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Paraduodenal hernias are of congenital origin and may present with symptoms 
and signs of small intestinal obstruction. These hernias are rare in our practice, 
and a definitive preoperative diagnosis is often not made as the symptoms are 
not specific. Early assessment and prompt and adequate resuscitation and surgery 
obviate the risk of strangulation and intestinal resection. This report highlights 
a rare cause of intestinal obstruction in a young male who presents with all the 
classical features of obstruction: colicky abdominal pain, distension, vomiting, and 
inability to pass stool or flatus. The diagnosis of paraduodenal hernia was made 
intraoperatively. We do not routinely request for barium examination or abdominal 
computed tomography scan in acute abdominal pain. These modalities can suggest 
a preoperative diagnosis.
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obstruction and strangulation. A  detailed history of the 
abdominal pain, distension, vomiting, and constipation 
may only suggest intestinal obstruction without a specific 
cause. A  plain abdominal radiogram and CT scan could 
suggest a definitive diagnosis of paraduodenal hernia. 
Adequate resuscitation and early surgery reduce the 
chances of intestinal resection and anastomosis on 
account of intestinal strangulation.

Case Report
A 33‑year‑old male   presented in the emergency room 
with a 6‑h history of sudden and progressively severe 
colicky abdominal pain associated with vomiting and 
abdominal distension. The pain originated in his left 
upper abdomen and became generalized over an hour 
with no aggravating or relieving factors. He had not 
passed feces or flatus throughout the course of the pain, 
and he vomited thrice and had no fever. There was no 
previous history of similar symptoms.

His temperature was 37.3°C, a pulse of 80/minute, and 
a respiratory rate of 22 cycles. His abdomen was grossly 
distended and tender. The bowel sounds were absent, 
and the digital rectal examination was unremarkable. An 

Introduction

Paraduodenal hernias  (congenital mesocolic hernia, 
Tritze hernia, and retroperitoneal hernia) are a variety 

of internal hernias of congenital origin constituting 20%–
50% of internal hernias.[1,2] The small intestine, partly or 
as a whole, herniates into a peritoneal pouch at the fourth 
part of the duodenum and may remain symptomless or 
culminate in an obstruction. Two types of paraduodenal 
hernias occur: the right  (Waldeyer) and left  (Lanzert). 
These hernias arise from malrotation of the mid‑gut 
resulting in the formation of abnormal mesenteric 
pouches into which loops of small intestines can lodge. 
The free edge of the left pouch opening contains the 
inferior mesenteric artery and vein and the left colic 
artery.[3] Paraduodenal hernias are considered to be the 
most common cause of internal herniation.

Symptomatic hernias present with features of small 
intestinal obstruction  (colicky abdominal pain, 
abdominal distension, vomiting, and inability to pass 
stool or flatus), but these are not specific clinical features 
that can suggest the diagnosis which is often made at 
laparotomy in centers where barium examination or 
computed tomography  (CT) scans are not routinely 
requested for acute abdominal pain.

Prompt assessment of these patients is important to 
avert morbidity and mortality arising from intestinal 
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abdominal X‑ray showed dilated small bowel loops with 
multiple air–fluid levels in the upper left quadrant. Blood 
chemistry and full blood count were normal. A  clinical 
diagnosis of nonspecific abdominal pain was made.

He was resuscitated and underwent exploratory 
laparotomy with the findings of trapped twisted loops 
of the small bowel in a retroperitoneum pouch to 
the left of the duodenum opening and other loops of 
small intestines wrapped around itself in the peritoneal 
cavity  (volvulus). The pouch had a 5–7 cm defect to 
the left of the duodenum along an avascular plane with 
vessels superior and inferior  [Figure  1]. The dilated 
small intestinal loops  (volvulus) were untorted, while 
the loops of intestines trapped in the peritoneal sac were 
reduced, appearing dusky red  [Figure  2] but viable. 
The cecum and appendix were located in the right iliac 
fossa. The defect in the mesocolon was closed with 
silk sutures  [Figure  3], ensuring that the vessels at its 
margins were not injured. The patient made a good 
recovery and was discharged in a week. He remains 
symptom free at 6 months of follow‑up.

Discussion
Paraduodenal hernias are of congenital origin. There 
is a wide anatomic variation in the pattern of the 
defect ranging from very subtle or inapparent to 
gross malrotation.[4] They are most common of the 
internal hernias which occur when an internal organ 
is trapped within the intra‑abdominal compartment. 
Paraduodenal hernias form behind the mesocolon 
which failed to adhere to the posterior abdominal wall, 
a situation considered to arise from malrotation of the 
mid‑gut. The left‑sided hernias occur in the fourth 
part of the duodenum and make up 75% of cases of 
paraduodenal hernias.[5] The right‑sided hernias occur 
through a defect in the mesentery of the first part of 
the jejunum.[6] Despite being congenital origin, in most 
cases, the disease manifests in adulthood with the highest 
incidence occurring in the 4th–6th decades of life[3] with 
a male preponderance. These hernias present with the 
typical features of small intestinal obstruction[7] but no 
specific diagnostic features to distinguish it, a situation 
which could lead to misdiagnosis,[8] delayed surgery, and 
possible complications. Recurrent abdominal pain and 
intestinal obstruction are features of left paraduodenal 
hernia.[9]

Radiographic imaging in left paraduodenal hernias 
shows small intestinal dilatation and multiple air–fluid 
levels on plain radiograph with a displacement of the 
small intestines to the left in barium meal. Multidetector 
CT shows a sac‑like appearance in the left anterior 
pararenal space with clustering of dilated loops of the 

small intestines,[10] and the inferior mesenteric vein 
lies anterior and medial to the opening of the sac and 

Figure  2: Dilated loops of dusky‑red small intestines with petechiae 
reaction reduced from the pouch and freed from the torsion. The normal 
pink color returned in <5 min after reduction

Figure 1: Retroperitoneal pouch through which the small intestines were 
lodged. Notice the blood vessels at the edges of the defect

Figure 3: Closure of the defect with interrupted silk sutures
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displacement of the mesenteric vessels to the left in 
CT with intravenous contrast.[11] CT scan has superior 
diagnostic accuracy and sensitivity and can easily 
suggest the preoperative diagnosis of paraduodenal 
hernias, but we routinely request for plain X‑rays in 
intestinal obstruction on account of cost, and so the 
specific diagnosis is only made intraoperatively.

Surgery is the treatment for paraduodenal hernias. The 
open procedure is still commonly practiced because most 
paraduodenal hernias are not diagnosed preoperatively. 
The obstruction is relieved by disimpacting the 
obstructed small intestinal loops from the mesocolon 
pouch and the opening closed; care must be taken not 
to injure the blood vessels at its margin,[2] as in the 
index case. Alternatively, the defect can be widened to 
prevent herniation of small intestines.[12] In strangulated 
cases, the affected loop of the intestine is resected and 
primary anastomosis is done; these subsets of patients 
have higher morbidity and mortality.[2,13] An increasing 
number of paraumbilical hernias are now diagnosed and 
treated laparoscopically.[14]

Conclusion
Paraduodenal hernias are rare and present with 
nonspecific features of intestinal obstruction. They 
are frequently diagnosed intraoperatively, but modern 
imaging modalities can easily make a preoperative 
diagnosis. Early diagnosis and management limits the 
chances of strangulation.
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