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Case Report 
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A B S T R A C T   

Introduction: Paraduodenal hernia is a rare cause of internal hernia. It is the herniation of small bowel through a 
peritoneal sac in the duodenum. It occurs due to incomplete rotation and fixation abnormalities of the primitive 
midgut during fetal development. We report a case of right sided paraduodenal hernia in an adult male. 
Case presentation: This is a case of 36-year-old gentleman who presented with complaints of abdominal fullness 
and upper abdominal pain for 1.5 months and 7 to 8 episodes of vomiting. CT scan of abdomen gave an 
impression of right-sided paraduodenal hernia. Exploratory laparotomy with hernia repair was performed and 
patient was discharged without complications. 
Discussion: Right sided paraduodenal hernia is the protrusion of viscera through the fossa of Waldeyer. It is 
frequently associated with malrotation and strangulation. Its diagnosis is frequently delayed. Symptoms are non- 
specific and may need laparotomy for diagnosis. Technique of choice for surgical management remains 
inconclusive. 
Conclusion: Paraduodenal hernias are frequently diagnosed late or incidentally because of vague symptoms. They 
are rarer and carry higher lifetime risk of strangulation and bowel obstruction. Surgical management is necessary 
after diagnosis.   

1. Introduction 

Internal hernias only accounts for 0.2%–0.9% of all intestinal ob-
structions(1). They constitute protrusions of abdominal viscera or part 
of them through congenital or acquired orifices of the peritoneum or 
mesentery within the peritoneal cavity [2]. Paraduodenal hernia (PDH) 
or mesocolic hernia is the herniation of small bowel through a peritoneal 
sac in the 4th part of the duodenum or the duodenal caudal segment(3). 
PDH occurs due to incomplete rotation and fixation abnormalities of the 
primitive midgut during fetal development [1,3]. It accounts for 53% of 
internal hernias, but only 0.2%–5.8% of intestinal obstructions, and 
occurs in both adults and children(1,4,5) (see Figs. 3 and 4). 

This report describes exploratory laparotomy and repair of right 
sided PDH in an adult male. The case has been reported in line with 
SCARE 2020 criteria [13]. 

2. Case report 

A 36-years-old gentleman from the western part of Nepal, presented 
to the out-patient department with complaints of abdominal fullness 
and upper abdominal pain for 1.5 months. He gave a history of 7–8 
episodes of vomiting which was non-bilious and non-blood stained. 
There was no history of hematemesis, melena, diarrhea or con-
stipation. There was a past history of bilateral nephrolithiasis for 
which he still is under medical management. There is no history of 
past surgical interventions and he does not have diabetes mellitus, 
hypertension, thyroid disorders, COPD or asthma. 

On examination, he looked dehydrated but there were no other 
features like pallor, icterus, lymphadenopathy and edema. Per- 
abdominal examination revealed soft and tender abdomen, with 
tenderness present over epigastrium, umbilical and right paraumbilical 
region. Laboratory results were unremarkable. 

Upper gastrointestinal endoscopy showed erosive antral gastritis but 
colonoscopy was normal. 
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CT of abdomen and pelvis revealed unusual cluster of sac-like 
pseudo-capsulated small bowel loops (duodenum and jejunum) on the 
right side of abdomen (right pre-renal region) with non-crossing of du-
odenum towards the left side, absent retro-mesenteric third part of du-
odenum and duodenojejunal junction lying posterolateral to the 
superior mesenteric vein on right side (Fig. 1). Right colic artery and 
vein was found displaced and lying anterior to the cluster of small bowel 
loops. There was evidence of overriding of superior mesenteric vein over 
superior mesenteric artery. Ileocecal junction was in its normal position 
on the right side and features of small bowel obstruction were not seen. 
These findings gave an impression that there was intestinal malrotation 
with right paraduodenal hernia without obstructive features (see Fig. 2). 

