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ABSTRACT

Obturator hernia (OH) is a rare condition with high rates of morbidity and mortality. While diagnosis is difficult, surgery is the definitive 
treatment. Intestinal obstruction is the most common symptom upon admission. In addition, small-bowel obstruction is documented in 
more than half of OH patients. Advanced age, intestinal obstruction, bowel perforation, comorbid diseases, and clinical deterioration are 
risk factors for higher rates of mortality. The aim of the present report was to document clinical and surgical management of 3 female 
patients, each over 80 years of age, admitted to the emergency surgery department with intestinal obstruction and OH.
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INTRODUCTION

Obturator hernia (OH) is a rare clinical entity with an incidence 
between 0.05–1.4% of all hernias.[1] Excessive weight loss and 
multi-parity in women, chronic obstructive pulmonary disease, 
increased intraabdominal pressure associated with chronic 
constipation, and ascites are risk factors for obturator canal 
enlargement leading to the development of peritoneal dimple 
and invagination of a peritoneal sac into the obturator canal.[2] 
Clinical characteristics of OH are obscure. Lack of significant 
examination findings and clinical symptoms usually increase 
rates of morbidity and mortality. Although Howship–Rom-
berg sign (HR) is the pathognomonic finding of a compressed 
obturator nerve by internal rotation of the hip, only 15–50% 
of patients present with pain in the medial part of the thigh.
[3] Hannington-Kiff (HK) sign, characterized by the absence of 
adductor thigh reflex, is another specific finding of OH.[4] In ad-
dition to obturator neuralgia and lower abdominal pain, intes-
tinal obstruction is the most significant clinical manifestation.

The aim of the present report was to provide a review of clin-
ical presentations of 3 patients with OH, as well as a clinical 
perspective, even in challenging diagnosis with complicated 
clinical courses.

CASE REPORT

Case 1– An 83-year-old woman was admitted to the depart-
ment of emergency surgery with vomiting, nausea, and ob-
stipation that had lasted 4 consecutive days. Medical history 
was unremarkable. On physical examination, she had tender-
ness throughout the abdomen without defense or rebound. 
HR sign, HK sign, and related obturator neuralgia was not 
observed. Laboratory parameters were within normal range. 
Direct abdominal x-ray graphs showed small-bowel obstruc-
tion, and initial computed tomography (CT) scan aided in di-
agnosis of right-sided, incarcerated OH (Fig. 1). The patient 
underwent emergency surgery with midline laparotomy. Ex-
ploration of the abdomen revealed a 5-cm ileal segment 60 
cm above the ileocecal valve, incarcerated through the obtu-
rator canal. Gentle traction of the hernia sac and incarcerated 
bowel was performed to avoid iatrogenic perforation of the 
ileal segment. The strangulated ileal segment was gangrenous 
(Fig. 1). Following segmentectomy and anastomoses, obtura-
tor defect was repaired with interrupted sutures. Postopera-
tive follow-up was uneventful, and the patient was discharged 
on the tenth postoperative day.

Case 2– An 89-year-old woman was admitted to the depart-
ment of emergency surgery with lower abdominal pain and 
obstipation that had begun 2 days prior. The patient had a 
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history of appendectomy and left inguinal hernia repair. Physi-
cal examination revealed tenderness in the lower quadrants 
of the abdomen and mild abdominal distention. Rectal ex-
amination was normal. Laboratory tests showed leukocyto-
sis, hyponatremia, and hypokalemia. Direct x-ray graphs and 
abdominal ultrasonography showed unperistaltic dilated in-
testines. Oral intake was stopped, and initial therapy with 
serial physical examination check-ups was planned. On the 
second day, direct x-ray graphs showed increased obstruction 
of the small intestine with findings of severe peritonitis. Ex-
ploratory laparotomy revealed incarcerated ileal segment 100 
cm above the terminal ileum, through a large obturator canal. 
Strangulated ileal segment was gangrenous, and perforation 
was limited to the obturator canal. Hence, resection anasto-
mosis was performed. Necrotic tissue and bowel contents in 
the obturator canal were removed with radical debridement. 
Obturator canal was closed with interrupted sutures, and a 
sump drain was placed in the rectovesical space. Postopera-
tive follow-up was uneventful. On the fifth postoperative day, 
oral intake was resumed, and abdominal drain was removed. 
The patient was discharged on the tenth postoperative day 
with favorable outcome.

