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Case Series
Over a period of one year from March 2015 to December 2016, a total 
of 695 patients with hernia and intestinal obstruction were 
considered retrospectively. Of these, 545 patients were hernia cases 
(both elective and emergency), and the rest were intestinal 
obstruction cases, from other causes. Among the hernias most were 
inguinal hernias (397 patients) and internal hernias were constituted 
by 6 cases. All of them presented as acute intestinal obstruction, 
constituting 1.8% of acute intestinal obstruction cases

Total incidence of various types of hernias in our tertiary care centre 
over a period of one year. Internal hernias forms 1.1% of all types of 
these hernias.

Shows the total intestinal obstruction cases over a period of one year. 
1.8% of these obstruction cases were constituted by obstruction due 
to internal hernias.

Case 1: Patient presented to our emergency department with 
features of intestinal obstruction. History of similar complaints were 
present previously which had subsided on its own. He was dehy-
drated and tachycardia was present. Abdomen was distended with 
diffuse tenderness and guarding. X ray abdomen showed multiple air 
fluid levels and dilated bowel loops. He was posted for emergency 
exploratory laparotomy. Intraoperatively ileum was found 
herniating through the left paraduodenal fossa with constricting 
band formed by inferior mesenteric vein and the proximal small 
bowel was found dilated e contents of the hernia were reduced and 

the inferior mesentric vein was preserved. Defect was closed with the 
free peritoneum to the lateral border of duodeno-jejunal flexure, 
retroperitonialising the inferior mesenteric vein. Postoperative 
period was uneventful and he was discharged on day 7.

Shows the left paraduodenal fossa (Landzert's fossa) with the inferior 
mesenteric vein forming the free edge of the defect through which 
the bowel was found herniating.

Case 2: Patient presented to our casualty with features of intestinal 
obstruction. He was febrile and dehydrated, tachycardia was present. 
Abdomen was distended, with diffuse tenderness, guarding and 
rebound tenderness. X ray abdomen showed multiple air fluid levels 
and dilated small bowel loops. He was posted for emergency 
exploratory laparotomy. During laparotomy ileum was found 
herniated in the left paraduodenal fossa with 50 cm of ileum found 
gangrenous within it and proximal segment dilated.

e constriction band was formed by inferior mesenteric vein. e 
contents were reduced, gangrenous bowel was resected and an end 
to end ileo-ileal anastomosis was done in two layers. e defect was 
closed with peritoneum to the DJ flexure after preserving the inferior 
mesenteric vein. Postoperative period was uneventful and he was 
discharged on postoperative day 9.

Shows the dilated small bowel in the left paraduodenal fossa.fig ft0fig
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Hernia is an abnormal protrusion of an organ or tissue through a defect in its surrounding walls. It can be divided into 
internal, external and diaphragmatic hernias. Most of them can be asymptomatic. If they become symptomatic they can 

present with features of intestinal obstruction, incarceration or strangulation. In this case series we compare the incidence of these rare 
presentations of hernias with world literature and to warn surgeons not to cut the obstructing band in cases of internal hernias. In this case 
series, we review the clinical details of 7 rare presentations of hernia, who presented with various types of hernias Yenepoya medical college 
mangalore over a period of one year. Of these 7 cases 6 cases were internal hernias (3 left paraduodenal hernias, 2 transmesentric hernias, and 1 
pericaecal hernia) and a case of spigelian hernia above the level of umbilicus. All of them presented as acute abdomen in the emergency 
department. Among these 7 cases, only one case was diagnosed preoperatively. ree patients had bowel gangrene and had to undergo 
resection- anastomosis of the bowel. e survival rate among these cases was 100% as compared to 50% in the world literature if they had been 
left untreated. Even though internal hernias are a rare entity, we need to have it as a differential diagnosis in case of intestinal obstruction, in a 
previously non-operated abdomen.
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Shows the segment of the small bowel which was found gangrenous 
in the left paraduodenal hernia sac, which was later resected and an 
end to end ileo-ileal anastomosis was done.

Case 3: A chronic liver disease patient admitted in medicine ward 
presented to emergency department with features of intestinal 
obstruction. 

X ray abdomen showed multiple air fluid levels and Contrast 
Enhanced Computerized Tomography (CECT) abdomen showed 
encapsulation of distended bowel loops in an abnormal location in 
the left hypochondrium, with hepatomegaly and ascites She was 
transferred to the surgery department for emergency exploratory 
laparotomy. Intraoperatively ascites was present. Liver was 
massively enlarged and ileum was found herniating through the left 
paraduodenal fossa and covered by peritoneal sac and the 
constricting band was formed by the inferior mesenteric vein 
causing obstruction Sac was opened, contents were reduced and the 
defect was closed with the peritoneum to the lateral aspect of 
duodeno-jejunal flexure after preserving the inferior mesenteric 
vein. Postoperatively she was transferred to surgery ICU because of 
hypotension. She could not be revived and expired on postoperative 
day 3 due to cardiac cause.

