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Case Report

Obturator Hernia, a Rare Cause of Small Bowel Obstruction:

Case Report

Obturator Herni, ince Barsak Obstriiksiyvonunun Nadir Bir Nedeni: Olgu Sunumu
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Abstract

Obturator hernia is a rare hernia in the world, diagnosed late since it
has no specific symptoms and findings and generally occur in thin and
old women with comorbidity.For this reason obturator hernia has high
morbidity and mortality rates. In this study, we present an obturator
hernia case that Howship-Romberg sign is positive and has typical ap-
pearance in computerized tomography. Laparotomy was performed
on 89 years old female patient with body mass index 18.08 kg/m? by
low middle line incision. Following the segmentectomy to the strangu-
lated small bowel loop, obturator canal is repaired by retroperitoneal
application. No complication occurred in the postoperative period.
Obturator hernia should be taken into consideration in old and thin fe-
male patients with intestinal obstruction. Computerized tomography
should be performed for early diagnosis of the obturator hernia.
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Ozet

Obturator herni tim diinyada nadir gorilen, spesifik semptom ve
bulgularinin olmamasi nedeni ile tanisi geciken, daha ¢ok komor-
biditesi olan yash ve zayif kadinlarda ortaya ¢ikan ve bu nedenler-
le morbiditesi ve mortalitesi yliksek olan bir hernidir. Bu calismada
Howship-Romberg isareti pozitif olan ve bilgisayarli tomografide
tipik goriintiiniin oldugu obturator herni vakasini sunuyoruz. 89 ya-
sinda, body mass indeksi 18.08 kg/m? olan kadin hastaya dustik orta
hat insizyon ile laparotomi yapildi. Strangiile olan ince barsak ansina
segmentektomi yapildiktan sonra obturator kanal retroperitoneal
mesh tatbiki ile onarildi. Postoperatif donemde komplikasyon gelis-
medi. intestinal obstriiksiyonla gelen yasli ve zayif kadin hastalarda
obturator herni akilda tutulmalidir. Erken tant icin bilgisayarli tomog-
rafi cekilmelidir.

Anahtar Kelimeler: Bilgisayarli tomografi, Howship-Romberg isare-
ti, obturator herni, ince barsak obstriiksiyonu

Introduction

Obturator hernia is a rare hernia with high mortality and
morbidity. Since there are not any specific symptoms and
findings of obturator hernia which occur commonly in old
and thin female patients with comorbidity, this causes delays
in diagnosis. As a result of this, due to strangulation of small
bowel, perforation and high mortality rates occur [1].Recently,
computerized tomography (CT) became an important com-
mon diagnostic tool for the rapid diagnosis and early surgical
treatment of these diseases [1, 2]. In the present study, we
want to present a strangulated obturator hernia case that we
suspected with the existence of Howship-Romberg sign and
clarified the diagnosis by abdominal and pelvic CT.

Case Report

Eighty-nine years old female patient is hospitalized in
our clinic due to nausea, vomiting and hip pain continuing

for ten days. The patient described that her complaints were
increased for the last few days because of hypertension and
chronic obstructive pulmonary disease. The patient having
no previous abdominal surgery had given birth to 5 kids.
Body weight was 44 kg and body mass index (BMI) was 18.08
kg/m? In her physical examination, the patient was dehy-
drated and abdomen was distended however there were
no abdominal sensitivity and muscular defence. There was
no significance in inguinal and rectal examination. Air-fluid
levels were observed in the supine abdominal radiography.
Laboratory tests were normal. The patient suffered pain in
her left hip and thigh, the pain was detected to increase with
the extension and abduction of the thigh. This finding was
thought to be Howship-Romberg sign and CT was performed.
Definitive diagnosis of obturator hernia was confirmed by the
observation of dilated small bowel loops together with the
increased content and herniated small bowel loop inside the
obturator foramen (Figure 1) in CT. Emergency laparotomy by

Received: April 26, 2014 / Accepted: June 02, 2014

Phone: +90 442 344 75 66 e-mail: kisaoglu.a@gmail.com

DOI:10.5152/eajm.2014.56

Correspondence to: Abdullah Kisaoglu, Department of General Surgery, Ataturk University Faculty of Medicine, Erzurum, Turkey

©Copyright 2014 by the Atatirk University School of Medicine - Available online at www.eajm.org



