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ABSTRACT

Introduction: Left Para-duodenal hernias (LPDH) are uncommon causes of acute intestinal obstruction which
may remain asymptomatic or may present with chronic left abdominal pain with or without acute intestinal
obstruction. Early diagnosis and treatment is associated with decreased morbidity and mortality.

Case Summary: A middle aged lady presented with features of acute intestinal obstruction which on
exploration was found to be left para-duodenal hernia. The hernia was reduced and sac obliterated.
Conclusion: LPDH should be kept in the differential diagnosis for patients presenting with chronic left upper
abdominal pain. High degree of suspicion, early diagnosis, with familiarity of surgical anatomy may obviate
the need of an emergency laparotomy and avoid any associated intra or perioperative complication.
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INTRODUCTION

Internal hernias account for around 1% of all cases

treatment of the condition. Early diagnosis of the
condition can reduce the morbidity and mortality
of acute intestinal obstruction ™. Para-duodenal associated with late presentation. We present a
hernia (PDH) represents the most common type of middle aged lady with LPDH presenting as acute
intestinal obstruction.
CASE SUMMARY

A 47 year old lady presented with

congenital internal hernia. It can be asymptomatic,

causes chronic abdominal pain or presents with

acute intestinal obstruction. The diagnosis of this

congenital malformation is often made during
surgical intraoperative exploration for intestinal
obstruction. All surgeons should be familiar with

the anatomy, pathophysiology and surgical

complaint of pain on left side of abdomen with
abdominal distension for 3 days with obstipation
and bilious vomiting for 1 day. She had history of

on and off left sided abdominal discomfort and
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constipation for past 6 months. She was a known
diabetic for past 20 years on oral hypo-glycaemic
agents.

On examination, abdomen was distended
with fullness seen over left flank region, a soft,
tender lump was felt in the left flank extending to
the left hypogastrium and left iliac regions. Bowel
sounds were sluggish. Digital rectal examination
revealed hollowed empty rectum. Patient had
tachycardia (110 /min) with BP 100/ 60 mm Hg

and rest systemic examination was within normal
limits.

On investigation, x-ray abdomen erect showed
multiple air fluid levels restricted to the midline
and to the left (Fig 1). She was managed with
provisional diagnosis of acute intestinal obstruction
keeping her NPO, with IV fluids and NG aspiration
and was planned for emergency exploratory
laparotomy.

Figure 1: X- ray abdomen erect
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On exploration, 500 ml of turbid peritoneal fluid was aspirated, with dilated proximal jejunum and rest
jejunal loops and proximal ileum seen herniating through an internal defect found behind the inferior
mesenteric vein and the descending mesocolon (Fig 2,3,4). The herniated bowel loops were reduced by
opening the neck of the hernia inferiorly and gently withdrawing the bowel loops. The herniated bowel loops
were inflamed but were viable. The retro mesocolic space (fossa of Landzert) was obliterated with trans-
mesocolic sutures using 3-0 polyglactin interrupted sutures. The patient had an unremarkable postoperative
recovery and follow-up.

Figure 2: Intra Op view 1

A: Herniated small bowel loops seen through the descending mesocolon;

B: Proximal dilated jejunal loop; C: Transverse Colon
_
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Figure 3: Intra op view 2

A: herniated small bowel seen through descending mesocolon;
B: Left colic artery;

C: Dilated proximal jejunal loops;

D: Inferior mesenteric vein seen coursing through the anterior boundary of neck of hernia defect
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Figure 4: Intra Op view 3

A: Anterior wall of hernia sac; B: Transverse colon

’0

DISCUSSION

Para-duodenal hernias are the most

common type of internal hernia, accounting for
approximately 53% of all cases and are more
frequent in men (3: 1) 221 Left para-duodenal
Hernia accounts for 75% of all para-duodenal
hernias ™. In large autopsy series the prevalence
of PDH has been reported between 0.02 and 0.2%
however it might be higher as suggested by a
recent retrospective review of 294 upper
gastrointestinal X-ray series that revealed PDH in

2% of the reviewed cases % 1,

LPDH occurs through the fossa of
Landzert (present in 2% of general population )
whose mouth opens to the right and the fossa is
directed towards left in the retroperitoneal space
behind the left mesocolon. The boundaries of the
sac are: anteriorly- inferior mesenteric vein, left
colic artery; superiorly- duodeno-jejunal flexure,
pancreas, left renal vein; laterally- aorta on right
and left kidney on left side; a downward incision of
the ring usually avoids injury to the inferior
mesenteric vein . Small bowel loops prolapse

postero-inferiorly through the fossa to the left of
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the fourth part of the duodenum into the left
portion of the transverse mesocolon and
descending mesocolon.

Clinical Features of LPDH like other
internal  hernias include nausea, vomiting
(especially after a large meal), and recurrent
intestinal obstruction. In addition, these patients
will also often present with postprandial pain,
typically chronic in nature, with symptoms dating
back to childhood .. Only around 50% of para-
duodenal hernias present with SBO or bowel
strangulation .

On radiography or oral contrast studies,
these hernias will present as an encapsulated
circumscribed mass of a few loops of small bowel
(usually jejunum) in the left upper quadrant, lateral
to the ascending duodenum; these loops may have
mass effect, depressing the distal transverse colon
and indenting the posterior wall of the
stomach®.CECT may reveal mesenteric vessel
abnormalities, including enlargement, stretching,
and anterior displacement of the main mesenteric
trunks, especially the inferior mesenteric vein, to
the left ["®1,

Management is surgical: both laparoscopic
and open approaches can be adopted. In early
uncomplicated presentations diagnosed
preoperatively, laparoscopic approach is a
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