
Biomedical Research and Therapy 2023, 10(4):5619-5623

Open Access Full Text Article Case Report

1Department of General Surgery, Hanoi
Medical University Hospital, Hanoi, Viet
Nam
2Department of Radiology, Pham Ngoc
Thach University of Medicine, Ho Chi
Minh City, Viet Nam

Correspondence

NguyenMinh Duc, Department of
Radiology, Pham Ngoc Thach University
of Medicine, Ho Chi Minh City, Viet Nam

Email: bsnguyenminhduc@pnt.edu.vn

History
• Received: Mar 18, 2023
• Accepted: Apr 23, 2023
• Published: Apr 30, 2023

DOI : 10.15419/bmrat.v10i4.802

Copyright

© Biomedpress. This is an open-
access article distributed under the 
terms of the Creative Commons 
Attribution 4.0 International license.

Strangulated obturator hernia in a COVID-19 patient: a rare case
presentation and the role of computed tomography in diagnosis

Tran Ngoc Dung1, Nguyen Duc Anh1, NguyenMinh Duc2,* 

Use your smartphone to scan this
QR code and download this article

ABSTRACT
Obturator hernia is a rare cause of acute abdomen resulting from a protrusion of intra-abdominal
contents through the obturator foramen in the pelvis. Obturator hernia is often seen in older adults,
emaciated individuals, and chronically ill women. The preoperative diagnosis of obturator hernia
is frequently delayed because its nonspecific signs and symptoms complicate the diagnostic pro-
cess, leading to high mortality rates. The most common clinical presentation of obturator hernia
is intestinal obstruction with nausea, vomiting, and abdominal pain. Symptoms caused by the
compression and irritation of the obturator nerve within the canal are less common. Open or
laparoscopic surgery is the only available treatment; it allows abdominal cavity exploration and
hernia reduction. The widespread and increasing use of computed tomography has played an
important role in diagnosing conditions. Here, we present the case of a 90-year-old woman di-
agnosed with strangulated obturator hernia and coronavirus disease 2019 (COVID-19) who under-
went emergency surgery at HanoiMedical University Hospital. We emphasize the role of computed
tomography in establishing a prompt preoperative diagnosis and planning an appropriate surgical
intervention for this rare condition.
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INTRODUCTION
Obturator hernia represents <1% of all hernias, in-
dicating its rarity. Because this presentation is chal-
lenging to diagnose and treat early, approximately
half (47%) of obturator hernia patients are first di-
agnosed when complications arise or death occurs1.
Also known as the ”little old lady’s hernia,” obturator
hernia is more common in older women with a low
body mass index (BMI) and concurrent medical con-
ditions. The reason for this sex bias is that women
have a wider pelvis and a more triangular obturator
canal with a greater transverse diameter. Patients with
obturator hernia present with acute cases of intestinal
obstruction, which can include abdominal pain and
distention, nausea, vomiting, and abdominal discom-
fort. According to the literature, there are three signs
specific to a strangulated obturator hernia compress-
ing the obturator nerve. The first, obturator neuralgia,
can present as either hyper- or hypoesthesia extend-
ing from the inguinal crease to the anteromedial as-
pect of the thigh. Related to obturator neuralgia, the
Howship–Romberg sign, characterized by pain along
the distribution of the anterior division of the ob-
turator nerve, is the second specific symptom. An-
other finding that can be present is the Hannington–
Kiff sign, characterized by the absence of the adduc-
tor thigh reflex2. Abdominal computed tomography

(CT) is an imaging method with high sensitivity and
specificity in preoperative diagnosis that allows as-
sessment of the perfusion status of the hernia viscera
and other abdominal organs, helping the surgeon de-
velop the most appropriate treatment strategy 3. The
only treatment method for obturator hernia is surgi-
cal, either open or laparoscopic, with abdominal or
preperitoneal access to the hernia hole. The hernia
defect is repaired by simple sutures, shaped by mus-
cle flaps, or reinforced with artificial materials4.
Here, we present the case of a patient with coron-
avirus disease 2019 (COVID-19) who was admitted
to the hospital with acute intestinal obstruction symp-
toms and diagnosed with strangulated obturator her-
nia by abdominal CT scan. The patient underwent
successful emergency laparoscopic surgery at the De-
partment of General Surgery, Hanoi Medical Univer-
sity Hospital.

