
International Journal of 

                  Case Report

El Wassi A, Benzidane K*, Kinani S, Benjelloun K, Hajri A, Erguibi D, Boufettal R, Jai R and Chihab F
Department of General Surgery, IBN ROCHD University Hospital Center, Casablanca, Morocco

*Corresponding author: Benzidane K, Department of General Surgery, IBN ROCHD University Hospital Center, Casablanca, 
Morocco

Received: November 08, 2024                                                                                          Published: December 10, 2024

Copyright © All rights are reserved by El Wassi A, Benzidane K*, Kinani S, Benjelloun K, Hajri A, Erguibi D, Boufettal R, Jai R and Chihab F

Clinical Studies & Medical  Case ReportsISSN 2692-5877

1

DOI: 10.46998/IJCMCR.2024.47.001163

DOI: 10.46998/IJCMCR.2024.47.001163

Left Paraduodenal Hernia : About a Case

Abstract 

Internal hernias are a rare pathology. They represent one of the rare causes of acute intestinal obstruction, discovered mainly 
intraoperatively. They correspond to a protrusion of the hollow abdominal viscera into an intra-abdominal or retroperitoneal 
orifice. The hernia orifice can be a pre-existing anatomical structure, such as Winslow's foramen, or pathological of congenital 
origin (foramen omental) or acquired (surgical, post-traumatic, infectious). Preoperative diagnosis is often clinically difficult 
due to non-specific symptoms and signs, so imaging examinations such as CT scan and small bowel transit play an important 
role. 
We report the observation of a left paraduodenal hernia in a 21-year-old man. 
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Introduction
Internal hernias are a rare and still underestimated pathology 
[1]. They represent one of the rare causes of acute intestinal 
obstruction, discovered mainly intraoperatively. They corre-
spond to a protrusion of the hollow abdominal viscera in an 
intra-abdominal or retroperitoneal orifice, but remaining inside 
the abdominal cavity. The hernia orifice can be a pre-existing 
anatomical structure, such as Winslow's foramen, or pathologi-
cal of congenital origin (foramen omental) or acquired (surgi-
cal, post-traumatic, infectious) [2]. 

They can be revealed by an acute picture of intestinal obstruc-
tion, most often with an ischemic component due to vascular 
strangulation; they are responsible for 0.2 to 5.8% of small 
bowel obstructions [3]. Autopsy statistics show a frequency of 
0.2 to 2% of internal hernias, most of which are asymptomatic 
[2]. 

Preoperative diagnosis is often clinically difficult due to non-
specific symptoms and signs, so imaging examinations such as 
CT scan and small bowel transit play an important role. 
They are associated with high morbidity and mortality due to 
the increased risk of strangulation and delayed diagnosis. 
We report the observation of a left paraduodenal hernia in a 
21-year-old man. 

Case Report
21-year-old patient, with no medical or surgical pathological 
history, who presented to the emergency department for pain in 
the left hypochondrium associated with nausea and bilio-food 

vomiting, evolving for 7 days in a context of general condition 
preservation.

The clinical examination on admission found a conscious pa-
tient, stable on the hemodynamic and respiratory levels, with 
on abdominal examination, there was a non-distended abdo-
men, with tenderness of the left hypochondrium, without pal-
pable mass and a rectal examination without abnormality with 
the presence of normo-colored stools.

An abdominopelvic CT scan performed objectified an agglu-
tinated appearance of the proximal jejunal loops, not dilated, 
at the level of the left anterior pararenal space within a pseudo 
closed-loop sac measuring 97x 74 mm, with an attraction and a 
stretched appearance of the superior mesenteric vessels within 
it. It is associated with a moderate upstream duodenal dilata-
tion without a hydro-aeric level, nor a detectable gastric stasis. 
In conclusion, CT scan in favor of a left paraduodenal hernia 
with duodenal dilatation upstream without signs of detectable 
CT scan digestive distress.

The biological assessment was without abnormalities: 
•	 NFS: Hb: 14.5 g/dl; GB:5700/mm3; PLQ: 18300/mm3

•	 Bilan hydro-electrolyte: Na+: 140 mg/l; K+: 3.7 mmol/l
•	 Renal assessment: Urea: 0.27g/l Creat: 8.1 mg/l    
•	 CRP: 2.7 mg/l

The patient was admitted to the operating room as an emer-
gency with exploration: presence of incarceration of the 1st 
jejunal loop at the level of the left paraduodenal dimple with an 
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Figure 1: CT scan image showing the left paraduodenal hernia.
The first description of an internal hernia dates back to 1742, it 
was a para-duodenal hernia related by Hensing [8,9]. 
Internal hernias are the result of visceral protrusion through 
openings in the visceral peritoneum. The nature of the orifice, 
as well as the existence or absence of a hernia sac, divide these 
hernias into two different etiopathogenic groups.

