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CASE REPORT / MPUKA3 BONNECHUKA

A case of a three-month-old female infant with
incarcerated femoral hernia

Jovan Mladenovi¢, Nebojsa Videnovi¢, Milan Filipovi¢, Rasa Mladenovi¢, Zlatan Elek
University of Pristina - Kosovska Mitrovica, Faculty of Medicine, Kosovska Mitrovica, Serbia

SUMMARY

Introduction Femoral hernia in children is very rare and it appears in 0.2% of all hernias during child-
hood. It is three times more frequent in girls. The aim of this paper is to present a female infant with

incarcerated femoral hernia.

Case outline A female infant aged three months was hospitalized with classical clinical signs of incarcer-
ated left femoral hernia. After preoperative preparation, a transversal inguinal incision was performed
on the left side and an incarcerated femoral hernia was confirmed with a torn and gangrenous left ovary
and fallopian tube. Following adnexectomy, the hernia sac was ligated and resected and hernioplasty
was made by the reconstruction of the Cooper’s ligament.

Conclusion A delayed surgical intervention for incarcerated femoral hernia in a female can result in a
loss of the ovary and the fallopian tube, which may lead to serious consequences later in life.
Keywords: femoral hernia; incarceration; ovary and fallopian tube

INTRODUCTION

According to McVay and Savage [1], hernias
represent a defect in the continuity of the nor-
mal musculo-aponeurotical and fascial ab-
dominal wall. They can be either congenital or
acquired, with a protrusion of the abdominal
cavity contents through the openings of the
abdominal wall. Persistent patent processus
vaginalis is presented by the peritoneal turn-
up which goes from the inguinal region to the
scrotum or labium [2]. Femoral and direct in-
guinal hernias in children are very rare.

Femoral hernia is the type of hernia in which
a protrusion engages the femoral ring and fas-
cia transversalis, penetrating into regio cruralis
through relatively small femoral openings.

Femoral canal has got the shape of a cone
with two holes. The first one, femoral ring,
which is the entry part of the femoral canal,
and the second one, much smaller, is the lower
femoral hernia opening or saphenous opening,
which stands a few centimeters lower of ingui-
nal ligament. The saphenous opening is the exit
part. Accordingly, femoral hernia is diagnosed
only when the contents of the femoral hernia
pass through the canal. In normal conditions,
alongside the connective tissues are some small
lymph nodes (Cloquet-Rosenmuller). Above
the distal femoral hernia hole there is fascia
cribriformis.

The anatomical variation of the narrow
posterior inguinal wall attachment on to the
pectineal ligament, resulting in an enlarged
femoral ring, may be the primary etiological
factor, according to Tasche [3]. The increased
intraabdominal pressure enables the herniation.

Incarcerated femoral hernias are more fre-
quent in comparison with direct and indirect
inguinal hernias. It is important to diagnose
this state in an appropriate time because com-
plications can endanger a patientss life.

CASE REPORT

A girl of three months was admitted for imme-
diate treatment at the local health center. Upon
admission, the child showed clinical signs of a
very ill patient. The abdomen was lightly pain-
ful in the lower parts. In the left inguinal area,
there was a nut-sized lump with erythematous
skin. The symptoms began five days previously
with irritability and crying. She arrived to her
doctor after three days due to objective rea-
sons. The symptoms did not improve and she
was hospitalized. According to the history and
clinical work-up (Table 1), a surgical interven-
tion under general anesthesia was indicated.
A transversal inguinal incision was made. The

Table 1. Values of blood test results on admission

Blood element Value
RBC 3.7x 10"/
HGB 1139/l
HCT 0.321/1
WBC 27 x 10°%/1
GRA 83%
LYM 12%
MON 4.5%
EO 0.5%

RBC - red blood cells; HGB — hemoglobin; HCT — hematocrit;
WBC - white blood cells; GRA - granulocytes; LYM - lympho-
cytes; MON — monocytes; EO - eosinophils
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Figure 1. Femoral hernia with a gangrenous ovary

twisted and gangrenous ovary and fallopian tube were
found in the hernial sac (Figure 1). Left adnexectomy was
performed (Figure 2). The hernial sac was ligated and re-
sected. Hernioplasty was made by the reconstruction of
the Cooper’s ligament and the wound was closed by layers.
The operation was uneventful and postoperative period
was without complications.

