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ABSTRACT

This is a case report of an | I-year-old boy with
left mesocolic hernia. This condition is very
similar to peritoneal encapsulation and a
literature review of both conditions is done.
Confusion among authors in naming them
accordingly is addressed.
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INTRODUCTION

Peritoneal encapsulation, abdominal cocoon, and
sclerosing encapsulating peritonitis are relatively
rare conditions with some similarity causing
confusion in naming them properly, and this
problem has been addressed in the author’s previous
case report!’. Although left mesocolic hernia and
peritoneal encapsulation are similar, there is no
cross reference between the two, and filling in that
gap is one of the aims of this case report.

CASE REPORT

An 11-year-old Malay boy was admitted with a 5-
day history of colicky left loin pain. He admitted
having this problem on and off for a few years and
those episodes were relieved with narcotic
analgesics.

On examination, there was a soft mass at his
left flank. It was not ballotable. Ultrasound scan
revealed moderate degree of left hydronephrosis and
it was further confirmed by intravenous urogram
(IVU). CT scan suggested an intestinal pathology,
the precise nature of which was not certain.

Laparotomy was done subsequently. It was
found that about two-thirds of the small intestine,
from just distal to duodenum to mid-ileum, was
in a peritoneal sac, part of which was posterior to
the left colon, entering through an opening just
inferior to the fourth part of the duodenum. There
was a vein at the anterior edge of the opening. The
colon was normal in its position. Bowel was easily
reduced from the sac and the opening was closed
without injuring the vein. Recovery was uneventful,
and IVU done three months later revealed no more
left hydronephrosis.

Singapore Med ] 1998; Vol 39(1):30

DISCUSSION

Peritoneal encapsulation was first described by
Cleland in 1868@?. It is a relatively rare condition
where the small intestine is encased in an accessory
peritoneal membrane, derived most probably from
the yolk-sac peritoneum as it is rapidly withdrawn
into the abdominal cavity with small bowel behind
it during the 12th week of gestation®?. According
to Sieck et al®, there are two openings in the sac
and the condition is asymptomatic.

Left paraduodenal hernia, claimed to be a
misnomer by Andrews® and proposed by Willwerth
as congenital mesocolic hernia®, is a rather similar
condition where most of the small gut enters into
a peritoneal sac through an opening which is
inferior to the fourth part of the duodenum.
Previous postulation of it being an acquired
herniation through a recognised paraduodenal fossa
(of Landzert), though it may be possible in small
hernia, was challenged by later authors who
proposed a congenital aetiology®”. It is thought
to happen when the mid-gut returns into the
abdomen and rotates to its normal position.
Andrews suggests that there is reversed rotation of
mid-gut loop into the mesocolon®. Others believe
that the mid-gut loop herniates through the
unsupported area of left mesocolon between the
inferior mesenteric vein and the posterior parietal
attachment®”. Although it can be an incidental
finding at autopsy or at laparotomy, some cases are
symptomatic®. Collective review about it was given
by Berardi in 1981

As peritoneal encapsulation is asymptomatic,
and most will be seen either during post-mortem
or incidentally during laparotomy for other
conditions, no diagnostic problem will be
encountered. For left paraduodenal hernia, a
properly performed upper gastrointestinal barium
study including the small intestine has been shown
to be of great importance in establishing the
diagnosis®. Other modalities such as CT scan?,
ultrasound”” and angiogram®? are also reported
to be useful in its diagnosis.

In both conditions, peritoneal encapsulation
and left mesocolic hernia, the operative findings
are almost the same where the small intestine is
encased in a peritoneal sac. Hence, the first
presumption as in this case was that of peritoneal