He was planned for exploratory laparotomy with hernia repair. Per- 
operatively, malrotation of duodenum and proximal jejunum was found. 
Duodenum and jejunum were found to be confined to a sac with thick 
band distally causing partial obstruction of the small bowel. The hernia 
sac was the wall of the peritoneum and the third part of duodenum was 
found in the right side, not crossing the midline. Hepatic flexure was 
dissected and colon was pulled down. Hernia sac was dissected and band 
adhesions were freed. Sac was incised and duodenum and jejunum were 
released from the sac. The sac was then resected. Appendectomy was 
performed. Small bowel was placed on the right and large bowel was 
placed on left side. Abdomen was closed in layers and dressing was 
applied. 

The post-operative period was uneventful and our patient was dis-
charged on 6th post-operative day with no issues. The patient’s party is 
satisfied with the treatment they received. 

3. Discussion 

PDHs are congenital mesocolic hernias caused by an abnormal 
rotation of the primitive midgut in embryonic life(4). First described by 
Treitz in 1857 [14], paraduodenal hernias were categorized by Jonnesco 
in 1889 as either left- or right-sided based on its location in relation to 

the ligament of Treitz [15]. RPH is three times less common than left 
paraduodenal hernias and has male preponderance of 3:1 [4,11,16]. In 
Right PDH, the viscus herniates into the fossa of Waldeyer, a defect 
formed by the failure of fusion of the mesentery behind the superior 
mesenteric artery and inferior to the third segment of the duodenum 
[17,18]. As a result, the small bowel becomes trapped in a hernial sac 
formed by the peritoneum. Found in 1% of the population on autopsy, 
right sided PDH is frequently associated with malrotation of the midgut 
and bowel strangulation due to the size of the hernia neck [2,19]. The 
risk of obstruction rises over time due to growth and extension of the sac 
and hence presentation is more commonly seen between 4th and 6th 
decades [3]. 

This report describes an adult male with right-sided PDH, which was 
successfully managed by exploratory laparotomy and repair. Since right- 
sided PDH is rare and is frequently accompanied by nonspecific clinical 
signs, it is reported that laparotomy may be necessary to confirm the 
precise diagnosis [6,8–10]. However, in this case, we confirmed the 
diagnosis preoperatively with the use of abdominal CT findings. 

The symptoms and physical findings are vague and nonspecific. Pa-
tients present with a history of recurrent pain in the abdomen and ill- 
defined complaints, which often leads to misdiagnosis [8,9]; history of 
partial or complete intestinal obstruction might also be present [5–7, 
11]. Plain abdominal radiographs and ultrasonography are also 
frequently nondiagnostic. However, Kummer in 1921 provided a unique 
characteristic under radiography, which can help in formulating a 
definitive diagnosis which remains true to this day(11,20). It is the “total 
absence of small intestine in the true pelvis in the upright position; the 
small bowel is confined in a smooth, sharply circumscribed mass"—the 
‘classical empty abdominal sign’ [20]. With the advent and widespread 
availability of advanced technologies, abdominal CT can be very helpful 
for the diagnosis of PDH [2,6]. 

The treatment approach for PDH is based on the principle of hernia 
reduction plus either repair of the defect or widening of the hernial 
orifice [11,12]. Since its nonspecific symptoms delay diagnosis, there is 

Fig. 1. Coronal view of CECT Abdomen showing cluster of small bowel loops in the right side of abdomen.  
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the risk of strangulation and bowel necrosis [4]. Although both open and 
laparoscopic approaches for surgical management of PDH are popular, 
the most efficient choice of technique still remains inconclusive due to 
sparsity of available literature [2,11]. 

4. Conclusion 

Paraduodenal hernias are rare causes of intestinal obstruction. 
Because of vague symptoms, they are frequently diagnosed late or 
incidentally. Since right sided paraduodenal hernias are rarer and carry 
higher lifetime risk of strangulation and bowel obstruction, surgical 
management is necessary once diagnosis is made. 
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Fig. 2. Axial view of CECT abdomen showing cluster of small bowel loops in the right side of abdomen.  
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Fig. 3. Per-operative view showing herniation of small bowel into the Waldeyer’s fossa.  
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Fig. 4. Per-operative view of small bowel enclosed in a sac.  
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