Letters to the Editor

diagnostic tool, long used and still of great utility, commonly
being the only imaging resource available; therefore, it is critical that radiologists know how to identify Boerhaave’s syndrome
and other serious diseases from the X-ray findings(2–4). We acknowledge the importance of computed tomography in assessing thoracic conditions. However, we would like to emphasize
that the clinical profile, together with the chest X-ray findings, is
usually sufficient to diagnose pneumomediastinum(2).
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Broesike hernia: long-standing incharacteristic abdominal pain

Dear Editor,
A 75-year-old woman presented with a three-year history of
nonspecific, moderate, intermittent mesogastric pain, similar to
colic, with little improvement after medication, accompanied by
nausea and postprandial fullness. She had a history of abdominal surgery, with a resurgence of symptoms six months prior to
seeking treatment at our facility, and the attending physician
therefore requested a multidetector computed tomography
(MDCT) scan (Figure 1) for diagnostic purposes. On MDCT,
the first, second, and third portions of the duodenal arch were
seen to be in their normal positions, whereas the fourth portion passed through the right mesocolic fossa (mobile ligament
of Treitz), with jejunal loops predominantly on that side, crossing over to the contralateral side to the mesenteric vein and artery. That finding is characteristic of right paraduodenal hernia
through the mesocolic fossa (Broesike hernia), with no signs of
obstruction of the jejunal loop in the MDCT examination, with
high suspicion due to the intermittent aspect of this finding.
The greater anatomical characterization capacity of MDCT
and the development of diagnostic imaging methods have made
the study of internal abdominal hernias more accurate, given
that intermittent symptoms could exclude their diagnosis(1–3).
Caused by congenital mechanisms, surgery, trauma, inflammation or poor circulation, they have several subclassifications(4,5).
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Right paraduodenal (or Broesike) hernia is defined as one in
which the small bowel is concentrated in the peritoneal cavity,
adjacent to the ligament of Treitz(2,4). They develop through the
Waldeyer fossa, resulting from fusion failure of the ascending
mesocolon with posterior parietal peritoneum(3) (Figure 2).
Despite affecting approximately 50% of patients diagnosed
with internal hernia, paraduodenal hernias tend to affect elderly
males in larger proportions, although Broesike hernias account
for 25% of such cases, most frequently being attributable to
malrotation of the small bowel(1–3,5). Certainly underdiagnosed,
Broesike hernia is a rare cause of intestinal obstruction and is
difficult to diagnose from a clinical, surgical, and radiological
perspective; a delay in its diagnosis leads to catastrophic outcomes, such as acute obstruction of the small bowel, ischemia,
and intestinal perforation(1,2,6). It can be asymptomatic or provoke symptoms ranging from vague constant epigastric pain
to intermittent colic-like periumbilical pain (accompanied by
nausea and recurrent intestinal obstruction) to incarceration
or strangulation. Its typically intermittent symptoms make the
medical team question the veracity of patient complaints(5).
When identified by MDCT, hernia with intestinal subocclusion shows an “encapsulated” mass of dilated small bowel
between the pancreas and stomach, to the right of the ligament
of Treitz(2,5). In general, the mass dislocates the posterior wall
of the stomach, the duodenal flexure, and (inferiorly) the transverse colon. There is engorgement of the mesenteric vessels,

Figure 1. Contrast-enhanced portal-phase MDCT of the abdomen, in the axial plane (A) and coronal plane (B). Note the normally positioned third portion of the
duodenal arch and the fourth portion passing through the right mesocolic fossa (arrow to the right), representing a mobile ligament of Treitz, and with jejunal
loops predominantly on the right side. C: MIP reconstruction in the coronal plane, showing fewer small bowel loops to the left of the mesenteric vessels.
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Figure 2. Schematic of the mechanism of the occurrence of right paraduodenal hernia. The proximal portion of the small bowel remains to the right,
insinuating itself into the hernia recess, known as the Waldeyer fossa, posterior and inferior to the opening. That mobility can promote slippage of the
loops, and in more severe cases, their strangulation.

which supply segments of the small bowel in the area of the
hernia defect(3,5). In the case described here, MDCT revealed
laterally insinuated loops clustered in the region of the mesocolic fossa, with no significant distension or injury of the jejunal

Thickening of the greater auricular nerve in leprosy: clinical
correlation by ultrasound

Dear Editor,
A 39-year-old man presented with a two-month history of
painful erythematous-violet nodular lesions on his trunk and
lower limbs, accompanied by arthralgia in the small joints of
the hands, wrists, ankles, and elbows, with morning stiffness for
about an hour that improved with movement. He reported having
experiencing similar, self-limited episodes for the last year and

Figure 1. Enlarged (thickened) right greater
auricular nerve (arrows).

loops. The addition of contrast could increase the diagnostic
accuracy of the radiological examinations.
Laparoscopic repair is a safe and effective method for the
management of cases of Broesike hernia(7,8). However, because
the patient described here was at prohibitive surgical risk, we
opted for clinical monitoring. At this writing, the patient has
been followed at our facility for over six months, without any
worsening of her symptoms.
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a half, each episode lasting for approximately five days and accompanied by significant weight loss. On physical examination,
the patient was malnourished, with lamellar desquamation and
mobile nodules of approximately 3 cm, together with erythematous-violet lesions on the anterior surface of thighs, just above the
knees bilaterally and at the left thoracoabdominal junction. He
also had gross thickening of the fibular and ulnar nerves bilaterally, as well as of the right greater auricular nerve (Figure 1). The
diagnosis of lepromatous leprosy was confirmed by skin biopsy.
We assessed the peripheral nerves by ultrasound (Figure 2).

Figure 2. Ultrasound of the right greater auricular nerve (asterisk, with contours indicated by dotted lines), in an
axial view, showing a hyperechoic rim, corresponding to the epineurium, with a thickness of 1.0 mm (red x). The
cross-sectional area of the nerve was estimated to be 50 mm2.
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