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Femoral Hernia — A Diagnostic Dilemma.
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4 ABSTRACT I

Femoral hernias are less common than inguinal hernias, but more prone to strangulation. Accurate diagnosis and prompt
surgical correction are extremely important to prevent bowel ischemia and necrosis in an incarcerated femoral hernia.
Clinical presentation is generally a mildly painful, irreducible groin bulge below the inguinal ligament. However,
differentiation from an inguinal hernia on physical exam is not entirely reliable, regardless of the examining surgeon’s
experience. Even Ultrasonography and CT findings may be equivocal and sometimes femoral hernia presents a diagnostic
dilemma.

Q(eywords: Femoral hernia, Incarceration. J
INTRODUCTION last 2 days. She had a few episodes of vomiting and
mild abdominal distension. Her vital signs were
Femoral Hernia is a type of groin hernia with lesser normal  and  she  didn’t  have  any
incidence than inguinal hernia. The femoral hernia comorbidity.Abdominal examination revealed mild
repairs constitute less than 3 % of the groin hernia tenderness in right lower quadrant. A 5 cm globular
repairs.’] Mean age of presentation is 46.84 years bulge was present in right inguinal region with
with a predominance of female gender (71%).? minimal cough impulse and irreducibility. A
Around 40% of the patients having femoral hernia provisional diagnosis of right incarcerated inguinal
present with incarceration or strangulation, which hernia was made. Ultrasonography revealed a right
may require emergency Surgeries_[z] Patients present sided inguinal hernia with loops of small bowel as
with lump in groin region, pain in the groin region or content and evidence of incarceration.
signs of strangulation. Clinical examination may or In order to confirm the diagnosis and to rule out
may not give a clue to the accurate diagnosis. The incarcerated femoral hernia, a CT abdomen was
diagnosis in most cases will be confirmed by using done that revealed right inguinal hernia with
CT study. CT images are helpful in differentiating herniation of fat and focal protrusion of adjacent
femoral hernia from inguinal hernia and also will distal ileal loop with free fluid in hernia sac. In view
provide information regarding extension of the sac, of these findings, patient was planned for early
content of the sac and other features.®! Despite being operation. An open approach using an inguinal
an important diagnostic tool, CT imaging may fail to incision was done. Intraoperative findings revealed
identify the type of hernia or may even mislead. This an absolutely normal inguinal canal andno sac was
brief report documents a case of an elderly female found. On asking the patient to cough, it was
presented with a groin swelling and diagnosed confirmed that the swelling was arising below the
clinically as inguinal hernia. USG and CT reported inguinal ligament. On dissecting the femoral region,
inguinal hernia but on operation it was found to be a a hernial sac arising from the femoral canal was
case of incarcerated femoral hernia. found. The sac was opened and the contents were

preperitoneal fat and part of loop of small intestine
that was viable. All the contents could be easily
reduced by manipulation through the defect.
Thereafter, a finger was inserted to confirm that1.5
cm sized defect was present below the inguinal
ligament.  The hernia defect was repaired by
Name & Address of Corresponding Author S}lturing the iliopectineal lig_ament to the Cooper’s
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CASE REPORT

A 61 years old lady presented with a painful
swelling in the right groin region noticed by her for
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Figure 1 Image sowing the operative finding of
femoral hernia with the normal appearing inguinal
ligament

Figure 2: Image showing the CT Finding of right
inguinal hernia

DISCUSSION

Femoral hernia is a rare type of abdominal wall
hernia which is difficult to diagnose due to occult
clinical features unless it is complicated by
strangulation or incarceration. It is documented in
surgical literature that even incarcerated femoral
hernias are difficult to diagnose.[**'% Femoral
hernias can move cranially near or above inguinal
ligament making them difficult to palpate. Being
more common in female population, any female
patient presenting with a groin swelling should be
thoroughly evaluated because there can be dire
consequences of a missed diagnosis.

CT abdomen plain or contrast enhanced is one
important tool to identify the type of hernia, content
of the hernia, occurrence of one or more type of
hernia and complications such as strangulation or
incarceration. There are a few peculiar findings
associated with femoral hernia like the neck of the
sac is below and lateral to the inguinal ligament and

mild compression of the femoral wvein. These
findings can be used to differentiate femoral hernia
from inguinal hernia.l>>¢ However, even CT cannot
identify every femoral hernia, which has a reducible
small sac with preperitoneal fat as content.
Timely and clear diagnosis is important in planning
the management of the patient in groin hernias.
Surgery is done early in femoral hernias primarily
for the reason that the possibility of strangulation is
six times more than in inguinal hernias. Therefore,
watchful waiting cannot be applied in the majority of
patients with femoral hernias due to a very high risk
of incarceration and strangulation. Emergency
surgery for incarceration and strangulation has
increased mortality and morbidity.[*t
Operative management can be by laparoscopic or
open technique. In the laparoscopic technique, one
can identify size and extent of hernia, presence of
bowel ischemia or infarction and concomitant
hernias. Reduction can be successful; however one
must consider opening hernia defect sharply to allow
reduction.*? Repair of hernia has many options after
reduction:

1. Suture repair intracorporally

2. Ligation of hernia sac intracorporally

3. Pull down peritoneum with placement of

mesh prosthesis or mesh plug.

Open repair can be performed by different
approaches

1. Suprainguinal

2. Infrainguinal

3. Laparotomy

Supra inguinal approach is the most common
approach to femoral hernia. The type of repair
depends on hernia contents and viability. If the
contents are ischemic or a concern for bacterial
contamination, most surgeons could consider tissue
repair (McVay) and vicryl plug of femoral canal.
Mesh prosthesis is considered safe in a clean
contaminated case. The essential elements of
femoral hernia repair include dissection and
reduction of the hernia sac and obliteration of the
defect in femoral canal, either by approximation of
the ilio pubic tract to the Cooper’s ligament or by
placement of prosthetic mesh to obliterate the defect.

CONCLUSION

Femoral Hernia although a less frequent groin
hernia, is associated with a high risk of strangulation
and hence emergency surgical procedure. It can
present a diagnostic dilemma. The diagnosis of these
hernias preoperatively needs a high index of
suspicion, clinical examination and an imaging
modality, preferably CT imaging to identify the type
of hernia, content of the sac and associated
complications. Even with CT imaging, the diagnosis
may be difficult, as the findings may mimic inguinal
hernia and is difficult to differentiate between the
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two. Both open and laparoscopic surgical approaches
are available, usually preferred with the use of
prosthetics.
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