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ABSTRACT

Background: Obturator hernia is rare and accounts for less than 1% of all abdominal wall hernias. It represents
a diagnostic challenge due to its non-specific signs and symptoms.

Case Report: We describe a 93-year-old woman presenting with 12 hours of lower abdominal pain. Computed
tomography demonstrated a right strangulated obturator hernia causing small-bowel obstruction. Laparoscopic
transabdominal preperitoneal repair was performed with mesh placement. The patient recovered uneventfully
and was discharged on postoperative day 4.

Conclusion: Early CT diagnosis followed by laparoscopic repair allows rapid recovery and reduces morbidity in
strangulated obturator hernia.

CASE REPORT

INTRODUCTION extensive open surgery. Advances in multidetector CT permit

Obturator hernia, first described in 1724, remains one of the rapid, unequivocal identification of the herniated bowel loop
rarest abdominal-wall hernias and carries the highest reported ~ coursing between the pectineus and obturator externus muscles,
mortality (up to40 %) because clinical manifestations are raising preoperative diagnostic accuracy above 90% [4].
nonspecific and diagnosis is often delayed [1-3]. Early detection ~ Parallel progress in laparoscopy has made minimally invasive
is therefore critical but challenging, particularly in nonagenarian trans-abdominal pre-peritoneal (TAPP) repair feasible even in
patients who tolerate neither prolonged obstruction nor ~ €mergency settings, offering excellent visualisation of the pelvis,
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the opportunity to inspect bowel viability, and lower wound
morbidity than open approaches [5]. The present report is—to
our knowledge—the oldest Vietnamese patient successfully
treated by laparoscopic TAPP for strangulated obturator hernia
following CT diagnosis within 12 hours of symptom onset.
It underlines two key messages: (i) CT should be promptly
obtained in any frail, elderly female with bowel obstruction of
unclear aetiology, and (ii) laparoscopic TAPP repair is safe and
effective, even in nonagenarians, provided that strangulation is
recognised early and bowel is viable.

CASE REPORT

Clinical presentation

A 93-year-old female patient presented with lower abdominal
pain radiating to the buttocks. The symptoms had been ongoing
for the previous 12 hours, accompanied by constipation and
nausea. The patient had a history of six vaginal deliveries and
no prior abdominal surgeries. On examination in the emergency
department, the patient exhibited significant tenderness in the
lower abdomen, mild abdominal distension, with no signs of
peritonitis, and a thin body frame, with a BMI of 16.2 kg/m?.
Rectal examination showed no suspicious mass and no blood.
There was no palpable mass in the groin area.

Laboratory tests revealed a white blood cell count of 14 x
10°/L. Abdominal X-ray (Figure 1) showed levels of air-fluid
and no free air in the peritoneal cavity. Abdominal ultrasound
revealed dilated small bowel loops with increased motility and
minimal fluid between the loops, but no definitive cause of
obstruction was identified. Contrast-enhanced abdominal CT
scan (Figure 2) showed the cause of obstruction to be a loop
of ileum herniating through the right obturator foramen. The
previously dilated bowel loops were found to be congested with
fluid, and the bowel loop posterior to the hernia was collapsed.
The bowel wall at the site of the hernia showed reduced contrast
enhancement compared to the bowel loops inside the abdominal
cavity. The small bowel obstruction was evident, with no free
air or fluid in the peritoneal cavity.

Thepatientunderwentlaparoscopic surgery. Intraoperatively,
a loop of ileum herniating through the right obturator foramen
was identified within the pelvic region, accompanied by dilated
fluid-filled loops of small bowel proximal to the hernia site
(Figure 3A). Examination of the contralateral side revealed no
abnormalities, and femoral or inguinal hernias were absent. The
incarcerated ileal segment was reduced back into the peritoneal
cavity; the herniated bowel loop appeared edematous but viable
without signs of ischemic necrosis and was thus preserved
(Figure 3B). Subsequently, laparoscopic transabdominal
preperitoneal (TAPP) hernioplasty was performed utilizing a
synthetic mesh measuring 15x15 cm (Figure 3D). The mesh
was positioned preperitoneally to cover the obturator, femoral,
and deep inguinal rings, secured with Protack fixation, and the
peritoneum was closed. Operative duration was 65 minutes.
Postoperatively, the patient exhibited good recovery, resumed
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oral intake on the second postoperative day, and reported pain
of 3 points on the visual analog scale (VAS) at day 2. She was
discharged on the fourth postoperative day.

