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CASE PRESENTATION

A female patient in her 80s presented to the
emergency department with 1-day history of
severe abdominal pain associated with nausea and
vomiting. Her medical history was notable for
hypertension, insulin-dependent type II diabetes
mellitus, end-stage renal disease secondary to poly-
cystic kidney disease (hemodialysis-dependent)
and coronary artery disease with distant history
of two drug-eluting stents (on daily clopidogrel).
Prior surgical history included appendectomy and
bladder suspension.

On arrival, the patient was hemodynamically
stable and her abdomen was distended, but soft
and non-tender. Laboratory assessment was notable
for leukocytosis (19.3K/uL), elevated lactate
(3.31 mmol/L), baseline renal impairment (creati-
nine 3.33 mg/dL), and hyperglycemia (240 mg/dL).

CT angiography of the abdomen and pelvis
showed a strangulated, poorly enhancing bowel
loop interposed between the right obturator
internus and pectineus muscles with severe dilation
of proximal bowel loops (figure 1).

WHAT WOULD YOU DO?

1. Attempt manual reduction with adduction and
internal rotation of the thigh.

2. Laparoscopic hernia repair.

3. Open hernia repair via low midline laparotomy.

4. Open hernia repair via right inguinal incision.

WHAT WE DID AND WHY

Our patient’s presentation was consistent with an
incarcerated obturator hernia causing small bowel
obstruction. After nasogastric tube decompression,
we proceeded to the operating room for emergency
laparoscopic obturator hernia reduction and repair
(online supplemental video). On entry, we observed
a loop of small bowel protruding through the
obturator foramen, which we reduced with gentle
traction. This bowel segment had a small ecchy-
motic area but did not appear ischemic or have
serosal tears (figure 2A,B). We occluded the hernia
defect with a prolene mesh plug and the overlying

Figure 1

CT angiogram showing a right-sided
obturator hernia in axial (red circle, left) and coronal (red
arrow, right) views.
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Figure 2

(A) Small bowel herniating through the
right obturator foramen. (B) Bowel segment that was
incarcerated through the obturator foramen, after
reduction. (C) Obturator foramen defect post hernia
reduction. (D) Peritoneal closure over obturator foramen
plugged with mesh.

peritoneum was closed with a running v-lock suture
(figure 2C,D). We placed a plug mesh to minimize
operative time and mitigate potential bleeding asso-
ciated with extensive dissection. The patient toler-
ated a diet by postoperative day 2.

Obturator hernia occurs when abdominopelvic
contents enter the obturator canal, an osteofibrous
passage within the obturator foramen (bordered
by the ischiopubic rami at the anteroinferior pelvic
margin).! Howship-Romberg sign—pain on ipsilat-
eral thigh adduction and internal rotation due to
obturator nerve compression—is only present in
half of cases.>? Most obturator hernias present with
bowel obstruction and require emergency operative
management; almost half require resection of stran-
gulated bowel.?> Obturator hernias account for only
0.2%-1.6%"*3 of mechanical bowel obstructions but
are associated with high mortality (12%) due to
delayed diagnosis.> Contralateral obturator hernias
(25%) and concomitant groin hernias (inguinal
19%, femoral 11%) are not infrequent.® Abdominal
CT is the diagnostic gold standard.?

Open primary repair through a midline lapa-
rotomy facilitates rapid exposure and is useful in
cases of suspected perforation.” However, laparo-
scopic repair should be considered in hemodynam-
ically stable patients without suspected perforation.
A recent meta-analysis (74 studies, 146 patients)
found that compared with laparotomy, laparo-
scopic repair is associated with lower morbidity
(OR 0.29, 95% CI 0.09 to 0.78) and mortality (OR
0.84,95% CI 0.75 to 0.95).> Another meta-analysis
reported no recurrences among 299 laparoscopic
obturator hernia repairs with mesh.°

Total extraperitoneal (TEP) repair and transab-
dominal preperitoneal (TAPP) repair facilitate bilat-
eral obturator, femoral, and inguinal hernia repair
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with extraperitoneal mesh placement.®'?> The abdomen should
be explored if there is concern for bowel ischemia after reduc-
tion (ie, TEP would be inadequate).

The Kugel approach provides access to the external obturator
canal opening and distal hernia sac using a single suprainguinal
incision.” Opening the sac prior to hernia reduction facili-
tates bowel inspection, potential resection, and preperitoneal
mesh placement. This technique is useful when an abdominal
approach would be challenging.'*

Overall, current evidence suggests that an initial laparoscopic
approach is appropriate for obturator hernia repair in patients
without suspicion for perforation. Mesh should be considered,
either at initial presentation or as a second-stage procedure if the
operative field is contaminated.
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