
Received:  2021.01.31
Accepted:  2021.06.16

Available online:  2021.06.22
Published:  2021.08.04

  1596      —      5      13

Small Bowel Obstruction Due to Incarcerated 
Obturator Hernia: Successfull Surgical 
Management with Modified Mesh-Plug 
Hernioplasty

	 E	 Bruno Rafael da Silva Barbosa
	 E	 José Carlos Pereira Pinto
	 E	 Liliana Duarte
	 EF	 Júlio Marques
	 E	 Carlos Casimiro

	 Corresponding Author:	 Bruno Rafael da Silva Barbosa, e-mail: Brunobarbosamd@gmail.com
	 Conflict of interest:	 None declared

	 Patient:	 Female, 93-year-old
	 Final Diagnosis:	 Incarcerated obturator hernia
	 Symptoms:	 Diffuse abdominal pain
	 Medication:	 —
	 Clinical Procedure:	 Hernioplasty
	 Specialty:	 Surgery

	 Objective:	 Rare disease
	 Background:	 Obturator hernia is an uncommon (0.07-1% incidence rate) subtype of hernia of the abdominal wall, with its in-

carceration being a rare cause of bowel obstruction. Obturator hernia has a higher incidence in elderly women 
and in malnourished people. This type of hernia has the highest morbidity and mortality rates of all abdominal 
wall hernias. This article reports a case of an emaciated 93-year-old woman who presented with small bowel 
obstruction due to incarcerated obturator hernia, successfully managed surgically with a modified mesh-plug 
hernioplasty.

	 Case Report:	 An emaciated 93-year-old woman presented with diffuse abdominal pain, more intense on the right iliac fos-
sa, radiating to the right thigh, with 8-h evolution and associated with dark-colored vomiting but normal bow-
el transit. This patient had a surgical history of right Richter´s femoral hernia, strangulated, with previous in-
testinal resection and a right femoral hernioplasty. A computed tomography (CT) scan revealed an incarcerated 
obturator hernia on the right side containing a short segment of small intestine. The patient underwent an ex-
ploratory laparotomy and a mesh-plug hernioplasty. During follow-up, there was no evidence of recurrence or 
complications.

	 Conclusions:	 Obturator hernia diagnosis is challenging due to its rarity and its signs and symptoms being often unspecific. 
CT scan has the highest sensitivity and is the best diagnostic tool. Surgical management is the only possible 
treatment for obturator hernia. Awareness of this condition is essential to allow an earlier approach and at-
tempt to mitigate the associated high morbidity and mortality rates.
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Background

Obturator hernia is an uncommon subtype of hernia of the 
abdominal wall, representing about 0.07-1% of all abdominal 
wall hernias [1-5]. Its incarceration is a rare cause of mechan-
ical intestinal obstruction (0.2-1.6%) [3,4]. Obturator hernias 
have a higher incidence in elderly women (70-90%) [1-8] from 
Asian countries [4,5] and those who are malnourished [1,2,4-7] 
or multiparous [2,5,6]. This type of hernia has the highest mor-
bidity and mortality rates of all abdominal wall hernias, with 
70% mortality in complicated cases [1,5,7]. The hernia sac usu-
ally contains the small intestine; however, it may rarely contain 
the appendix, colon, Meckel’s diverticulum, or epiploon [2,6]. 
Obturator hernia diagnosis is challenging due to its rarity and 
its signs and symptoms being often unspecific, leading to a de-
lay in diagnosis and treatment [1-3,5,7]. Surgical repair is the 
standard treatment for this condition, and multiple approach-
es have been described [1-8]. Therefore, this report is of a case 
of an emaciated 93-year-old woman who presented with small 
bowel obstruction due to incarcerated obturator hernia, suc-
cessfully managed surgically with a modified mesh-plug her-
nioplasty. With this article, the authors intend to raise aware-
ness about this pathology that can easily go unnoticed or be 
forgotten, and may culminate in a deadly outcome.

Case Report

A 93-year-old, malnourished, institutionalized woman was tak-
en to the Emergency Department after the manifestation of 
diffuse abdominal pain, more intense on the right iliac fossa 
radiating to the right thigh, with 8-h evolution. It was associ-
ated with episodes of dark-colored vomiting but presenting 
normal bowel transit.

The patient had a surgical history of right Richter’s femoral 
hernia, strangulated, with previous intestinal resection and a 
right femoral hernioplasty.

