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The patient is a 76 years old female with past medical history significant for
hypertension who presented to the Emergency Room of our Hospital with Small
Bowel Obstruction associated with nausea, vomiting and persistent abdominal pain.
The patient appeared to be in acute distress. There was some focal tenderness to
palpation in the Right Groin with significant, non-reducible bulge. CT confirmed
presence of femoral hernia with incarcerated bowel and associated bowel
obstruction Fig. 1 At this point the decision was made to take the patient to the
Operating Room for concern of strangulated femoral hernia causing small bowel
obstruction. The planned surgery was Femoral Hernia repair, possible Bowel
Resection, possible mesh and possible laparotomy. Risks and benefits of the
procedure was explained to the patient. The patient was taken to the Operating
Room after Pre-Operative clearance for the procedure.
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THE SURGEONS’ LOUNGE CASE

Fig. 1 CT Abdomen shows Right Femoral Hernia with a loop of small bowel traversing
through it acting as a transition point for the small bowel obstruction described. The
following procedure was proposed Open repair strangulated femoral hernia and small
bowel resection with single anastomosis.

A groin incision was made. Subcutaneous tissue and Scarpa’s fascia were dissected by
giving a right skin incision parallel to ilio-inguinal ligament. The external aponeurosis was
incised, cord was identified and a Penrose drain passed around it. The cremaster is opened, the
vasculature is identified and protected. An incarcerated femoral hernia was then identified. Sac
was opened and evidence of strangulation and necrosis of small bowel could be seen. 10 cm
of the necrotic bowel was excised and a side-to-side anastomosis of the bowel was done using
GIA staplers. The anastomosis was further strengthened by 3-0 PDS sutures and good patency
of anastomosis was confirmed. The mesenteric defect was closed with 2-0 silk and the bowel
was reduced into abdominal cavity and the at this point sac was irrigated, due to the
contamination a decision was made to proceed with a primary repair between the conjoined
tendon and the Lacunar ligament medially, with a running O prolene suture. This was done all
the way close to the femoral vein without occluding it. A transition stitch was given between
Conjoined Tendon and shelving edge of inguinal ligament, uneventfully. The repair was solid.
The patient also had umbilical hernia which was suture repaired in standard open fashion. The
patient did not have any complication during or after the procedure.

1. Can you comment on this case and tell us about the management of a
strangulated Femoral hernia presenting with bowel obstruction?

2. What are the management options? What surgical approach do you think
would be the best to opt?
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EXPERT COMMENTARY

ADIL HALEEM KHAN-MD (GENERAL SURGEON)

Femoral hernia are not commonly encountered hernias in clinic practice. They only account
for about 5% of adult groin hernias. [1] However they are the most frequently incarcerated hernias
and hence carry high morbidity and mortality. [2-4] These patients present with bulge in inguinal
area. The bulge is inferior and lateral to Pubic tubercle, differentiating it from inguinal hernia
where the bulge is superior and medial to pubic tubercle. However, this differentiation is not
always very clear and definite diagnosis is only made during hernia repair. Frequently these
hernias present with bowel obstruction due to incarceration of a loop of bowel and due to small
hernial orifice, carrying a high risk of strangulation and bowel ischemia. [5]

Femoral hernias can be approached open or laparoscopically. Classically three open
approaches have been described. These include infra-inguinal (Lockwood’s), trans-inguinal
(Lotheissen’s) and High (McEvedy’s) approach. Classically if Bowel strangulation is suspected,
McEvedy’s approach was utilized by many as it provides access to peritoneal cavity to assessment
of bowel and subsequent resection and re-anastomosis as needed. An alternate single incision
approach has been described in literature where a single incision is made 1 cm above the medial
half of inguinal ligament and allows of any of the three approaches depending on operative
findings. [6] Open femoral hernia as be repair primarily or with a mesh plug. Historically
strangulated femoral hernias were repaired primarily in cases of bowel resection due to worry of
contamination and subsequent mesh infection. However, this dictum has been challenged by
findings of recent studies where mesh was utilized for repair even if bowel resection was
performed. [7-9]

Laparoscopic transabdominal (TAPP) or total extra-peritoneal (TEP) approaches have

been utilized more recently as surgical expertise in laparoscopic repair hernias has increased. [10-

12] Studies have shown good operative times, decreased hospital stay as well as less wound

infection with laparoscopic approaches. [13, 14]. Hernia can be repaired total extra-peritoneally

with mesh after bowel is reduced by making a relaxing incision on lacunar ligament. Diagnostic

laparoscopy can then be performed through a separate incision. Bowel can then be resected and
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re-anastomosed with transabdominal approach as necessary.[15] Alternatively trans-abdominal
approach can be utilized and hernia reduction, bowel resection anastomosis can be performed
trans-abdominally and then mesh placed in the extra-peritoneal plane. Another approach described
in the literature is that hernia is reduced, bowel resected and re-anastomosis performed and then
hernia sac is inverted and tacked to abdominal wall to act as a patch to prevent immediate
recurrence. Patient is allowed to recover and definitive repair can then be performed later in 4-6
weeks utilizing standard laparoscopic repair with mesh. [16]

In summary, femoral hernia is an uncommon clinic scenario that clinicians encounter
in their clinic practice. Prompt diagnosis and repair is necessary to minimize morbidity and
mortality. Both open and laparoscopic repair methods can be utilized depending on surgical
expertise. Surgeons should consider placement of mesh even if bowel resection is performed
with minimal contamination.
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