Case 3– An 81-year-old woman was admitted with fecaloid 
vomiting and recurrent lower abdominal pain. Abdominal dis-
tention had begun 3 months prior, and slight amounts of wa-
tery defecation had occurred 2 or 3 times per week. Medical 
history included 2 caesarian sections and appendectomy op-
erations. Physical examination revealed tenderness with find-
ings of peritonitis, distention, and hyperactive bowel sounds. 
Rectal palpation demonstrated a painful mass externally com-
pressing the rectal mucosa into the anal canal. White blood 
cell count was 14500 cells/µL, and serum amylase level was 
2 times higher than normal limits. Direct abdominal x-ray 
graphs showed dilated small-bowel loops and multiple air-

fluid levels. Medical therapy was planned and initial decom-
pression was maintained by nasogastric tube insertion. Fur-
ther investigation with oral and rectal contrast-enhanced CT 
demonstrated a right-sided OH with small-bowel strangula-
tion. Midline laparotomy confirmed the diagnosis. Strangu-
lated intestines were firmly adherent, and careful traction did 
not reduce the hernia sac. Adhesions between the peritone-
um and the obturator membrane were dissected with careful 
cauterization. A nelaton catheter was inserted through the 
obturator foramen along the obturator canal, and hydrostatic 
pressure was maintained using slight infusion of isotonic sa-
line solution with 50-cc syringe. Hence, hernia sac and intes-
tines were reduced by gentle means, without perforation or 
ischemia. Consequently, obturator defect was repaired with 
interrupted sutures. Postoperative follow-up was uneventful. 
Nasogastric tube was removed on the second day, and oral 
intake was initiated. The patient was discharged on the eighth 
day, with full recovery.

DISCUSSION

OH commonly occurs in elderly, emaciated, multiparous 
women, with a female:male ratio of 9:1.[5,6] Acute intestinal 
obstruction is the most significant clinical presentation, pres-
ent in over 90% of OH patients.[2] Approximately half pres-
ent with small-bowel strangulation.[7] In addition, OH may 
contain the large bowels, omentum, appendix, or fallopian 
tubes.[8,9] Other clinical symptoms include lower abdominal 
pain, abdominal distention, nausea, vomiting, and obturator 
neuralgia, associated with intestinal ischemia, all of which are 
non-specific findings ranging from mild to severe.[2] Unfor-
tunately, these symptoms in isolation are not sufficient for 
differential diagnosis.

In the clinical setting, even with strong clinical suspicion, ap-
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Figure 2. (a) Peroperative exploration of enlarged obturator canal 
and illustration of anatomical indexes. (b) Strangulated and gangre-
nous small-bowel segment with complete detachment form mesen-
tery. (c) Computed tomography scan showing incarcerated intes-
tinal loop through the right obturator canal. CL: Cooper ligament; 
CM: Corona mortis; FR: Femoral ring; IEA: Inferior epigastric artery; 
IL: Inguinal ligament; P: Surgical clamp; SP: Symphysis pubis.
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proximately 10% of patients are diagnosed prior to surgery.
[10] Better diagnostic performance with higher sensitivity and 
specificity rates are demonstrated by CT, as opposed to ul-
trasonography, direct abdominal x-ray radiographs, or mag-
netic resonance imaging.[11] CT is relatively non-invasive, a fast 
and reliable tool, with a preoperative diagnosis rate of 90%.
[12] CT is thus defined as a gold standard, first-line imaging 
modality, particularly in cases of acute intestinal obstruction 
when supported with direct abdominal x-ray radiographs and 
subtle clinical presentation of OH.[13]

 
However, it has been noted in recent studies that preopera-
tive CT plays a controversial role in postoperative outcomes. 
Kammori et al. have suggested that preoperative CT reduced 
both intestinal resection rates and surgical mortality,[14] 
whereas Yokoyoma et al. reported insignificant impact on pa-
tient outcome.[15] In the cases presently described, initial CT 
evaluation revealed intestines incarcerated into the obturator 
canal in all cases. Compared to examination findings, CT pro-
vided a definitive diagnosis, allowing for the performance of 
prompt and accurate treatment. Therefore, preoperative CT 
should be used as a primary screening tool for differential di-
agnosis of intestinal obstruction, particularly in elderly, ema-
ciated, and multiparous women with high suspicion of OH. 

In routine practice, clinical efforts to identify the underlying 
causes of acute intestinal obstruction usually delay the tim-
ing of initial surgical intervention and complicate the clinical 
course. 