During the examination, the patient was conscious, oriented, 
and collaborative, with no signs of respiratory distress. She 
was hemodynamically stable and apyretic. Abdominal pal-
pation revealed pain and tenderness on the right iliac fossa 
and normal bowel sounds. She also had a positive Howship-
Romberg sign. Analytically, the patient had mild leukocytosis 
and neutrophilia (13.4 and 88.7% respectively) and elevated 
lactate dehydrogenase (519 U/L). Plain abdominal radiography 
showed some distended bowel loops associated with multiple 
central air-fluid levels, suggesting small bowel obstruction. The 
patient underwent an abdominal-pelvic computed tomogra-
phy scan, which revealed an incarcerated right obturator her-
nia containing a short segment of small intestine, distending 
the upstream loops (Figures 1, 2). The clinical situation was 

explained to the patient, as well as the need for urgent sur-
gery, which she understood and accepted.

The patient underwent exploratory laparotomy by a low mid-
line incision. During the intervention, the viability of the incar-
cerated intestine was verified, without evidence of ischemia or 
necrosis, and the diagnosis of obturator hernia was confirmed 
(Figures 3, 4). Hernioplasty was performed with a plug-mesh 
applied and fixed with absorbable suture (Vicryl® 0.0) in the 
hernial orifice and covered by peritoneum, which was closed 
with nonabsorbable polypropylene suture (PROLENE® 2.0).

The patient had a favorable clinical and analytical evolution 
and was discharged on the 5th day of hospitalization.

At the follow-up appointment, the patient had no concerns 
or complications.

Figure 1. �Axial view on an abdominal computed tomography 
scan showing incarcerated small bowel in the right 
obturator hernia (yellow arrow).

Figure 2. �Axial view on an abdominal computed tomography 
scan showing incarcerated small bowel in the right 
obturator hernia (yellow arrow).
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Discussion

Abdominal wall hernia is estimated to affect up to 1.5% of the 
world population [9], and more than 20 million hernias are re-
paired every year [10]. The most frequent hernia is the ingui-
nal hernia (70-75%) followed by femoral (6-17%), umbilical 
(3-8.5%), and then the rare forms (1-2%) [10].

In 1724 Arnaud de Ronsil described obturator hernias for the 
first time [3]. However, it was only in 1851 that Henry Obre 
performed the first successful surgical repair [4]. This type of 
hernia is uncommon, ranging from 0.07% to 1% of all abdom-
inal hernias [1,2,4,8] and it causes 0.2% to 1.6% of all small 
bowel obstructions [4].

Obturator hernia refers to the herniation of intra-abdominal 
contents through the obturator canal. The obturator canal is 
about 3 cm long and 1 cm wide [7] and it is a passage formed 
in the obturator foramen by part of the obturator membrane 
and the pelvis. Obturator foramen results from the fusion of 
the ischial and pubic bones [5] (Figure 5). Obturator hernia 
develops by the loosening of pelvic floor muscle and absence 
of preperitoneal fat and lymphatic tissue, which usually en-
velops the obturator canal [5]. The incidence of obturator her-
nia is higher on the right side [2,5,7]; this can be explained by 
the localization of the sigmoid colon on the left, thus provid-
ing protection to the obturator canal [5,7]. Extruded materi-
al in the majority of cases is the small intestine [7], but it can 
include the appendix, colon, omentum, Meckel’s diverticulum, 
fallopian tube, ovary, and uterus [2,6,7].

Obturator hernia occurs more commonly in emaciated, older 
women [1], ages of 70-90, [4], chronically ill patients [2], and 
women who are multiparous, and is more prevalent in Asian 
countries [6]. Women have about 9 times higher risk of hav-
ing an obturator hernia compared to men [5,7,8]; this can be 
explained by a wider pelvis, a larger obturator canal, and the 
tendency for the pelvic peritoneum to become looser [3]. As a 
result, obturator hernia has the eponym “little old lady´s her-
nia” [2,4,6]. Concomitant conditions that tend to increase intra-
abdominal pressure and relaxation of the peritoneum, such as 
chronic obstructive pulmonary disease, chronic constipation, 
and ascites, predispose these patients to herniation [2,5,7].