Imaging findings

Plain abdominal radiograph showed multiple air-fluid levels
without free intraperitoneal air (Figure 1). Ultrasound revealed
dilated, hyperperistaltic small-bowel loops with a small amount
of free fluid. Contrast-enhanced CT of the abdomen and pelvis
demonstrated a 3.0 x 2.0 cm loop of distal ileum herniating
through the right obturator foramen with associated proximal
obstruction (Figure 2A-2D). The incarcerated loop showed mild
mural edema but preserved enhancement.

Management & follow-up

Emergency laparoscopic exploration was undertaken
via a transabdominal preperitoneal (TAPP) approach. After
reduction of the ileal segment, its viability was confirmed and
bowel resection was not required (Figure 3A-3B). A 15 x 15 cm
lightweight polypropylene mesh was placed to cover the
obturator, femoral and deep inguinal rings and fixed with
absorbable tackers; the peritoneum was closed (Figure 3C-3D).
Operative time was 65 minutes. The patient resumed oral
intake on postoperative day 2 and was discharged on day 4. No
recurrence was noted at 6-month follow-up.

DISCUSSION

Etiology & demographics

Obturator hernia is a protrusion of intra-abdominal content
through the obturator canal. It represents <1 % of abdominal
wall hernias and predominantly affects thin, multiparous women
in the eighth to tenth decades [1,6]. Risk factors include chronic
conditions that increase intra-abdominal pressure (chronic
cough, constipation) and progressive loss of pre-peritoneal fat.

The patient described here was an elderly female presenting
with bowel obstruction caused by a strangulated obturator
hernia successfully treated by TAPP laparoscopic hernioplasty.
Strangulated obturator hernia is uncommon, contributing
to frequent delays in the diagnosis of intestinal obstruction.
Thus, prompt identification and timely surgical intervention
significantly enhance clinical outcomes. Obturator hernias are
rare conditions known for diagnostic challenges [1,6]. The wider
pelvic anatomy in women increases susceptibility to obturator
hernias compared to men. Risk factors include advanced age,
low body mass index, and multiparity. The clinical presentations
are typically nonspecific, complicating early diagnosis. Two
clinical examination signs aiding diagnosis include Howship—
Romberg and Hannington—Kiff signs [4,7]. The Howship—
Romberg sign, characterized by medial thigh pain exacerbated
by adduction, extension, and internal rotation of the thigh, arises
from obturator nerve compression; however, its sensitivity is
below 50% [7]. The Hannington—Kiff sign involves intact
patellar reflex concomitant with loss of adductor reflex due to
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obturator nerve entrapment and resulting muscular weakness
[8,9], but this sign is clinically rare. Neither of these signs was
observed in our patient.

Clinical & imaging findings

Symptoms are nonspecific and often mimic small-bowel
obstruction. The Howship—Romberg sign—medial thigh pain
due to obturator nerve compression—is present in <50 % of
cases [7]. CT is the imaging modality of choice with >90 %
sensitivity, revealing a bowel loop between the pectineus and
obturator muscles below the pectineal line [4].

Computed tomography (CT) is essential in evaluating cases
of bowel obstruction with unknown etiology [4,7]. CT imaging
enables precise diagnosis of obturator hernia, first described by
Meziane et al. in 1983 [4,10]. Subsequently, CT has improved
preoperative diagnosis rates up to 90% [11]. Moreover, CT
provides crucial information regarding incarcerated bowel
loops, obstruction severity, and potential complications, guiding
the surgical approach (open versus laparoscopic).

Treatment & prognosis

Prompt surgical repair is mandatory owing to strangulation
rates up to 50 % and mortality approaching 40 % in delayed
cases [12,13]. Laparoscopic TAPP offers excellent visualization,
lower wound morbidity and shorter hospital stay compared
with open repair [5,14,15]. Mesh reinforcement covering the
myopectineal orifice reduces recurrence.

Due to nonspecific clinical presentations, obturator hernias
are associated with a high complication rate [12]. Strangulated
obturator hernia exhibits the highest mortality rate among
abdominal wall hernias, reaching approximately 40% [12,13],
thus necessitating emergent surgical intervention. Compared
with open surgery, laparoscopic techniques offer superior
visualization, smaller incisions, reduced postoperative pain, and
expedited recovery [5,14]. The transabdominal preperitoneal
(TAPP) technique is frequently employed in cases of incarcerated
inguinal or femoral hernias, demonstrating advantages and
efficacy in the management of strangulated hernias [5,14].
Similarly, TAPP can be utilized effectively for strangulated
obturator hernias [14,15]. However, mesh placement must be
large enough to adequately cover both obturator and lacunar
foramina to minimize recurrence risk [14,15].

