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Congenital Paraduodenal Hernia: A Case Report
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INTRODUCTION

Paraduodenal hernia (PH) is an alteration that is part of
congenital hernias. It is a rare condition, usually diagnosed
during surgery.")

There are multiple types of congenital internal hernias.
In order of frequency of appearance, there are the PH, peri-
cecal, foramen Winslow, transmesenteric, perivesical, and
omental hernias.) Internal hernias cause 1% of intestinal
obstructions; within these, PH contributes 53%. It is more
frequent in men than women, with an incidence of 3 to 1.

Despite its congenital nature, the complications that lead
to its diagnosis occur between the third and fourth deca-
des of life.”) The risk of developing intestinal obstruction
or perforation is 50% over a lifetime, with a mortality of
20% to 50%.%%) PH can be left-sided (75%) or right-sided
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Abstract

Paraduodenal hernia is a rare congenital anomaly that
arises from an alteration in the midgut rotation during
embryogenesis. Consequently, the small intestine be-
comes trapped in a sac of the posterior mesentery of
the colon. This entity can compromise the intestinal
segment’s viability and the patient’s life. Its diagnosis is
difficult, rarely suspected, and often confused with other
causes of abdominal pain. We present the case of a
29-year-old male patient with a documented paraduode-
nal hernia during surgery, its correction, and follow-up, in
which no complications were reported.
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(25%) and occur due to alterations in bowel rotation or
poor fusion of mesenteric folds during embryogenesis.*)

PRESENTATION OF THE CASE

This is a 29-year-old male patient with no medical or surgi-
cal history. He was admitted to the emergency department
due to a 24-hour clinical profile of abdominal pain of sud-
den onset, colic type, located in the mesogastrium and left
flank, accompanied by abdominal distension and emesis,
radiating to the left paravertebral region and the left iliac
fossa. Physical examination documented sinus tachycardia,
distended abdomen, and pronounced deep palpation pain
in the left hemiabdomen, with no signs of peritoneal irri-
tation. Paraclinical studies showed leukocytosis (15,000
cells/pL), neutrophilia (12,750 cells/pL), and elevated
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C-reactive protein (16 mg/dL). Initially, it was suspected
to be urolithiasis with obstructive effect. The patient
underwent a simple computerized tomography urogram
(uroCT), which showed a conglomerate of intestinal loops
located towards the left hemiabdomen with diffuse intesti-
nal edema and scarce fluid between the loops (Figure 1).

They requested an assessment by our general surgery
group. At the time of assessment, we found signs of peri-
toneal irritation in the patient, so he was scheduled imme-
diately for surgery. Initially, he underwent a laparoscopic
approach that showed great distension of the intestinal
loops, so we decided to convert to open surgery, and we
performed a median supra- and infraumbilical laparotomy.
When we explored the abdominal cavity, we detected a
left PH containing 2 meters of proximal small intestine
within the hernial sac, proximal dilation to the site of obs-
truction, and the hiatus of entry to the sac with ischemia of
the entire segment of the involved intestine. We proceeded
to section the peritoneal fibrotic tissue capsule and redu-
ced the content, restoring arterial flow and recovering the
involved segment’s viability. Subsequently, the capsule and
the hernial sac were resected entirely. Finally, we verified
that there was no hiatus in the abdominal cavity to avoid
the risk of recurrence (Figures 2, 3, and 4). The patient
evolved without eventualities and was discharged on the
fourth postoperative day.

DISCUSSION

Embryologically, the intestine has been divided into foregut,
midgut, and hindgut. PH occurs when there is an alteration
in any part of the midgut formation, defined as all intestinal
portions irrigated by the superior mesenteric artery (SMA),
including the distal duodenum, jejunum, ileum, ascending
colon, and proximal transverse colon.®®) Consequently, the
embryonic development of the midgut is divided into two
portions: prearterial and postarterial. The prearterial portion
extends from the distal duodenum to the omphalomesen-
teric duct, while the postarterial portion begins distal to the
omphalomesenteric duct to the proximal transverse colon.
During the fifth week of gestation, the midgut is carried into
the yolk sac, then rotates 90° counterclockwise on the axis
of the SMA and returns to the abdominal cavity in the tenth
week of gestation. At that time, said cavity is large enough to
house this intestinal segment. The prearterial portion is on
the right of the SMA, and the post-arterial portion is on the
left. It presents a second rotation of 180° counterclockwise
for a total of 270° and, finally, reaches its anatomical position.
If this does not happen, a phenomenon of poor intestinal
turnover occurs.