Obturator hernia is a diagnostic challenge. The low incidence, 
the normal inspection and palpation of the body surface, un-
like groin hernias [3,4], and the nonspecific symptoms (nau-
sea, vomiting, abdominal pain, obstipation and/or obstruc-
tive defecation) [7], result in delayed diagnosis and operative 
intervention, with a rate of small bowel resection of approxi-
mately 50% of obturator hernia cases [1,2]. Complicated ob-
turator hernia is associated with up to 70% mortality due to 
advanced patient age and serious comorbidities [1]. Therefore, 

Figure 3. �Exploratory laparotomy and incarcerated small bowel 
in the obturator hernia.

Figure 5. Anatomy of obturator foramen area.
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Figure 4. �Incarcerated small bowel without evidence of ischemia 
or necrosis.
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a high index suspicion is demanded, especially in older wom-
en with repetitive small bowel obstruction [3].

Three signs – Howship-Romberg sign, Hannington-Kiff sign, and 
obturator neuralgia – have been described as concrete signs 
of strangulated obturator hernia [3,5]. The Howship-Romberg 
sign is considered a pathognomonic sign of strangulated ob-
turator hernia [5], and it is present when pain is felt along 
the medial side of the thigh. This sign is produced by direct 
intravaginal palpation of the obturator foramen, or indirectly 
via abduction, extension, and medial rotation of the affected 
hip [2,4,5,8]. This sign is present in about 15-50% of the cas-
es [5,8]. The Hannington-Kiff sign occurs when there is no ad-
ductor reflex of the leg in the presence of a positive patellar re-
flex [5,8] as a result of compression of the obturator nerve [5]. 
A high index suspicion is demanded, particularly in the absence 
of these signs, and it is important to remember that obtura-
tor hernia is a significant and often underdiagnosed cause of 
groin pain [8]. These signs should be considered in associa-
tion with information from imagological exams [4]. Among 
available imaging tests, barium enema fluoroscopy, herniog-
raphy, ultrasonography, CT, and magnetic resonance imaging 
(MRI) have been used to confirm the diagnosis [2]. Computed 
tomography has a high specificity and accuracy (>90%) to es-
tablish the diagnosis in both emergent and non-emergent set-
tings, which allows faster diagnosis and quicker surgical inter-
vention, thereby improving patient outcomes [2-5]. CT can be 
useful to identify the interactions between the hernia sac and 
the muscles that cover the obturator foramen. Furthermore, it 
can confirm the type of hernia, which is crucial to perform a 
successful approach to this type of hernia [4].

The only treatment for obturator hernia is surgery [2,11,12]; 
however, this has always been technically difficult [3]. Different 
surgical approaches are proposed: open (abdominal, retro-
pubic, obturator, and inguinal) or laparoscopic (transabdom-
inal preperitoneal patch plasty (TAPP) and total extraperito-
neal patch plasty (TEP)). However, in an emergency approach, 
a low midline laparotomy incision is preferable [2,5,6,11] be-
cause it allows better exposure of the defect and the surround-
ing structures and vitals to safely proceed with bowel resec-
tion in the case of gangrenous bowel [2,6,11]. In this setting, 

other approaches have been described: via transinguinal, ret-
ropubic, or femoral [6]. The obturator foramen can be repaired 
with a primary suture (associated with hernia recurrence of 
3% to 10% [4,6]) or with applying an absorbable mesh, a plug, 
or a peritoneal and omentum patch [6]. Santorelli et al stated 
that the repair of the hernia with a mesh is not recommend-
ed if there is necrotic or perforated bowel [13]. Considering 
that in this case there was no intestinal ischemia, the authors 
chose to perform a hernioplasty with a mesh. The laparoscop-
ic approach, which is increasingly being used, allowed us bet-
ter visualization of the pelvis and is associated with a shorter 
recovery time when compared to the open techniques [3,4]. 
This approach demands high expertise in TAPP or TEP, which 
limits its use [10]. Some authors suggest an initial laparoscopic 
approach to confirm bowel viability and optimize subsequent 
procedures [1,13]. Therefore, this article demonstrates the im-
portance of a detailed history, a thorough physical examina-
tion, and good clinical sense, as well as the essential role that 
imaging exams, namely CT, in accurate and timely diagnosis 
of obturator hernia.

Conclusions

Obturator hernia is an uncommon entity with a difficult di-
agnosis and high morbidity and mortality rates. In an elder-
ly, malnourished, and chronically ill woman with signs and 
symptoms of bowel occlusion, this type of hernia should be 
searched for. Of the available imaging tests, the CT scan is the 
best diagnostic tool. Surgical management is the only possi-
ble treatment for obturator hernia, and the choice of approach 
depends on the surgeon.
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