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FISTULATING RICHTER’S INGUINAL HERNIA COMPLICATED BY FOURNIER’S GANGRENE AND GANGRENOUS TESTIS: A CASE REPORT AND LITERATURE REVIEW
Abstract.
Introduction: Richter's hernia, a rare but perilous form of abdominal wall hernia, is defined by the partial incarceration of the antimesenteric border of the bowel wall through a rigid fascial defect. This often spares the intestinal lumen, resulting in an insidious clinical presentation without the classic features of intestinal obstruction. Consequently, diagnosis is frequently delayed, allowing a progression to strangulation, ischemia, and perforation, setting the stage for catastrophic sequelae like enterocutaneous fistula and necrotising soft tissue infection. We report an extreme example of this progression—a neglected Richter’s inguinal hernia that evolved into a rare and lethal triad of a spontaneous entero-cutaneous fistula, Fournier’s gangrene and gangrenous orchitis.
Case Presentation: We present the case of a 40-year-old male with a one-year history of an intermittent left groin swelling who presented with a 6-day history of progressive, painful groin and scrotal swelling. This was complicated by the spontaneous development of a rapidly expanding scrotal wound draining faeculent material. Examination revealed an acutely ill patient with a full-thickness scrotal wound, necrotic skin changes consistent with Fournier's gangrene, and a gangrenous ipsilateral testis. Exploratory laparotomy confirmed a perforated Richter's hernia of the ileum incarcerated at the deep inguinal ring. Management involved segmental ileal resection and primary anastomosis, scrotal debridement, and orchidectomy.
Conclusion: This case underscores the lethal potential of Richter's hernia. It highlights the critical importance of early suspicion in any patient with a known hernia and persistent localised pain, even in the absence of obstruction. A midline laparotomy is the recommended approach for managing complex, fistulating cases to ensure adequate intra-abdominal control and repair.
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1. INTRODUCTION
Hernias represent one of the most common pathologies encountered in general surgery, with groin hernias accounting for approximately 80% of all cases [1]. While the majority are managed electively, an estimated 5% present as surgical emergencies, carrying a significantly higher risk of morbidity and mortality [2]. Richter's hernia, first described by August Gottlieb Richter in 1778, is an uncommon but perilous variant defined by the incarceration of the antimesenteric border of the bowel wall through a rigid, narrow fascial defect [3, 4].
The cardinal danger of Richter's hernia lies in its clinical subtlety. The partial nature of the incarceration often spares the intestinal lumen, thereby avoiding the classic signs of intestinal obstruction such as vomiting, absolute constipation, and abdominal distension [5, 6]. This frequently results in a diagnostic delay, allowing the pathological sequence of incarceration, strangulation, ischaemia, and gangrene to progress unabated. Consequently, patients often present late with complications such as bowel perforation, spontaneous enterocutaneous fistula, and necrotising soft tissue infections of the groin and scrotum [7, 8]. We report a dramatic case of a neglected Richter’s inguinal hernia that progressed to form a spontaneous entero-scrotal fistula, culminating in Fournier’s gangrene and gangrenous orchitis.
2. CASE PRESENTATION
A 40-year-old man presented to our emergency department with a 6-day history of persistent abdominal pain and a progressively enlarging, tender swelling in the left groin extending into the scrotum. He reported a background of an intermittent, reducible left groin swelling for one year. Three (3) days prior to presentation, a small scrotal "boil" had spontaneously ruptured with drainage of foul-smelling faeco-purulent matter and a rapidly expanding scrotal wound. Notably, there was no history of abdominal distension, vomiting, or constipation.
On examination, the patient was acutely ill-looking, febrile (37.8°C) and tachycardic (pulse 108 bpm), with a normal blood pressure. Abdominal examination revealed mild suprapubic tenderness but was otherwise soft and non-distended, with normoactive bowel sounds. There was a diffuse tender hyperaemic swelling extending from the left groin into the ipsilateral hemiscrotum. A large (8cm x 6cm) full-thickness scrotal wound was present, discharging copious faeco-purulent effluent and exposing the underlying testis, which appeared necrotic. Digital rectal examination was unremarkable.
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Figure 1. Clinical photograph of the left hemiscrotum showing a large full-thickness skin defect, necrotic soft tissue, and the exposed gangrenous testis, consistent with Fournier's gangrene secondary to a fistulating process.

Initial investigations revealed moderate anaemia with a haematocrit of 25.2% (Hb 8.4 g/dL). Serum electrolytes and other routine blood tests were within normal limits.
The patient was resuscitated with intravenous crystalloids, transfused with 2 units of packed red blood cells, and commenced on broad-spectrum intravenous antibiotics (Ceftriaxone-Sulbactam and Metronidazole).
Within 24 hours of presentation, he had abdominal exploratoration via a lower midline laparotomy. Intra-operative findings confirmed a Richter's hernia: a 3cm x 2cm gangrenous perforation on the antimesenteric border of the ileum, approximately 80 cm from the ileocaecal junction, was firmly adherent to the left deep inguinal ring via fibrous adhesions and omentum. Adhesiolysis was performed, followed by segmental resection of the affected ileum and a primary end-to-end anastomosis. The deep inguinal ring was narrowed with interrupted PDS 0 sutures. Subsequently, the scrotum was extensively debrided, a left orchidectomy was performed, and the wound was packed with povidone-iodine soaked gauze.
The patient's postoperative course was uneventful. The midline incision healed primarily. The scrotal wound was managed with daily dressings, forming healthy granulation tissue, and underwent secondary closure on the 21st postoperative day. He was discharged with plans for elective right inguinal herniorrhaphy but was unfortunately lost to long-term follow-up.

