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Abstract: Background: Internal hernias, defined as a protrusion of viscus through an intraabdominal aperture without traversing fascial
planes, cause 0.6% to 5.8% of small bowel obstructions. Para duodenal hernias comprise 50% of all congenital internal hernias. They
are more common in men at a 3:1 ratio, and despite their congenital nature, they most commonly present in the third or fourth decades
of life. They are either left (75%) or right sided (25%), and distinct in their pathogenesis. Case report: Two patients with variable
presentation of paraduodenal hernias are encountered. A 49 year old male patient with vague abdominal pain for 1 day in the left upper
quadrant of abdomen. CT images showed features suggestive of left paraduodenal hernia with features suggestive of small bowel
obstruction. A 24 year old male patient with severe abdominal pain and persistent vomiting for 2 days with diffuse tenderness and
guarding. CT images showed features of strangulated left paraduodenal hernia. Emergency laparotomy was done in both cases. Reduction
of the contents and Hernial orifice closure was done in the first patient. Resection of gangrenous small bowel and Double barrel ostomy
was done in the latter patient. Conclusion: Due to the rarity and their varying presentations, morbidity and mortality rates vary greatly.
Knowing congenital forms of internal hernia is important in recognizing acutely life-threatening obstructions or diagnosing the etiology
of chronic abdominal pain. Timing of presentation and Early use of CT imaging and early intervention decides the prognosis and outcome
of the patients.
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abdomen — Diffuse tenderness in the left hypochondrium; no

guarding / rigidity. The results of complete blood count,
blood sugar, renal function tests are normal. His abdominal

1. Background

Intestinal obstruction is a commonly encountered surgical

condition. Internal hernias cause 0.6% to 5.8% of small
bowel obstructions. A Para-duodenal hernias (PDH) are
considered the most frequent type of congenital internal
hernia [1]. Left para-duodenal hernia (hernia of Landzert) is
about three times more common than the right counterpart
(Waldayer’s hernia) [2]. Landzert’s fossa is posterior to the
inferior mesenteric vein and left branches of middle colic
artery. The space is typically obliterated during the 5th to
10th weeks of gestation as the left colonic mesentery, inferior
mesenteric vein, and ascending left colic artery fuse with the
retroperitoneum while the small bowel is simultaneously
undergoing its 270-degree counterclockwise rotation around
the superior mesenteric artery (SMA). The fossa to the left of
the fourth part of the duodenum is the area where the small
bowel loops (usually jejunum) herniates through and into the
left portion of the transverse mesocolon. The initial rotation
of the midgut behind and then left to the superior mesenteric
artery and PDH can lead to bowel obstruction, ischemia, and
perforation with a high mortality [6]. Clinical diagnosis of
PDH is a challenge as symptoms are entirely non- specific.
They usually affect males more than females (3:1) [9, 10].
Most patients are diagnosed between the 4th and 6th decades
of life and the mean age of diagnosis is 38.5 years [2]; 75%
of mesocolic hernias occur on the left side and 25% on the
right side [11]. We are reporting two cases of PDH and their
management based on their presentations.

2. Case Presentation

Case 1

A 49 year old man presented with left upper abdominal pain
for 1 day. The pain was vague, dull aching without nausea
and vomiting. He has a past medical history of diabetes
treated with oral hypoglycemic agents for 4 years. No
previous abdominal surgeries. Patient vitals are stable. Per

CT scan showed a cluster of dilated small bowel loops in left
anterior pararenal space; inferior mesenteric vein is stretched
and seen the medial and anterior aspect of hernial sac;
Maximum diameter of dilated small bowel loops measures
3.7 cm with features of obstruction. Patient planned for
Emergency laparotomy. Intra operatively, small bowel loops
are found to be herniating into a defect behind the mesocolon.
Inferior mesenteric vein forms the medial and anterior margin
of the defect. The entrapped intestinal loop was reduced, and
the defect was repaired. Patient started on liquid diet on POD-
1. And Soft solid diet on POD 2. Postoperative period was
uneventful. Patient discharged on 3™ Postoperative day.

CT imaging showing clustering of dilated small bowel loops
in left anterior para renal space

Volume 14 Issue 3, March 2025
Fully Refereed | Open Access | Double Blind Peer Reviewed Journal
WWW.ijsr.net

Paper ID: MR25326181345

DOI: https://dx.doi.org/10.21275/MR25326181345 1482


http://www.ijsr.net/

International Journal of Science and Research (1JSR)
ISSN: 2319-7064
Impact Factor 2024: 7.101

d Y % v4 g - - >
Intraoperatives images: a) Herniating small bowel segments;
b) Reduction of herniated segments; ¢ & d ) Closure of defect

Case 2

A 24-year-old man presented with severe abdominal pain,
persistent bilious vomiting for past 2 days. Per Abdomen —
Diffuse tenderness in all quadrants and Guarding present.
Vitals are unstable. Fluid resuscitation and Bicarbonate
correction was done to correct hypotension and acidosis.
Total count and renal function tests are elevated. CT imaging
done and it shows cluster of small bowel loops in the left
pararenal space with engorgement of mesenteric vessels.
Max diameter — 3.9 cm. Areas of small bowel loops appears
hypoenhancing and edematous showing the signs of
strangulation. Patient resuscitated and planned for emergency
laparotomy. Intraoperatively, dilated small bowel herniating
into Landzerts fossa noted. Herniated contents are reduced.
From DJ flexure, Proximal 20 cm of jejunum

is found to be viable and edematous. Upto 200 cm of small
bowel found to be gangrenous. Resection of gangrenous
bowel is done. Anastomosis could not be done. Double barrel
ostomy done and patient shifted to SICU in intubated state.
Patient was extubated on postoperative day 1. Started on

liquid diet on Day 2, Soft solid diet on Day 3. In the view of
high ostomy output, TPN was administered. Electrolyte
abnormalities are corrected. Patient tolerated oral feeds and
Ostomy output was reduced Patient discharged on POD-8
and planned for reversal later.

Intraoperative images: A) Dilated gangrenous small bowel
loops; B) Herniation of small bowel loops behind left
mesocolon noted and reduced. C) Thorough laparotomy
done D) Left paraduodenal hernial sac

3. Conclusion

Knowledge of congenital forms of internal hernia is
important in recognizing acutely life- threatening
obstructions or diagnosing the etiology of chronic abdominal
pain. Due to the rarity and their varying presentations,
morbidity and mortality rates vary greatly. Timing of
presentation and Early CT imaging and early intervention
decides the outcome of the patients. Prognosis and recovery
depend on the degree of herniation, strangulation, and
ischemia of the involved bowel.
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