CECT abdomen of the patient showing encapsulated small bowel in 
an abnormal location in the left side of the abdomen.

Showing the small bowel within the sac in the landzert's fossa.

Case 4: Patient presented to our casualty with features of intestinal 
obstruction. He was febrile, dehydrated and tachycardia was present. 
Abdomen was distended with rebound tenderness. Total leukocyte 
count was 27,000\mm3. X ray abdomen showed multiple air fluid 
levels and dilated small bowel loops. He was posted for emergency 
exploratory laparotomy. Intraoperatively small bowel was found 
herniated in the pericaecal region, between peritoneal bands, with 75 
cm of ileum gangrenous and proximal small bowel found dilated. e 
contents were reduced. Gangrenous segment was resected and an 
end to end ileo-ileal anastomosis was done in two layers. e hernial 
defect was closed by approximating the peritoneal bands. He was 
discharged on postoperative day 10.

Showing a segment of small bowel, seen gangrenous in the pericaecal 
hernia, which was later resected and an end to end ileo- ileal 
anastomosis was done.

Case 5: A chronic calcific pancreatitis patient who had undergone 
Frey's procedure from a hospital in Tamil Nadu 2 years back, now 
presented with complaints of intestinal obstruction. CECT abdomen 

showed features of mechanical obstruction of bowel. He was posted 
for emergency exploratory laparotomy. During laparotomy the small 
bowel was found herniating through a defect in the transverse 
mesocolon near the previous anastomotic site with 50 cm of ileum 
found gangrenous within. Contents were reduced, the gangrenous 
segment was resected, and an end to end ileo-ileal anastomosis was 
done in two layers. e defect in the transverse mesocolon was 
closed. He was discharged on postoperative day 9.

Case 6: A 57-year-old female who had undergone subtotal 
gastrectomy with a Roux- en- Y reconstruction for a stomach GIST 2 
years back. Now she presented to our casualty with complaints of 
intestinal obstruction. She was dehydrated, tachycardia was present. 
Abdomen was distended with diffuse tenderness. X ray abdomen 
showed dilated small bowel loops with multiple air fluid levels. 
Initially she was managed conservatively by nasogastric aspiration 
and IV fluids. But symptoms were persisting and hence she was 
posted for exploratory laparotomy. Intraoperatively ileum was found 
herniating though a rent in the Roux loop of jejunum causing 
obstruction. e ileum was reduced. e defect was closed by 
approximating mesocolon to the roux loop. She was discharged on 
postoperative day 7.

Case 7: A-45 year-old female came to emergency department with 
complaints of a swelling over left side of the abdomen, associated 
with fever and pain. No history of any trauma, or any similar illness in 
the past. She was febrile with a 10 x 8 cm tender parietal swelling in 
the left lumbar region extending to the left hypochondrium, the rest 
of the abdomen was normal. Ultrasound scan of the abdomen was 
suggestive of an abdominal wall abscess and it was drained with a 
catheter under ultrasound guidance. Despite this, after 4 days the 
swelling was persisting. Repeat ultrasound was taken, which showed 
persistence of pus in the region with some intra-abdominal structure 
communicating with the abscess cavity. She was posted for 
exploratory laparotomy. Intraopetratively the abscess cavity was laid 
open, and proceeded with laparotomy. It was found that the cavity 
was tracking to the left hypochondrium with a defect in the 
abdominal wall through which omentum was herniating which got 
strangulated. e contents were reduced. Strangulated omentum 
was resected, defect in the abdominal wall closed in layers with 
polypropylene. Postoperative period was uneventful and she was 
discharged 2 weeks after admission.

Shows the omentum herniating through the defect in the left 
hypochondrium, which was strangulated in the interparietal region 
presenting as an abscess.

Shows the defect in the left hypochondrium.In this case series, we 
had 7 rare cases of hernias, of which, one was a spigelian hernia 
occurring above the level of umbilicus. Other 6 cases were internal 
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herniation (3 left paraduodenal hernias, 2 transmesentric hernias 
and 1 pericaecal hernia) presenting with features of intestinal 
obstruction Among them, only one had preoperative diagnosis of 
internal hernia. Considering the statistics of the incidence of various 
types of hernias in our institution over a period of one year, they 
correspond with that of world literature. e statistics are same for 
incidence of intestinal obstruction due to these types of hernias. 
Among these 7 cases 4 patients had strangulation of the contents. 
e survival in these cases was 100%. e statistics of these rare 
presentations of hernia are similar to those in the world. All the 
patients presented with acute abdomen, one had previous history of 
similar symptoms which subsided on its own.