It has been argued that prolonged diagnosis of incarcerated 
OH leads to an increase of up to 70% in rates of morbidity 
and mortality.[7] High morbidity rates are also associated with 
advanced age, bowel perforation, comorbid diseases, and 
deterioration or disability.[16] Several algorithms have been 
described for management of suspected OH to reduce mor-
bidity and mortality.[6,11] Above all, clinicians should specify 
admission signs and symptoms of possible OH presentation 
with history and physical examination. The next step is to de-
termine peritonitis findings and small-bowel obstruction with 
direct abdominal x-ray graphs and CT scan. Whether or not 
diagnosis is clear, urgent laparotomy must be performed if 
intestinal obstruction symptoms persist and/or manifest with 
peritonitis.

Even with challenging diagnosis in emergent or recurrent OH, 
surgery is stated as the main treatment. Several surgical pro-
cedures have been described, including abdominal, inguinal, 
retropubic, and obturator approaches.[2] Inguinal, retropubic 
and obturator approaches are preferred when preoperative 
diagnosis is clear, and intestinal strangulation is excluded. The 
aims of surgical intervention should be to evaluate viability 
of incarcerated organs or intestines for adequate resection 
and to repair the corrupted obturator canal. The abdominal 
approach was preferred in the present cases. The patients 
were examined for intestinal ischemia, and the anatomy of 

the obturator canal was more properly observed by lower 
midline laparotomy. In all cases, midline laparotomy and pri-
mary repair of the defect resulted in satisfactory postopera-
tive outcomes.

In recent reports, surgeons have been encouraged to per-
form laparoscopy in cases of OH.[17] Laparoscopic surgery has 
been recently described as an elective treatment modality in 
cases of accurate preoperative diagnosis subsequent to CT. 
Disadvantages of laparoscopic surgery are inability to assess 
viability or resection of intestines, and inability to perform as 
an emergency procedure. Some authors have suggested that 
even in emergent settings with abdominal distention, formal 
diagnostic laparoscopy should be performed to visualize in-
testinal viability, and that transabdominal preperitoneal ap-
proach should be performed to repair obturator defects.[3] 
 
In conclusion, OH is a clinical entity that an experienced 
surgeon may rarely identify in routine clinical practice. Clini-
cal signs and symptoms are not specific enough for immedi-
ate diagnosis. Obturator neuralgia presenting with intestinal 
obstruction is the most significant finding upon examination 
that can lead clinicians with high clinical suspicion to an ac-
curate diagnosis. Among all abdominal wall hernias, OH has 
the highest rates of morbidity and mortality. Therefore, fast 
and accurate diagnosis plays an important role in improving 
postoperative outcomes. Assessment of elderly, emaciated, 
multiparous women with lower abdominal pain and abdomi-
nal distention should be performed more cautiously, and CT 
should be promptly performed in cases of potential OH. 
Whether or not diagnosis is clear, urgent laparotomy must 
be performed if symptoms of intestinal obstruction persist 
and/or manifest with peritonitis.
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  OLGU SUNUMU - ÖZET

Obturator fıtıkların zorlu yönetimi: Üç olgu sunumu ve literatürün gözden geçirilmesi
Dr. Kazım Şenol, Dr. Mehmet Emrah Bayam, Dr. Uğur Duman, Dr. Evren Dilektaşlı,
Dr. Muhammed Doğangün, Dr. Abdullah İnal, Deniz Necdet Tihan

Şevket Yılmaz Eğitim ve Araştırma Hastanesi, Genel Cerrahi Kliniği, Bursa

Obturator herni yüksek mortalite ve morbidite yüzdeleri ile seyreden nadir görülen bir sağlık sorunudur. Tanı koymak güç olmakla birlikte kesin 
tedavisi cerrahidir. Bağırsak tıkanıklığı en sık başvuru semptomudur. Bununla birlikte hastaların yarısından fazlasında ince bağırsak tıkanıklığı izlenmek-
tedir. İleri yaş, kadın cinsiyet, eşlik eden kronik hastalıklar, bağırsak tıkanıklığı, bağırsak perforasyonu ve hastanın klinik olarak kötü durumda olması 
yüksek mortalite için risk faktörleridir. Bu olgu sunumunda, acil cerrahi servise intestinal obstrüksiyon ve obturator herni ile kabul edilmiş 80 yaş 
üzeri, üç kadın hastanın klinik ve cerrahi yönetimini sunmayı amaçladık.
Anahtar sözcükler: Bilgisayarlı tomografi; ince bağırsak tıkanıklığı; mortalite; obturator herni.
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