PH occurs when there is some failure in the rotation of
the prearterial portion of the small intestine when inter-
posing in the fusion of the colon (postarterial) with the

Figure 1. UroCT shows an axial and coronal section, respectively. The arrows point to the conglomerate of intestinal loops in the left hemiabdomen.
Source: Authors’ archive.
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Figure 2. Laparotomy shows the hernial sac created by the retroperitoneal
peritoneum of the Landzert fossa. Source: Authors’ archive.

Figure 3. Surgeon’s finger passes through the hiatus of the Landzert

fossa, where intestinal loops come out. Source: Authors’ archive.

Figure 4. Hernial sac, before and after resection. Source: Authors’ archive.

retroperitoneum, which creates the fosses where the hernia
occurs: the Landzert fossa to the left of the SMA, with 75%
frequency, and the Waldeyer fossa on the right side, with a
25% frequency.®”®

Concerning the clinical presentation, symptoms begin
between the third and fourth decades of life (38.5 years of
age on average).®) 50% of patients present mild cramping
abdominal pain, chronic, mainly postprandial, and exa-
cerbated by Valsalva maneuvers with periods of complete
remission. It can produce recurrent episodes of nausea,
vomiting, chronic malabsorption, and weight loss. These
symptoms usually change in characteristics or improve

with changes in position. Patients present mild manifesta-
tions such as dyspepsia when the hernia is small and shrinks
spontaneously. The other 50% of cases present acute abdo-
men due to sudden intestinal obstruction that can produce
massive ischemia of the small intestine, especially when
more than 40% of the intestine is involved.(**)

Physical examination showed no typical clinical signs:
less than 20% of patients have a left upper quadrant mass
with pain that varies according to the degree of incarcera-
tion and intestinal ischemia. In the reported case, the clini-
cal presentation was complete intestinal obstruction with
no prior symptoms.
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Many PH cases are diagnosed incidentally on imaging,
laparotomy, or autopsy.** Simple radiographic studies
are not very specific, showing signs of intestinal obstruc-
tion with a conglomeration of intestinal loops towards
the left side of the upper abdomen.® Contrasting studies
such as tomography document a mass of regular, smooth
edges with loops of small intestine encapsulated in the
upper hemiabdomen, described as Donnelly’s border.
Additionally, anomalies can be seen in the mesenteric ves-
sels consisting of their congestion, crowding, twisting, and
stretching.(10)

If the PH is left-sided, we can observe a group of intesti-
nal loops delimited by the pancreas, stomach, and ascen-
ding portion of the duodenum, to the left of the ligament
of Treitz, behind the pancreatic tail, which displaces the
inferior mesenteric vein to the left or between the trans-
verse colon and the left adrenal gland. When the PH is
right-sided, the accumulation of loops is located inferola-
teral to the descending portion of the duodenum, and we
can observe an afferent loop of the jejunum and an efferent
loop of the jejunum or ileus through the entrance hole of
the Waldeyer’s fossa.>® The sensitivity and specificity of
tomography are approximately 63% and 76%, respecti-
vely.(!") Diagnostic laparoscopy can be very useful in cases
where the diagnosis cannot be verified with images.*

The treatment of these patients must comply with
the fundamental principles of reducing the herniated
intestine, verifying its viability, and repairing the hernial
defect.”) Surgery is always indicated, even in asympto-
matic patients with incidental diagnosis, since PH has a
50% risk of incarceration throughout life.) Special care

REFERENCES

should be taken when opening the anterior sac since
important vessels usually pass through it. In the case of a
left-sided PH, it can pass the inferior mesenteric vein and
the inferior mesenteric artery or the ascending branch of
the left colic. In the case of a right-sided one, it can pass
the middle colic artery with its right branch and the supe-
rior mesenteric vessels.®*)

