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SUMMARY 
The caecum and appendix are uncommon contents of femoral hernia (Duari hernia). Diagnosis is usually intraopera-
tive. We report a rare case of obstructed right femoral hernia in a 65-year-old woman. She was admitted into the ac-
cident and emergency department because of sudden irreducibility of a previously reducible right groin swelling of 5 
years duration. She had obstructive symptoms with an irreducible right groin mass clinically diagnosed as obstructed 
right femoral hernia. A combination of infra-inguinal transverse incision and a lower midline laparotomy incision 
was used. The intraoperative findings included the herniation of the caecum and appendix into the right femoral ca-
nal. Patient had an uneventful recovery. Duari hernia is uncommon. A high index of suspicion and an experienced 
surgeon, who can handle uncommon findings should be involved in the management of obstructed femoral hernias. 
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INTRODUCTION 
Femoral hernias account for around 2.8%–4% of all groin 
hernias, are less common than inguinal hernias and occur 
more frequently in females. 1,2Anatomically, they repre-
sent herniations of the peritoneal sac through the femoral 
ring into the femoral canal, lying postero-inferiorly to the 
inguinal ligament. The femoral canal is bounded by the 
femoral vein laterally, the inguinal ligament anteriorly, 
the pectineal ligament posteriorly and the lacunar liga-
ment medially.3 
 
Abdominal hernia sac commonly consists of omentum or 
small bowel, but uncommon contents like caecum, ap-
pendix, colon, Meckel’s diverticulum, ovaries, testes, 
stomach and kidneys have been reported. 4-6. When a fem-
oral hernia contains caecum and appendix it is called Du-
ari hernia after the person (Duari), who first reported it. 6 
When compared to inguinal hernia, femoral hernias pre-
sent more often with incarceration and thus have substan-
tial risk of emergency operations with higher rates of 
bowel resection, complications, and mortality. 1 

 
We present a case of obstructed right femoral hernia con-
taining caecum and appendix diagnosed incidentally at 
operation, highlighting the need for skilled surgeon to be 
involved in the management of femoral hernia especially 
if there is obstruction.  

CASE REPORT 
The patient gave her consent for the use of her infor-
mation and pictures for publication. Ethical approval was 
gotten from the Research and Ethics Committee (REC) 
of Alex Ekwueme Federal University Teaching Hospital 
Abakaliki (REC APPROVAL NUMER 15/05/2020 -
18/05/2020) 
 
65-year-old woman was referred to our accident and 
emergency room from a primary health centre with a pre-
viously reducible right groin swelling of 5 years that be-
came suddenly irreducible and painful five days before 
presentation. There were associated colicky lower ab-
dominal pain, bilious vomiting, and constipation. She had 
no significant medical comorbidities. On assessment, the 
patient was in mild painful distress with tachypnea other-
wise she was stable. There was a tender 10x10x7cm mass 
on the right groin below the groin crease and infero-lat-
eral to the pubic tubercle (Figure 1).  
 
The mass extended to the medial aspect of right upper 
thigh with overlying erythema and an absent cough im-
pulse. There were hyperactive bowel sounds and empty 
rectum on digital rectal examination. Her full blood count 
was within normal limits. She had hypokalemia of 
3.2mmol/l.  
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Figure 1 Obstructed right femoral hernia at presentation 
 
Abdominal ultrasound scan demonstrated a heterogene-
ous mass lateral to the femoral vessels that appeared to 
be arising from the abdominal cavity through a defect of 
10.1mm in diameter. The mass measured 4.6cm in diam-
eter and contained bowel loops with reduced vascular 
flow on doppler. The bowel loops had increased intralu-
minal fluid and were surrounded by echo-rich fluid. A 
diagnosis of obstructed right femoral hernia to rule out 
strangulation was made. Patient was resuscitated with in-
travenous fluids, placed on antibiotics, and had electro-
lyte abnormality corrected. She was prepared and booked 
for emergency operation to relieve the obstruction in the 
femoral hernia by the consultant surgeon. The mass was 
approached through an infra-inguinal transverse incision 
(Figure 2). 
 
