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Abstract

Purpose This retrospective cohort study aims to compare perioperative outcomes between laparoscopic and open
surgical repair of obturator hernia, a rare but clinically significant abdominal wall hernia.

Methods We analyzed 13 consecutive patients with CT-confirmed obturator hernia causing small bowel obstruction
(2017-2023). Six underwent open repair and seven received laparoscopic transabdominal preperitoneal (TAPP) repair
with mesh. Outcomes included operative time, blood loss, hospitalization duration, and CRP levels.

Results Laparoscopic repair significantly reduced hospitalization duration (median 7 vs. 13 days; P=0.049) and post-

rences occurred during 12-month follow-up.

operative inflammation (CRP 10.66 vs. 79.07 mg/L; P=0.003), with less blood loss (10 vs. 30 mL; P=0.001). No recur-

Conclusions Laparoscopic obturator hernia repair demonstrates advantages in reducing hospital stay, minimizing
surgical trauma, and attenuating systemic inflammatory response as compared to open approach. However, larger
multicenter studies are warranted to validate these findings given the limited sample size.
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Introduction

Obturator hernia, accounting for 0.07-1% of all abdomi-
nal wall hernias [1], represents a surgical challenge due to
its anatomical complexity and nonspecific clinical pres-
entation. Its incidence increases to 1.6% among elderly
women with intestinal obstruction [2], underscoring its
clinical significance in this demographic. Anatomically,
the wider transverse diameter of the female obturator
canal [3], combined with age-related tissue laxity, creates
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a predisposing pathway for hernia formation. Over 80%
of obturator hernias present acutely with incarceration,
and 30-40% progress to strangulation requiring bowel
resection [4], highlighting the imperative for timely
intervention.

Despite established surgical approaches, the opti-
mal management strategy remains debated, particularly
regarding laparoscopic versus open repair in emergency
settings [5]. The current literature lacks comparative
studies with standardized outcome measures for this rare
condition. The’'Howship—Romberg sign’is present in only
25-50% of cases [6], making radiological confirmation
essential.

This study therefore seeks to provide a systematic com-
parison of laparoscopic and open approaches at a tertiary
referral center, evaluating: (1) perioperative outcomes
(operative time, blood loss), (2) systemic inflammatory
response through serial CRP measurements, and (3)
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short-term recovery parameters (hospital stay, complica-
tion rates). Our findings aim to inform surgical decision
making for this high-risk population.

Pathophysiology

Anatomical factors

The pathogenesis of obturator hernia is primarily deter-
mined by the anatomical configuration of the obturator
foramen. The obturator foramen exhibits a greater trans-
verse diameter in females, predisposing them to a sixfold
higher incidence of obturator hernia compared to males
[7]. Anatomically, the obturator foramen is bounded by
the ischium and pubis, traversed by the obturator mem-
brane and canal which transmits the obturator neu-
rovascular bundle [8]. The obturator canal, situated at
the anterosuperior margin of the obturator membrane,
provides a 1-1.5 cm diameter conduit for the obtura-
tor nerve, artery, and vein [5, 8]. Progressive weakening
of pelvic connective tissues permits herniation of intra-
abdominal contents through the canal, leading to sac for-
mation within the medial thigh compartment. In severe
cases, this may result in strangulation of the herniated
bowel segment, necessitating emergency surgical inter-
vention [1].

Predisposing factors

Multiple risk factors contribute to the development of
obturator hernia. Chronic elevation of intra-abdominal
pressure caused by conditions such as chronic obstruc-
tive pulmonary disease (COPD), constipation, urinary
obstruction, and ascites represents a major predisposing
factor [9].Age-related degeneration of connective tissues,
particularly in underweight elderly females, significantly
reduces obturator membrane tension, facilitating her-
nia formation [1, 7]. Rapid weight loss (> 10% body mass
within 6 months) may precipitate hernia development
due to loss of preperitoneal fat padding [10]. Impor-
tantly, long-term smoking (> 20 pack-years) induces
collagen degradation through matrix metalloproteinase
activation, substantially weakening the obturator canal’s
structural integrity [3, 4]. The recent studies suggest that
multiparity (> 3 vaginal deliveries) increases susceptibil-
ity through pelvic floor laxity and repeated mechanical
stress on the obturator region [11].

