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Abstract. The aim of this article is to provide a review of six patients with
the various stages of obturator hernia and a diagnostic and therapeutic
strategy in suspected cases. Obturator hernia is relatively rare and is a
diagnostic challenge. It is a significant cause of intestinal obstruction,
especially in emaciated elderly women with chronic disease. A palpable
groin mass is not common in these patients because the hernia mass is
usually concealed beneath the pectineus muscle. The high mortality is
directly related to the delayed recognition, with resultant ruptured gan-
grenous bowel, and to the high incidence of patients with concurrent
medical illness. A total of six patients with obturator hernias were treated
at this hospital between 1994 and 2004, and one of these patients was
diagnosed and treated by elective laparoscopy. We reviewed these six
cases and examined the clinical presentation, age, body weight, associated
medical conditions, preoperative diagnosis, operative findings, compli-
cations, and outcome in this retrospective study. We concluded that we
cannot shorten the time from onset of symptoms to admission, but what
we can do is to make a rapid evaluation and surgical intervention to
reduce the morbidity and mortality from obturator hernia. The ap-
proaches to different presentation of obturator hernia and diagnostic role
of CT scan are also discussed.

Obturator hernia is relatively rare. It occurs through the obtura-
tor canal, adjacent to the obturator vessels and nerve. The con-
dition was first described in 1724 by Arnaud de Ronsil and the
first successful obturator hernia repair was performed by Obre in
1851. Reported incidence of obturator hernia ranges from 0.05%
to 1.4% of all hernias [1–3]. Obturator hernia is thought to result
from progressive laxity of the pelvic floor which may be associated
with advanced age, emaciation, increased intraabdominal pres-
sure, and multiparity. The three stages of obturator hernia for-
mation were described by Gray et al. [4]. It is difficult to diagnose
preoperatively, and the diagnosis is usually made at laparotomy
for intestinal obstruction or peritonitis. For diagnosis and treat-
ment, some authors advocate early performance of laparotomy
[1], whereas others prefer preoperative noninvasive diagnostic
methods such as computed tomography (CT) [3, 5, 6] or contrast
radiographs [7]. Computed tomography has been increasingly
used to detect obturator hernia in patients with ileus, thus sig-
nificantly aiding the surgeons in emergent management.

We present six surgically proven cases of obturator hernia
during a 10-year period at this hospital; one of these patients was
diagnosed and treated by elective laparoscopy.

In most patients with obturator hernia, emergent operation is
performed for treatment of intestinal obstruction with or without
a definitive preoperative diagnosis. The average preoperative
delay has been reported as 2.2 days for survivors and 5.1 days for
fatal cases [8]. We cannot shorten the time from onset of symp-
toms to admission, but what we can do is to make a rapid eval-
uation and surgical intervention to reduce the morbidity and
mortality associated with obturator hernia. The approaches to
different presentations of obturator hernia will be discussed.

Materials and Methods

A total of six patients with obturator hernias were treated at
N.C.K.U. hospital between 1994 and 2004. Five of six obturator
hernias were treated by emergency laparotomy. The remaining
patient underwent laparoscopic diagnosis and repair of the
obturator hernia. The first five patients (cases 1–5) visited our
emergency room (ER) because of abdominal pain, and the sixth
patient (case 6) was referred to our outpatient department (OPD)
with a diagnosis of left inguinal hernia. In three of six patients,
emergency CT scan was obtained and a preoperative diagnosis of
obturator hernia was made. Another two patients were diagnosed
at immediate laparotomy, and the remaining patient was diag-
nosed by elective laparoscopy. We reviewed these cases and
examined the clinical presentation, age, body weight, associated
medical conditions, preoperative diagnosis, operative findings,
complications, and outcome in this retrospective study.

Results

Cases 1–5

All patients were old thin women with a mean age of 79.8 years
(range: 70–88 years) and a mean weight of 37.3 kg (range: 30–
42.4 kg). Of the presenting complaints, all were those of intestinal
obstruction and two were related to Howship-Romberg�s sign
(thigh or groin pain of the affected site). The interval between
onset of symptoms and operation ranged from 1 to 10 days (mean
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5.2 days). The concomitant conditions included chronic obstruc-
tive pulmonary disease, inguinal hernia, abdominal aortic aneu-
rysm, kyphoscoliosis, and unresectable Klaskin tumor. No
patients had had previous abdominal surgery. The patients were
hospitalized for 1 to 3 days prior to their surgery; five of the six
patients underwent emergency laparotomy for intestinal
obstruction or peritonitis. Obturator hernia was diagnosed in
three patients preoperatively from CT scans that demonstrated a
low-density mass between the pectineus and external obturator
muscles (Fig. 1). All three patients underwent celiotomy as soon
as possible after CT scans were obtained. Midline incisions were
performed in these five patients. There were two left and three
right obturator hernias. Incarcerated ileums were found in the
hernial sac, and all patients required resection of nonviable
intestine. No perforation of small bowel was noted during the
operations. The obturator canal defects were repaired with syn-
thetic mesh because peritoneal contamination was not severe.
The emergent celiotomies (cases 1–5) were performed by differ-
ent surgeons, and no standard mesh size was used in the repair of
the obturator hernia. In every case, the mesh was anchored in the
preperitoneal space. All these patients received antibiotic treat-
ment postoperatlvely. No wound infection was noted postopera-
tively. Four of five patients recovered uneventfully. One patient
(case 4) died of bronchopneumonia 14 days postoperatively.
Details of these five cases are shown in Table 1.

