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We encountered a 55-year-old man, who presented with an
orifice in the suprapubic region, through which fecal material was
discharged. On physical examination, the patient was unstable.
After resuscitation, thorough evaluation, and laboratory and
imaging investigations, he underwent an exploratory laparotomy.
The ileum was entrapped at the deep inguinal ring, and there was
some pus in the pelvic cavity. The purulent material was cleaned,
and anastomosis was done after the resection of the defective ileal
segment. In view of the rarity of this presentation and the paucity
of published articles, this case is reported here.
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Introduction

A Richter’s hernia is a type of hernia in which only a part of the
circumference of the bowel is entrapped and strangulated in the
hernial orifice, leading to ischemia, gangrene, and perforation of the
hollow viscus.! The portion of the bowel which is usually involved is
the distal ileum; however, any part of the intestinal tract, from the
stomach to the colon, may become incarcerated. A Richter’s hernia
occurs when the size of the hernial orifice is large enough to entrap the
partial circumference of the bowel wall, but it should be small enough
to prevent protrusion of a loop of the intestine, and there should be
a firm margin of the hernial ring. A Richter’s hernia progresses more
rapidly to gangrene due to compromised blood supply. This may be
explained by the firm constricting ring that exerts direct pressure on
the bowel wall. When less than two thirds of the circumference of the
bowel wall is involved, the signs and symptoms of intestinal obstruction
are absent. This leads to late diagnosis or even misdiagnosis, and
thus it allows bowel necrosis to develop.

The common sites of Richter’s hernias are the femoral ring and
at trocar sites after laparoscopic procedures.? The trocar site is
closed routinely nowadays to prevent the development of hernia.

Unusual occurrences are at the insertion site of the drainage tube
following open abdominal surgery, as a Spigelian’s hernia, through
the sacral foramen. A spontaneous fecal fistula is an extremely rare
complication in a long standing abdominal wall hernia.®

This 55-year-old male patient with unnoticed inguinal hernia
presented to us with a complication (fecal fistula) as a first
symptom. In view of the extreme rarity of this presentation of an
inguinal hernia, a case report pertaining to a spontaneous fecal
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fistula in an adult is presented here.

A 55-year-old man presented to the emergency
department of J.N. Medical College in February
2012, with a history of discharge of fecal matter
along with pain and redness at the left extreme of
the suprapubic region of 5 days’ duration (figures
1 and 2). There was no history suggestive of an
inguinal hernia in the past, and nor was there a
history of any type of surgical intervention.

Figure 1: fecal fistula in the left suprapubic region.

Figure 2: The fecal fistula in the left suprapubic region (2)

On examination, the patient was in shock with
a blood pressure of 80/56 mm Hg. His hemoglobin
was 8% gm. There was tenderness in the left iliac
fossa and left suprapubic region. Ultrasonography
of the whole abdomen was suggestive of
echogenic collection in the pelvis. Radiographs
of the chest and abdomen were normal.

Midline emergency exploratory laparotomy
was performed after resuscitation of the patient.
Intraoperatively, the partial circumference of a
segment of the terminal ileum, about 2 feet from
the ileocecal junction, was adhered to the deep
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inguinal ring; and when it was separated from the
deep inguinal ring, there was a perforation in the
ileum (one cm in diameter) (figure 3). About 100
ml of pus was present in the peritoneal cavity.
Resection and anastomosis of the involved
segment with proximal diverting stoma in the right
iliac fossa was performed.

Figure 3: Perforation in the terminal ileum when it was|

separated from the deep inguinal ring.

Thorough washing of the peritoneal cavity was
done, and a single abdominal drain was placed
in the pelvis. The diagnosis of a strangulated
Richter’s hernia at the deep inguinal ring was
confirmed.

As there was cellulitis involving the inguinal
canal, it was laid opened and later on, daily
cleaning and dressing was done. Secondary
suturing was done after 2 weeks, when the
wound was healthy. The patient was discharged
in a satisfactory condition, and stoma closure was
done after 6 weeks. Follow-up was uneventful.

Discussion

In 1598, Fabricius Hildanus ' reported the earliest
known case of a Richter’s hernia. Richter’s hernia is
named after the German surgeon, August Gottlieb
Richter, who gave the first description of this type
of hernia in 1778.

In 1986, Horbach found 45 Richter’s hernias
among 146 strangulated hernias. Among 45
patients with Richter’s hernias, he found necrosis
of the bowel wall in 31 patients; and among 101
ordinary strangulated hernias, he found bowel
necrosis in only 25 patients.*

Majority of fecal fistulae occur because
of surgical intervention. The development of
spontaneous scrotal fecal fistulae secondary
to incarcerated inguinal hernias is much rarer
among the adult population as compared to the
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pediatric age group. Most of these spontaneous
fecal fistulae have been reported from developing
countries like India and Nigeria.®

Onakpoya et al.® from Nigeria reported the case
of a neglected Richter’s inguinal hernia presenting
with perforation and Fournier’s gangrene. Three
cases of spontaneous perforation of Richter’s
inguinal hernia with Fournier’s gangrene were
reported by Guzzo et al.” in 2007 from the United
States of America.

A case of port site Richter’s hernia presenting
with intestinal obstruction following laparoscopic
surgery for the inguinal hernia was reported
by Wegener et al.® from the United States of
America.

Fecal fistulae may also result from the
placement of a prosthetic material in the peritoneal
cavity.® Leslie et al.’® from the United Kingdom
reported the case of a spontaneous fecal fistula
secondary to a Littre’s hernia. Repeated treatment
of scrotal hernias by native doctors has also been
reported as a cause of multiple urinary and fecal
fistulae in one study from Nigeria.

Our case report of a 55-year-old man with
no prior history suggestive of an inguinal hernia
emphasizes that inguinal hernia can present with
complications without any preceding symptoms
like groin swelling.

Conclusion

From this study, we conclude that Richter’s hernia
is prone to strangulation, ischemia, gangrene, and
bowel perforation. Also, no history of an inguinal hernia
was evident in this case; consequently, an inguinal
hernia may present firstly by a hollow viscus fistula.
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