CASE REPORT
The patient was a 90-year-old woman with a history
of open appendectomy (McBurney’s incision), hyper-
tension, and heart failure. She presented to the emer-
gency ward with abdominal pain and vomiting that
had persisted for 1 day. On arrival, the patient’s
general condition was weak, and she demonstrated
hypertension (170/90 mmHg) and tachycardia (100
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bpm). Her weight was 30 kg, and her height was 145
cm (BMI = 14.3 kg/m2). The local examination re-
vealed central distension of the abdomen with gen-
eralized tenderness and guarding. Her other systems
appeared normal, and the per rectal and per vaginal
examination findings were unremarkable.
The patient tested positive for COVID-19 with a rapid
test. Investigations revealed a normal white blood
cell (WBC) count of 7.67 G/L, an increased neu-
trophil count (NEUT) of 87.3%, and C-reactive pro-
tein (CRP) levels of 4.37mg /dL. A bedside abdominal
ultrasound revealed dilatationwith fluid stagnation in
the intestinal loops around the umbilicus; the thickest
area of abdominal free fluid measured 15 mm. More-
over, a CT scan revealed left-sided obturator fora-
men hernia containing a segment of distal ileum caus-
ing high-grade small bowel obstruction, reaching 4
cm, and the intestinal loop wall was poorly perfused
(Figure 1). Numerous signs of strangulation and is-
chemia of the bowel were present, including mesen-
teric edema and bowel wall thickening with decreased
enhancement. Echocardiography revealed left ven-
tricular systolic function (ejection fraction) of 43%,
and a chest X-ray showed a large heart shadow.
Following a diagnosis of left-sided strangulated ob-
turator hernia with heart failure and COVID-19, the
patient was transferred as an emergency case to the
operating room 7 hours after admission and 24 hours
after symptom onset. A laparoscopic procedure was
performed with three small incisions: 5 mm and dou-
ble 10 mm port-sizes located supraumbilically at the
right iliac fossa and the leftmidclavicular line, respec-
tively. A diagnostic laparoscopy was performed af-
ter peritoneal penetration and gas insufflation, and
the obturator hernia with bowel content was visual-
ized (Figure 2). A transitional zone at the hernia site
showed proximal dilatation and distal collapse of the
small bowel.
The hernia was subsequently reduced, with signs of
bowel ischemia. After 5 minutes, the affected ileal
segment appeared healthy (Figure 3). Finally, the
entire small bowel was assessed to eliminate any other
transitional zones or pathology, and the findings were
unremarkable.
Therefore, as there was no contamination, ischemia,
or perforation, suture repair was performed with
non-absorbable multifilament Ti-cronTM 2.0 using a
double-layer technique. The first layer resulted in the
closure of the defect, and the second created a peri-
toneal plug to fill the defect and reduce the recurrence
risk (Figure 4). The surgery time was 45 minutes,
and the total anesthesia time was 60 minutes. After

12 hours, the patient could eat, and she was trans-
ferred to the medical ward for cardiovascular disease
and COVID-19 treatment the following day.

DISCUSSION
Arnaud de Ronsil first described obturator hernia in
1724, and the first successful surgery was performed
by Henry Obre in 1851. The condition has remained
a rare pathology, accounting for 0.07–1% of all her-
nias, only 0.2–1.6% of which cause mechanical bowel
obstruction4,5. Obturator hernia commonly affects
individuals aged 75 to 90 years, and the incidence in
women is nine times higher than that in men1,6.
The obturator is located between the anterior flexor
and posterior extensor muscles in the inner third of
the upper thigh. The obturator is an opening of the
pelvis. Its upper and lower borders are two branches
of the pubic bone, the hip joint and the top of the fe-
mur are outside the obturator, and the pubic joint is
inside. The sealing membrane covers the sealing hole,
except for at the upper and outer positions, where the
origin of the obturator tube remains uncovered. The
obturator tube is 2–3 cm in length and 1 cm wide,
starting from the opening of the sealing membrane,
continuing downward, and ending at the obturator
area. The components passing through the obtura-
tor duct include the obturator nerve bundle and the
corpus adiposum, a fatty tissue that fills the obtura-
tor duct to prevent any other organs from entering the
duct. Patients with obturator hernia are usually older
women with low BMI and low body fat percentage,
leading to hypoplasia of fat corpuscles and hollowing
of the obturator tube, allowing the herniation of in-
ternal organs.
Our patient was a 90-year-old woman with a BMI of
14.3 kg/m2, a long history of heart failure, and con-
current COVID-19 infection (during the fourth wave
of COVID-19 in Vietnam) accompanied by nonspe-
cific clinical signs. CT is the gold standard for diag-
nosing obturator hernia preoperatively, especially in
early diagnosis, to ensure prompt treatment decision-
making to prevent complications and death due to de-
layed intervention7. Because our patient tested pos-
itive for COVID-19, performing a CT scan required
adherence to the principles of epidemic prevention
despite the knowledge that a delay in intervention
could aggravate the patient’s bowel congestion. We
ordered an early CT scan as soon as possible after the
ultrasound revealed signs of abdominal obstruction
that could not be explained, mobilizing a team and se-
curing a separate imaging room topreventCOVID-19
spread.
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Figure 1: Axial (A) and coronal (B) contrast-enhanced, reformatted CT images of the abdomen showing a
distal ileal loop segment (arrow) protruding through the left obturator foramen.

