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Background A 33-year-old male with a small bowel obstruction secondary to a previously undiagnosed congenital presented
left paraduodenal hernia.

Summary  Our patient presented at age 33 to our emergency department with three days of abdominal pain, nausea, and
vomiting. He was brought to the OR for a diagnostic laparoscopy converted to an open left paraduodenal hernia
repair. The patient tolerated the procedure well and was discharged on post-operative day six.

Conclusion = Paraduodenal hernias are a rare congenital condition that can lead to severe gastrointestinal consequences if
undiagnosed and untreated. Although rare, clinicians must keep a high index of suspicion when evaluating
nonspecific abdominal complaints suggestive of small bowel obstruction without obvious predisposal to
adhesions or malignancy to ensure the best outcomes for patients.
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Case Description

Congenital paraduodenal hernias are a rare anomaly that
occurs due to a rotational error of the midgut, through
a normal or abnormal opening in the mesentery of the
colonl. Internal hernias (protrusions of viscus through
an opening in the peritoneal or mesenteric fold) account
for 0.2 to 0.9% of all cases of intestinal obstruction. Of
these, 30-53% are congenital paraduodenal hernias2 (this
excludes bariatric patients that have previously undergone
a roux-en-y gastric bypass where internal hernia is a rec-
ognized late complication). We report here the diagnosis
and surgical correction of a paraduodenal hernia after the
presentation of a patient with acute on chronic abdominal
complaints.

Our patient is a 33-year-old male with a past medical his-
tory of well-controlled HIV on HAART who presented to
our emergency room with 3 days of worsening abdominal
pain, nausea, and vomiting. He reported no bowel move-
ment for two days. He was afebrile with stable vital signs
and physical exam was notable for a distended abdomen
and some mild tenderness upon deep palpation. His labs
were significant only for a Hgb of 18.7g/dL which was
thought to be attributed to hemoconcentration. A CT
abdomen showed “mildly distended loops of small bowel
within the midabdomen with mural thickening and reac-
tive free fluid in the pelvis, likely representing enteritis.
However, low grade/partial small bowel obstruction is not
excluded.” At this point, surgery was consulted for evalua-
tion and management of partial small bowel obstruction.
When reviewing the patient’s history he had had multple
episodes throughout his life of severe abdominal cramping
and had become a vegetarian in an effort to cure himself.
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Figures 1. Dilated small bowel visualized superior to the transverse colon.
In retrospect this is the small bowel in the lesser sac but on post-op review
of the sagittal cuts it is not clear that the bowel is passing under the colon

Our patient was admitted and conservative management
with nasogastric tube was attempted, but he continued to
develop increasing abdominal pain and vomiting over the
course of 24 hours which prompted us to take him to the
operating room.

In the operating room, the case was attempted laparo-
scopically at first, but due to bowel dilation and torsion
of the small bowel underneath the transverse mesocolon,
the decision was made to convert to a laparotomy. Upon
opening the abdomen, the majority of the small bowel was
found to be herniated up into the lesser sac. After lysing
adhesions and opening a large hernia sac, a congenital left
paraduodenal hernia was identified. Bowel was reduced
through the defect to its natural position inferior to the
colon and the hernia sac was excised. The abdomen was
then further explored with normal appearing anatomy
otherwise. The paraduodenal hernia was closed using four
interrupted silk sutures. The abdomen was copiously irri-
gated and the fascia and skin were closed primarily. Some
representative images from the case can be seen below.
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Figures 4. The colon is being held up with the surgeon's fingers through
the mesenteric defect. Proximal jejunum is in the foreground.

Discussion

Paraduodenal hernias (PDH) are rare congenital anomalies
secondary to rotational midgut errors and failure of mesen-
teric fusion with the parietal peritoneum. Internal hernias
account for 0.2 to 0.9% of all cases of intestinal obstruc-
tion; of these, 30-53% are congenital paraduodenal her-
nias."” In right paraduodenal hernias, the viscus herniates
into the fossa of Waldeyer, and in left, through Landzert’s
fossa.* The inferior mesenteric vein and ascending left col-
ic artery run along the anteromedial border of the fossa
of Landzert. The superior mesenteric artery and superior
mesenteric vein run along the anteromedial border of the
fossa of Waldeyer. The fossa of Waldeyer (right PDH) is
present in 1% of autopsy cases and is formed within the
first part of the mesentery of the jejunum, immediately
behind the superior mesenteric artery and inferior to the
transverse duodenum. The fossa of Landzert (Ieft PDH) is
present in 2% of autopsy cases and is located to the left of
the ascending/fourth part of the duodenum and is caused
by the rising of a peritoneal fold by the inferior mesenteric

vein as it runs along the side and above the lateral side of
Figures 3. Hernia sac encapsulating a large portion of the small bowel. the fossa.’
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PDH most often present as nonspecific abdominal symp-
toms, but if missed can lead to acute small bowel obstruc-
tion, ischemia, or even bowel perforation. Convention-
al radiographic examination of paraduodenal hernias
yield a relatively low sensitivity of 69% and specificity of
57%.> Newer studies have demonstrated the value of CT
in confirming diagnoses and revealing causes of small bow-
el obstruction, listing sensitivities as high as 94 to 100%
and accuracy of 90 to 95%.%” CT findings of internal her-
nias include evidence of small bowel obstruction (SBO)
with the most common manifestation of an internal hernia
presenting as a strangulating SBO, occurring after closed-
loop obstruction.

Unfortunately, CT evaluation of any type of internal her-
nia is rare in radiology literature.® However, other case
reports claim that a characteristic appearance of left PDH
on CT consists of an abnormal cluster or saclike mass of
dilated small bowel loops lying between the pancreas and
stomach to the left of the ligament of Treitz. This usually
creates a mass effect that displaces the posterior wall of the
stomach, the duodenal flexure inferiorly and the transverse
colon inferiorly.*” At the entrance of the hernia sac, the
mesenteric vessels supplying the herniated small bowel seg-
ments become stretched, crowded, and engorged.'®!' CT
demonstrates the inferior mesenteric vein and left colic
artery as landmarks above the encapsulated bowel loops,
as the anterior wall of the sac contains these vessels. Radio-
graphic landmarks for right PDH include the superior
mesenteric artery and right colic vein at the anterior-medi-
al border of encapsulated small bowel loops.®

With the low prevalence of internal hernias overall, it is
still a daunting task to identify this pathology from radio-
logic findings alone unless clinicians approach these scans
with initial suspicion or an obvious “swirl sign” is identi-
fied. In our patient’s case, when reviewing the CT in ret-
rospect we can see that the dilated small bowel appears to
be located superior to the transverse colon. However, even
when viewing the sagittal imaging views, it is difficult to
appreciate any passing through a mesenteric defect.

Conclusion

Paraduodenal hernias are a rare congenital condition that
can lead to severe gastrointestinal consequences if undiag-
nosed and untreated. Although they present as nonspecif-
ic abdominal symptoms, if missed they can lead to acute
small bowel obstruction, ischemia, or even bowel perfora-
tion.
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Lessons Learned

Although paraduodenal hernias are a rare cause of intesti-
nal obstruction, clinicians must keep a high index of sus-
picion when evaluating nonspecific abdominal complaints
to ensure the best outcomes for patients.
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