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Video Link: https://youtu.be/5UifAO1Z4Do 

 

 
Video Link: https://youtu.be/Epz5mdanqfI 
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History of present illness:  A 75-year-old female with a remote history of rectal cancer presented to the 
emergency department with acute right upper abdominal pain. The pain had begun suddenly after lunch. On 
review of systems, the patient had mild nausea. Initial vital signs were within normal limit. She denied fever, 
chills, or vomiting. The physical examination revealed a distended, tympanic abdomen with tenderness to 
palpation in the right upper quadrant. Laboratory examinations revealed a white-blood-cell count of 8.73 x 



 

Return: Calibri Size 10 
Han S. Incarcerated Ventral Hernia of T-colon Resulting in Colon Perforation and Intraabdominal 
Abscess. JETem 2019. 4(4):V11-13. https://doi.org/10.21980/J83W74  

emVISUAL

13 

 

 

103 with 86% neutrophils. C-Reactive protein value was 1.17 mg/dL. She had a history of rectal cancer status 
post low anterior resection 14 years prior to this visit.  
 
Significant findings: Computed tomography (CT) showed herniation of stool-filled, thin-walled colon through 
a narrow abdominal wall defect (green circle). Associated stranding of herniated fat is also seen (blue arrow). 
The narrow neck of the hernia sac and the fat stranding suggest incarceration. An abscess containing gas 
bubble secondary to perforation was observed in the vicinity of hepatic flexure (red circle).  
 
Discussion: Ventral hernias generally occur as a result of previous surgery or trauma. The incidence ranges 
from 2 % to 20%.1 Ventral hernias include all hernias of the anterior and the lateral abdominal wall.2,3 Midline 
hernias are more common. Paramedian or lateral defects are less common, but have a high prevalence of 
incarceration.1 The diagnosis of ventral hernias is still challenging without accepted diagnostic standards.4 
Computed tomography scan is the recommended diagnostic tool if diagnosis cannot be made by physical 
examination. If the incarceration is not reduced, strangulation might occur and may lead to perforation.5,6 In 
patients with an acutely incarcerated or strangulated ventral hernia, emergent surgical consultation is 
warranted. An open rather than a laparoscopic approach is suggested.4 Intravenous broad-spectrum 
antibiotics should be started if obstruction is suspected or fever, leukocytosis is present. This case illustrates 
a ventral hernia of the colon resulting in acute colon obstruction, perforation of hepatic flexure, and intra-
abdominal abscess. Emergency surgery is an essential part of treatment. 
 
The patient in this case underwent laparotomy with right hemicolectomy and intra-abdominal abscess 
drainage. The patient subsequently received multiple operations because of anastomosis leakage and 
iatrogenic duodenal injury. The patient was discharged after 90 days of hospitalization. 
  
Topics: Ventral Hernia, incarceration, perforation. 
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