3. DISCUSSION
This case exemplifies a cascade of severe complications arising from a neglected Richter's hernia, underscoring its significant morbidity and mortality. Although groin hernias are commonplace, Richter's hernia is rare, accounting for about 15% of all strangulated hernias, with some African series reporting a prevalence as high as 25% [9, 10]. The mortality rate for emergency hernia surgery jumps from 0.28% in simple cases to over 9% in the context of strangulation, highlighting the gravity of this condition [2, 11].
3.1. Classification and Pathophysiology
Richter's hernia possesses a distinct patho-anatomical basis, defined by the incarceration of the antimesenteric border of the bowel wall through a small, rigid fascial defect [3, 4]. This mechanism explains its anatomical distribution, with the majority (36-88%) arising in the constricted femoral canal [5, 12]. However, it can manifest at any site of abdominal wall weakness, including the deep inguinal ring (as in our case), incisional scars, umbilicus, laparoscopic port sites and the Spigelian line [5, 12, 13].
The clinical presentation is further clarified by a classification system based on the extent of bowel wall involvement. Our patient had a Type I hernia (involving less than one-third of the circumference), which typically lacks signs of intestinal obstruction and is a primary reason for diagnostic delay. The more extensive Type II (involves greater than one-third of bowel circumference) and Type III (involves two-third of bowel circumference) incarcerations are rarer and more frequently present with partial or complete intestinal obstruction [13]. The tight constriction of the fascial ring rapidly compromises vascular supply, leading to a swift progression from venous congestion to ischaemia and gangrene, with studies reporting a 69% incidence of necrosis at surgery [12], a statistic reflected in our patient who had an established gangrenous perforation.
3.2. Diagnostic Considerations
The diagnosis of Richter's hernia is notoriously challenging. The absence of luminal obstruction in Type I hernias results in innocuous, non-specific initial symptoms, which often mislead both patients and clinicians [6, 12]. A critical clinical clue is a history of a known hernia with new-onset, persistent localised pain, even in the absence of obstructive features [6].
While medical imaging, particularly ultrasonography and computed tomography (CT), plays a crucial role, its sensitivity is often limited in the early stages of the disease, frequently leading to inconclusive initial findings [1, 12, 19]. Consequently, a high index of suspicion remains the most important diagnostic tool. As Bätz et al. aptly stated, "the possibility of a perforated parietal hernia should always be considered in necrotising inflammations in the inguinal regions, even if abdominal symptoms and signs are absent" [17]. This was demonstrated in our case, where the delayed diagnosis led to the subsequent development of a spontaneous entero-cutaneous fistula (ECF) into the scrotum, a dire but recognised sequelae of perforated Richter's hernia [7, 14]. The faeculent effluent initiated a necrotising soft tissue infection (Fournier's gangrene) and gangrenous orchitis, a devastating triad that has been sporadically reported in the literature [8, 15, 16]. Similarly, fistulating Richter’s herniae has been reported in other regions such as the groin [12, 17], umbilicus [18] and the labia majora in females [14].
3.3. Therapeutic Considerations
The management of a complicated Richter's hernia is multifaceted and involves several critical decisions.
• Initial Resuscitation and Principle: Initial stabilisation with fluid resuscitation and broad-spectrum antibiotics is paramount. A critical tenet is the absolute contraindication of manual reduction of a suspected Richter's hernia, as this can reduce a gangrenous bowel loop into the peritoneal cavity, precipitating generalised faecal peritonitis and sepsis [5, 12].
• Surgical Approach: The choice of operative approach is pivotal. While a groin incision may be sufficient for early, uncomplicated cases [5], a midline laparotomy is unequivocally superior for complex or fistulating hernias [8, 12, 18]. This approach provides unrestricted access for comprehensive bowel inspection, safe resection and anastomosis, and effective source control—advantages that were indispensable in managing our patient.
• Bowel repair: The definitive management of the gangrenous segment typically consists of wedge or segmental resection and primary end-to-end anastomosis. However, in highly select cases where necrosis is limited to a small (less than one third of the bowel circumference), well-demarcated patch, a bowel-sparing technique involving extramucosal suture invagination, as described by Horbach, can be considered to avoid a formal resection [12, 21].
• Definitive Hernia Repair: The timing of the repair of the hernia defect itself is a major controversy. In the context of significant inflammation, oedema and faecal contamination, many surgeons avoid definitive herniorrhaphy [12, 22, 21]. The initial surgery focuses on source control, with the hernia defect either left untreated or narrowed with a delayed absorbable suture (as done in this patient) to prevent immediate recurrence while planning for an elective hernioplasty [12]. Conversely, other authorities support an immediate definitive repair during the index operation using suture-based techniques or, in selected cases with lower-grade contamination, biologic meshes [22, 23]. However, this approach is reported to be associated with a higher risk of recurrence [16, 24]. This concern is validated by case reports of recurrent Richter's hernias, which highlight the technical challenge and risk of re-incarceration even after initial repair [24].
4. Conclusion
This report serves as a stark reminder of the lethal potential of Richter's hernia. Its insidious clinical presentation demands a high index of suspicion from clinicians. Any patient with a known hernia and new, persistent localised pain should be considered to have a Richter's hernia until proven otherwise. Once suspected, expedient surgical intervention via a midline laparotomy is crucial to interrupt the predictable progression to bowel gangrene, fistula formation, and life-threatening necrotising fasciitis. The intraoperative strategy must then be tailored, balancing the imperative of source control against the long-term goal of a definitive hernia repair, often favouring a staged approach in contaminated fields. Through early recognition and a structured surgical approach, outcomes can be improved for this high-risk surgical emergency.
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