Discussion
A hernia is a bulging of part of the contents of the abdominal cavity 
through a weakness in the abdominal wall [1]. Hernia can occur in all 
ar-eas, when there is congenital or acquired defects in the walls of 
body cav-ities in a case of external hernia or inside the abdominal 
cavity in a case of internal hernia through which the bowel prolapses 
[2]. Hernias are common diseases of the abdomen with a global 
incidence of approxi-mately 4%- 5% [3] and are the most common 
reason for surgery in pa-tients more than 50 years of age [4]. Of these, 
inguinal hernias are the most common with prevalence of 75%, 
followed by femoral (15%), and umbilical (8%) [3]. e male:female 
ratio is as high as 8:1. In the case of femoral hernia; females are the 
more commonly affected [4]. Hernias have a wide range of 
presentation. Mostly they are asymptomatic or may present with 
non-specific symptoms. But in some cases, the patients can have 
pain or nausea and, in some cases they can develop acute complica-
tions (incarceration, obstruction, volvulus & strangulation) that 
need prompt diagnosis and treatment [4]. Diagnosis is almost always 
clinical, but can be difficult in patients with obesity, pain or in rare 
presentations of hernias; where preoperative imaging may help in 
the diagnosis. Some-times it can be an accidental finding intra 
operatively.

In 1857, Treitz defined an internal hernia as a retroperitoneal 
protrusion of an abdominal organ through a peritoneal fold [5]. 
Internal hernia is a rare type of hernia in which the abdominal 
content herniates through the defect in the peritoneal cavity, which 
is found either congenitally or is acquired. Congenitally they may be 
pre-existing anatomical structures like recesses, foramina, or fossa 
[2]. Internal hernias account for < 1% of all abdominal hernias 
worldwide. Most of these patients may have non-specific symptoms, 
until they present to the casualty with features of in-testinal 
obstruction, abdominal pain, or distension. ey mostly present with 
features of intestinal obstruction, which account for 5.8% of all small 
bowel obstruction cases [2]. It is classified by Ghahremaani into 6 
groups [6]. ey are: 1) Paraduodenal hernias (50-55%); 2) Hernias 
through foramen of Winslow (6-10%); 3) Transmesentric hernias (8-
10%); 4) Pericaecal hernias (10-15%); 5) Intersigmoid hernias (4-8%); 
6) Paravesical hernias (<4%). Paraduodenal hernias are mainly 
congenital, due to malrotation of the small bowel and entrapment of 
the small intes-tine beneath the mesocolon [7–9]. Two types are 
seen, left and right. Of these, left paraduodenal hernia is more 
common. is occurs through the Landzerts fossa [2,9]. Preoperative 
diagnosis by radiography, oral con-trast study or CECT abdomen 
shows encapsulated bowel loops, at the duodeno-jejunal junction 

between the stomach and pancreas to the left of the ligament of 
Treitz in a case of left paraduodenal hernia with or with-out features 
of obstruction. e free edge of the defect in the right and left 
paraduodenal fossa are formed by colonic vessels and usually these 
structures form the obstructing band. So in these cases we need to be 
cau-tious in cutting the obstructing band. Internal herniation 
through the fo-ramen of Winslow accounts for 6-10% of the internal 
hernias. e pre-disposing factors are larger than a normal opening 
at the foramen of Winslow and, also redundant small bowel with 
large mesentry [10]. Transmesentric variety of internal hernia 
accounts for 8-10%, and its in-cidence is seen to be increasing. It is 
mainly acquired, occurring due to herniation of bowel loops through 
defects in the mesentry, following previous surgeries. Other rare 
varieties are pericaecal, intersigmoid, and paravesical hernias [2]. 
Even though the treatment for obstructed hernia is release of the 
obstructing band and reducing the contents, it is not nor-mally done 
in case of internal hernias as the obstructing band could be major 
vessels. Here the dilated loops are decompressed and reduced, and 
the defect is closed either by retroperitonealising the fossa or by 
approx-imating the peritoneal bands [10–12].

Spigelian hernia in itself is very rare and is difficult to diagnose 
clinical-ly. It has been estimated that it constitutes 0.12% of 
abdominal wall her-nias [13]. It was named after Adriaen Van den 
Spigehel, an anatomist from Belgium who described the fascial 
defects associated with this rare hernia [14]. It usually occurs along 
the semilunar line. is defect creates the plane for inter parietal 
hernias, between the rectus and the oblique muscles. Spigelian 
hernias usually occur below the level of the umbilicus [1]. Until now, 
only 3 other reported cases, were seen above the level of umbilicus 
[15] and one case reported to present like abdominal wall ab-scess, 
but below the level of umbilicus [16]. Our patient presented with a 
Spigelian hernia seen above the level of umbilicus presenting as an 
ab-dominal wall abscess. e treatment for spigelian hernias is 
surgery as there is more chance for strangulation due to narrow 
fibrous neck. It can be done by mesh repair either by open or 
laparoscopic technique.

Conclusion
ough internal hernias are rare, in a previously non operated 
abdomen presenting as intestinal obstruction, especially when there 
is a history of similar episode subsiding by itself, we should have a 
differential diagno-sis of internal hernia and we should always be 
cautious of cutting the ob-structing band in internal hernias as it may 
hamper important vascular supplies. In a case of internal hernia; 
early intervention prevails better survival.
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