encapsulation with rare symptomatic presentation.
Only upon further review of literature did the
diagnosis of left mesocolic hernia become apparent.
For the same reason, there are a few case reports of
peritoneal encapsulation which, from their
descriptions and drawings, look more like left
mesocolic hernia®!9. In their case report of a
peritoneal encapsulation, Lifchitz et al mentioned
about the entry point which is below the duodeno-
jejunal junction, but not about the exit point*?.
It is also similar in case 3 of an article by Thorlakson
et al®. Despite the exit points not being
mentioned in both cases, they are symptomatic
cases, and hence, look more like mesocolic hernia.
Since both conditions were the result of errors
in returning and rotation of mid-gut into the
abdomen, it may be that they were of the same
actiology with some chronological difference in
their occurrence. However it is still preferable to
use the term left mesocolic hernia or left
paraduodenal hernia in cases where there is only
one entry and exit points, as they look and act
exactly like hernia; peritoneal encapsulation should
be reserved for asymptomatic cases where the sac is
loose and have separate entry and exit points.

REFERENCES

1. Kyaw K. The abdominal cocoon: A case report. Singapore
Med ] 1994; 35:653-4.

2. Cleland J. On an abnormal arrangement of the peritoneum
with remarks on the development of the mesocolon. J Anat
Physiol 1868; 2:201-6.

10.

11.

12.

13.

14.

Lewin K, McCarthy L]. Peritoneal encapsulation of the
small intestine. Gastroenterology 1970; 59:270-2.

Sieck JO, Cowgill R, Larkworthy W. Peritoneal
encapsulation and abdominal cocoon. Gastroenterology
1983; 84:1597-601.

Andrews E. Duodenal hernia - A misnomer. Surg Gynaecol
Obstet 1923; 37:740-50.

Willwerth BM, Zollinger RM Jr, Izant RJ Jr. Congenital
mesocolic (paraduodenal) hernia: Embryologic basic of
repair. Am J Surg 1974; 128:359-61.

Callander CL, Rusk GY, Nemir A. Mechanism, symptoms
and treatment of hernia into the descending mesocolon
(left paraduodenal hernia). Surg Gynaecol Obster 1935;
60:1052-71.

Zollinger RM: Congenital mesocolic or paraduodenal
hernias: An embryologic basis for classification and
operative repair. In: Nyhus LM, Condon RE eds. Hernia.
Philadelphia: JB Lippincott, 1978:488-94.

Berardi RS. Paraduodenal hernia. Surg Gynaecol Obstet
1981; 152:99-110.

Olazabal A, Guasch I, Casas D. Case report: CT diagnosis
of non-obstructive left paraduodenal hernia. Clin Radiol
1992; 46(4):299-9.

Wachsberg RH, Helinek TG, Merton DA. Internal
abdominal hernia: daignosis with ultrasonography. Can
Assoc Radiol J 1994; 45(3):223-4.

Meyers MA. Arteriographic diagnosis of internal (left
paraduodenal) hernia. Radiology 1969; 92:1035.

Silva MB Jr, Connolly MM, Burford-Foggs A, Flinn WR.
Acute aortic occlusion as a result of extrinsic compression
from peritoneal encapsulation. J Vascular Surg 1992;
16(2):286-9.

Huddy SPJ, Bailey ME. Small bowel obstruction due to
peritoneal encapsulation. Br J Surg 1988; 75:262.

. Lifschitz O, Tiu J, Sumeruk RA. Peritoneal encapsulation

of small intestine. S Afr Med ] 1987; 71:452.

. Thorlakson PHT, Monie IW, Thorlakson TK. Anomalous

peritoneal encapsulation of the small intestine. Br J Surg
1953; 40:490-3.

Date
Time
Place
Registration fees

9am to 3pm

ARCADIA LASER COURSE ’98

8 March 1998 (Sunday)

Hilton Hotel & Arcadia Laser Surgicentre
$400 (per participant) payable to Arcadia Laser Surgicentre Pee Ltd

Limited Participants only!

Organiser

Course outline

Wound Care
How to choose a Laser Machine & the cost
Practical & Demonstration

Arcadia Laser Surgicentre Pte Ltd

10 Tanglin Road #05-29-31 Tanglin Shopping Ctr
Singapore 247889
Tel: 733 8189 Fax: 734 2335

= Principles of Laser

= Applications of Laser
m Laser Hazards
n
n
n

Singapore Med ) 1998; Vol 39(1):31



