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VISION
T h e I n t e r n a t i o n a l P e lv i c Pa i n S o c i e t y
Professionals engaged in pain management for women.
Obturator Hernia as a Cause of Chronic Pelvic Pain in Women
Jeff Hantes, D.O.
Obturator hernias are anterior pelvic floor hernias
in which preperitoneal fat or bowel protrude through
the obturator canal, adjacent to the obturator vessels
and nerve. They are acquired lesions that are thought
to result from progressive laxity of the pelvic floor
which may be associated with multiparity, increasing
age, chronically elevated intra-abdominal pressure,
aging, and loss of body weight. Women are affected
six times more frequently than men. The female
pelvis is wider and the obturator canal opening is
more triangular with a greater transverse diameter,
perhaps providing less resistance to herniation. While
the obturator hernia was first described in 1724 by
Arnaud De Ronsil of France, very few articles have
been reported in the literature citing obturator hernias as a cause of chronic pelvic pain in women.
Anatomy
The obturator foramen is the largest foramen in the
body and is formed by the rami of the ischium and
pubis. The canal is a tunnel 2 cm to 3 cm in length
that begins as a defect in the obturator membrane
and passes obliquely downward to end outside of the
pelvis in the obturator region of the thigh. The canal
is bordered superiorly and laterally by the pubic bone
and inferiorly by the obturator membrane and the
internal and external obturator vessels. The obturator
nerve, artery, and vein pass through the canal. In
most cases the obturator nerve arises from the lumbar
plexus at L3-L4. It is located within the substance of
the psoas muscle, and at the area of the pelvic inlet, it
emerges from the medial border of the psoas muscle
just behind the iliac vessels, where it travels with the
obturator vessels. The nerve usually enters the canal

superior to the artery and vein. The origin of the
obturator artery usually arises from the hypogastric
artery.
An obturator hernia consists of a peritoneal sac and
may contain small intestines, colon, appendix, or
omentum. Obturator hernias can be classified into
three stages. The first stage begins with a "pilot tag"
of retroperitoneal fat. This is followed by the second
stage in which dimpling of the peritoneum over the
canal leads to formation of an empty peritoneal sac.
The final stage is partial or complete herniation of an
organ that fails to reduce spontaneously. Pilot tags of
preperitoneal fat have been found in the obturator
foramen in up to 64% of female cadaver dissections. It
is not known what percentage of these female cadavers suffered from chronic pelvic pain. The rarity of
stage III obturator hernias suggests that most do not
progress beyond the first and second stages.
History & Physical
It is important to remember that the obturator
nerve has sensory and motor fibers. Approximately
50% of all patients will complain of pain along the distribution of the obturator nerve, which is known as
the Howship-Romberg sign. Patients will complain of
pain down the anterior inner surface of the thigh, in
the knee joint, and possibly the hip (see Figure 1). In
the elderly, it may be mistaken for arthritic pain. The
loss of the motor component may lead to weakness
and wasting of the adductor muscles of the thigh. In
patients with stage III hernias, the symptoms will usually be consistent with those of intestinal obstruction.
Patients rarely complain of a lump in the groin.
It is best to examine the patient with the hip flexed,
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adducted, and externally rotated. The obturator canal
is then palpated laterally on vaginal examination.
There may be a slight bulge with or without tenderness. Pain should be exacerbated by extension, adduction, and internal rotation of the thigh (compresses
the nerve against the hernia) and relieved by thigh
flexion. The motor function can be tested by the
adductor reflex in the thigh. It is elicited by placing
the index finger across the adductor muscles 5 cm
above the knee, and percussing onto the extended finger with a patella hammer: the contraction of the
muscle will be seen and/or felt. The reflex is absent
in strangulated obturator hernias.

Differential Diagnosis
The differential diagnosis should include inguinal
adenitis, psoas abscess, obturator neuritis, diseases of
the hip joint, perineal hernias, femoral hernias, and
other causes of intestinal obstruction. CT scan of the
abdomen/pelvis and ultrasound may be helpful in
patients with stage III hernias. Diagnostic studies are
of little benefit in patients with stage I and II hernias
and the diagnosis is usually made on clinical suspicion.
Treatment
Treatment usually requires surgery. Techniques
described in the literature include the abdominal,
femoral, and inguinal routes. The vast majority of surgeries are performed due to intestinal obstruction.
The complete description of surgical techniques is
beyond the scope of this article. Currently, there is an
investigation following seven women treated laparoscopically from Feb 2001 to Nov. 2001 for stage I and
II obturator hernias.
Conclusion
While the incidence of stage III hernias is rare
(0.05-0.07%), many women have stage I and II hernias
that will not progress to stage III. In women experiencing obturator neuralgia, stage I and II obturator
hernias should be considered in the clinician's differential diagnosis.
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Figure 1 Compression of either or both divisions
of the obturator nerve by the hernia may produce
pain (HowshipRomberg sign). Palpation by vagina
or rectum my confirm the presence of a hernia.

T H E INTERNA
TIONAL PEL
VIC P AIN S OCIETY
AT
LV
Referring Member
Name:

Suffix (M.D., P.T., etc.)

Specialty
Business or Organization
Mailing Address
City, State, Zip, Country
Phone

Fax

E-mail Address

Web Site

Annual Dues for Health
Care Providers (based
on income) and
Patients

Income

Dues

Payment enclosed:

Amount

<$50,000

$50.00

$

$50,000–$100,000

$100.00

>$100,000

$200.00

Check
MasterCard
Visa
Card No.

Patients

$35.00

Expiration Date

Send to: IPPS, Suite 402, 2006 Brookwood Medical Center Drive, Birmingham, AL 35209
Phone your request to (205) 877-2950, or Fax it to (205) 877-2973

Please share with a friend or colleague!
Register on our web site at http://www.pelvicpain.org

Please join us in educating ourselves on how best to treat
chronic pelvic pain. With your help, we can provide relief
and a more normal lifestyle for our patients.
Call for membership information at 1-800-624-9676.
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Birmingham, Alabama 35209
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