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Left para-duodenal hernia presenting as abdominal lump- A Case Report
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Abstract

Para-duodenal hernia, a rare congenital anomaly, also known as mesacolic hernia. Para-duodenal hernia
is a type of internal hernia. Internal hernias account for only 1% of all hernias, and para-duodenal
hernias make up 50% of those. Since the presentation is vague, the diagnosis is a major challenge. The
presentation may include chronic recurrent abdominal pain, lump in abdomen, features of partial or
complete small bowel obstruction. Clinical suspicion helps in early diagnosis. CT remains the modality of
choice for diagnosis. Clinical suspicion along with radiological confirmation accounts for early diagnosis
followed by early exploration prevents dreadful complication and reduces mortality related with PDH.
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Introduction

Para-duodenal hernia, a rare congenital anomaly,
also known as mesacolic hernia. PDH is a
congenital defect, which occurs due to abnormal
fixation of the retro-peritoneum to the mesentery,
which occurs due to malrotation of midgut.)
Para-duodenal hernia is type of internal hernia.
Internal hernias account for only 1% of all
hernias, and para-duodenal hernias make up 50%
of those.?) Since the presentation is vague, the
diagnosis is a major challenge. We will be
discussing about the case we came through in our
institute.

Case Presentation

A 44 vyears old gentleman presented with
complains of pain in the left lumbar region and
central abdominal pain since last 3-4 days. It was
insidious in onset, colicky in nature, non-
radiating. It was aggravated on eating food. Intake

of food increases the pain, so he was not able to
eat or drink anything since last 3 days. Patient also
complained of inability to pass flatus or motion
since last 3 days. Although there was no history of
bilious vomiting, fever.Past history of multiple
bouts of central abdominal pain which was
managed conservatively.

On clinical examination, patient was tachycardia,
tachypnoea with BP on lower side. Patient was
showing clinical signs of dehydration. Wide bore
iv canula was secured for fluid resuscitation
followed by insertion of ryles tube and Foley’s
catheter. On Abdominal examination, A lump was
palpable which was tender without local rise of
temperature. It was occupying the left
hypochondriac and left lumbar region. It was soft
in consistency with smooth surface, rounded
margins. No pulsation or peristaltic movement
was visible. On auscultation bowel sounds were
absent. Rest of the abdomen was soft. Rectum was
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completely collapsed and empty. X erect abdomen
was showing multiple dilated jejunal loops in the
left lumbar region consistent with lump (Figure:1)
with faecal bowel sign suggestive of long-term
obstruction. CT scan was done with IV and oral
contrast which was suggestive of left para-
duodenal hernia with features of small bowel
obstruction. Blood supply to bowel were
maintained.

Afterwards patient was taken for exploratory
laparotomy. There was an approx. 4X4 defect
behind the inferior mesenteric vein. Bowel was
released from the neck of and slowly bowel loops
were removed from the sac. As the sac was
emptied, the lump was gone. No bowel was
compromised. The defect of the mesentery was
closed with vicryl 2-0. The patient experienced an
uneventful recovery and was discharged with
complete resolution of his symptoms.
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Figure 1: X Ray Erect Abdomen with multiple
dilated jejunal loops clustered in the left
hypochondriac region and lumbar region
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Figure 2: CT scan showing left para-duodenal hernia

Figure 3: Showing the hernia sac coming from behind the IMV
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Discussion

Para-duodenal hernia was first described be

Neubauer in 1796.®) He described it as a

peritoneal development defect. Almost a century.

Later, Treitz described the para-duodenal fossa

through which the hernia sac protrudes in PDH.

The two most accepted theories regarding

development of para-duodenal hernia are:

I.  Moynihan’s Theory: He attributed PDH to
a condition known as ‘physiological
adhesions’, which arise at the time of
return of the bowel back to the abdomen
and fusion of the common dorsal
mesentery with the posterior abdominal
wall. This leads to the formation of fusion
folds and fossae. These fossae gradually
enlarge to develop PDH. The two
important fossae are the fossa of Landzert
(for Left PDH) and fossa of Waldeyer (for
Right PDH).®
ii. Andrew’s Theory: Andrews respected

Moynihan’s concept of fusion folds and
fossae  but doubted the gradual
enlargement of the fossae. He said that
PDH is due to developmental fusion
defects.®

Para-Duodenal hernia’s are very rare, but still they
account for 30-53% of all internal hernias.® Para-
duodenal hernia can be classified as left or right
depending upon the fossa involved. In left para-
duodenal hernia the viscus herniated through the
fossa of landzert. In right para-duodenal hernia,
viscus herniates through the fossa of waldeyer.")
Left PDH is three times more common than right .
Right PDH is seen more in males, with a 3:1
male—female ratio, whereas Left PDH does not
have a gender bias.©

Patients presents with past history of recurrent
abdominal pain. The majority of presentation
occurs in the 4-5" decade of life.®" Para-
duodenal hernia’s present with non-sSpecific
abdominal symptoms, most common presentation
being small bowel obstruction and dull colicky
pain. Non-specific symptoms and lack of

familiarity with clinicians, makes it a difficult to
be diagnosed on clinically. Clinical examination
maybe normal unless it produces a mass or causes
intestinal  obstruction.®®  Complications like
strangulations and perforation accounts for
mortality rates up to 44%, if not intervened
surgically.®® Regardless of the type of PDH,
diagnosis is always a challenge. CT scan with IV
and Oral contrast plays a key role in diagnosis. In
typical CT images, left para-duodenal hernia
shows a cluster of dilated bowel segments with
engorged and displaced mesenteric vessels at the
hernia orifice. Sac is seen behind the inferior
mesenteric vein.%

Once the diagnosis is done, treatment should be
prompt. Surgical treatment is the modality, either
open or laparoscopic. Delayed treatment can lead
to complication such as strangulation, perforation
of the trapped bowel. Basic treatment approach
being reduction of hernia content and repair of the
defect in the mesentery. After adequate incision
and exposure, the transverse colon mesentery to
be examined for the defect. The defect through
which the bowel is going should be released from
the surrounding. Release incision to be given to
reduce the hernia content. Resection with primary
anastomosis to be done, if the bowel if
compromised. With laparoscopic changing the
face of abdominal surgery, the above-mentioned
approach can be tried laparoscopically as well.

Conclusion

In conclusion, para-duodenal hernia is a rare
congenital abnormality presenting with non-
specific complains. The presentation may include
chronic recurrent abdominal pain, lump in
abdomen, features of partial or complete small
bowel obstruction. Clinical suspicion helps in
early diagnosis. CT remains the modality of
choice for diagnosis. Clinical suspicion along with
radiological confirmation accounts for early
diagnosis followed by early exploration prevents
dreadful complication and reduces mortality
related with PDH.
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