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Concomitant obturator hernia and midgut volvulus in anelderly woman
Yeung Kwok­Wan, Chang Ming­Sung

ABSTRACT
Introduction: Obturator hernia is a rare herniaof the pelvic floor and accounts for less than 1%of all intra­abdominal hernias. Midgut volvulusmay be primary without an associatedunderlying cause, or secondary to a congenitalor acquired condition. Case Report: A 94­year­old female patient suffered from severe anddiffuse abdominal cramping pain and no stoolpassage for 2 days and vomiting for a day. Bloodanalysis revealed leukocytosis. A history ofconstipation and chronic obstructive pulmonarydisease was noted and no intra­abdominaloperation was performed in the past. Contrast­enhanced computed tomography scan showeddistention of the small bowel loop, a whirl signof the superior mesenteric artery and vein, anda short segment of distal ileum incarceratedbetween the right external obturator andpectineus muscles. Computed tomography scanof concomitant right obturator hernia andmidgut volvulus was made, which wasconfirmed by surgical exploration. Conclusion:Concomitant obturator hernia and midgutvolvulus in an elderly woman is rare. Carefuland thorough survey of the whole abdomenby using computed tomography prompts

emergent operation to reduce the mortality andmorbidity of the patient.
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INTRODUCTION
Obturator hernia is a rare hernia of the pelvic floorand accounts for 0.05% to less than 1.4% of all intra­abdominal hernias. It is also a rare cause of small bowelobstruction, accounting for 0.2–1.6% of bowelobstruction [1–6]. Obturator hernia may be associatedwith midgut volvulus [6]. A volvulus represents themost common cause of strangulation with associatedbowel ischemia. Midgut volvulus may be primarywithout an associated underlying cause, or secondary toa congenital or acquired condition [7–10]. We present acase of concomitant obturator hernia and midgutvolvulus in a 94­year­old woman with a series ofimaging studies.

CASE REPORT
A 94­year­old woman suffered from severe anddiffuse abdominal cramping pain and no stool passagefor two days, and vomiting for a day. Blood analysisrevealed leukocytosis (WBC 16,410/µL with elevatedband form (7%)) and elevated C­reactive protein level(2 mg/dL). A history of constipation and chronic

CASE REPORT OPEN ACCESS

Yeung Kwok-Wan1 , Chang Ming-Sung2

Affi l iations: 1MD, Department of Radiology, Fooyin
University Hospital, Pingtung, Taiwan; 2MD, Department of
Surgery, Fooyin University Hospital, Pingtung, Taiwan
Corresponding Author: Kwok-Wan Yeung, Department of
Radiology, Fooyin University Hospital, no.5, Chung-Shan
Road, Tung-Kang, Pingtung, 928, Taiwan; Ph: 886-8-
83231 46 ext. 1 305; Fax: 886-8-8327244; Email :
kwyeung2000@gmail .com

Received: 1 5 Apri l 201 3
Accepted: 23 May 201 3
Published: 01 August 201 3

Kwok-Wan et al. 423



IJCRI – International Journal of Case Reports and Images, Vol. 4 No. 8, August 201 3. ISSN – [0976-31 98]

IJCRI 201 3;4(8):423–426.
www.ijcasereportsandimages.com Kwok-Wan et al. 424

obstructive pulmonary disease (COPD) was noted. Nointra­abdominal operation was performed in the pastyears. Physical examination showed diffuse abdominaltenderness and distention, and increased bowel sound.Kidney­ureter­bladder (KUB) radiograph revealeddiffuse distention of small bowel loop (Figure 1). Multi­detector row computed tomography (MDCT) withintravenous contrast administration showed dilatationof the small bowel loop with intraluminal air­fluid level,and whirl sign of the superior mesenteric artery and vein(Figure 2). A short segment of distal ileum wasincarcerated between the right external obturator andpectineus muscles. Therefore, computed tomography(CT) scan of the concomitant midgut volvulus and rightincarcerated obturator hernia was made. Emergentexploratory laparotomy by using midline incisionshowed a 360° counterclockwise volvulus of thesmall bowel loop, and uncovered a 5­cm distal ilealloop incarcerated in the right obturator hernia(Figure 3). The small bowel loop showed ischemicchange but became revascularized again after reductionof the volvulus. The defect of the hernia was simplyrepaired with the interrupted Dexon suture. Noresection of bowel loop was done. However,postoperative pneumonia occurred and extubation wasfailed. Despite vigorous antibiotics and supportivetreatment, the patient died of respiratory failure on the108th day postoperation.

DISCUSSION
Obturator hernia occurs through the obturator canal,which is 2–3 cm long and 1 cm wide and contains theobturator nerve and vessels surrounded by fatty tissue[1, 4]. The most common form of obturator hernia isthrough the pathway between the external obturator andpectineus muscles [3]. It is a rare hernia of the pelvicfloor and accounts for 0.05% to less than 1.4% of allintra­abdominal hernias. It is also a rare cause of smallbowel obstruction, accounting for 0.2–1.6% of bowel

obstruction [1–6]. Asians have been shown to have thehighest rates while a much lower incidence occurs in theWestern countries [1]. The right side is more frequentlyaffected than the left due to protection from the sigmoidcolon on the left [2–4]. Bilateral obturator hernias occurin 6% of cases and may be in combination with othertypes of hernias such as inguinal hernia or femoralhernia [3–4]. Women are affected nine times morefrequently than men because the former group has awider pelvis, a more triangular obturator canal openingand a greater transverse diameter [4, 5]. With thenickname ‘little old lady’s hernia’, obturator herniamost frequently affects the elderly and emaciatedwomen, especially between 70 and 90 years of age,due to loss of preperitoneal fat over the obturatorcanal, which facilitates the formation of the hernia.Other risk factors may increase the intra­abdominalpressure, relax the peritoneum and predispose thepatients to herniation, such as chronic constipation,ascites, chronic obstructive pulmonary disease (COPD),multiparity and kyphoscoliosis. The clinical

Figure 1: Kidney­ureter­bladder revealed diffuse distention ofsmall bowel loop.