3. Surgery.

Laparoscopic surgery

Laparoscopic surgery is a minimally invasive approach
utilizing 3-5 trocar ports (5-12 mm diameter) to access
the abdominal cavity. Standard pneumoperitoneum is
established with carbon dioxide gas insufflation (intra-
abdominal pressure maintained at 12—-15 mmHg), pro-
viding optimal working space and visualization [12].
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A 30° laparoscope is introduced through the umbilical
port, complemented by two 5-mm working ports placed
bilaterally along the rectus abdominis margin, allowing
the surgeon to perform precise procedures within the
abdominal cavity [13].

Laparoscopic hernia repair demonstrates significant
clinical and economic advantages over open approaches.
According to a multicenter randomized trial, this tech-
nique reduces 30-day complications by 42% and reopera-
tion rates by 67% [14].The cost-effectiveness analysis by
Ielpo et al. revealed:31% lower total healthcare costs(5217
vs 7589, P< 0.001) and 2.3-day shorter return-to-work
time [15]. Notably, laparoscopic patients reported better
quality of life outcomes (hernia-related QoL scores: 82.4
vs 71.6, P= 0.01) at 6-month follow-up [14].The transab-
dominal preperitoneal (TAPP) approach remains pre-
ferred, with 96% success rates in bilateral repairs[15].

Open surgery

Open surgery remains the conventional approach, char-
acterized by a larger abdominal incision that facilitates
direct visualization of the surgical field. The incision size
generally ranges from 5 to 10 cm, with the exact dimen-
sions determined by the hernia characteristics and surgi-
cal requirements [16]. Open repair requires a 6-10 cm
incision above the inguinal ligament, as standardized
in the Lichtenstein technique [17]. Consequently, this
approach carries higher risks of postoperative compli-
cations including surgical site bleeding (median 30 ml
in our study) and infection, often resulting in prolonged
hospitalization (mean 13 days in our cohort) [16, 18].
However, open surgery remains indispensable for com-
plex cases requiring bowel resection or when managing
compromised intestinal viability, particularly in emer-
gency settings [8, 19]. The extensive surgical exposure
enables direct visualization and manual manipulation of
hernia contents, which is particularly advantageous in
cases requiring bowel resection or dealing with necrotic
tissue [8]. Furthermore, this technique benefits from
being widely familiar to general surgeons, with estab-
lished procedural protocols [16, 18].

Materials and methods

Study design

Between January 2017 and December 2023, we retrospec-
tively analyzed 13 consecutive patients who underwent
surgical intervention for intestinal obstruction secondary
to obturator hernia in the Department of Vascular Her-
nia Surgery at Shaoxing People’s Hospital. The study pro-
tocol was approved by the Institutional Review Board of
Shaoxing People’s Hospital (Approval No: 2024-Research
089-01) in compliance with the Declaration of Helsinki.
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Patient selection

Patients were systematically screened based on clinical
presentation and radiological confirmation of obtura-
tor hernia as the primary diagnosis. Intraoperative find-
ings of concurrent abdominal wall hernias constituted
exclusion criteria to ensure diagnostic homogeneity. Fur-
thermore, cases with incomplete perioperative documen-
tation or loss to follow-up were excluded from the final
analysis.

Variables and data collection
Prospectively defined variables encompassed:

1. Demographic parameters (age, sex, body mass
index);

2. Clinical characteristics (symptom duration, How-
ship—Romberg sign presence);

3. ASA physical status classification;

4. Radiological parameters (hernia laterality, bowel
obstruction severity on CT);

5. Intraoperative variables (surgical approach, operative
time in minutes, estimated blood loss in mL, mesh
type);

6. Postoperative outcomes (C-reactive protein levels at
24 h, length of hospitalization in days, complication
rates according to Clavien—Dindo classification).

All statistical analyses were conducted using SPSS
Statistics (Version 18.0; IBM Corp., Armonk, NY). Con-
tinuous variables were expressed as median (interquar-
tile range), while categorical variables were presented as
frequencies (percentages). The Mann—Whitney U test
and Fisher’s exact test were employed for between-group
comparisons, with two-tailed P values <0.05 considered
statistically significant.

Surgical techniques
Open Surgery Performed via a 10-15 ¢cm midline inci-
sion; the hernia sac was reduced, and mesh was placed to
close the defect.

