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Abstract: Internal hernias are defined as the herniation of the 

internal organs from a congenital or acquired cavity in the abdominal 

cavity. Paraduodenal hernias are a rare subgroup of internal heanias 

and causes 1% of small bowel obstruction.  Paraduodenal hernias 

seen due to congenital malrotation of intestines. Herniated 

abdominal content locates in right or left retrocolic area.  Altough 

paraduodenal hernias seen rare, they should be kept in mind in the 

manner of differential diagnosis. In this article, we present case of a 

52-year-old male patient who was admitted to the emergency 

department with the complaints of ileus and diagnosed as left 

paradudenal hernia. © 2021 NTMS. 

Keywords: Instestinal Obstruction, Small Bowel, Paraduodenal 
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1. Introduction 

Paradudenal hernias are rare causes of small bowel 

obstruction that constitutes approximately half of the 

internal hernias. Left paradudenal hernias are three 

times more common than the right ones (1). Computed 

tomography (CT) is an important diagnostic tool in the 

preoperative evaluation of patients. Although it is 

difficult to consider paraduodenal hernias among the 

differential diagnosis, it is an important clinical 

presenation that may eventually lead to necrosis of the 

intestines. Contrasted abdominal tomography is highly 

effective in aiding the diagnosis. In this article, we 

present case of a 52-year-old male patient who was 

admitted to the emergency department with the 

complaints of ileus and diagnosed as left paradudenal 

hernia. 

 

 

 

 

 

 

 

2. Material and Methods  
2.1. Case 

A 52-year-old male patient with abdominal pain, 

dyspepsia and vomiting symptoms exists for the last 

two days was admitted to the emergency service. He  

had previously undergone laparoscopic 

cholecystectomy and had long-term complaints of 

bloating and vomiting. On physical examination, there 

was minimal distension in the abdomen, without any 

muscular defense or rebound. In the laboratory tests 

white blood cell count was 7000/μL hemoglobin 15 

g/dL. routine biochemistry and bleeding time values 

were within normal limits. Direct abdominal x-ray 

showed small bowel-type air-fluid levels. Contrast 

abdomen tomography showed that the small intestine 

was leveled and collected in an area such as in a sac 

(Figure 1a).Vascular structures in hernia sac extends to 

the hernia neck (Figure 1b). 
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Patient was hospitalized with the sac diagnosis of 

intestinal obstruction. During follow-up, his complaints 

did not regress and he was taken to the operation. The 

operation revealed that all small intestines were 

covered with a peritoneal membrane and herniated into 

the left paraduodenal space (Figure 2). The hernia sac 

was opened and intestines were mobilized. The blood 

supply to the intestines was normal. Peritoneal gap was 

closed (Figure 3). The patient was discharged on the 

postoperative 4th day. 

 

3. Discussion 

Internal hernias are defined as the herniation of the 

internal organ from a congenital or acquired cavity in 

the abdominal cavity.  According to Hansmann and 

Morton’s studies on 967 cases, the internal hernias are 

divided into 7 main types by their location: 

paraduodenal, foramen of Winslow, pericecal, 

intersigmoid, transmesenteric, transomental and 

retroanastomotic (2). In addition, Liew and colleagues 

identified 25 different internal hernias according to 

their anatomical location (3). 

Paraduodenal hernias are a subgroup of internal 

hernias, constitute 50% of internal hernias and 1% of 

small bowel obstruction. Firstly Andrews pointed out 

the congenital malrotation occurred in paraduodenal 

hernias (4). Paraduodenal hernias are divided to two 

groups as right and left. In paraduodenal hernias, 

herniated abdominal content in retrocolic area named 

as fossa of Waldeyer at right, fossa of Landzert at left. 

Paraduodenal hernias are generally seen in the 4th and 

5th decades of life, more frequent in males and occurs 

three times more commonly on the left side (5). 

Clinical manifestations include cramp-style pain, 

nausea, vomiting, distension, and clinical conditions 

ranging from ileus to shock due to herniated bowel 

segment. Until 50% of the patients are diagnosed, there 

is a history of intermediate ileus and the other 50% 

group is diagnosed incidentally (6). 

Radiological evaluation is very important in the 

diagnosis. Air-fluid levels can be seen at direct X-ray. 

In the barium examinations, dilated loops of small 

intestine at the proximal of the obstruction can be seen 

and slowed barium passage in the obstructed area can 

be noted. Arteriographs can show left deviation of 

jejunal or splenic artery. Ultrasonography may show an 

increase in thickness in small bowel walls or 

intraabdominal fluid. On computed tomography, the 

findings can be detected such as collecting the 

intestines form as mass without capsule and the right or 

left deviation of the veins at the level of the hernia neck 

(7). Although the imaging modalities are helpful, the 

findings of paradudenal hernia were shaped within the 

framework of the ’Classic Empty Abdomen Sign’ 

which was defined by Kummer in 1921 as the well-

defined mass formed small intestines without passage 

of intestines to the real pelvis standing at upright 

position (8). 

As surgical approach, open surgery technique is mostly 

used, but there are studies about laparoscopic approach 

(9). In operation, dilatation of the hernia neck or 

emptying of the content within the hernia sac with 

closure of the hernia neck can be applied. Additional 

surgical procedures may be required depending on the 

condition of the hernia. Since the hernia neck may be 

adjacent to right / left colic arteries, celiac artery and 

celiac vein, attention should be paid to the vascular 

structures mentioned above during the surgery (9). 

Left paraduodenal hernias should be treated surgically 

as soon as they are diagnosed since they have the risk 

of intestinal ischemia associated with obstruction and 

strangulation (10, 11). 
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Figure 1: Contrast abdomen tomography  showing (a) leveling, enlargement of the small intestine and collection of the intestines in an area 
such as in the sac.,(b) vascular structures extending to hernia neck. 
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Figure 2: Intestines were covered with hernia sac.  

 

Figure 3: After the hernia sac opened and intestines mobilized. 
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