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Petersen’s hernia is an internal hernia caused by the herniation of intestinal loops through

the defect created between the transverse mesocolon, the retroperitoneum and the afferent
loop mesentery (Roux, Omega or others) after any type of gastrojejunostomy. With the
growth of bariatric and metabolic surgery, particularly with the laparoscopic approach, there
was an increase in this kind of complication with its associated morbidity and mortality. The
diagnosis is challenging and can lead to treatment delay with devastating consequences.
This review aims to describe the incidence of Petersen’s hernia, its prevention strategies
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Introduction

Petersen’s space (first described in 1900 by Dr. Walther Petersen)
is a defect created after any gastrojejunostomy. Its limits are the
transverse mesocolon, the retroperitoneum and the jejunal limb
mesentery. The herniation of intestinal contents (mainly small bowel)
through this defect it’s called a Petersen’s hernia.

Discussion

With the decrease in gastrojejunal anastomosis after antrectomy
for peptic ulcer disease, the expansion of bariatric and metabolic
surgery is leading to a new increase in the incidence of this disease,
reported to be from 0,9% to 11.7%. Kermansaravi et al.,' reported
a reduced incidence when the defect is closed (11,7% vs 2,5%), but
associated with prolonged operating time and further complications,
like bleeding and hematoma formation. Some studies suggest it is also
dependent on the surgeon’s learning curve.

The probability of developing a Petersen’s hernia is greater
with a retrocolic alimentary loop (4,5%) than with an antecolic one
(0,4%).>* The laparoscopic approach with its known advantages (less
postoperative pain, shorter hospital stay and earlier resumption of
normal activities), also leads to less adhesions formation and greater
likelihood to develop internal hernias in long term.* Although less
frequent in one anasthomosis gastric bypass (OAGB) than in Roux-
en-Y gastric bypass (RYGB), Facchiano et al.,’ described the first case
of Peterson’s space hernia in this surgery, demonstrating that it does
not eliminate the risk of developing internal hernias. Changing from
retrocolic to antecolic bypass has been shown in multiple studies to
reduce the incidence of internal hernias.®

Patients present with recurrent and intermittent abdominal pain,
associated with nausea vomiting. These vague chronic symptoms
should raise the suspicion of an internal hernia in patients submitted
to bariatric and metabolic surgery, particularly with normal clinical
and laboratory findings.

Abdominal CT scan with intravenous contrast should be
considered in all patients with gastrojejunal anastomosis, as it is the
most accurate diagnostic procedure. Common findings in CT scan
are intestinal distention and herniation, mesenteric vessels rotation
(“whirlpool” sign) and displacement of the Treitz ligament and distal
ileum, with the herniated small bowel loop located above the gastric
level. Ximenes M et al.,” also described the mesenteric vessel rotation
together with mesenteric fat haziness to be the most sensitive signs for
the diagnosis of internal hernias.

As internal hernias are particular diagnostic challenges, only
suspected in symptomatic patients, this patient’s benefit from
observation by an experienced bariatric surgeon.® Early diagnosis
and treatment are mandatory to avoid major complications, such
as incarceration and bowel ischaemia.” Even with high index of
suspicion, diagnostic laparoscopy may be necessary for the definite
diagnosis.

Closure of the potential hernia sites do not prevent herniation in
all patients due to massive loss of weight and abdominal fat after
metabolic surgery, which can wider small mesenteric defects due
to reduction of intraabdominal fat. 2! Several techniques have been
described for closure of the mesenteric defect.* >!' Paroz et al.,*
reported a decrease in internal hernias incidence from 5,6% with
separate stitches of absorbable suture, to 3,4% with separate stitches
of non-absorbable suture, and finally to 1,3% with running stitches
of non-absorbable suture,* with further randomized studies needed to
decide which is the best closure technique.
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Conclusion

Petersen’s space hernias are rare complications after gastric
bypass, with potentially fatal complications, such as bowel ischemia
and perforation. Diagnosis is challenging, not only because of patient
morphology, but also due to lack of clinical signs and professional
experience with bariatric surgery. Laparoscopy is essential in
diagnosis and treatment, not only in elective but also in emergency
setting.?
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