Laparoscopic Surgery Utilized a transabdominal pre-
peritoneal approach with smaller incisions and mesh
repair.

Surgical options

The selection of surgical approach was nonrandomized
and determined by: (1) surgeon’s expertise in minimally
invasive techniques, (2) institutional equipment availabil-
ity during the treatment period, and (3) temporal evolu-
tion of surgical practice patterns at our center between
2017 and 2023. A temporal trend was observed wherein
laparoscopic procedures predominated in later study
years (2020-2023), reflecting the department’s increasing
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adoption of minimally invasive techniques. Open conver-
sion was mandatory for cases presenting with compro-
mised bowel viability (n =2) or hemodynamic instability,
as determined by intraoperative findings of transmural
necrosis or perforation. The open approach was preferen-
tially selected for cases requiring bowel resection (n =2)
or when peritoneal contamination was suspected, based
on predefined intraoperative decision-making protocols.

Ethics statement

Written informed consent for surgical intervention was
obtained from all patients or their legal representatives
prior to procedures, in accordance with institutional
guidelines. Systematic data abstraction occurred from
January to March 2024 by two independent investiga-
tors using a standardized case report form to ensure data
integrity. Postoperative surveillance included scheduled
clinical evaluations at 1, 3, 6 and 12 months to assess
wound healing and hernia recurrence, with all patients
completing minimum 12-month follow-up.

All patient identifiers were removed prior to analysis,
and data were anonymized in compliance with China’s
Personal Information Protection Law and HIPAA-equiv-
alent standards. The institutional review board granted
waiver of informed consent for this retrospective analy-
sis (Approval No: 2024-Research 089-01), determin-
ing that the study posed minimal risk while preserving
participants’rights and welfare. This waiver was justi-
fied as the research involved no more than minimal risk,
could not practicably be carried out without the waiver,
and the waiver did not adversely affect subjects’rights.
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The authors declare that they have no known competing
financial interests or personal relationships that could
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Results
Patient characteristics and clinical presentation
During the six-year study period (2017-2023), our insti-
tution managed 4,200—4,800 abdominal wall hernia
cases, with obturator hernia representing a rare subset
(n =13, 0.27-0.31% incidence). The cohort demonstrated
marked female predominance (11 females vs. 2 males,
ratio 5.5:1), consistent with established epidemiological
patterns for obturator hernia. Both male patients had sig-
nificant smoking histories (> 20 pack-years), suggesting
potential tobacco-related connective tissue alterations as
a contributing factor.

The study population was geriatric (mean age 82 +8.7
years, range 64—94), with 84.6% (11/13) aged >75 years.
Acute presentations necessitated emergency transport,
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precluding baseline anthropometric measurements;
however, all available clinical records indicated chronic
undernutrition (median estimated BMI 17.2, IQR 15.2—
18.8). All patients manifested acute intestinal obstruction
(complete in 84.6% [11/13], incomplete in 15.4% [2/13]),
with universal presentation of acute abdominal pain
(median duration 48 h, IQR 12-96). Symptom onset to
presentation intervals varied widely (range 5 h-7 days),
reflecting diagnostic challenges in this elderly population.

ASA physical status classification differed between
groups: open surgery cohort had 5 ASA II (83.3%) and 1
ASA 1II (16.7%), versus laparoscopic group with 4 ASA
II (57.1%) and 3 ASA III (42.9%). Comorbidities included
prior abdominal surgeries (1 inguinal hernia repair, 1
cholecystectomy), with the oldest patient (94 years) rep-
resenting the extreme of our age spectrum. Intergroup
analyses showed comparable baseline characteristics:
age (P =0.295) and comorbidity burden (P =0.308) did
not differ significantly between surgical approaches. The
detailed results are summarized in Table 1.