Case 6

A 62-year-old woman underwent THR (total hip replacement)
for a right osteoarthritic hip one year earlier. A protruding mass
over the left parapubic area was noted six months later. The pa-
tient had had several episodes of intermittent lower abdominal
pain associated with nausea during previous months, but it
relieved spontaneously. At physical examination, the only
abnormal finding was a questionable lump over the left parapubic
region. Because of the symptoms and the apparent left parapubic
hernia, an exploratory laparoscopy was performed. A left obtu-
rator hernia without incarcerated content, a peritoneal dimple

over the internal opening of the obturator canal, was identified. A
laparoscopic transabdominal preperitoneal (TAPP) approach was
chosen to repair the obturator hernia [9]. The entrance of pre-
peritoneal connective tissue and fat into the canal was noted after
the peritoneal flap was further dissected down to most inferior
aspect of the obturator hernial sac. After the herniated prepri-
toneal fat was pulled out, the skeketionzed obturator forman
defect was repaired with a piece of 3 · 5 inch polypropylene mesh.
The prosthesis was fixed with staples and the peritoneum was
approximated over the mesh. The total operative time was
75 min. The patient was discharged uneventfully the following
day. No recurrence of the hernia and no similar symptoms have
been noted during follow-up.

Discussion

Obturator hernia is associated with multiple predisposing factors.
In women, a wider pelvis and more triangular obturator canal
opening with a greater transverse diameter may increase the risk
for development of an obturator hernia. Obturator hernia occurs
most frequently in emaciated patients between 70 and 90 years of
age. The loss of protective preperitoneal fat and lymphatic tissue
from aging or malnutrition makes a larger space around the
vessels and nerve, facilitating the formation of a hernia. Some
concomitant condition (e.g., chronic constipation, COPD, ascites,
kyphoscoliosis) and multiparty also predispose patients to herni-
ation by increasing intraabdominal pressure and relaxing the
peritoneum [10, 11].

The anatomic stages of the formation of obturator hernia have
been described in detail elsewhere [4, 12, 13]. During the first
stage, pre-peritoneal fat enters the pelvic orifice of the obturator
canal, forming a pilot fat plug. The second stage begins with a
peritoneal dimple through the canal and progresses to the for-
mation of a peritoneal sac. The third stage of obturator hernia
begins with the onset of symptoms produced by herniation of
viscera into this sac. A palpable groin mass is not common in
these patients because the hernia mass is usually concealed be-
neath the pectineus muscle. The symptoms of intestinal obstruc-
tion may be acute or intermittent if the hernial content reduces
into the peritoneal cavity spontaneously. In another review, one
third of patients had intermittent symptoms before surgical repair
[14]. Such intermittent relief of intestinal obstruction by reduction
of the hernia is also an important clue for diagnosis. There is a
high frequency of Richter hernia of small bowel (41% to 100%)
[11, 14, 15] in these cases; the symptoms are often mild initially
and x-ray investigation may be inconclusive. If the Richter type of
hernia does not reduce spontaneously, the obstruction may be
partial or complete.

Howship-Romberg sign refers to pain along the distribution of
the obturator nerve caused by compression of the nerve by the
hernia sac. It is reportedly present in 15%–50% of obturator
hernia patients [14]. Because osteoarthritis is common in elderly
patients, the Howship-Romberg sign is often overlooked or mis-
interpreted [14, 16], leading to referred of these patients to
neurologists and orthopedic surgeons. Furthermore, if incarcer-
ation of intestine develops, the severity of the intraabdominal
symptoms generally masks the less acute symptoms of obturator
neuropathy. Thus, a positive Howship-Romberg sign is not always
noted, and the correct preoperative diagnosis is not often made
[11]. In our series, two of the six patients had undergone total hip

Fig. 1. Computed tomography (Table 1, patient 5) demonstrates a fluid-
filled mass located between the pectineus and the right external obturator
muscles.
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replacement for treatment of osteoarthritis (case 1 & 5). The
Howship-Romberg sign and the related pain were neglected in
two patients (case 3 & 5) preoperatively.

