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			Introduction

			Petersen hernia is a rare variety of internal hernia where the small gut loops herniate behind the gastrojejunostomy (GJ) site through the Petersen’s space named after the surgeon who first described it [1]. The incidence of these hernia is somewhere between 1-4 % after laparoscopic surgeries but less than 1% after open bariatric surgery [2]. In the past when gastrojejunostomies were done for peptic ulcer disease this condition was seen more often, but the incidence was low. The advent and popularity of bariatric surgery has again brought this hernia into limelight. 

			This condition is seen more commonly after laparoscopic bariatric surgeries where the sudden loss of mesenteric fat makes the loops to herniate through the Petersen’s space [3].Patients usually have a history of repeated episodes of upper abdominal pain with nausea until they develop complete intestinal obstruction one day. Contrast Enhanced Computerised Tomogram Scan (CECT) of the abdomen is the preferredradiological diagnostic tool but still it can miss the diagnosis and the issue is best settled during laparotomy where the small gut loops are seen traversing behind the GJ from left to right [4].Early surgery is required. The intestine may be strangulated requiring resection of the small gut, 

sometime massive gut resections requiring transplantation. We present here a case of a male patient who presented with the 
features of intestinal obstruction, 27 years after undergoing gastrojejunostomy for peptic ulcer disease.

			Case Presentation

			A 68-year-old male presented to the emergency room (ER) with two days history of pain abdomen and distension of upper abdomen. The pain was sudden in onset,colicky in nature. There was a history of similar complaints in the past. But they relieved on their own after conservative management. There was a history of some surgery done about 27 years back for perforated peptic ulcer, although there were no records available. His abdomen was distended with visible peristaltic gut loops. There was an upper midline scar of about 10-12 centimetres(CM) over the abdomen. There was mild tenderness over the whole abdomen. He was slightly dehydrated. 

			Pulse rate was 98 beats per minute. Blood pressure was 102/60mm of Hg (millimetres of mercury). On nasogastric tube insertion about 600ml(millilitre) fluid was aspirated. The X- ray examination of abdomen showed multiple air fluid levels in erect film (Figure 1). His total leucocytes count was 11200/mm3 (Per cubic millimetre). Blood urea nitrogen (BUN) was 28mg/dl, serum creatinine was 1.3mg/dl. Other biochemical and haematological parameters were within normal range. Sonological examination of the abdomen showed multiple dilated small gut loops with a maximum diameter of about 3.2cm, showing to and from movement of the echogenic fluid within the lumen, and minimal free fluid in the abdominal cavity. 
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			A diagnosis of acute intestinal obstruction was made, and patient was taken up for explorative laparotomy after adequate fluid resuscitation. On opening the abdomen there were multiple dilated small gut loops filled with gas and fluid. The duodena jejunal junction (DJ) was distended and about 5cm from the DJ there was an intact gastrojejunostomy (GJ). About 3 feet distal to the DJ small gut has herniated under the GJ and whole of the distal jejunum and ileum was collapsed up to the ileo cecal junction (ICJ). The entrapped jejunal loop was gently retrieved (Figure 2).There was a constriction ring formed over the jejunum where it was entrapped under the GJ, although the small gut was healthy.After ensuring the viability of the small gut the mesenteric defect was closed with a running polydiaxonone suture. The patient was discharged home on fourth post-operative day and has recovered well after surgery. The patient is still under follow-up.
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			Discussion

			Every surgeon in theemergency room(ER) will come across a case of acute intestinal obstruction on a day to day basis. Adhesions account for about 75% of all the cases. Next in list are the hernias followed by other rare causes. Among hernias internal hernias are a rare cause of small bowel obstruction (SBO)[5]. Petersen hernia is further a very rare form of internal hernia. It was first described by a German surgeon, Walther Petersen in 1900. It is an internal hernia seen after GJ formed for any reason. Its boundaries are described as transverse mesocolon, retroperitoneum and the mesentery of the Roux limb. There is a potential space formed behind the GJ called Petersen space through which the small gut loops herniate from left to right [1].They were commonly seen about 50 years ago when the routine surgeries for peptic ulcer disease were performed. Peptic ulcer disease was treated with truncal vagotomy and enterectomy with drainage procedures like gastro jejunostomy. But then came an era of pharmacological advance with the development of antihistamines like Ranitidine followed by the development of Proton Pump Inhibitors (PPI). 

			During this time these surgeries became almost extinct and the Petersen hernia decreased dramatically. Surgeons of today’s era are not well trained in all those surgeries of the past. But this entity has again made a resurgence. This is mainly due to an increase in bariatric procedures [2]. Petersen hernia is seen more commonly with laparoscopic Roux- en-Y gastric bypass (LRYGB). There are two or three potential hernia spaces formed after these procedures. Open surgery leads to formation of dense adhesions which keeps the incidence of Petersen hernia to as low as 1%. But laparoscopic surgery is associated with lesser adhesion formation thus permitting more hernias ranging from 1-4% [2].

			The patients undergoing bariatric surgery lose weight suddenly making the mesenteric fat content low thus leading to enlargement of the mesenteric defects and thus a higher incidence of this hernia [3]. The loops herniate many a times and may reduce spontaneously thus the patients present with a repeated history of upper abdominal pain and distension. but one day the loop will get stuck and not reduce spontaneously. The patients now may present with above mentioned symptoms in addition to vomiting. If the loops are not reduced at this stage the patient may develop gut strangulation.This time the patient will have extreme abdominal tenderness, bloody vomitus, tachycardia, hypotension [6]. 

			It is difficult to reach the diagnosis of Petersen Hernia before surgery but if the patient’s condition permits,Contrast Enhanced Computerised Tomogram (CECT) of abdomen may help the diagnosis. The CECT findings which point towards a diagnosis of Petersen’s Hernia are: distended gut loops in the upper abdomen, displacement of ligament of Treitz anteriorly and towards right, mesenteric whirl sign, presence of small gut loops above the transverse colon or GJ, mesenteric fat stranding and distal ileum coursing towards left hypochondrium[4]. But even after this the diagnosis is only confirmed at laparotomy in around 20-30% cases [7]. Exploratory laparotomy and careful reduction of the entrapped segments by open or laparoscopic surgery is the treatment of choice as an undue delay in surgery can lead to strangulation of the entrapped gut loops worsening the prognosis. The mesenteric defects should be closed with running sutures. If delayed, patients may end up with major resections and sometimes, even require gut transplant which is generally not available at every centre [4]. 

			Conclusion

			Petersen hernia is a forgotten diagnosis which has made a resurgence with the increase in bariatric and laparoscopic procedures. A high index of suspicion and an early exploratory laparotomy may prevent the fatal outcome in a patient.
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			Abstract

			Introduction:Petersen hernia was described in patients undergoing gastrojejunostomy (GJ) for any cause. They are seen more commonly after bariatric surgery these days. Patients usually present with features of intestinal obstruction.

			Case presentation: A 68-year-old man presented with the features of intestinal obstruction for 48 hours. Patient was subjected to exploratory laparotomy. He had nearly three fourth of his small gut herniated behind the gastrojejunostomy. The bowel was found viable during laparotomy which was reduced free and the defect was closed.

			Conclusion: Petersen Hernia was once rare, but we are going to see more of these soon since laparoscopic bariatric surgery is on a rise
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Figure 1:Muttiple air fluid levels in the dilated jejunal and ileal
loops.
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Figure2:Entrapped  jejunal loop hemiating under the
gastrojejunostomy loop.
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