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Abstract 
The left para-duodenal internal hernia, whose origin is generally embryolog-
ical, is a rare etiology of intestinal obstruction found mainly in young adults. 
We report here the case of acute intestinal obstruction by left para-duodenal 
internal hernia in a 36-year-old young man. It was a patient who consulted 
urgently for occlusive syndrome with cessation of materials and gases. Ab-
dominal percussion noted abdominal tympanism and pre-hepatic dullness 
was preserved. The flow and icicle signs were negative. Palpation did not ob-
jectify hepatosplenomegaly and did not find any organomegaly either. On the 
other hand, she found an epigastric defense. The abdominal X-ray without 
preparation showed water levels that were wider than high, hail-like. We per-
formed a median above and below umbilical laparotomy and intraoperatively, 
it was an internal hernia with incarceration of small loops in a voluminous 
left paraduodenal sac of 12 cm. They were not necrotic and quickly recolored 
after extrication. We resected the hernial sac and closed the hernial orifice 
with separate stitches with absorbable suture 0. The postoperative course was 
simple. The patient was discharged from the hospital on the 4th postoperative 
day. After 18 months of hindsight, he is doing well. 
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1. Introduction 

An internal hernia is the displacement of one or more abdominal viscera through 
an intra-abdominal orifice [1]. Internal hernias represent less than 5% of the 
causes of intestinal obstruction [2] and have a dual mode of revelation: acute or 
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progressive [3]. Para-duodenal hernias, which are generally rare congenital mal-
formations, are the most frequent of these internal hernias and represent 50% to 
60%. 

We report here a case of left para-duodenal internal hernia discovered in a 
context of acute intestinal obstruction. 

2. Observation 

Mr. A.C., aged 36, was admitted urgently to the Reference Health Center (CS 
Ref) in Kati for occlusive syndrome. 

He had no surgical history and his medical history was intermittent abdomin-
al pain. 

The anamnesis revealed epigastric abdominal pain evolving for three days, in 
the type of torsion, of sudden onset and of moderate intensity, associated with 
early postprandial vomiting and cessation of intestinal transit. 

The physical examination found an alteration in general condition, blood pres-
sure at 90/60mmHg, pulse at 130 beats/min and temperature at 37˚C. 

Abdominal percussion noted abdominal tympanism and pre-hepatic dullness 
was preserved. The signs of the flood and the icicle were absent. 

Palpation did not objectify hepatosplenomegaly and did not find any organo-
megaly either. On the other hand, she found an epigastric defense. 

Hernial orifices were free and painless. The rectal ampulla was empty and the 
rectal wall was soft. The rectovesical cul-de-sac was free and painless. 

The abdominal X-ray without preparation showed water levels that were wid-
er than high, hail-like (Figure 1). 
 

 

Figure 1. X-ray of the abdomen without preparation showing fluid levels wider than high 
of hail type. 
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We would have asked for the abdominal scanner if it was feasible in our 
structure. 

The biological assessment was normal, in particular there were no ionic dis-
orders. 

Based on the clinical and radiographic data, we operated on the patient ur-
gently after brief medical resuscitation. We performed a median above and be-
low umbilical laparotomy and intraoperatively, it was an internal hernia with 
incarceration of small loops in a voluminous left paraduodenal sac of 12 cm 
(Figure 2 and Figure 3). They were not necrotic and quickly recolored after ex-
trication. We resected the hernial sac and closed the hernial orifice with separate 
stitches with absorbable suture 0. The postoperative course was simple. Indeed, 
the patient’s intestinal transit resumed on D2 postoperative and he was discharged 
from the hospital on the 4th postoperative day. After 18 months of hindsight, he is 
doing well. 
 

 

Figure 2. Intraoperative view of the hernia, incarceration of small loops. 
 

 

Figure 3. Intraoperative view of the hernia, voluminous left paraduodenal sac. 
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3. Discussion 

Para-duodenal hernias represent 50% - 60% of internal hernias and are subdi-
vided into two types: left para-duodenal hernias and right para-duodenal hernias 
[4]. 

Left para-duodenal hernias develop from Landzert’s para-duodenal fossa, the 
neck is located between the duodeno-jejunal angle at the top and the inferior 
mesenteric artery at the bottom, while the free edge of the neck contains the in-
ferior mesenteric vein and the left superior colic artery, the sac is therefore re-
tro-mesocolic [4]. They represent 80% of para-duodenal hernias [5]. 

Right para-duodenal hernias (Figure 4), representing 20% of para-duodenal 
hernias [5], are located in Waldeyer’s fossa. They are subdivided into pre and 
retrovascular types depending on their position in relation to the superior me-
senteric vessels [4]. 

They are rarely diagnosed preoperatively and their diagnosis is most often made 
intraoperatively [6] [7] [8] [9]. Nevertheless, the diagnosis can be suspected in 
a young patient with a history of intermittent abdominal pain and no history 
of abdominal surgery. Our patient was young and had a history of intermittent 
abdominal pain. Also, he had not been operated on. These data should have made 
us think of the internal hernia. 

Admittedly, the diagnosis could be suspected in the presence of fluid levels 
that are wider than high on the plain abdominal X-ray. On the other hand, the 
positive and etiological diagnosis of the occlusions of the young subject without 
a history of abdominopelvic surgery is based on the abdominal CT scan which 
shows images of circular groupings of loops in the left hypochondrium with the 
inferior mesenteric vein and the superior mesenteric artery. Left displaced up-
wards and forwards [10] [11] [12]. Our patient did not have an abdominal scan 
because it is not feasible in our exercise context. Indeed, our structure does not 
have a scanner and patients generally do not have the means to pay the ambul-
ance costs to go for an abdominal scan in town. This is the reason why we only 
do the X-ray of the abdomen without preparation in front of an occlusive syn-
drome. In this case, our patient had an abdominal X-ray without preparation 
which showed fluid levels that were wider than high. 
 

 

Figure 4. Intraoperative view in laparotomy: the colon is on the left of the image, the 
small intestine on the right, the clamp is inserted into the hernial orifice behind the as-
cending mesocolon [5]. 
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Once the diagnosis has been made, laparotomy remains the main therapeutic 
recourse [13] [14]. Nevertheless, some authors recommend a primary laparos-
copic approach [15] [16] [17]. 

We proceeded to a laparotomy by midline incision with extrication of the 
herniated loop. The sac was resected and sutured in our study, whereas others 
[18] [19] advocate simple closure of the hernial orifice. We did not resection 
the loops because the incarcerated portion was viable, but a single-stage resec-
tion-anastomosis was performed by other authors [18] [19]. 

The prognosis of para-duodenal hernias is good regardless of the approach 
(laparotomy or laparoscopy). In our structure, we do not perform laparoscopic 
surgery because we do not have a laparoscopic surgery column. 

The postoperative course of our patient was simple and he left the hospital af-
ter 4 days of hospitalization. With an 18-month follow-up, his state of health is 
very satisfactory. 

4. Conclusion 

Internal hernias with para-duodenal hernia in mind (50% - 60%) are rare etiolo-
gies of intestinal obstruction (5%). They must be evoked in front of the tables 
of occlusive crises of the subject never operated. This is all the more so as the 
preoperative diagnosis promises to be difficult despite the development of com-
puted tomography. Management is essentially surgical by laparotomy or lapa-
roscopy. The good prognosis is the result of early diagnosis and adequate treat-
ment. 
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