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Letters to the Editor

A paraduodenal hernia (Treitz’s hernia)
causing acute bowel obstruction
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Dear Editor,

Paraduodenal hernias, also called Treitz’s hernia, are unusu-
al causes of intestinal obstruction and account for 0.9% of all
intestinal obstructions (1). Paraduodenal hernias constitute half
of all internal abdominal hernias and occur when the small
bowel herniates into the paraduodenal fossa with manifestation
of intestinal obstruction (2). Specific clinical signs are often ab-
sent, leading to the frequent delay of correct diagnosis, with
bowel necrosis resulting in up to 20% of patients (3). Herein,
we present our case to increase the awareness of Treitz’s hernia
and suggest the early CT scan intervention may be helpful to
make the preoperative diagnosis of paraduodenal hernia.

Clinical case

A 30-year-old male presented to the emergency department
with a 1-week history of intermittent abdominal pain and non-
bilious vomiting. His vital signs revealed temperature of 37.2
°C, pulse of 110/min and blood pressure of 116/68 mmHg.
Physical examination showed a distended and muscle guarding
abdomen without rebounding tenderness, particularly in the
periumbilical region while increased bowel sound was noted.
The blood tests showed white blood count of 8,700/ul with
85% segmented neutrophils. Plain film of the abdomen showed
dilated small bowel loops in the central abdomen. Computed

Fig. 1. A. Axial view of CT showed small bowel loops and looping of
venous branches (arrow) of the superior mesenteric vein (v) in the cen-
tral abdomen. B. Coronal view showed encapsulation of dilated small
bowel loops in the central abdomen with displacement of colon (A: as-
cending colon, T: transverse colon, D: descending colon).

Fig. 2. Operative photograph demonstrated the viable small bowel
loops herniating through a defect in the transverse colonic mesentery,
just near the Treitz's ligament.
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tomography of the abdomen showed encapsulation of dilated
small bowel loops and looping of venous branches of the supe-
rior mesenteric vein in the central abdomen (Fig. 1). The in-
testinal obstruction was diagnosed and internal hernia was
highly suspected. The patient was admitted and received the
conservative treatment with nasogastric (NG) drainage tube
and intravenous fluid support. However, the obstruction failed
to resolve and his abdomen became progressively distended
with massive output from NG tube. Subsequently, the patient
underwent laparotomy under the impression of total intestinal
obstruction. We found a large defect in the transverse meso-
colon, near Treitz’s ligament region and almost the entire small
bowel was herniated into this defect, compatible with a
paraduodenal hernia (Fig. 2). Lysis of adhesion, reduction of
hernia and repair of mesentery defect were done. Postoperative
course was uneventful. The patient was discharged on the 5"
post-operative day and experienced no further symptoms.

Discussion

Paraduodenal hernia is an unusual cause of small bowel ob-
struction. Paraduodenal hernia accounts for about 30-53% of
all internal hernias, which defined by Treitz in 1857 (1). Vague
symptoms of paraduodenal hernia, caused by either partial or
complete intestinal obstruction, include nausea, vomiting and
abdominal pain. Physical examination may be normal, unless
the hernia produces a mass or causes intestinal obstruction.

Since internal hernias are uncommon and have non-specific
clinical features, preoperative diagnosis is difficult. Plain ab-
dominal radiography may demonstrate a distended, fluid-filled
stomach or reveal dilated loops of small bowel in an ovoid
mass. Clustering of small bowel loops at the level of the liga-
ment of Treitz or behind the pancreas may be seen on comput-
erized tomography, with the sac providing a well-circum-
scribed edge (4). Early laparotomy is mandatory because
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obstruction of the entrapped bowel can lead to ischemia and
perforation with a high mortality (5). The steps of operation in-
clude adequate incision, reduction of the hernia content, repair
of the defect and avoiding injury to the mesenteric vessels.

Although internal hernias are uncommon as the primary eti-
ology of mechanical small bowel obstruction, they should be
considered in patient with obstructive symptoms, especially in
younger people without previous abdominal surgery. In addi-
tion, image studies of CT should be obtained immediately to
provide more information while the diagnosis of internal hernia
is suspected. Surgical intervention is indicated for patients with
intestinal obstruction or high risk of incarceration. Early diag-
nosis and prompt treatment prevent further complications and
prolonged hospitalization.
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