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Prevascular Groin Hernia: Not Easy to Diagnose 

Ishtiaq Ahmed1, Sundas Ishtiaq2

ABSTRACT

Occult groin hernias are rare and clinically difficult to diagnose because they are not routinely looked for. MRI is the most accurate 
preoperative diagnostic tool in suspected cases. A sound knowledge of groin anatomy and meticulous preperitoneal inspection of 
all possible rare groin hernias sites should be done to diagnose and treat all defects. We are presenting a case of rare prevascular 
hernia which was diagnosed per-operatively and treated successfully.
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INTRODUCTION

Pre-vascular hernia is defined by the Turner in 1953 as a hernia 
that is located anterior to femoral vessels and is situated with-
in the femoral sheath1. A femoral hernia which is after emerg-
ing from femoral ring, deviates laterally anterior to and across 
the femoral vessels, is truly not a pre-vascular hernia. Pre- vas-
cular hernias are extremely uncommon. From the earliest re-
cord, the Arnaud in 1768 has reported first case and since then 
few sporadic cases reported by Turner (1953), Burton (1951), 
Jamison (1981) and Mar- shall (1981) in literature2,3. Clinically, 
it’s not easy to diagnose a pre-vascular hernia per-operatively 
and that’s why few sporadic cases were reported in literature 
and majority of them were diagnosed per-operatively. Since 
the advent of ultrasound scan and imaging (CT/MRI Scan) the 
diagnosis of pre-vascular hernia has become comparatively 
easy as compared to the past4. So its responsibility of the clini-
cian, that after meticulous clinical examination if he suspects 
pre-vascular hernia, these cases should be confirmed pre-op-
eratively with the help of imaging. This will help the surgeon in 
planning his surgery because the repair in pre-vascular hernia 
is not easy as compared to simple femoral or inguinal hernia. 
Historically, in early hernia surgery, the flaps of conjoint ten-
don or anterior rectus sheath used to be anchored to inguinal 
and pectineal ligaments through inguinal approach for repair2. 

Subsequently, fascia transversalis has to be approximated with 
the pectineal ligament up to level of femoral vein during re-
pair1 but all of these techniques were associated with high 
recurrence rate. Over past 25 years, the use of prosthetic poly-
propylene mesh has been established in reducing recurrence 
rate in primary as well as recurrent inguinal hernias4. 

CASE REPORT

A 68 year old moderately female referred by the gynecologist in 
surgery clinic. With 02 years history of discomfort in right groin, 
which aggravate during physical activity, straining or walking. 
She was under gynecological observation for groin pain and no 
pathology was noticed in the pelvis organs. She occasionally 
noticed a painless lump of small size since last six months over 
the medial side of her groin especially after prolong standing 
or walking. There is no history of trauma and otherwise, she 
is in good health. On clinical examination, an ill-defined vague 
lump of small size is palpable over medial aspect of groin 
just below the pubic tubercle and inguinal ligament with no 
cough impulse and non-tender on palpation. Her ultrasound 
scan groin give a suspicion of femoral hernia but keeping in 
view the clinical findings, her CT scan were arranged, which 
shows a pre-vascular femoral hernia extending across the 
femoral vessels anterior to the femoral vessels just below the 
inguinal ligament (Fig 1,2). Open hernia surgery was planned 
and per-operative findings has confirmed the diagnosis of pre-
vascular femoral hernia which was repaired with mesh. The 
patients shows smooth post-operative recovery during follow 
up period.

DISCUSSION

Occult groin hernia is a rare and due to difficulty in diagnosis, the 
pre-operative diagnosis is seldom considered by the surgeons. 
Majority of these patients have previous groin hernia repair or 
some other groin surgery5. Williams and colleagues reported 
that over a nine-year period, only six patients (all male aged 
between 46–82 year) were operated with mesh-plug repair 
for prevascular herniation and among them five patients had 
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groin surgery in past5. During follow-up up from 15 months to 
nine years, no recurrence has been observed. An occult hernia 
is a hernia in which clinical examination fails to demonstrate 
a hernia or defect, but on exploration a hernia is identified6. 
An occult hernia may be asymptomatic or the patient may 
report to the clinician with chronic unexplained groin or 
pelvic pain7. The occult groin hernia comprises of Prevascular 
femoral hernia (Narath - hernial sac extending through 
the femoral canal than lies anterior to the femoral vessels), 
retro-psoas hernia4,  External femoral hernia (Hasselbach 
and Cloquet - When the doors hernial bag is lateral to the 
femoral vessels), Trans- pectineal femoral hernia (Laugier 
hernia- when the hernial sac passes through the lacunar or 
pectineal ligament (Cooper)8,  obturator hernia9, Callisen 
and Cloquets hernia - when the hernial sac in the upper leg 
goes deeper than femoral vessels and pectineal fascia10. 
Prevascular femoral hernia is also called Velpeau11, are not 
very common, but having a higher incidence than believed in 
past. Due to the better imagining i.e. CT/MRI scan and US scan 
it has become easy to diagnose these hernia as compared 
to past4. Powell and colleagues reviewed 2,436 patients 
who underwent hernia repair and reported that among 
156 femoral hernia (4.8 %), the prevalence of pre-vascular 
hernia was almost 16 % of the femoral hernias. Patients with 
pre-vascular hernias were all male and having mean age of 
70.3 years. Among them 52 % with pre-vascular hernias were 

