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Abstract 

Inguinal hernia in females is not common, and they are misdiagnosed due to atypical presentation and lower clinical 
suspicion as compared to males. Inguinal hernia usually presents as a groin swelling with or without pain and carries a 
higher risk of complications such as incarceration or strangulation. Diagnosis is primarily by clinical examination, but may 
need imaging support when uncertain. Surgical repair remains the definitive treatment, with both open and laparoscopic 
approaches. Early recognition is very important to prevent unwanted complications, which are more common in women 
with femoral hernias. This case report presents a patient with a right-sided inguinal hernia. A 44-year old female patient 
presented in outpatient surgery with a history of a lump in the right groin area for the last few months. 
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Introduction 

nguinal hernia is one of the most common 
conditions in general surgical practice. It is the 

protrusion of abdominal contents through a weak-
ness in the inguinal canal. Depending on the presen-
tation, it could be direct or indirect, complete or 
incomplete. Although inguinal hernias predomi-
nantly affect males, they also occur in females and 
pose distinct diagnostic and clinical challenges.1 In 
women, these types of hernias are less common but 
carry a higher risk of complications, like incarcera-
tion and even strangulation, this is partly due to 
atypical presentation2 and delay in the diagnosis. 
Therefore, there is a need to create awareness of the 
anatomical aspects impacting surgical outcomes in a 
female patient to ensure timely diagnosis and appro-
priate surgical management.3,4 Elective repair is gene-
rally recommended due to the higher risk of adverse 
outcomes in women compared to men.4  
 

Case Report 
The patient was a 44-year old female, a housewife, 
who was admitted electively, with a several-month 
history of swelling in the right groin area. As per the 
patient, the lump has recently become more visible, 
with slight discomfort. She denied any history of 
upper or lower gastrointestinal symptoms, no urin-
ary symptoms and no gynaecological issues. The pat-
ient was otherwise fit and well with no allergies, but  
 

 

 
has occasional tension-type headaches, which impro-
ved with simple analgesics. Her past surgical history 
includes three simple vaginal deliveries.  

General physical examination revealed that, she was 
alert, afebrile, and fully oriented in time and space. 
There was no jaundice, pallor, clubbing, cyanosis, 
lymphadenopathy or oedema. Her vitals showed 
respiratory rate 20 bpm, heart rate and blood press-
ure of 88 bpm and 120/80 mmHg, respectively. The 
rest of the systems were normal. Examination of the 
right groin showed soft, non-tender, pear-shaped 
swelling measuring approximately 2–2.5 cm, which 
was compressible with a positive cough impulse, and 
bowel sounds were audible over the mass. With the 
help of history and clinical examination, the provi-
sional diagnosis was inguinal hernia. Preoperative 
investigations, which include routine bloods, ECG, 
Echocardiography and chest radiography, were done 
through the out-patient department. Ultrasound of 
the right groin reported a right reducible inguinal 
hernia containing bowel loops, which was confirmed 
on a plan CT scan of the pelvis (Figure A-C). With the 
help of the above investigation the diagnosis was 
confirmed as a right indirect reducible inguinal 
hernia. The patient was booked in an elective list for 
an open hernia repair. On the day of operation, all 
preoperative safety checks, including fasting status, 
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site marking and equipment readiness, were comp-
leted, and an informed consent form was signed by 
her.  Under spinal anaesthesia, the patient was placed 
in the supine position and prepared and draped 
under aseptic conditions. A 5–7 cm oblique inguinal 
incision was made approximately 2 cm above and 
parallel to the inguinal ligament. The subcutaneous 
tissue was dissected to expose the external oblique 
aponeurosis (Figure D), which was incised in the 
direction of its fibres to open the inguinal canal. The 
ilio-inguinal nerve was identified and protected 
(Figure E). An indirect hernia sac was dissected free 
from surrounding tissues (Figure F). The posterior 
wall was plicated with Polypropylene suture 2-0 
(Figure G). Haemostasis was secured, and an 11x6 cm 
polypropylene mesh was placed over the inguinal 

floor and secured, medially to the pubic tubercle, 
inferiorly to the inguinal ligament and superiorly to 
the conjoint tendon, using Lichtenstein tension-free 
hernioplasty repair technique (Figure H). The exter-
nal oblique aponeurosis was closed over the mesh, 
recreating the inguinal canal. Care was taken not to 
entrap nerves. The subcutaneous tissue was approxi-
mated, and the skin was closed by subcuticular 
technique, using Polypropylene suture 2-0 straight 
needle (Figure I). In the recovery area, she was 
haemodynamically stable with a pulse of 85 bpm, 
blood pressure of 120/80 mmHg and oxygen satu-
ration of 98% on room air. Her pain was controlled, 
and no anaesthesia-related adverse events were 
noted. She was shifted to the ward in stable condition 
after surgery and later discharged the next morning.  

Discussion 

Inguinal hernias in females constitute a distinct 
clinical condition compared to those in males, owing 
to anatomical and epidemiological variations. Altho-
ugh generally less common, women exhibit a greater 
incidence of femoral hernias and are at increased risk 
for complications such as incarceration and strang-
ulation5, which need swift management. In the pre-
sent case, the hernia was neither incarcerated nor 
strangulated, yet it was symptomatic for the patient. 
Contemporary evidence and existing international 
guidelines emphasize the need for rapid diagnosis 
and appropriate surgical management for this pati-

ent population. The recent guidelines emphasize that 
groin hernia repair remains one of the most frequ- 
ently performed surgical procedures worldwide, 
with over 20 million operations conducted annually.6 
In female patients, there is a significant risk of 
misdiagnosing a femoral hernia as an inguinal defect, 
which can influence recurrence rates and patient 
morbidity. Therefore, a thorough preoperative asse-
ssment with or without radiological imaging, such as 
ultrasound or MRI, is recommended. Although our 
patient was diagnosed clinically with a right-sided 
indirect inguinal hernia, which was reducible, had an 
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ultrasound, but she also underwent a CT scan to 
confirm the diagnosis. Appropriate selection of the 
surgical approach is a vital component of patient 
management. Contemporary evidence strongly 
supports the use of mesh repairs, as they significantly 
reduce the likelihood of recurrence without 
increasing the risk of long-term pain.7 Both 
traditional open and minimally invasive procedures 
are acceptable options; nevertheless, laparoscopic 
techniques including transabdominal preperitoneal 
(TAPP) and totally extra peritoneal (TEP) repair are 
becoming increasingly favoured. These methods 
provide superior visualization of the femoral canal 
and aid in the detection of occult femoral hernias, a 
condition more frequently observed in female 
patients.8 Moreover, minimally invasive surgery has 
been connected to less post-operative pain and 
quicker recovery compared to open Lichtenstein 
repair.9 Standardized guidelines seek to enhance 
these outcomes by advocating evidence-based 
surgical techniques and perioper-ative care.10,11 In 
this case, the hernia was non-recu-rrent, and the 
patient was otherwise fit with no significant co-
morbidities. Owing to the unavailabi-lity of the 
necessary equipment, and given that the hernia was 
not recurrent, an open mesh repair was undertaken. 
Effective postoperative analgesia contri-buted to an 
early discharge. 

Conclusion  
 

In summary, managing inguinal hernias in women 
demands a proactive and personalized method. Key 
principles include early surgical treatment, a prefer-
ence for mesh-based and minimally invasive techni-
ques, and meticulous intraoperative evaluation for 
femoral defects. Continuing research and updated 
guidelines keep advancing patient outcomes, highl-
ighting the significance of gender-specific considera-
tions in hernia surgery. 
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