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obturator hernia 

Abstract. Obturator hernia is a rare cause of bowel ob- 
struction. Occurring primarily in elderly women, it has a 
high incidence of incarceration and a high mortality rate. 
This report describes the successful laparoscopic reduction 
and repair of an incarcerated obturator hernia. Using open 
laparoroscopy, an incarcerated obturator hernia was diag- 
nosed intraoperatively. After laparoscopic reduction, a 
transabdominal preperitoneal repair was completed using 
polypropylene mesh. The patient recovered uneventfully 
with no recurrence at 6 months. Laparoscopic techniques 
have been successfully applied to diagnose, reduce, and 
repair an incarcerated obturator hernia. 
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Obturator hernias account for as little as 0.073% of all her- 
nias [1]. Patients presenting with this condition are typically 
elderly, multiparous, emaciated females with concurrent 
medical illnesses. Presentation is frequently delayed and 
accompanied by dehydration [2]. Physical examination and 
abdominal roentgenograms usually suggest a bowel ob- 
struction. The Howship-Romberg sign is characterized by 
medical thigh and hip pain. Pain is exacerbated by adduc- 
tion and medial rotation of the thigh and relieved by flexion. 
It is present in 15-50% of patients with obturator hernias 
and is felt to be pathognomonic [8]. Masses may be noted in 
the groin or during rectal or pelvic exam. Both CT scan and 
ultrasound have been used to confirm the diagnosis [7]. In 
many series, the majority of patients undergo operation for 
a small-bowel obstruction of unknown etiology, the correct 
diagnosis being made intraoperatively [8]. 

Numerous repairs have been described [5]. Simple her- 
nia reduction has been associated with a recurrence rate of 
less than 10% [3]. Sac excision, suture closure of the ana- 
tomic defect, and prosthetic patch have all been associated 
with a low recurrence rate [4]. Historically, mortality has 

Correspondence to." T. L.  B r y a n t  

been reported to be higher than 70% [6]. Most deaths are 
related to preoperative morbidity. 

Case report 

A 77-year-old 61-kg female presented with a 3-day history 
of cramping abdominal pain, vomiting, and progressive dis- 
tension. The patient suffered from chronic obstructive pul- 
monary disease, chronic bronchitis, and depression. She 
was ambulatory and living with one of her seven children 
prior to her acute illness. She had undergone no previous 
abdominal operations. 

The abdomen was diffusely tender but free of peritoneal 
signs. No mass was present in the groin or on rectal exam. 
There was no complaint of thigh or hip pain. White blood 
was 10,100, BUN 37, and creatinine 1.5. Abdominal roent- 
genograms were read as showing distal small-bowel vs 
proximal colonic obstruction. The patient underwent naso- 
gastric decompression and intravenous rehydration for 12 h 
in preparation for abdominal exploration. 

Open laparoscopy was subsequently performed via um- 
bilical incision. A 5-mm suprapubic port was placed to aid 
in bowel manipulation. It was noted that a segment of dis- 
tended ileum was fixed in the medial right groin with a 
decompressed segment exiting. Two 10.5-mm ports were 
then placed symmetrically. Each was 2 cm inferior to the 
umbilicus and passed through the lateral rectus sheath. 

Through each of these ports, an endoscopic Babcock 
clamp was placed. The two laparoscopic Babcock clamps 
were then used to apply gentle alternating traction to the 
segments of small bowel proximal and distal to the point of 
obstruction. 

A knuckle of incarcerated distal ileum was thus reduced. 
The laparoscope was transferred to the left port and a Bab- 
cock clamp was transferred to the umbilical port, The re- 
duced knuckle of small bowel was grasped and delivered 
through the open laparoscopy incision. Its viability was con- 
firmed by direct inspection. This loop of ileum was tagged 
with an extracorporal suture for future identification before 
being returned to the abdomen. Had this loop of ileum been 
compromised, an extracorporeal resection could have been 
easily performed. 
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The hernia defect could now be clearly identified pos- 
terior and medial to Cooper 's  ligament. Additionally, a 
small indirect inguinal defect was present on the right. 
Transabdominal preperitoneal repair was performed. A 
transverse peritoneal incision was made from the umbilical 
ligament to a point superior and lateral to the internal ring. 
A peritoneal flap was developed. Both the indirect inguinal 
and obturator hernia sacs were completely reduced into the 
peritoneal cavity. The round ligament was divided between 
clips. Dissection was continued to reflect peritoneum 3 cm 
medial and posterior to the obturator defect. 

A sheet of  polypropylene mesh approximately 11 x 16 
cm was then placed. The mesh extended 2 cm beyond the 
medial and posterior margins of the obturator defect. Lat- 
erally, it covered the floor of  the inguinal canal, extending 
well beyond the internal ring. Staples were placed into Coo- 
per's ligament, the pubic tubercle, and along the superior 
margin of the mesh. No staples were placed posterior or 
medial to Cooper 's  ligament. 

The peritoneal defect was closed with staples. The pre- 
viously incarcerated segment of small bowel was again in- 
spected, both laparoscopically and directly. It remained 
clearly viable. The fascia and peritoneum of the lateral port 
sites were then closed using size 0 polyglycolic sutures and 
an Endo-close (United States Surgical Corporation). The 
umbilical fascia was also closed with 0 polyglycolic sutures. 
All skin incisions were closed with 3-0 poliglecaprone sub- 
cuticular sutures. 

Postoperatively, the patient had an ileus until the 4th 
postoperative day. Her diet was subsequently advanced and 
she was discharged on the 7th postoperative day. Three 
months following discharge, she was successfully treated 

for Haemophilus influenza pneumonia. The patient is in 
stable condition and living with her family 6 months after 
her hernia repair. 

Discussion 

Many methods of repair have been described for obturator 
hernia. The fact that patients tend to be elderly, sedentary, 
and chronically ill contributes to the high mortality rate. The 
same demographic factors may also contribute to a low 
incidence of recurrence. As noted by Yip et al. [8], a trans- 
abdominal approach allows not only hernia repair, but iden- 
tification and resection of any compromised intestine. 
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