having other associated defects and 16 % of the patients 
having prevascular hernias as a recurrence from the hernia 
repair in past4. Literature shows that its incidence is below 
2% of all femoral hernias and 0.77% of all groin hernias4,11. 
The incidence of Femoral hernia in elective cases is 1.8% and 
in emergency hernia surgery it is up to 16.7% as reported 
in literature12. Anatomically, the femoral hernia protrudes 
through a defect in the femoral canal, under the medial most 
part of inguinal ligament i.e. in the lacuna vasorum, which is 
found between the ligamentum lacunare (Gimbernat) and 
vena femoralis13. Moreover, anatomically, during cadaveric 
groin dissection, fascia transversalis thickening at its femoral 
sheath junction ( i.e. deep crural arch) has frequently found 
adherent with the femoral vein and though not accepted 
universally but considered that it may prevent femoral 
hernia to become a pre-vascular hernia. This anatomical 
relationship between femoral vessels and hernia presents 
a particular problems with regard to its surgical repair4.   
Most of the Prevascular or other rare groin hernias are usually 
difficult to diagnose during clinical examination but may be 
one of the cause of chronic pain in groin and can complicate 
with incarceration or strangulation. Moreover, these hernias 
are also difficult be detected during an open hernia repair. 
In addition, the true incidence of chronic pain caused by 
rare occult hernia after “successful” primary groin hernia 
repair is exactly unknown. In these cases the post-operative 
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Fig 1: Image shows prevascular hernia scar



ISRA MEDICAL JOURNAL | Volume 10 - Issue 2 | Mar - Apr 2018  

124

Ishtiaq Ahmed et al.

pain is usually ascribed to fibrosis, nerve trauma, chronic 
inflammation or foreign body reaction to suture or mesh4. 
To diagnose an occult or prevascular hernia the radiologic 
imaging is very helpful. Herniography which was used 
to be the technique of choice in the diagnosis of hernia 
in doubtful or complicated cases but now a days it is 
not frequently used because it’s an invasive procedure 
and its use is limited to the peritoneal herniation only. 
Ultrasound is not effective investigation in the diagnosis 
of prevascular or occult hernia due to its low specificity or 
sensitivity and have a positive predictive value of 70% only14.  
Literature has reported 77% sensitivity and 25% specificity of 
pelvic computed tomography in the diagnosis of groin hernias 
but its sensitivity decreases up to 54% in the prevascular or 
occult hernia diagnosis. Magnetic Resonance Imaging (MRI) 
has been reported to have the highest sensitivity (91%) 
and specificity (92%) in the evaluation or diagnosis of all 
groin hernias, including prevascular or occult hernia6. The 
European Hernia Society (EHS) considers the MRI as the most 
accurate tool in the diagnosis and recommends it in the case 
of doubtful groin swelling or obscure chronic groin pain13. 
Endoscopic preperitoneal or intraoperative laparoscopic 
exploration of all possible sites of occult or prevascular hernia 
in the groin is still remains the most accurate diagnostic tool. 
The operating surgeon should be familiar with all occult hernia 
sites in the groin or other areas. But it is still not clear weather 
routine bilateral exploration is justified to diagnose or treat 
occult groin hernias in all asymptomatic patients who are 
undergoing a unilateral repair of groin hernia. The EHS has 
recommended an endoscopic (preperitoneal) approach in 
females who are undergoing a repair of groin hernia due to 
the high incidences of occult coexisting femoral hernias. The 
guidelines has not addressed the other rare hernias issue13. 
The surgical management of prevascular or other rare 
groin hernias is challenging. Due to the proximity of the 
neurovascular structures makes tissue repair a more intricate 
surgery. The placement of preperitoneal mesh through anterior 
approach or through the hernia defect and repair with a mesh-
plug is well described in literature8. However, the anterior 
approach unable to address any coexisting occult hernias. 
Laparoscopically intraperitoneal on lay mesh repair has also 
reported to leave unnoticed and untreated extra-peritoneal 
herniations in some cases13. During laparoscopic total extra-
peritoneal (TEP) or TAPP hernia repair all the possible rare 
hernia sites can be examined meticulously and mesh is placed 
over all hernia defects with an adequate overlap4,8,9,12 . They 
concluded that the mesh-plug repair through low approach is 
better and safe option for a prevascular groin hernia repair15.
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