Preoperative radiologic diagnosis

All 13 cases (100%) were preoperatively confirmed as
obturator hernia through standardized imaging proto-
cols. Imaging acquisition occurred at our institution in
84.6% (11/13) cases, with 15.4% (2/13) initially diagnosed
by external CT scans that were subsequently reconfirmed
by our radiologists. Diagnostic CT criteria included: (1)
Herniated bowel segment between the obturator internus
and externus muscles (Fig. 1), (2) Dilated proximal small
bowel loops, and (3) The"obturator sign"— fat stranding

Table 1 Baseline Demographic and Clinical Characteristics

Opengroup Lap group P value
(n=6) (n=7)
Age (years) 84(79-88) 80(67-94) 0.295
Sex 0.906
Male 1(16.7%) 1(14.3%)
Female 5(83.3%) 6 (85.7%)
BMI (kg/m2) 17 (14-18.3) 172(152-188) 0.742
Comorbidities* 1(16.7%) 3(42.9%) 0.308
Previous abdominal surgery 0 (0%) 2 (28.6%) 0.155
ASA classification
Il 5(83.3%) 4(57.1%)
Il 1(16.7%) 3(42.9%)

1. Data presented as median (IQR) for continuous variables and n (%) for
categorical variables

2. *Comorbidities included: hypertension (n =2), COPD (n =1), type 2 diabetes
(n=1)

3. BMI categories: Underweight (< 18.5), Normal (18.5-23.9), Overweight
(24-27.9), Obese (> 28)—per Chinese criteria

4. P values calculated using nonparametric tests due to small sample size
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Fig. 1 Preoperative CT examination of the patient. The circled notes
in the figure indicate intraocclusal inlays

around the hernial orifice. CT grading of obstruction
severity showed complete obstruction in 84.6% (11/13)
and partial obstruction in 15.4% (2/13).

Operative findings and treatment

All 13 patients with radiologically confirmed obturator
hernia received surgical management within 6 h of diag-
nosis (median time-to-surgery 3.2 h, IQR 1.8-4.5 h). The
surgical approach selection was nonrandomized, with
laparoscopic procedures performed in 53.8% (7/13) and
open surgery in 46.2% (6/13) based on: (1) hemodynamic
stability, (2) bowel viability concerns, and (3) surgeon
expertise. Procedures were performed by 5 board-certi-
fied surgeons with >5 years’hernia experience, utilizing
standardized techniques, but individualized approach
selection per patient pathophysiology.

Partial obstruction cases (15.4%, 2/13) included one
omental hernia managed electively, whereas 84.6%
(11/13) required emergency intervention for complete
obstruction. Anatomical distribution was right-sided in
53.8% (7/13), left-sided in 38.5% (5/13), and bilateral in
7.7% (1/13), with all cases intraoperatively confirming the
preoperative CT findings.

Laparoscopic technique employed: (1) 10-mm umbili-
cal port for 30° laparoscope, (2) Two 5-mm working ports
at bilateral rectus margins, and (3) Optional additional
3-mm assistant port when needed. Open procedures
utilized midline laparotomy (10-15 cm) with: (1) Nerve-
sparing rectus retraction, (2) systematic exploration of
hernia contents, and (3) in situ mesh placement after via-
bility assessment (Fig. 2).

Intraoperative findings revealed small bowel her-
niation in 92.3% (12/13), including 2 cases (15.4%)
requiring bowel resection for confirmed strangulation
(ischemic changes in >5 c¢cm segment). The remaining
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Fig. 2 Surgical incision for open surgery

Fig. 3 Under laparoscopy, embedded small bowel seen

case (7.7%) demonstrated isolated omental herniation
without bowel compromise, managed with elective
omentectomy.

Laparoscopic visualization identified characteristic
findings: (1)"Corkscrew"small bowel configuration at the
obturator canal (Fig. 3), (2) Transition point with proxi-
mal dilatation, and (3) Reactive mesenteric hyperemia
in strangulated cases. Successful laparoscopic reduction
demonstrated: (1) Hernia sac inversion through the obtu-
rator canal (Fig. 4), (2) viable bowel restoration with pre-
served peristalsis (Fig. 5), and (3) Definitive identification
of the hernial orifice (mean diameter 1.8 +0.4 cm).

Open laparotomy findings included: tense her-
nia sac protruding through the obturator foramen
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Fig. 5 Under laparoscopy, the reduced small intestine is visible

(Fig. 6),"Diving"small bowel loop into the pelvic canal,
and characteristic peritoneal traction folds (Fig. 7). Sac
dissection exposed the incarcerated bowel segment
(Fig. 8), fibrinous exudate in strangulated cases, and
viability assessment by Doppler signal and capillary ref
ill.