In those patients with atypical or ambiguous presentation of
obturator hernia, several imaging modalities have been described
as helping to establish the diagnosis, including barium enema
fluoroscopy, ultrasonography [17, 18], herniography [19], and
computed tomography. The herniography described by Gullmo is
the only effective diagnostic method when the hernia is not in-
carcerated [19] (Fig. 2). Some authors indicate that emergency
CT scan is useful for the diagnosis of obturator hernia, particu-
larly in elderly patients presenting with ileus of unknown origin [3,
5–7]. Yokoyama et al. reported that CT scan facilitated the cor-
rect preoperative diagnosis of obturator hernia, but it did not
decrease the rate of bowel necrosis or of postoperative morbidity
and mortality [20]. This is so because in most cases more than 3
days (average 4.5 days) have passed from the onset of symptoms
to surgery. Thus the duration of symptoms is one of the major
factors affecting the rate of bowel resection. However, early
diagnosis with CT scans and surgery produced good results in
another series of patients [5].

There is often a delay in diagnosis and surgical intervention of
obturator hernia, despite the presence of a bowel obstruction. In
most cases, resuscitation was first performed and medical treat-
ment was tried for the intestinal obstruction. Some surgeons have
hesitated to operate because of the patients� advanced age, their
underlying disease, and their generally debilitated condition [21].
The delay undoubtedly contributes to the need for resection of
the gangrenous bowel (25%–75%) [14, 22, 23] and the associated
high mortality rate (12%–70%) [14, 24]. Thus published reports
show that the high mortality is directly related to the delayed
recognition with resultant ruptured gangrenous bowel, and the
high incidence of concurrent medical illness. In other reviews of
obturator hernia, the rate of correct preoperative diagnosis ran-
ged from 21.5% to 31.3% [22]. In our series, the preoperative CT
scans performed on three patients led to a definitive diagnosis of
obturator hernia leading to immediate operative intervention.

It has been said that obturator hernia needs a laparotomy, not a
diagnosis [1]. In other words, early surgical intervention is needed
when complete obstruction or peritonitis have developed, not
prolonged preoperative evaluation. The obturator hernia might
be in the third stage, with partial or complete herniation, at the
time of admission. When clinical features suggest strangulation,
exploratory laparotomy should not be delayed (Fig. 2). However,
initial nonspecific symptoms and vague clinical signs seldom
facilitate the decision to perform emergency operation in elderly
patients with poor general health. In the absence of a strong
indication for emergent operation, uncertainty may lead to de-
layed surgical intervention, which contributes to high mortality.
Emergency CT scan is minimally invasive and readily available.
Obtaining such a study requires only a short period of time in our
institute. Therefore, in patients who may have obturator hernia
but for whom urgent laparotomy is not needed for bowel
obstruction or peritonitis, emergency CT scan could lead to rapid
diagnosis and early surgical intervention. Because the diagnosis is
often delayed until laparotomy for complete bowel obstruction or
peritonitis becomes necessary, CT of the abdomen, including the
pelvic area, is strongly recommended.

A variety of operative approaches have been advocated for the
repair of the defect, including the Cheatle-Henry retropubic ap-
proach [15], a preperitoneal approach, an inguinal approach [25],
and an intraabdominal approach. Laparoscopy is another alter-
native to diagnose, reduce, and repair an obturator hernia [2, 9,
26, 27]. This less invasive surgical approach may provide some
benefits for these high-risk patients, such as short hospital stay,
less ileus, reduced postoperative pain, and fewer pulmonary
complications. However, there is still much concern as to whether
laparoscopic bowel anastomosis can be performed safely and
quickly. Without conclusive historical or physical findings —
especially when there is no evidence of acute complete intestinal
obstruction — the laparoscopic approach may offer a mini-inva-
sive method to identify and treat obturator hernia (Fig. 2). In our
case 6, the patient presented with a vague parapubic lump and
less acute nonspecific symptoms. We therefore elected to perform

Table 1. Clinical and surgical detail of six patients with obturator hernia (O.H.).

