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Summary

Internal hernias are rare and most of them are diagnosed
intraoperatively. We present a case of a 53-year-old man
with proximal intestinal obstruction, caused by
incarcerated internal hernia. During the operation, a
proximal portion of 40 cm of the jejunum was found
herniated and strangulated in the lesser sac through an
opening of the transverse mesocolon. The jejunum was
necrotic and local purulent peritonitis was present. After
resection of the proximal 40 cm of the jejunum, the
passage was restored using an unconventional approach.
The distal duodenum was closed and, to protect the stump,
the duodenum was ligated between its second and third
parts. A latero-lateral anastomosis was made between the
first part of duodenum and the jejunum. Anatomical,
clinical and radiological findings, diagnosis and treatment
of paraduodenal hernias are discussed in brief.
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Introduction

Internal hernias in the abdominal cavity are difficult
to diagnose and are often detected during operation.
Paraduodenal hernias are the most common.
Frequency of paraduodenal hernias reported is 0.2-
0.9%, with left paraduodenal hernia accounting for
75% and right - for 25% of them [1]. More than 10
recesses and fossae near the ligament of Treitz have
been described. Most important are the
paraduodenal fossa of Landzert (left), superior fossa
of Treitz and inferior fossa of Treitz (Figure 1) [2, 3].
Left paraduodenal hernias are typically directed left
and downwards behind the descendent mesocolon.
Left and right paraduodenal hernias are result of
partial malrotation of midgut during first weeks of
gestation [4].
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Figure 1. Anatomy of paraduodenal hernias (image
taken from http://www.med-
ed.virginia.edu/courses/rad/gi/hernias/paraduodenal.
html [3]

Clinical picture and diagnosis

Symptoms range from asymptomatic through
discomfort to severe colicky pain and palpable
mass in the left epigastric region. Bowel
obstruction, strangulation, necrosis and

peritonitis are the major complications.
Diagnosis is difficult. Often, the only X-Ray
symptom may be a single air-fluid level to the left
of or behind the stomach. CT is the study of
choice in such cases [5]. Surgery includes
reduction of herniated bowel, closure of the
orifice and resections and anastomoses in case of
necrotic gut. Laparoscopic surgery is often the
first choice treatment [6].

Casereport

After a diet mistake at New Year's Eve, a 53-year -
old male presented with vomiting, upper
abdominal pain, leukocytosis (24x10’) and
increased serum alpha amylase in serum (339 UI)
and urine (2140UI). The patient was diagnosed
with of acute pancreatitis. Clinical examination
revealed pain on deep palpation of the upper
abdomen, which appeared distended and
swollen. Ultrasound revealed enlarged
hypoechogenic pancreas. Abdominal X-ray
examination showed no signs of intestinal
obstruction or free intrabdominal gas. Routine
treatment for acute pancreatitis was started with
fluids i.v, placement of a nasogastic tube and
spasmolytics. After two days the subsided but
discharge from a NG tube was high
(>700ml/24h). The abdominal X-ray on day 4
showed a single air-fluid level in the left
epigastric area (Figure 2).

Figure 2. Abdominal X-ray showing single hydroaeric level in left epigastric area (day 4)




CAT was performed on day 5 and revealed a
normal pancreas and peripancreatic spaces. A
bloated intestinal loop was found left to the
duodenum, displacing the posterior stomach wall
(Figure 3). The patient was operated on on the
same day. Intraoperatively, purulent peritonitis
was found in the omental bursa, with herniation,
strangulation, necrosis and perforation of the
proximal jejunum through an opening in the
transverse mesocolon left from the ligament of
Treitz and middle colic artery. The jejunal loop
was gently reduced and the necrotic bowel
including distal 2 cm of duodenum was resected.
Construction of a duodenojejunal anastomosis at
this place was very risky, the patient being with
localized peritonitis and malnutrition after 5 days
nil per os. The distal duodenum was closed with
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interrupted sutures on two layers. To protect the
stump, the duodenum was mobilized by Kocher
and occluded between its second and third parts,
below the papilla, at the lower edge of pancreas,
using single thread covered with a second layer of
interrupted seroserous sutures. A latero-lateral
anastomosis was made between the first part of
duodenum and the jejunum. A triluminal tube was
placed distal to anastomosis to provide enteral
nutrition. Drains were placed in the omental
bursa and in contact with the anastomosis. The
postoperative period was uneventful except for a
subcutaneous wound dehiscence on the 10th day.
Discharge of purulent discharge from the drain in
omental bursa gradually decreased and stopped
on day 14. The patient was discharged on the 18"
postoperative day.

Stomach

Jejunum

Figure 3. Dilated intestinal loops left to the duodenum, displacing posterior stomach wall

Discussion

Our case differs from a typical left paraduodenal
hernia. A strangulated jejunum was found in a
lesser sac rather than in the typical bag-like space
behind descendent mesocolon. In the classical
left paraduodenal hernia, the direction of the bag
is left and down, while in this case it was left and
up. Our case is similar to that described by Shoji
[6] and that of Stewart [7].

The diagnosis was delayed. The operation
was performed after a period of malnutrition and
revealed localized peritonitis. Diagnosing mild
pancreatitis usually excludes early surgical
activity, so the operation was postponed.

Reconstruction of the passage is very risky in
such patients. In the literature, reported mortality
of trapped internal hernia with necrosis and
peritonitisis 50% [5].

Considering localized purulent peritonitis and
malnutrition, decision about the type of
reconstruction was not easy. Pyloric or proximal
duodenal occlusion is a method of choice in
patients with retroperitoneal rupture of
duodenum [8]. Changing the place of
anastomosis to anterior duodenal wall bellow the
pylorus was on account of the peritonitis in the
lesser sac which could compromise the
anatomical anastomosis. Occlusion of the
duodenum between the second and third part was
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to protect the closure of the distal duodenum.
Similar technique was reported for patients with
duodenal perforation, retroperitoneal tumor and
sepsis [9].This approach proved to be
appropriate. Indeed, there was no leakage of bile
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