Figure 2: Intraoperative image of the obturator hernia transitional zone revealing the hernial sac and pro-
truded bowel segment (arrow).

Figure 3: The ischemic segment of ileum (arrow)was noted to be healthy before (A) and after 5minutes (B).
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Figure 4: Repairing the hernia defect using Ti-CronTM 2.0 (arrow).

The patient underwent surgery 7 hours after admis-
sion. Considering the patient’s cardiovascular sta-
tus, we chose laparoscopic surgery with abdominal
pressure of 10 mmHg. The patient had a health sta-
tus classification (ASA) score of III. Heart failure and
COVID-19 were challenges for both anesthesia and
laparoscopic surgery. Open surgery is most often re-
ported in the literature for obturator hernia repair;
however, we performed the laparoscopic approach to
diagnose, reduce, and repair the obturator hernia in
our patient. This minimally invasive approach bene-
fits high-risk patients through reduced postoperative
pain, less ileus, fewer pulmonary complications, and a
shorter hospital stay. Regardless of the approach, the
emphasis should be on rapid evaluation, adequate re-
suscitation, and early operative intervention to reduce
morbidity and mortality rates.
Intraoperatively, the lesion was a Richter-type herni-
ation of a loop of small bowel into the left obtura-
tor. The herniated bowel showed signs of ischemia but
not necrosis and was preserved after 5 minutes8. In a
2021 study evaluating 10 years of emergency surgical
treatment for obturator hernias at 10majorAustralian
surgical centers, a total of 18 patients had small bowel
hernia content, of which nearly 90% had intestinal is-
chemia, and nearly one-third required intestinal re-
section (27.8%), with a mortality rate of 27.8%9. In
our patient, although surgery was performed almost
24 hours after symptom onset, the bowel segment was
preserved. This result may have been due to the small
inner hole diameter of the obturator, partially herni-
ated bowel loop, free margin, good blood supply to

the mesentery, and timely diagnosis and surgery. This
good result further confirms that early diagnosis and
intervention are critical factors affecting the prognosis
of obturator hernia patients and preventing the need
for intestinal resection and other unfortunate compli-
cations that often occur in high-risk patients5.
Hernia closure options include simple suturing, plac-
ing an artificial mesh, or using a roll of mesh to seal
the hernia4,9. Suture alone has the advantage of be-
ing fast and eliminates the potential risk of contam-
ination associated with artificial materials. However,
because the anatomical structure of the obturator tube
includes mainly hard bone and the obturator mem-
brane, it is sometimes challenging to affix the obtu-
rator membrane to the periosteum. We chose this
method for two reasons: first, the risk of infection
is high if artificial materials are used to treat a her-
nia loop that has persisted for over 6 hours, and sec-
ond, the patient’s overall poor body condition necessi-
tatedminimizing the surgery time. The surgery lasted
45 minutes, which is much shorter than the previ-
ously reported average surgery time10. After surgery,
the patient recovered from anesthesia, started eat-
ing the next day, and began medical treatment for
her cardiovascular disease and COVID-19. The pa-
tient reported no complications after surgery and was
promptly treated for COVID-19 and cardiovascular
disease. She was discharged from the hospital after
10 days of treatment.
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CONCLUSION
Obturator hernia is a challenging diagnosis with high
morbidity and mortality rates. Obturator hernia
should be considered in older female patients with
low BMI admitted to the hospital with signs of me-
chanical high bowel obstruction. CT is a valuable
preoperative diagnostic tool for obtaining a defini-
tive diagnosis and determining an early surgical inter-
vention plan. Laparoscopic surgery has many advan-
tages for patients and produces good postoperative re-
sults, facilitating the subsequent prompt and success-
ful treatment of COVID-19 and other underlying dis-
eases.

ABBREVIATIONS
ASA: American Society of Anesthesiologists, BMI:
body mass index, COVID-19: Coronavirus Disease
2019,CRP: C-reactive protein,CT: computed tomog-
raphy,WBC: white blood cell
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