Eurasian J Med 2014; 46: 224-6

Kisaoglu et al. Obturator Hernia 225

Figure 1. a-c. Coronal (a) and axial (b and c) computed tomography scans reveal the left obturator
hernia sac containing a distal ileal small bowel loop. In proximal of the left obturator hernia sac shows
multiple dilated fluid-filled small bowel loops (S.B.) and dilated stomach (St.).

low middle line incision was made. 10 cm of small bowel loop
at the 150 cm proximal of the ileocecal valve was observed as
herniated to left obturator canal and strangulated (Figure 2).
Proximal small bowel was dilated. Strangulated bowel loop
has been resected. Obturator canal was repaired by the appli-
cation of retroperitoneal mesh. There was not any complica-
tion occurred in the post-operative period. The patient had
obvious regression of left hip and thigh pain and discharged
at the 7™ day with cure.

Discussion

Obturator hernia is seen with a rate of 0.4% among bowel
obstructions and 0.07-1.0% among hernias [3]. Obturator
hernia was first described in 1724 by Ronsil. It occurs with
the passing of the hernia sac down from the obturator canal
where the obturator nerve and muscle pass [2]. It is seen
more commonly in old and thin multiparous women with
large and big pelvic bones and with a relatively horizontal
obturator channel. Chronic obstructive pulmonary diseases,
malnutrition, chronic constipation and diseases that cause
increased intra-abdominal pressure are among the other pre-
disposing factors. Symptoms of the obturator hernia are non-
specific. The most common finding is an acute obstruction of
the bowel [1]. However, John Howship in 1840 and Heinrich
Romberg in 1845 have described that the occurrence of the
acute pain by the incarceration of obturator nerve at the

medial side of the thigh and exacerbation of this pain with
the extension, abduction and medial rotation of the thigh
are the cardinal signs of obturator hernia [4]. In the literature,
Howship-Romberg sign was reported to exist in 13-65% of
the obturator hernia patients [1, 5]. In our case, in the physi-
cal examination of the patient with symptoms of nausea,
vomiting and left thigh pain, Howship-Romberg sign was also
noticed as positive, CT performed and the presence of obtu-
rator hernia was seen together with small bowel obstruction.

In the periods that CT was not used, the diagnosis of
obturator hernia was generally made intra-operatively. With
the developments of imaging techniques, although imag-
ing methods such as herniography, ultrasonography, barium
enema and magnetic resonance imaging for the diagnosis
of this disease, with a diagnostic value of 78-100% CT has
become a golden standard [4, 5]. Although it is reported
that the use of CT preoperatively in patients with obturator
hernia decreases the intestinal resection rates and mortality
[5], Nasir et al [1] have reported that preoperative CT is use-
ful for the definitive and early diagnosis of the disease and
predicting some of the post-operative complications but do
not increase the post-operative survival rate. Chang et al. [6]
have reported that one of the important reasons affecting the
bowel resection in these patients is the duration of the symp-
toms. In the literature it is reported that; the strangulation
rate can increase from 25% to 100% in the case of delayed
surgical treatment [7]. In our case, although the diagnosis of
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Figure 2. a, b. In laparotomy, herniation of a small bowel loop inside obturator channel (a) and stran-
gulation of this bowel loop (b) are seen.

obturator hernia was made preoperatively by CT, as a result
of the continuing complaints of the patient for 10 days when
admitted, resection of the small bowel has become unavoid-
able. Because of the delay in the diagnosis, intestinal isch-
emia and high incidence of perforation, post-operative mor-
tality rate of these patients was reported as about 70% [8].

Although, a non-operative approach for the treatment of
obturator hernia defined in literature [7], the only treatment
of this disease is surgical. Retro pubic and trans-peritoneal
inguinal approach, laparotomy with low midline incision and
laparoscopic surgery preferred more common recently, are
among the favourite surgical methods [2]. For the repair of
the obturator canal, primary suture technique, closing with
the neighbour tissue and closure with mesh methods are
preferred [9]. Some authors have preferred to close by the
primary suture technique in their cases that they performed
a small bowel resection [2]. We repaired our case successfully
by the application of retroperitoneal mesh following a small
bowel resection with low midline incision.

In conclusion, the reason of the intestinal obstruction in thin
and old female patients may be obturator hernia. The presence
of Howship-Romberg sign should be controlled in suspicious
cases. CT that was performed in the preoperative period is
essential for early diagnosis and emergency surgical treatment.
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