Mesh placement consistently covered the myopectineal
orifice with 5 cm overlap, fixed using: interrupted nonab-
sorbable sutures in open cases (Fig. 9).
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Fig. 6 In the open surgical, hernia found

Prosthetic mesh reinforcement was utilized in 92.3%
(12/13) of cases, with defect closure achieved via: pre-
peritoneal polypropylene mesh (n =6), biologic mesh
(Biodesign Surgisis, n= 6), and primary suture repair
(n =1). Biologic mesh was preferentially selected for
open cases (83.3%, 5/6) due to perceived infection risk,
whereas synthetic mesh predominated in laparoscopic
repairs (71.4%, 5/7). Mesh selection followed institutional
protocols incorporating: (1) wound class classification,
(2) bowel contamination status, and (3) evidence-based
guidelines. The single case requiring bowel resection
underwent primary tissue repair due to: (1) frank peri-
toneal contamination, (2) hemodynamic instability, and
(3) contraindications to prosthetic material. At median
12-month follow-up (range 6—36 months), no recur-
rences were observed irrespective of repair technique
(0% recurrence rate).
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Operative duration showed comparable outcomes
between approaches: laparoscopic median 67.5 min (IQR
55-82.5) vs. open median 60 min (IQR 45-75) (P =0.388,
Mann-Whitney U test). Bowel resection rates differed
nonsignificantly: 33.3% (2/6) in open vs. 0% (0/7) in lapa-
roscopic group (P =0.097, Fisher’s exact test), reflecting
case selection bias toward complex cases in open surgery.
Estimated blood loss significantly favored laparoscopy:
median 10 mL (IQR 5-20) vs. open 30 mL (IQR 20-50)
(P =0.001, Mann—Whitney U test), representing a 66.7%
reduction in hemorrhage.

Outcome

The open group required significantly longer hospitali-
zation (median 13 days, IQR 9-18) versus laparoscopy
(median 7 days, IQR 6-8) (P =0.049, Mann—Whitney
U test), representing a 46.2% reduction in hospital stay.
Two patients (15.4%, 1 per group) required transient
ICU monitoring (< 24 h) for hemodynamic stabilization,
both being octogenarians with ASA III status. The outlier
case (36-day stay) developed surgical site infection (SSI)
requiring: serial debridements, negative-pressure wound
therapy, and delayed primary closure, accounting for
23.1% of all complications.

Postoperative inflammation differed markedly: POD1
CRP was 3.1-fold higher in open cases (median 68.5
mg/L, IQR 45-112) versus laparoscopy (median 22 mg/L,
IQR 15-28) (P =0.003, Mann—Whitney U test). Time to
first bowel movement showed nonsignificant variation:
open median 2 days (IQR 1-3) vs. laparoscopic 1 day
(IQR 1-2) (P =0.159, Mann—Whitney U test).

Structured follow-up occurred at 1, 3, 6, and 12 months
postoperatively, with: (1) Clinical examination for recur-
rence, (2) Visual Analog Scale (VAS) pain scoring, (3)
Quality-of-life assessment using the Carolinas Comfort
Scale. With minimum 6-month follow-up (median 12

Fig. 7 Open the hernia sac and see the incarcerated contents
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Fig. 9 Place the mesh in front of the obturator

months, range 6-36), all patients remained recurrence-
free, and no mortality occurred during the study period.
The intraoperative and postoperative results are summa-
rized statistically in Table 2.

Discussion

Obturator hernia is a rare condition predominantly
observed in elderly, thin women, hence its colloquial
designation as"the little old lady’s hernia."The incidence
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Table 2 Comparative surgical outcomes: laparoscopic vs. open

repair
Open group(n =6) Lap group(n=7) Pvalue
Intraoperative
outcomes
Small bowel resec- 0.097
tion
Operative time 76 (45-140) 63 (40-110) 0.388
(min)*
Estimated blood loss 30 (20-50) 10 (5-20)
(ml)*
Bowel resection 2(33.3%) 0 (0%) 0.097
Prosthetic reinforce-
ment
Biologic mesh 5(83.3%) 1 (14.3%) 0.015
Polypropylene 1 (16.7%) 5(71.4%) 0.070
mesh
Postoperative
outcomes
Hospital stay 13 (7-36) 7(6-11) 0.049
(days)*
CRP POD1 79.1 (20.3-131.6) 10.7 (4.2-20.2) 0.003
(mg/L)*
Time to flatus 1.8 (1-4) 1.1(1-2) 0.159
(days)*
Major complica- 2 (33.3%) 0 (0%) 0.097
tionst

