
Discussion

Internal transmesenteric hernias are a rare

cause of bowel obstruction, which are

associated with a high risk of strangulation and

mortality2. They can occur congenitally, or as

more likely in this case secondary to an intra-

abdominal operation such as appendectomy3. It

is possible that a pre-existing hernia or hernia

de-novo may have become incarcerated, and

subsequently strangulated during vigorous

sexual intercourse. There have been previous

reports of strangulated transmesenteric

hernias presenting similarly to this case, with

sudden onset, crampy abdominal pain, lower

abdominal tenderness without evidence of

peritonism, and initially no abnormal

hemodynamic or biochemical markers4,5.

Conclusion
This unusual presentation of post-coital

lower abdominal pain may have contributed

to the delayed diagnosis, and the

subsequent complication of bowel necrosis.

Increased awareness of transmesenteric

hernia as an unusual gynaecological

presentation will facilitate early

intervention preventing serious and

potentially fatal complications.
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