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Abstract
Internal hernias are a rare cause of intestinal obstructions and responsible for 1% of all obstructions. Paraduodenal hernia is the most common form of congenital internal hernia and constitutes a protrusion of
bowel into the retroperitoneal space through peritoneal defects near
the third and fourth portion of the duodenum. The clinical symptoms
are non-specific and it depends on the degree of obstruction. Preoperative diagnosis is very difficult. If diagnosis is delayed, the course
of this disease may lead to high mortality and morbidity ratio.
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Introduction

very rare (25%) [4]. There is a sex predilection with a male to
female ratio of 3:1 [2, 5]. The reported lifetime risk of obstruction and bowel strangulation is around 50% with a mortality of
20% and higher [4, 6]. In this paper, we discuss about one case
of left paraduodenal hernia treated successfully.

Case Report
An 18-year-old man was admitted to emergency service with
the complaints of abdominal pain, nausea and vomiting. In
history, he did not have any abdominal operation and he was
admitted to emergency service with same complaints 1 year
ago. On admission, only abdominal tenderness was detected
in physical examination. Hematological and biochemical parameters were normal. The signs of intestinal obstruction were
revealed in conventional abdominal graphs (Fig. 1). The dilatation of all intestine segments (Fig. 2) and minimal free fluid

Internal hernias are a rare cause of intestinal obstructions and
these are responsible for 1% of all obstructions. Paraduodenal
hernia is the most common form of congenital internal hernia
and constitutes a protrusion of bowel into the retroperitoneal
space through peritoneal defects near the third and fourth portion of the duodenum. It may lead to intestinal obstruction or is
typically detected incidentally at autopsy or laparotomy. They
are divided into distinct subgroups based on the localization:
the paraduodenal area is the most common type with an overall
incidence of 53%, followed by pericecal (13%), foramen of
Winslow and transmesenteric (8%), intersigmoid, supravesical
and pelvic (6%), and transomental (1-4%) localizations [1-3].
There are two types of congenital paraduodenal hernia: leftsided, which is more common (75%), and right-sided, which is
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Figure 1. The signs of intestinal obstruction were revealed in conventional abdominal graphs.
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Figure 2. The dilatation of all intestine segments and minimal free fluid
in pelvic area were revealed in abdominal CT.

in pelvic area were revealed in abdominal CT. In operation,
herniation of the jejunal segments was detected in pouch at left
side of the fourth portion of the duodenum (Fig. 3). Retracted
to the abdomen of jejunal segments from pouch, detorsion and
pouch was closed by non-absorbable sutures. The patient had
active bowel sounds on postoperative day 2 and resumed oral
intake on day 3. He was discharged on day 4 and has been well
since.

Discussion
Paraduodenal hernia was first described by Treitz in 1857 [3].
The pathophysiology is not entirely clear. One theory suggests mechanical forces of undulating intra-abdominal pressure to lead to herniation in places where the peritoneum is
yet incompletely fused. Andrews first described the currently
accepted mechanism of formation as a type of malrotation [5].
During the period between the fifth and 11th weeks of gestation, there is a midgut rotation and the fusion of mesentery
with the posterior abdominal structures from the ligament of
Treitz to the right iliac fossa [3, 5, 7]. The space into which
the bowel herniates is called Landzert’s fossa, and is found
behind the fourth part of the duodenum. At autopsy Landzert’s
fossa has been found to be present in approximately 2% of the
population [8].
Paraduodenal hernias usually present with symptoms of
acute small bowel obstruction such as nausea, vomiting, abdominal pain and distension. Sometimes, clustering of dilated
loops of small bowel may be palpable. Barium studies, CT and
magnetic resonance imaging (MRI) have been used to diagnose internal hernias; the yield is highest when the patient is
imaged during asymptomatic episode [9, 10].
Once a left paraduodenal hernia is identified, operative
treatment is necessary, as patients with an LPDH have a 50%
lifetime risk of developing small bowel obstruction with a 2050% mortality rate for acute presentations [8]. Surgical intervention included reduction of the herniated small bowel loops
and closure of the hernia orifice with non-absorbable sutures or
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Figure 3. In operation, herniation of the jejunal segments was detected
in pouch at left side of the fourth portion of the duodenum.

a mesh [6]. In our case, after reduction of the herniated small
bowel loops, hernia orifice has closed with non-absorbable sutures.
In conclusion, diagnosis of this rare clinical entity is very
difficult before the operation. If diagnosis is delayed, the
course of this disease may be mortal due to perforation. This
rare complication could be considered in young patients who
have recurrent clinical symptoms of intestinal obstruction and
have not any abdominal operation history. Timely surgical
intervention effectively relieves the patient’s complaints and
prevents further complications.
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