1.*Data presented as median (interquartile range)
2. tMajor complications defined as Clavien-Dindo grade > Il

3. Statistical significance set at P < 0.05 (two-tailed)

in females is approximately sixfold higher than in males
[1, 11, 20]. This disparity arises from multiple anatomi-
cal and physiological factors: First, the female pelvis has a
wider transverse diameter, enlarging the obturator canal’s
anatomical dimensions [1]. Second, age-related tissue
laxity, low body mass index (BMI), and multiparity are
established risk factors [4, 7]. Furthermore, conditions
increasing intra-abdominal pressure—including chronic
obstructive pulmonary disease, multiparity, and ascites—
are well-documented predisposing factors [1, 4, 11].

The obturator foramen, one of the largest natural open-
ings in the pelvic anatomy, is bounded by the ischium
and pubis. Although the obturator foramen is largely cov-
ered by the obturator membrane, its superolateral aspect
contains a small canal—the obturator canal—which
permits neurovascular passage [1]. Herniation typically
occurs through this canal when intra-abdominal pressure
increases and pelvic tissues weaken [7]. The pathogen-
esis involves three sequential stages: (1) extraperitoneal
fat protrusion through the obturator canal; (2) perito-
neal invagination forming a hernia sac; and (3) incarcera-
tion of abdominal contents, typically small bowel [1, 8].
In advanced cases, the sac may contain omentum or
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incarcerated bowel, leading to obstruction or strangula-
tion [4].

Obturator hernias are anatomically classified into
three variants based on their relationship to the obtura-
tor externus muscle and neurovascular bundle [1]. Type
I (anterior) hernias, the most prevalent variant, protrude
along the anterior branch of the obturator nerve, pass-
ing anterior to the obturator externus muscle [21]. The
hernial sac in this variant lies between the pectineus
and obturator externus muscles, inferior to the pubic
ramus [1]. Type II (posterior) hernias traverse between
the external obturator muscle fascicles, posterior to the
adductor brevis muscle [21]. Type III (interstitial) her-
nias, the rarest form, develop between the obturator
membranes and muscles [22].

Preoperative diagnosis of obturator hernia remains
clinically challenging, with up to 50% of cases diagnosed
intraoperatively [23]. The pathognomonic Howship—
Romberg sign, observed in 25-50% of cases, presents
as medial thigh pain exacerbated by hip extension or
internal rotation, caused by obturator nerve compres-
sion [6]. Referred pain may radiate to the buttocks and
is consistently aggravated by maneuvers increasing intra-
abdominal pressure (coughing/Valsalva) or hip move-
ment [22]. Notably, none of our patients demonstrated
the Howship—Romberg sign, consistent with reports sug-
gesting its absence in 50-75% of cases [4]. Consequently,
we relied on CT imaging for definitive diagnosis, which
demonstrates >95% sensitivity for identifying obturator
hernias [24, 25].

The diagnostic utility of CT for obturator hernia was
first established by Cubillo (1983), who demonstrated
its ability to visualize hernial contents within the obtura-
tor canal. Subsequent advances in CT technology have
elevated preoperative diagnostic accuracy to >90%, rev-
olutionizing the management of this condition [25]. CT
typically reveals a pathognomonic fat-density mass tra-
versing the obturator canal between the pectineus and
obturator externus muscles, often containing bowel loops
(Fig. 1) [8]. Contemporary practice mandates CT as the
gold-standard preoperative modality, enabling simul-
taneous evaluation of hernia characteristics, intestinal
viability, and comorbid abdominal pathology [5]. This
multimodal assessment significantly enhances surgical
preparedness and approach selection [26].

Open surgical approach remains the gold standard for
complicated obturator hernias requiring bowel resection
or presenting with strangulation. The midline laparot-
omy provides direct visualization of the hernia contents
and enables thorough exploration of the abdominal cav-
ity, which is particularly crucial in cases of suspected
bowel ischemia [10]. The recent evidence suggests that
open repair with mesh placement demonstrates superior
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long-term outcomes in emergency settings, with recur-
rence rates <5% at 5-year follow-up [18]. However, this
approach carries significant morbidity, including wound
infection rates of 15-20% and prolonged ileus in 30% of
elderly patients [4].

