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Algorithmic Approach

A. Obturator hernias occur when the abdominal

contents protrude through the obturator canal.
They are quite rare, accounting for less than
1% of abdominal wall hernias, and are more
common in thin elderly women, likely due to
loss of supporting connective tissue and
wider female pelvis [1]. In more than 90% of
cases, the presenting symptom is a small
bowel obstruction and the diagnosis is made
intraoperatively [2]. Other symptoms include
groin pain radiating medially to the knee
(obturator neuralgia), palpable proximal
thigh mass, or ecchymosis of the thigh in the
setting of bowel necrosis.

. Obturator hernias are often not detectable on
physical exam as the hernia is concealed
beneath the adductor muscles. However,
sometimes a palpable mass in the groin can
be identified when the patient is supine with
the hip flexed and laterally rotated. Two exam
maneuvers that have been described are

Howship-Romberg sign (medial thigh pain
on extension, adduction, or medial rotation of
the hip) and Hannington-Kiff sign (loss of
adductor reflex) and are suggestive of an
obturator hernia when positive [2].

. Due to the diagnostic difficulty, if physical

exam findings are suggestive of obturator her-
nia or if clinical suspicion is high, computed
tomography (CT) is considered the gold stan-
dard for diagnosis. CT scan may also provide
information on bowel compromise or
perforation.

. As previously described, the majority of

obturator hernias are diagnosed intra-
operatively when patients are taken to the
operating room for a small bowel obstruction
or concurrent inguinal or femoral hernia.

. Obturator hernias are associated with high

mortality of 13—-40%, likely due to late diag-
nosis, and, thus, whenever an obturator hernia
is discovered, operative repair is strongly rec-
ommended [3].

. If the diagnosis is made preoperatively and

strangulation is not suspected, a posterior
approach is advised.
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both the femoral and inguinal areas. If there is
concern for bowel compromise on visual
inspection, the peritoneal cavity may be
entered for bowel resection.

If surgical expertise is available, a minimally
invasive (laparoscopic or robotic) approach is
preferred. Either the totally extraperitoneal
(TEP) or transabdominal preperitoneal
(TAPP) technique may be used. In TEP, a
specialized balloon is passed along the poste-
rior rectus sheath and is used to dissect the
preperitoneal space. The hernia contents are
reduced, and a prosthetic mesh is used to
cover the obturator orifice as well as the rest
of the myopectineal orifice. The TAPP tech-
nique is performed in the same manner except
that the peritoneal cavity is first entered and
then the peritoneum is incised to enter the
preperitoneal space. This approach is advan-
tageous as it allows for visual inspection of
the bowel to assess for viability. It is impor-
tant to note that in both techniques, the mesh
prosthesis should be larger than that used in
traditional inguinal hernia repairs as it must
cover both the inguinal and obturator spaces.
If the appropriate-size mesh is not available,
the mesh may be seated more inferiorly than
usual to ensure proper coverage of the obtura-
tor orifice. As in the open approach, if there is
suspicion for bowel compromise, the perito-
neal cavity should be entered (if using the
TEP technique) to assess bowel viability and
perform bowel resection if necessary.

If bowel compromise is suspected, a transab-
dominal approach is advised. This algorithm

may also be used if the diagnosis is made
intraoperatively in an abdominal operation.

. Depending on surgical expertise availability,

an open lower midline laparotomy incision or
laparoscopic approach may be used. The her-
nia sac should be reduced and the sac content
inspected for viability.

. If the bowel is viable and an open approach

was used, then the preperitoneal space may
be entered by opening the parietal perito-
neum. Once in the preperitoneal cavity, a
Stoppa repair maybe performed by placing a
synthetic mesh over the obturator orifice as
well as the rest of the myopectineal orifice. If
a laparoscopic approach was used, then the
TAPP technique may be used to complete the
repair by incising the peritoneum and enter-
ing the preperitoneal space.

. If the bowel is necrotic and an open approach

was used, then an open bowel resection
should be performed. Due to concern for
infection, a synthetic mesh is not advisable in
the setting of strangulation, perforation, gross
contamination, or bowel resection. The her-
nia defect may be suture repaired in two lay-
ers [4]. Alternatively, a biologic mesh may be
used or the defect may be reinforced with
adjacent tissues such as periosteal flaps, blad-
der wall, uterine fundus, or ligaments [2]. If a
laparoscopic approach was used, then a lapa-
roscopic bowel resection may be performed if
surgical expertise is available. The hernia
defect then may be repaired primarily.
Alternatively, a delayed mesh repair may be
performed at a later date.
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Proximal thigh mass
A Groin/medial thigh pain
Small bowel obstruction

v
B Perform a physical examination

Algorithm 192.1

K Viable bowel Necrotic bowel L
Open posterior | | Laparoscopic| | Open tissue | |Laparoscopic
repair repair repair repair

(] Imaging
: No obturator hernia.
Ot())t:ri;tgr irrm1er;1|a Consider other differential
9ing diagnoses.
D Intraoperative diagnosis Obturator hernia
E Operative repair
Preoperative
diagnosis?
Strangulation?
Preoperative diagnosis Intraoperative diagnosis
AND OR |
Strangulation not suspected Strangulation suspected
/\ Y
Stoppa | |Laparoscopic H Abdominal approach J
repair repair
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