
 

Return: Calibri Size 10 
Return: Calibri Size 10 

56 

Large Ventral Hernia 
Meryl Abrams, MD*, Raymond Feuga, MD*, Nicholas Governatori, MD* and 
Jennifer White, MD* 
*Thomas Jefferson University Hospitals, Department of Emergency Medicine, Philadelphia, PA 
Correspondence should be addressed to Meryl Abrams, MD at Meryl.Abrams@jefferson.edu 
Submitted: August 15, 2017; Accepted: February 11, 2018; Electronically Published: April 15, 2018; https://doi.org/10.21980/J86K9Q 
Copyright: © 2018 Abrams, et al. This is an open access article distributed in accordance with the terms of the Creative Commons Attribution (CC BY 4.0) License. See: 
http://creativecommons.org/licenses/by/4.0/ 

Empty Line Calibri Size 12 

       
 

 
Empty Line Calibri Size 12 

https://doi.org/10.21980/J86K9Q
https://doi.org/10.21980/J86K9Q
http://creativecommons.org/licenses/by/4.0/


 

Return: Calibri Size 10 
Return: Calibri Size 10 

57 

  

History of present illness:  A 46-year-old female presented to the emergency department (ED) with diffuse 
abdominal pain and three days of poor oral intake associated with non-bilious, non-bloody vomiting. Initial 
vital signs consisted of a mild resting tachycardia of 111/minute with a temperature of 38.0°C. On 
examination, the patient had a large pannus extending to the knees, which contained a hernia. She was 
tender in this region on examination. Laboratory values included normal serum chemistries and mild 
leukocytosis of 12.2 x 103/mm3. The patient reports that her abdomen had been enlarging over the previous 
8 years but had not been painful until 3 days prior to presentation. The patient had no associated fever, chills, 
diarrhea, constipation, chest pain or shortness of breath.  
 
Significant findings: Computed tomography (CT) scan with intravenous (IV) contrast of the abdomen and 
pelvis demonstrated a large pannus containing a ventral hernia with abdominal contents extending below 
the knees (white circle), elongation of mesenteric vessels to accommodate abdominal contents outside of 
the abdomen (white arrow) and air fluid levels (white arrow) indicating a small bowel obstruction. 
 
Discussion: Hernias are a common chief complaint seen in the emergency department. The estimated 
lifetime risk of a spontaneous abdominal hernia is 5%.1 The most common type of hernia is inguinal while the 
next most common type of hernia is femoral, which are more common in women.1 Ventral hernias can be 
epigastric, incisional, or primary abdominal. An asymptomatic, reducible hernia can be followed up as 
outpatient with a general surgeon for elective repair.2 Hernias become problematic when they are either 
incarcerated or strangulated. A hernia is incarcerated when the hernia is irreducible and strangulated when 
its blood supply is compromised. A complicated hernia, especially strangulated, can have a mortality of 
greater than 50%.1  
 
It is key to perform a thorough history and physical exam and to obtain appropriate imaging. Contrasted CT 
can best define hernias with a sensitivity and specificity of 83% and 67%-83%, respectively.2 One can also use 
point-of-care ultrasound to appreciate if there is an associated small bowel obstruction via the to-and-fro 
sign of peristalsis going both directions.2,3 The sensitivity of ultrasound for detection of a hernia is 92.7% with 
a specificity of 81.5%. If a hernia is incarcerated or strangulated, emergent surgical consultation is warranted 
for operation and reduction to prevent necrosis of the bowel wall and subsequent rupture.4  
 
In this case, general surgery was consulted, and the patient was admitted to their service. After admission, 
she developed hypotension, fever, and metabolic acidosis. A repeat CT scan revealed thickened small bowel 
loops with extraluminal air, concerning for perforation. The patient was taken to the operating room 
emergently for exploratory laparotomy, where she was found to have murky peritoneal fluid and necrotic 
bowel with extensive adhesions. She subsequently required multiple operations for continued hemodynamic 
instability, intraabdominal necrosis and washout. The patient received a split thickness skin graft for 
abdominal closure and continues to receive feeds via Dobhoff tube secondary to amount of bowel resected.   
 
Topics: Hernia, small bowel obstruction.  
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