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ABSTRACT… Internal hernia is defined as herniation of viscera through a defect in the 
mesentery or peritoneum. Internal hernias can cause intestinal obstruction. Paraduodenal 
hernias though a rare cause of intestinal obstruction, are more common on the left side. These 
hernias may cause strangulation and gangrene of the intestines so a high index of suspicion is 
required for diagnosis. Treatment is always surgical.  We hereby report a case of acute intestinal 
obstruction due to left paraduodenal hernia.
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INTRODUCTION
Internal hernia is defined as the protrusion of 
a viscus or part of viscus through a normal 
or abnormal opening in the peritoneum or 
mesentery.1 They are one of the rare causes 
of acute intestinal obstruction and account 
for less than 1% of the total cases of intestinal 
obstruction.2 Para duodenal hernias (PDH) are 
the most common cause of internal herniation. 
Left PDH is more common than the right PDH.3 

The presentation varies from recurrent pain 
abdomen to acute intestinal obstruction leading 
to gangrene of the involved intestines. Once 
diagnosed, surgical treatment is indicated. It is 
a very rare cause of intestinal obstruction and 
a high index of suspicion is needed to pick up 
these cases in order to avoid gangrene of the gut. 
Here we present a similar case.

CASE REPORT
A 22 years old male patient presented to the 
emergency department with complaints of 
pain abdomen for three days and abdominal 
distension, absolute constipation and vomiting for 
one day. In the past he had eight similar episodes 
of severe colicky abdominal pain which was 
relieved with conservative treatment. Examination 
revealed distended and tense but non-tender 
abdomen. Plain X-rays abdomen in erect and 

supine position showed multiple air fluid levels 
with dilated small intestine loops coiled up in the 
left upper abdomen (Fig-1).

CT scan abdomen could not be done because of 
inavailability. His complete blood counts, serum 
electrolytes, urea and creatinine were normal.  
Emergency midline laparotomy revealed coiled 
up whole small bowel in the left upper abdomen 
in the fossa of Landzert covered by a thin layer of 
sac (Fig. 2).
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Fig-1. Plain X-Ray abdomen erect and in supine posture
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The right border or neck of the sac was formed 
by the inferior mesenteric vein. Intestinal loops 
were reduced out of the sac starting from terminal 
ileum towards the proximal gut. All the reduced 
gut loops were viable. After reduction the fossa of 
Landzert is shown in Fig. 3.

The sac was closed with interrupted sutures 
around fouth part of duodenum and pre-caval 
fascia. Post-operatively he had smooth recovery 
and was discharged home on the second post-
operative day.

DISCUSSION
Internal hernias are one of the rare cause of 
intestinal obstruction and are responsible for less 
than 2% cases of acute intestinal obstruction.2 

PDH are the most common type of internal hernias. 

They contribute to 50% of the cases.1 On the 
right side paraduodenal herniation occurs in the 
fossa of Waldayer behind the superior mesenteric 
artery. On the left side PDH occurs into the fossa 
of Landzert behind the inferior mesenteric vein 
and branches of middle colic artery4. PDH on 
the left side is three times more common than 
on the right side.5 PDH can present with a variety 
of non-specific symptoms.6 It is three times more 
common in males than females.7 PDH may be 
asymptomatic or may cause minor symptoms 
like chronic pain or vomiting. More than 50% 
of the cases would present with recurrent pain 
abdomen.8 On the other hand it can cause acute 
intestinal obstruction as it was in our case which 
may lead to strangulation and gangrene of the 
involved gut. To avoid these complications a 
high index of suspicion is required. Plain X-Rays 
of the abdomen are suggestive of intestinal 
obstruction with dilated gut loops and air fluid 
levels.9 Diagnosis is easily made with CT scan of 
the abdomen. Treatment is indicated in all cases 
irrespective of the presentation weather acute 
or chronic. Treatment includes laparotomy or 
laparoscopic reduction of the hernial contents 
as well as closure of the defect primarily or with 
a mesh.8 Inferior mesenteric vein can be divided 
if reduction is not possible.10 The mortality 
associated with PDH reported in the literature is 
20-50%.11
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