Differential Diagnoses

Differential considerations include femoral hernia, inguinal
hernia, psoas abscess, pelvic lymphadenopathy and obturator
foramen cysts. CT characteristics and the relation of the lesion to
the obturator externus and pectineus muscles help discriminate
these entities.

In this clinical case, early diagnosis with mild abdominal

distension and absence of complications enabled successful
laparoscopic management. During surgery, bowel segments
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exhibiting ischemic necrosis require resection with subsequent
obturator defect closure. In our patient, the reduced herniated
bowel segment remained viable with good perfusion and was
thus preserved. We proceeded with TAPP hernioplasty utilizing
a 15x15 cm mesh to cover the obturator, femoral, and deep
inguinal rings. Careful attention was given during mesh fixation
to avoid injury to the obturator nerve. Laparoscopic management
of strangulated obturator hernia offers benefits such as efficient
reduction and assessment of incarcerated bowel, identification
of concomitant hernias, reduced postoperative pain, and shorter
recovery periods.

CONCLUSION

Strangulated obturator hernia remains a rare, diagnostically
challenging condition associated with significant complications.
Clinical presentations are frequently atypical. CT imaging is
critical for timely diagnosis. Delayed diagnosis can result in
bowel necrosis, perforation, and peritonitis. TAPP hernioplasty
represents a safe and effective approach for the management of
non-necrotic strangulated obturator hernias.

TEACHING POINT

Strangulated obturator hernia, though rare, should be
suspected in elderly cachectic women with bowel obstruction;
contrast-enhanced CT enables early diagnosis, and laparoscopic
TAPP repair provides a safe, minimally invasive treatment.

QUESTIONS

Question 1: Which of the following is NOT a typical risk
factor for obturator hernia?

-A. Multiparity

-B. Obesity (applies)

-C. Low body mass index

-D. Chronic constipation

-E. Advanced age

Explanation: Obturator hernia occurs mainly in thin,
elderly, multiparous women; obesity is not a risk factor
[Etiology & demographics].

Question 2: The Howship—Romberg sign refers to:

-A. Loss of patellar reflex

-B. Medial thigh pain exacerbated by hip movement (applies)

-C. Lateral thigh numbness

-D. Groin swelling

-E. Absent adductor reflex

Explanation: Medial thigh pain due to obturator nerve
compression characterises the Howship—Romberg sign
[Clinical & imaging findings].

Question 3: What is the imaging modality of choice for
diagnosing obturator hernia?

-A. Ultrasound

-B. Plain radiograph

-C. Computed tomography (applies)

‘D.MRIT1
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‘E. PET-CT
Explanation: CT shows the herniated bowel loop and has
>90 % sensitivity [Clinical & imaging findings].

Question 4: Regarding treatment of strangulated obturator
hernia, which statement is correct?

-A. Non-operative management is first-line

-B. Laparoscopic TAPP repair reduces morbidity (applies)

-C. Mesh should not be used

-D. Mortality is <1 % even with delay

-E. Open approach is contraindicated

Explanation: Prompt laparoscopic repair with mesh lowers
wound morbidity and speeds recovery [ Treatment & prognosis].

Question 5: Mortality rates of strangulated obturator hernia
reported in literature approach:

‘A 5%

‘B. 10 %

-C.20%

-D. 40 % (applies)

‘E. 60 %

Explanation: Delayed diagnosis can lead to mortality up to
40 % [Treatment & prognosis].
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FIGURES

Figure 1: 93-year-old female with strangulated obturator hernia. FINDINGS: Supine abdominal radiograph shows multiple dilated small-bowel
loops with air-fluid levels; no free air. TECHNIQUE: Portable digital plain film (100 kV, 4 mAs, 0.8-mm focal spot).
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Figure 2: Same patient. FINDINGS: Axial (A) and coronal (B) contrast-enhanced CT images (portal-venous phase) demonstrate a loop of
distal ileum (arrow) passing through the right obturator canal between the pectineus and obturator externus muscles with proximal obstruction.
TECHNIQUE: 128-slice CT; 120 kV, automated mAs; 1-mm slice; 80 mL iodinated contrast at 3 mL/s, images at 70 s.

Radiology Case. 2026 January; 20(1):1-8 5



Journal of Radiology Case Reports

General Imaging

Figure 3: Laparoscopic views. (A) Incarcerated ileal loop at the right obturator foramen. (B) Viable bowel after reduction. (C) Creation of

Early CT Diagnosis of Strangulated Obturator Hernia in A 93-Year-Old Woman Followed Pham et al.
by Laparoscopic TAPP Repair: Case Report

preperitoneal space. (D) Polypropylene mesh covering obturator, femoral and inguinal rings. TECHNIQUE: Three-port laparoscopy, 30-degree

telescope.