Thus, the GULLINO CLASSIFICATION (1993) [10,11], 
commonly used in the literature, divides internal hernias into 
2 categories: 
1-	 Hernias with sac: These are the real hernias. Hernias 
are distinguished through a normal orifice (the foramen omen-
tal) and hernias through a paranormal orifice (peritoneal dim-
ples such as para-duodenal (right and left), ileocecal, paracolic, 
broad ligament of the uterus, supra-bladder, inter and meso-
sigmoid) hernias 
2-	 Bagless hernias: these are internal prolapses or pro-
lapses either through a pathological orifice formed through a 
meso or omentum (transmesenteric, trans-mesocolic, trans-ep-
iploic or by colo-epiploic disinsertion) or through an abnormal 
orifice formed through congenital anomalies (a ligament such 
as the sickle ligament of the liver or a meso such as the meso 
of Meckel's diverticulum).

There is also the QUENU CLASSIFICATION (1967) [12] 
which is as used as the previous one and which divides internal 
hernias into 4 distinct groups. 
1-	 Hernias through an abnormal orifice: The abnormal 
orifice can be congenital or acquired. A distinction is made be-
tween: trans-mesenteric, trans-epiploic, trans-mesocolic her-
nias and hernias through the broad ligament 
2-	 Hernias through a normal orifice: these are hernias 
through the foramen omental in the posterior cavity of the 
omentums. 
3-	 Retroperitoneal hernias: These are thought to be the 
result of abnormalities in the rotation of the intestine during 
embryogenesis. A distinction is made between: para-duodenal, 
peri-cecal and  inter-sigmoid hernias 
4-	 Unclassified hernias: The hernia opening may be 
iatrogenic abnormal or congenital abnormal. A distinction is 
made between: suprabladder hernias, internal hernias of the 
sickle ligament and hernias through orifices accidentally cre-
ated by the surgeon during the operation.

Paraduodenal hernias alone account for about 53% of all inter-
nal hernias. Although their initial description dates back to the 
nineteenth century under various names, depending on wheth-
er they are right or left, they are based on mechanisms whose 
pathophysiology remains controversial to this day [8,20]. They 
are defined by the engagement of a segment of the intestine in a 
dimple in the duodenal area. These dimples result from a defect 

Figure 2: Intraoperative images showing the 1st jejunal loop 
incarcerated at the level of the left paraduodenal dimple (A); 

(B) and the bag after reduction of the contents (C).
The post-operative follow-up was simple with resumption of 
the operative transit on postoperative day 2 and then declared 
discharged on postoperative day 3. The patient was seen again 
on D15, D30 and D90 post-operatively, no longer presenting 
abdominal pain or nausea or vomiting.

Discussion
The rarity of internal hernia has been reported in the literature 
[4-6] where its rate is reported to vary between 0.2 and 0.9% of 
autopsies, 0.5 - 1% of all intestinal obstructions and 0.2 - 2% 
of all hernias [7].

upstream duodenal distension, without signs of suffering. The 
gesture was a reduction in the contents of the hernia.
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in the adhesion of the 2 peritoneal layers of the fascia of Treitz 
[21]. According to Moynihan [9], there are 9 of  them, five of 
which can lead to intestinal incarceration: superior duodenal 
dimple, inferior duodenal dimple, the union of these 2 dimples 
forming the Treitz dimple, the retroduodenal dimple behind 
the pancreas and the 4th portion of the duodenum, Landzert's 
para-duodenal dimple and Waldeyer's dimple on the right or 
mesenteric-parietal dimple [22]. 

Left paraduodenal hernias are defined by an engagement of 
the intestine in the Landzert dimple. They represent about 3 
quarters of all paraduodenal hernias [20,23]. According to the 
vascular ratios, 3 types can be described [24,25]: 
•	 Treitz's hernia characterized by an intestinal involve-
ment behind the vascular arch of Treitz, consisting of the infe-
rior mesenteric vein and the left superior colonic artery. 
•	 Estrada's retro-mesocolic hernia: this is a protrusion 
of the intestine through a breach in the posterior area of the 
vascular arch of Treitz. 
•	 The third type is located in front of the vascular arch. 
The symptomatology of internal hernias is not specific, it is 
that of acute or subacute intestinal obstruction: pain, vomiting, 
cessation of matter and gas [10,11,13]. Most often, the diagno-
sis is made during a laparotomy performed in the presence of 
an occlusive syndrome whose mechanism remained obscure 
before the operation [14]. In some cases, this hernia, which is 
perfectly asymptomatic, is discovered during an operation for 
another surgical condition [15,16].