Figure 2: (A) Contrast­enhanced multidetector computedtomography with axial image showed dilatation of the smallbowel loop with intraluminal air­fluid level, and whirl sign ofthe superior mesenteric artery and vein (curved arrow), (B) Ashort segment of distal ileum (open arrow) was incarceratedbetween the right pectineus muscle (P) anteriorly and externalobturator muscle (O) posteriorly.
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Figure 3: Operative findings. (A) Twisting of the small bowelloop around the mesentery was found, (B) View into the rightlower lateral pelvic cavity demonstrated distended andischemic afferent ileal loop (Af) and collapsed efferent loopconverging to the right obturator hernia. UB, foley catheter­indwelled urinary bladder.

presentation is not specific with symptoms of bowelobstruction such as dull, cramping abdominal pain,nausea and vomiting. It may be acute or intermittent ifthe hernial viscera reduce into the abdominal cavityspontaneously [1, 5]. Partial obstruction is usuallyencountered and due to a high frequency (41–100%) ofRichter’s hernia of small bowel into the obturator canal.A palpable mass at the obturator region is uncommonbecause the herniated mass is concealed beneath thepectineus muscle [5]. Obturator hernia may causeHowship–Romberg sign, which refers to pain along thecourse of the obturator nerve as a result of compressionof the nerve by the hernial sac [1–4]. The pain isprominent in the anteromedial aspect of the thigh andless often in the hip, and is relieved by flexion ofthe thigh and aggravated by extension, adduction andmedial rotation. This sign is only present in 15–50% ofcases and often overlooked due to the osteoarthritis ofthe hip, or may be masked by the more severe symptomof abdominal pain. Hannington–Kiff sign is more

specific but less known than Howship–Romberg signand refers to an absent adductor reflex in the thigh.Several imaging modalities have been described to beuseful in the diagnosis of obturator hernia, includingultrasonography, herniography, barium enema, and CTscan [1–5]. Among them, CT scan of the abdomen andpelvis has proven its value in definite diagnosis ofobturator hernia, which demonstrates entrapment ofbowel loop between the external obturator andpectineus muscles, and significantly increasespreoperative diagnostic accuracy. Early and definitediagnosis can be made in 100% of cases by using CTscan [1]. Early preoperative CT scan helps to decreaseintestinal resection and surgical mortality because theshorter period from the occurrence of symptom tosurgical correction can increase viability of the boweland lower the morbidity and mortality rates. Thus, therapid evaluation of the patients should be accomplishedwithin hours but not in days [5].Obturator hernia may be associated with midgutvolvulus [6]. Midgut volvulus may be primary withoutan associated underlying cause, or secondary to acongenital or acquired condition [7–9]. The primarysmall bowel volvulus is much more common in africaand Asia, and usually occurs in children and youngmales, in whom no predisposing anatomic abnormalityis found during surgery [7–9]. The presence of longmobile mesentery and dietary factors may contribute tothe primary volvulus [9].Secondary midgut volvulus usually occurs in olderpatients, with a peak incidence of sixth to eighthdecades, affecting both the sexes equally, and ismore common in western countries [7–9]. The bowelloop is twisted around an underlying point of fixation,causing closed­loop obstruction at two fixed points dueto acquired or congenital lesions [10]. The mostfrequently encountered cause is postoperativeadhesions. Other etiologies include internal hernia,external hernia (as noted in our case of obturatorhernia), pregnancy, tumors, mesenteric lymph nodes,Meckel’s diverticulum, mesenteric lipoma,endometriosis, abscess, aneurysm, hematoma andfollowing gastric surgery. An incarcerated hernia may becomplicated by a volvulus of bowel loop through a twistaround the fixed small bowel loop at or near the hernialsac [6].A volvulus represents the most common cause ofstrangulation with associated bowel ischemia.Characteristics CT findings in closed­loop obstructioninclude a C­shaped, U­shaped, or ‘coffee bean’appearance of the bowel loop, mesenteric vesselsconverging towards the point of obstruction, fluid­filledbowel loop, a triangular loop, the beak sign and whirlsign at the site of obstruction [10]. Whirl sign representstwisting of the bowel loop with the superior mesentericartery at the center of the whirl and is a CT sign ofmidgut volvulus.The treatment of obturator hernia is surgery, with avariety of operative approaches including abdominalapproach, retropubic approach, obturator approach,inguinal approach, and more recently, laparoscopic
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approach [1–3, 5]. The abdominal approach is mostcommonly performed with the advantages of making adiagnosis, avoiding obturator vessels, exposing theobturator ring more easily and facilitating bowelresection, if necessary. Prosthetic plugs or mesh can beused to reinforce the obturator foramen. Thelaparoscopic surgery is less invasive and reserved for thehigh­risk patients and the nonstrangulated ischemiawith benefits of less postoperative pain, less bowel ileus,shorter hospital stay and fewer complications.

CONCLUSION
Concomitant obturator hernia and midgut volvulusin an elderly and emaciated woman is a rare cause ofbowel obstruction. Careful and thorough survey of thewhole abdomen by using multidetector computedtomography, and recognition of the computedtomography characteristics can establish definitepreoperative diagnosis. Early diagnosis and promptemergent operation are essential to reduce the mortalityand morbidity.
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