The sac was carefully dissected out. It contained straw- 
colored fluid together with an edematous but viable cae-
cum and appendix. A lower midline incision was made 
to gain access to the peritoneal cavity with the demon-
stration of the whole caecum herniating through defect in 
the femoral ring. The inguinal ligament was divided from 
below and the content of the sac was reduced (Figure 3). 
The inguinal ligament was repaired with nylon 3/0 suture 
in three strings and the femoral defect was repaired by 
successfully approximating the pectineal and inguinal 
ligaments using three interrupted nylon 2 sutures. The pa-
tient had uneventful postoperative recovery on fluids, an-
tibiotics and analgesics and vitamin supplements. She 
was discharged on the fifth post-operative day.  
She was followed up in the clinic for six months, without 
wound infection or recurrence. 
 

 
Figure 2 Intraoperative finding femoral hernia; irreduci-
ble via infra-inguinal incision 
 

 
Figure 3 Edematous caecum and appendix reduced into 
the peritoneal cavity through laparotomy 
  
DISCUSSION 
This is a case of obstructed Duari hernia in an elderly 
woman. Failure of mesenteric fixation with abnormal 
mobility of the caecum and ascending colon migrates the 
caecum into the femoral canal during development as 
seen in 10-20% of the population has been said to lead to 
femoral hernia.7 

 
The common clinical features of abdominal pain, painful 
groin swelling, erythema of the groin and sudden irreduc-
ibility of a long-standing groin swelling with a risk factor 
of elderly female gender were seen in our case as noted 
in other studies. 1, 2, 8 Strangulation is imminent in femo-
ral hernias because of the narrow femoral ring as was 
seen in this index case where the caecum was already di-
lated and edematous and trapped by a tightly constricted 
neck. A case of strangulated femoral hernia was reported 
to have even masqueraded as groin abscess.9 
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Clinical examination is of limited value in identifying the 
contents of the femoral hernia. 10 The preoperative ultra-
sound scan interpretation of this case was correct about 
the presence of bowel loops but was non-specific about 
the parts of the herniating loop. Multidetector computed 
tomography (CT) with multiplanar reconstructs and fem-
oral vein compression sign on a CT scan will be useful in 
differentiating a femoral from an inguinal hernia and also 
identify the hernia contents.8However, even though CT 
was not available in our center, we do not think it would 
have contributed much to the clinical assessment of the 
emergency scenario with urgent need for exploration and 
intervention. Our findings in this case, like in most her-
nias with uncommon contents was incidental at opera-
tion.5,6 Surgical options for femoral hernia include, 
closed (laparoscopy) and the classical open approaches 
which include Lockwood’s infra-inguinal, Lotheissen’s 
trans-inguinal, and McEvedy’s high incisions.8,10, We 
combined infra-inguinal incision with a lower midline 
laparotomy incision. Through the infra-inguinal incision, 
we were able to suck out the toxic fluid content of the sac 
obviating possible sepsis and the content were demon-
strated. We also incised the inguinal ligament to free the 
narrow neck. The lower midline incision aided us to re-
duce the edematous caecum and appendix gently and 
safely into the peritoneal cavity. It also helped ruled out 
other incidental abdominal findings like gangrenous 
bowel. This approach has also been described in other re-
ports,4,9 and we found it useful in this emergency situa-
tion where speed, accuracy and skill is of essence. 
McEvedy’s high incision gives similar access, with 
added advantage of single incision but was not the sur-
geon’s choice.  Our use of antibiotics may have contrib-
uted to smooth postoperative condition devoid of sepsis 
and wound infection. 
 
CONCLUSION 
Duari hernia is uncommon and, preoperative diagnosis 
remains a difficult challenge. There is need for high index 
of suspicion, and an experienced surgeon who can handle 

uncommon findings should be involved in management 
of obstructed femoral hernias. 
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