The clinical examination allows other than the search for signs 
in favor of occlusion, must look for signs of severity of occlu-
sions.
The ASP is the examination traditionally performed as a first-
line treatment in the context of an occlusive syndrome. Its di-
agnostic yield is relatively low, estimated at between 50% and 
60%. [88] He looked for the presence of hydro-aeric levels, 
a pneumoperitoneum and the distribution of dilated digestive 
loops when another image was taken from the front in the su-
pine position and vertical direction radius.

In the case of left peptic hernias, the most suggestive sign is the 
absence of a small intestine in the pelvis. In addition, we can 
note the existence of a semicircular, regular line, encircling the 
descending colon and the sigmoid [17]. ASP may also show 
dilation of the spindly loops forming an ovoid mass in the left 
hypochondrium [18].

CT with contrast agent injection is currently the best examina-
tion for making the diagnosis with high reliability [18]. The 
topography of the distended loops and above all the precise 
analysis of the point of convergence of their mesenteric leaf-
lets, which should suggest and locate the exact location of the 
"trap" and the type of internal hernia encountered [19]. 

Thin-section images provide the necessary information such 
as detailed knowledge of the anatomy, etiology and imaging 
landmarks of the different types of hernias, thus allowing an 
accurate and specific preoperative diagnosis [20].

Left paraduodenal hernias are manifested by a cluster of je-
junal loops contained in a peritoneal sac located between the 
body or tail of the pancreas, and the stomach. A mass effect 
on the posterior wall of the stomach and adjacent organs may 
be observed. Abnormalities of the mesenteric vessels such as 

engorgement and stretching of the vessels contained in the sac 
as well as a displacement of the mesenteric axis to the left are 
the keys to the diagnosis. CT makes it possible to make the 
diagnosis with a sensitivity of 63%, a specificity of 76% and 
an accuracy of 77% [18].

Small bowel transit no longer seems to be an issue and ab-
dominal ultrasound remains of no interest in the diagnosis of 
internal hernias [11,21].
A complete blood test should be requested to look for the gen-
eral impact of occlusive syndrome and to monitor for meta-
bolic and electrolyte disorders often associated with these ob-
structions, such as hypokalemia, hyponatremia, hypovolemia, 
and leukocytosis.

The management of an internal hernia is always surgical and 
urgent (in case of strangulation) to avoid necrosis of the herni-
ated loop and peritonitis.

It must be rapid, starting with resuscitation measures and then 
surgical management aimed at removing the obstacle by reduc-
ing the internal hernia, treating any intestinal lesions or other 
viscera, restoring digestive continuity and preventing hernia 
recurrence [13,22].

The removal of the hernia sac can sometimes be forbidden (in 
the case of left paraduodenal hernias), useless, and even im-
possible, or even dangerous. In the case of a hernia through a 
paranormal orifice, the closure of the collar can be achieved 
by separate stitches of absorbable or non-absorbable threads, 
although it is a delicate procedure that can cause a vascular 
wound [11,23].

Therapeutic abstention with monitoring over a long period of 
time of these hernias shows that the progression is towards 
complications. It therefore seems justified to treat all diag-
nosed internal hernias, even if they are asymptomatic or mildly 
symptomatic [24].
The prognosis of internal hernias is good, even excellent, pro-
vided that the operation is early, anticipates the various com-
plications of occlusions and that the surgeon knows how to 
find his bearings in the face of complex anatomical pictures 
and knows how to safeguard the large vessels of the hernia 
neck [6].

Conclusion
Internal hernia is a surgical emergency that requires early man-
agement. It is a rare cause (0.2 to 5.8%) of acute bowel ob-
struction. 
This rarity and their non-specific presentation make the preop-
erative diagnosis of internal hernias very difficult. 

Abdominal computed tomography with contrast agent injec-
tion, performed in an emergency, is the examination of choice 
to be carried out in the presence of an acute intestinal obstruc-
tion both in terms of diagnosing the mechanism of the obstruc-
tion and especially the etiological diagnosis in the preoperative 
period and in terms of the therapeutic indication, thus making 
it possible to guide the procedure and the surgical approach. 
The treatment is essentially surgical, consisting of a removal of 
the herniated loop with the closure of the hernia orifice in order 
to prevent a possible recurrence when possible.  
Only early diagnosis and treatment prevent complications and 
improve the prognosis. 
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