1 2 3 4 5 6

Age (Y/O) 70 80 88 78 83 62
Gender F F F F F F
BW (kg) 30 40 42.4 35 39 50
Duration of symptoms 3 days 6 days 10 days 6 days 1 days 6 months intermittent
Previous abdominal operation ) ) ) ) ) )
Intestinal obstruction + + + + + +
H-R sign related pain ) + ) + + )
Concomitant disease COPD TB Kyphoscoliosis R�t O.A. hip

LIH AAA, RIH R�t O.A. hip
Computed tomography scan ) ) + + + )
Pre-op diagnosis of O.H. ) ) + + + )
Side affected Left Right Right Left Right Left
Hernia content S.B. S.B. S.B. S.B. S.B. )
Stage of O.H. III III III III III II–III
Operative method E.L. E.L. E.L. E.L. E.L. Laparoscopy
Bowel resection + + + + + )
Mesh repair + + + + + +
Hospital stay (days) 14 17 14 15 9 3
Outcome Survived Survived Died Survived Survived Survived

Y/O: year-old; F: female; H-R: Howship-Romberg; AAA: abdominal aortic aneurysm; LIH: left inguinal hernia; RIH: right inguinal hernia; S.B.:
small bowel; E.L.: exploratory laparotomy; R�t: right; O.A.: osteoarthritis.
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an exploratory laparoscopy. A transabdominal preperitoneal
(TAPP) approach was chosen to diagnose and treat the obturator
hernia at laparoscopy.

In patients with strangulated obturator hernia, the time be-
tween onset of symptoms of intestinal obstruction and surgical
intervention is perhaps even more important than a definitive
diagnosis. Obturator hernia should be suspected when an elderly,
emaciated, chronically ill woman without previous abdominal
operation presents with symptoms of bowel obstruction or
uncertain pain over the thigh and hip. In those cases presenting
with complete bowel obstruction or peritonitis, an immediate
laparotomy is indicated, even without a preoperative diagnosis.
As discussed above, if the decision to proceed to surgical inter-
vention is delayed because of equivocal findings, an emergency
CT scan might be helpful. The rapid evaluation and appropriate
treatment of these patients must be accomplished within hours
and not days (Fig. 2).

Conclusions

Obturator hernia is relatively rare and is a diagnostic challenge.
Obturator hernia is a significant cause of intestinal obstruction,
especially in emaciated elderly women with chronic disease. Pa-
tients often undergo surgical repair only when they experience
bowel obstruction caused by incarcerated or strangulated small
intestine. If the surgical intervention is delayed, a complicated
postoperative course and even death are common because of
advanced age, underlying disease, the generally debilitated con-
dition.

Diagnostic and therapeutic strategies of suspected obturator
hernia depend on the clinical findings: prevailing peritonitis or
complete obstruction of the bowel result should lead to emergent

laparotomy; prevailing abdominal cramping pain or ileus without
peritonitis allows time for emergent CT scan of the abdomen
including the pelvic area. Laparoscopy may be considered in se-
lected situations.

The importance of early surgical intervention is highlighted
because it is the only hope to lower the high morbidity and
mortality associated with this condition. A treatment decision can
be made as a result of detailed history taking, physical examina-
tion, and emergent CT scan. Understanding the pathogenesis of
obturator hernia may also help with recognition of this condition
in its various presentations and thus avoid delayed surgical
intervention.
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The early history of information relative to obturator hernia is
well described by Lee J. Skandalakis and co-workers [1]. They
credit Rene Jaques Croissant de Garengeot [2] of France as one
of the earliest contributors in 1743. Hernias through the obturator
foramen are not rare, but they are seen infrequently when com-
pared to other pelvic fascial defects. It is therefore important to
bring this subject to our attention, as presented in this issue by our
Taiwanese colleagues.

It is not surprising that the newer diagnostic modalities such as
computed tomography, barium enema fluoroscopy, herniography,
and ultrasonography have been helpful in this diagnostic di-
lemma. Yet, the authors remind me that intermittent intestinal
obstruction due to relief by reduction of the hernial incarceration
is an important clue for diagnosis.

Contrariwise, the authors do not mention the diagnostic value
of the digital vaginal or rectal examination. Skandalakis et al. [1]
report a palpable mass found by this examination in 19 of 118
patients with subsequent proven obturator hernias (16.1 %). This
important observation should be added to the ‘‘clinical suspicion’’
category of the authors (see their Fig. 2). Otherwise, I believe the
algorithm as presented is helpful.

The various operative approaches presented are satisfactory.
Unfortunately, the preoperative diagnosis of intestinal obstruc-

tion often is later found to be caused by an obturator hernia, and
the feasibility of a de novo preperitoneal or laparoscopic ap-
proach is lost. Carter [3] confirms the tide of interest and use of
prosthetic materials to close these hernial defects, particularly via
the preperitoneal approach. Because of the usual fascial rigidity
of the obturator hernia defect, this relatively new modality in
technique has been very helpful.

In the early 1990s, I had the pleasure of visiting surgical
departments in Taiwan. I was very impressed with the quality of
the medical facilities and the surgical teams. We, the world sur-
geons, are pleased to have this opportunity to review their con-
cepts in the difficult diagnosis and treatment of obturator hernia.
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