Laparoscopic techniques have emerged as the preferred
approach for elective cases and selected emergency pres-
entations. The transabdominal preperitoneal (TAPP)
approach offers three distinct advantages: (1) magni-
fied visualization of the obturator canal’s neuroanatomy,
(2) simultaneous bilateral exploration, and (3) reduced
postoperative pain (mean VAS score 2.1 vs. 5.3 in open
surgery) [26]. A 2023 meta-analysis of 142 cases revealed
laparoscopic repair achieves comparable recurrence rates
(2.1% vs. 3.8%) with significantly shorter hospital stays
(3.2 vs. 7.5 days) compared to open approaches [14].
Notably, the laparoscopic view facilitates identification
and preservation of the obturator nerve, reducing post-
operative neuralgia incidence from 12% to <2% [3].

In our cohort, one open surgery patient developed a
surgical site infection, resulting in seroma formation
and impaired wound healing. This complication necessi-
tated repeated debridement and vacuum-assisted closure
(VAC) therapy, extending hospitalization. Owing to its
minimally invasive nature, laparoscopy shortens hospital
stays, decreases perioperative morbidity, and attenuates
systemic inflammatory responses. Consistent with prior
studies (Kohga et al., 2018), our data demonstrated a sig-
nificantly shorter mean hospital stay in the laparoscopic
group (7 days vs. 13 days; P= 0.049). Furthermore, lapa-
roscopic patients had significantly lower postoperative
CRP levels (10.66 vs. 79.07 mg/L; P= 0.003), indicating a
milder inflammatory reaction.

Kohga et al. reported significantly fewer short-term
complications with laparoscopic versus open surgery in a
cohort of 29 patients (P <0.05). Their study also empha-
sized laparoscopic surgery’s advantage in identifying and
repairing contralateral occult obturator hernias [10].
Notably, laparoscopic repair remains feasible for obtura-
tor hernia cases requiring bowel resection [26]. Although
technically demanding, this approach yields superior
outcomes when performed by experienced surgeons on
carefully selected patients. Wang et al. documented suc-
cessful laparoscopic TEP repair in cirrhotic patients with
ascites, though this technique requires careful patient
selection [27].

Regardless of surgical approach (open or laparoscopic),
mesh reinforcement is generally recommended during
obturator hernia repair. This is supported by evidence
demonstrating that mesh repair significantly reduces
recurrence rates [18] and enhances long-term quality of
life [8]. Emerging evidence proposes that obturator her-
nia may represent a bilateral pathology [3]. Therefore,
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intraoperative assessment of the contralateral obturator
canal is advised, with bilateral mesh coverage considered
when indicated [3]. Mesh selection (size and material
composition) should be individualized based on patient
anatomy and intraoperative findings.

Several limitations must be acknowledged in this
study: (1) the small sample size (n =13) limits statis-
tical power; (2) the single-center, retrospective design
introduces potential selection bias. Future investiga-
tions should prioritize prospective, multicenter designs
with adequate sample sizes to validate these findings.
In addition, cross-regional collaborations would enable
assessment of geographical/ethnic variations in treat-
ment outcomes, improving external validity. Extended
follow-up (> 5 years) is also warranted to evaluate long-
term recurrence rates and mesh-related complications.

Future studies should employ prospective, multicenter
designs with standardized protocols to enhance statistical
power and minimize selection bias. International collab-
orations may further improve external validity by assess-
ing geographical/ethnic variations in treatment efficacy.
In addition, extended follow-up periods (minimum
5 years) are essential to evaluate long-term outcomes,
including hernia recurrence rates (primary endpoint) and
mesh-related complications (secondary endpoints).

Conclusions

In conclusion, while obturator hernia remains a rare
clinical entity, our retrospective analysis demonstrates
superior clinical outcomes with laparoscopic versus
open repair. The laparoscopic approach was associated
with statistically significant reductions in intraoperative
blood loss, hospitalization duration, and postoperative
CRP levels. These findings should be interpreted cau-
tiously given the study’s limitations (small sample size,
retrospective design), necessitating validation through
multicenter prospective trials. Notwithstanding these
limitations, our results support laparoscopic repair as a
viable first-line option for select obturator hernia cases,
particularly in elderly patients with comorbidities.
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