Table 1: Summary table — Strangulated obturator hernia

Field Key facts

Etiology HemiaFion of sma.ll-bowel (occasional@y omenFum or colon) thrf)ugh the obturator canal; pr@cipitated by loss of
protective pre-peritoneal fat and chronically raised intra-abdominal pressure RCR-Manuscript

Incidence <1 % of all abdominal-wall hernias; rises to ~ 1.6 % among elderly women presenting with bowel obstruction

Gender ratio Marked female predominance (= 6—14 : 1 F : M) owing to wider pelvis and larger obturator foramen

Age predilection Peak in 70- to 90-year-olds (“little-old-lady hernia™)

Risk factors Low body-mass index, multiparity, chronic cough/constipation, chronic illness, rapid weight loss, malnutrition
Urgent surgical repair—now most often laparoscopic TAPP mesh hernioplasty; bowel resection if necrotic RCR-

Treatment .
Manuscript

Prognosis Mortality 12 — 40 % (may reach 70 % with delay); early CT diagnosis + laparoscopic repair lowers morbidity/mortality
X-ray: small-bowel obstruction (dilated loops, air—fluid levels). CT (gold-standard): closed-loop of ileum wedged

Typical imaging between pectipeus & obturator extemus below pectinea}l line; proximal dilatatjon; possible mural edema or decreased

findings enhancement if strangulated. US: dilated bowel + herniated loop deep to pectineus (operator-dependent). MRI: same

anatomy as CT; T1 iso-, T2 hyper-intense bowel; restricted diffusion if ischemic. PET/Scintigraphy: rarely used, may
show focal FDG uptake or be normal RCR-Manuscript
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Table 2: Differential-diagnosis imaging table
: Contrast L
Entity X-Ray uUsS CT MRI-T1 MRI-T2 MRI-DWI enhancement Scintigraphy  PET
Bowel loop
Dilated loops; ::I;x?;tll;reii\?;en Hyperintense
Obturator SBO pattern, may .Vlsuahze pectineus Iso-intense fluid/ Restricted if None / r.educed Mild F].)G
. . herniated . . (ischemia) — Not used uptake if
hernia no groin mass & obturator bowel edematous ischemic . .
bowel deep to heterogeneous inflammation
cctineus externus; + wall
p U wall edema/low
enhancement
Sac medial E?’;Irlilgrsf(f Viable loop
Fem?ral .SBO if to fem(?ral Ve inguinal lig.; F.at /bowel Fluid / bowel | Usually none = homog; _ Not used Usually none
hernia incarcerated | below inguinal medial to signal strangulated =
lig. femoral v. heterog.
Inguinal  SBOif Herniated i:ec; ﬂilqumlll%rlllal Variable,
sul . bowel/fat in cepng As above As above None decreased if Not used None
hernia incarcerated |. . ring; follows
inguinal canal |. =’ strangulated
inguinal canal
Rim-enhancing
Psoas abscess Obscured Hypoechoic/ ﬂuld collection Low High Marlfeq "I?hlcli, Per,l’pheral Ga-67 uptake Intense FDG
psoas border | complex mass |in psoas, may restriction rim (“ring”) uptake
track to canal
Pelvic lvmph- Oval Enlarged nodes Homogeneous Sentinel-node
YIPA N ormal hypoechoic  |along obturator 'Iso-soft-tissue Mildly hyper |Restricted soft-tissue . FDG-avid
adenopathy . mapping
node chain enhancement
Well-defined
Obturator-  Usuall Anechoic fluid-
y . . attenuation cyst | Very low Very high None None or thin rim | Not used No uptake
foramen cyst normal cystic lesion

in obturator
foramen

Radiology Case. 2026 January; 20(1):1-8

WO SASE)AZO[0IpRY MMM



General Imaging Early CT Diagnosis of Strangulated Obturator Hernia in A 93-Year-Old Woman Followed Pham et al.
by Laparoscopic TAPP Repair: Case Report

KEYWORDS

Obturator hernia; strangulated hernia; laparoscopic hernia
repair, small bowel obstruction; case report

ABBREVIATIONS
BMI = Body Mass Index
CT = Computed Tomography
MDCT = Multidetector Computed Tomography
MRI = Magnetic Resonance Imaging

PET-CT = Positron Emission Tomography—Computed
Tomography

TAPP = Transabdominal Preperitoneal (laparoscopic hernia
repair)

VAS = Visual Analog Scale

SBO = Small-Bowel Obstruction
lig. = Ligament

v. = Vein

FDG = Fluoro Deoxy Glucose
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