DISCUSSION

Femoral hernias are very rare in children. A review by
Fonkalsrud et al. [4] of 5,452 cases, and Burke’s [5] review
of 4,567 patients showed only 21 (0.2%) patients with femo-
ral hernias. The age of the patients was from six weeks to
13 years. Five patients had strangulated femoral hernias
[4-7]. They are more frequent in girls than in boys (3:1) [8].

In our case, we had incarcerated femoral hernia on the
left side, whose content was fallopian tube and ovary. In
the literature it is described as a rare occurrence [9, 10].

In the modern surgical practice, there is a tendency to
diagnose every type of hernia as soon as possible, which
makes the intervention easier and provides better post-
operative results.

Incarcerated hernias pose serious complications. Usu-
ally, incarcerated organs are the small intestine, the colon,
the appendix, the omentum, the ovaries, and the fallopian
tubes. In incarcerated hernias, manual reposition by taxis
can be dangerous, so immediate surgical interventions are
suggested.

The diagnosis, treatment, and the prognosis of incar-
cerated hernias depend on the degree of the pathological
changes in venous and arterial blood flow of incarcerated
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Figure 2. Adnexectomy on the left side

organs [11]. If this process continues for a sufficient pe-
riod of time, which can vary from hours to days, herniated
content becomes gangrenous and necrotic.

The optimal chosen method for the type of hernia is a
precondition for optimal postoperative results. The meth-
od should be maximally physiological, and the disruption
of the functional integrity of the back wall of the inguinal
canal should be as little as possible. Our choice was the
method which, in the presented case, provides the best
result. A good result is characterized by small postopera-
tive morbidity and low percentage of recurrence.

We used the McVay’s repair method, which is usually
the most common treatment for femoral hernias in chil-
dren, and some surgeons state that it gives fewer recur-
rences [12, 8]. In femoral hernia surgery, it is essential to
ligate the sac, manage the posterior wall of the inguinal
canal, and suture the femoral ring regardless of which
method is used [13, 14].

In order to avoid complications which can lead to stran-
gulated hernias, adequate checkup is needed, as well as
the correct and opportune diagnosis as an indication for
surgical treatment. In the presented case, the situation was
perceived and the baby girl of three months was brought
to the surgeon too late. During the operation, the most
appropriate surgical method for a twisted and gangrenous
ovary and fallopian tube was adnexectomy.

Even with serious consequences for the patient, we ex-
pect her to retain adequate reproductive possibilities with
preserved functionality.
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MpUKa3 TPOMECEUYHOT }KEHCKOT 0fi0j4eTa ca MHKapLepupaHOM GpeMopaNHOM XepHUjoM

JoBaH MnageHosuh, Hebojwa BuaeHosuh, Munan Guannosuh, Pawa MnageHosuh, 3nataH Enek
YHuBep3uTeT y MpuwtnHn - Kococka MutposuLa, MeanumnHckn dakyntet, KocoBcka MutposuLa, Cpbuja

CAXETAK

YBop OemopanHa xepHuja KOA AeLie je 13y3eTHO peTka U jaBiba
ce y oko 0,2% cBuMX xepHuja feuje fobu. TpocTpyko je yewha
Kop feLe XeHcKor nosa. [NprKasyjemo XeHCKo ofiojue ca UH-
KapLieprpaHom GpemopanHOM XEPHUjOM.

Mpuka3 6onecHuKa XeHCKo ofojue y3pacTa TpU MeceLa Xoc-
NMTaIM30BaHO je ca KNaCUYHUM KIVHUYKUM 3HaLMMa NHKap-
LiepupaHe pemopasHe xepHuje ca nese cTpaHe. Mocne npeo-
nepaTuUBHE NPUNPeMe HanpaBJ/beH je MOMNpPeYHy pes NHIBN-
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HasHO NeBO, rAe je HaheHa yKJbeluTeHa pemopanHa XepHuja
Ca TOPKBMPAHVIM U FaHTPEHO3HO M3MEHEHVIM OBapUjymMoM 1
Ty60M yTeprHOM. [ocne yunbeHe afHeKCeKToMIje, KIHa Keca
je nopBe3aHa 1 peceljMpaHa 1 HanpaBJbeHa je NnacTuKa KaHana
PEKOHCTPYKLMjoM KynepoBor iMrameHTa.

3aksbyuak [lpekacHa xmpypLuKa NHTepBeHLMja je pe3ynTupana
ry6/TKOM NIeBOT aiHEKCa, LLITO MOXe OCTaBUTU 036MIbHe nocse-
JMLE Ha HbeH Jarby KNBOT.

KmyuHe peun: pemoparnHa xepHuja; MHKapLepaLuja; oBapujym
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