In a left-sided PH, it is ideal to simply reduce the hernial
contents and close the Landzert fossa with a non-absorba-
ble suture. However, there are cases where it is impossible
to perform it due to the pressure exerted by the intestines
on the edge of the defect, so a herniotomy is necessary to
release the intestine. At this point, the vascular care mentio-
ned above is fundamental.®® In our case, manual reduction
of the hernial contents was not possible, and it was neces-
sary to perform an anterior herniotomy with ligation of the
inferior mesenteric vein to avoid uncontrolled bleeding.
In this way, the ischemic intestine could be released, and
secondary transmural necrosis could be avoided. The lapa-
roscopic approach is safe and effective when performed
electively. However, we decided to perform an open tech-
nique due to the patient’s condition.

CONCLUSIONS

Congenital hernias are rare. Within this group, the PH is
the most common; in turn, the left-sided PH is the one
with the greatest frequency of appearance. Knowing this
condition is essential to suspect it and be able to diagnose
it. Depending on the patient’s condition, treatment is
always surgical, either open or laparoscopic.

1. Yeo CJ. Shackelford’s surgery of the alimentary tract. 8.
edicion. Filadelfia: Elsevier; 2019.

2. Ben Moussa M, Nouhi I, Lachguar T, El Absi M, El Faricha
El Alami EH, EI Ouanani M, et al. A paraduodenal hernia
revealed by bowel obstruction: case report and literature
review. Pan Afr Med J. 2018;31:120.
https://doi.org/10.11604/pam;.2018.31.120.13538

3. Mateo De Acosta A DA, Enrique Bello A, De Leén L,
Vazquez S DG, Waissbluth G JA. Diagnéstico y manejo de
la hernia paraduodenal. Rev Chil Cir. 2011;63(1):102-9.
https://doi.org/10.4067/S0718-40262011000100019

4. Donnelly LF, Rencken IO, de Lorimier AA, Gooding CA.
Left paraduodenal hernia leading to ileal obstruction.
Pediatr Radiol. 1996;26(8):534-6.
https://doi.org/10.1007/BF01372236

5. Martin LC, Merkle EM, Thompson WM. Review of
Internal Hernias: Radiographic and Clinical Findings. Am ]

92 Revista. colomb. Gastroenterol. 2023;38(1):89-93. https://doi.org/10.22516/25007440.895

Roentgenol. 2006;186(3):703-17.
https://doi.org/10.2214/AJR.05.0644

6. Nuiio-Guzman CM, Arréniz-Jauregui J, Herndndez-
Gonzilez C, Reyes-Macias F, Nava-Garibaldi R, Guerrero-
Diaz F, et al. Right Paraduodenal Hernia in an Adult
Patient: Diagnostic Approach and Surgical Management.
Case Rep Gastroenterol. 2011;5(2):479-86.
https://doi.org/10.1159/000331033

7. Martins A, Gongalves A, Almeida T, Gomes R, Lomba J,
Midoes A. Left Paraduodenal Hernia. ] Gastrointest Surg,
2018;22(5):925-7.
https://doi.org/10.1007/s11605-017-3626-4

8. Sinensky A, Dukleska K, Marks JA. Paraduodenal Hernia:
a Rare Cause of Acute Abdominal Pain. J Gastrointest Surg.
2019;23(11):2309-11.
https://doi.org/10.1007/s11605-019-04315-9

Case report



9. Huang Y-M, Chou AS-B, Wu Y-K, Wu C-C, Lee M-C, 11. Blachar A, Federle MP, Dodson SF. Internal Hernia:

Chen H-T, et al. Left paraduodenal hernia presenting as Clinical and Imaging Findings in 17 Patients with Emphasis
recurrent small bowel obstruction. World J Gastroenterol on CT Criteria. Radiology. 2001;218(1):68-74.
WIJG. 2005;11(41):6557-9. https://doi.org/10.1148/radiology.218.1.r01jaS368

https://doi.org/10.3748 /wjgv11.i41.6557

10. Lopez CM, Healy JM, Ozgediz DE. Obstructed Paraduodenal
Hernia. ] Gastrointest Surg. 2019;23(3):599-600.
https://doi.org/10.1007/s11605-018-3848-0

Congenital Paraduodenal Hernia: A Case Report 93



