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CASE REPORT
A 53-year-old male patient presented with the complaint of yellow-
ish discharge coming out from the left groin region on and off since 
the last three years [Table/Fig-1]. On eliciting further, the patient 
gave the history that three years back, a painful swelling appeared 
in the same location which burst after about a week. Since, then 
the discharge have been extruding intermittently. The patient did 
not seek any medical attention during the initial part of the disease, 
but since the last two years he had attended some primary care 
physicians who have been giving him various medications without 
any relief. Clinically a diagnosis of enterocutaneous fistula following 
Richter’s herniation was made. Fistulogram with urograffin showed 
communication of the cutaneous opening with the jejunal loops 
[Table/Fig-2]. A Magnetic resonance fistulogram showed similar 
findings. Laparotomy with resection and primary anastomosis of 
the fistulous bowel was done [Table/Fig-3]. The patient recovered 
uneventfully and was discharged on the 10th postoperative day. At 
six months of follow up, the patient was doing well. The highlight 
of the case was the delayed presentation leading to the fistula 
formation in the inguinal region.

DISCUSSION
Groin hernias may rarely present with spontaneous faecal fistula as 
a result of Richter’s hernia in which a portion of the anti-mesenteric 
border of bowel wall is entrapped and incarcerated within the 
hernia sac leading to ischemic changes and bowel perforation [1,2]. 
Richter’s hernia may occur in any hernia sites but is more commonly 
seen in femoral ring [3].

As only a part of the intestine is entrapped in Richter’s hernia, the 
patients usually do not have obstructive symptoms and may present 
late with increased mortality [4]. Lack of awareness of the condition 
and non-accessibility to medical care may result in a relatively benign 
hernia to a complicated strangulated hernia [1].

Richter’s hernia occurs in femoral rings (72-88%), inguinal canal 
(12-24%), incisional hernias (4-25%) and laparoscopic port insertion 
sites [5]. Distal ileum, caecum and sigmoid colon are most commonly 
involved in Richter’s hernia, even though any part of intestine may 
get entrapped [4]. As only a part of circumference of the intestine is 
entrapped in Richter’s hernia, luminal continuity is maintained with 
minimal clinical signs.
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AbSTRACT 
Richter’s hernia is due to the entrapment of a part of circumference of the bowel wall. As the bowel continuity is maintained, the 
patients usually do not have intestinal obstruction. Some patients with Richter’s hernia may present with enterocutaneous fistula 
either spontaneous or due to surgical intervention mistaking the obstructed hernia to be inguinal abscess. This is more so in 
developing countries due to lack of awareness among the masses or due to the delay in seeking medical attention. Presenting here 
is a case of a 53-year-old male patient with enterocutaneous fistula which occurred spontaneously and sought medical attention 
only after about three years of repeated discharge of yellowish fluid from the left inguinal region. Magnetic resonance fistulogram 
confirmed the diagnosis of enterocutaneous fistula. Laparotomy with resection and primary anastomosis of the fistulous bowel was 
done. Patient recovered uneventfully without any complications or recurrence.

Once the Richter’s herniation has formed, it can have any of the 
several sequelae. It may present with obstruction as in other 
incarcerated hernia [6]. The involved intestine wall may perforate 
gradually with some unapparent local symptoms or peritonitis 
if it goes to the peritoneal cavity [2]. It may also lead to abscess 
formation, necrotising fasciitis and even enterocutaneous fistula due 
to infection and necrosis of the entrapped bowel wall perforating 
and rupturing through the external skin [7,8].

[Table/Fig-1]: Showing the external fistula opening in left groin region; 
[Table/Fig-2]: Showing jejunal loops in fistulogram.

[Table/Fig-3]: Showing internal fistula opening marked with white arrow.
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Diagnosing Richter’s hernia clinically is challenging. Many of the 
previous cases [9] were confirmed during surgery. Detailed clinical 
history, thorough physical examination and radiology may help in 
the early diagnosis of the patients.

Fistulation will decompress the bowel and relieve intestinal obstruction. 
However, there is increased risk of septic complications and mortality 
in patients with Richter’s hernia, urgent surgical exploration with 
bowel resection and primary anastomosis is usually mandated [10]. 
Similar cases have been reported by Ahi KS et al., Weledji EP et al., 
and Xia X et al., which were managed surgically [1,11,12].

Enterocutaneous fistula may close spontaneously as reported by 
Hildanus F which lasted for about two months [13]. The author 
also managed a similar case conservatively on an earlier occasion. 
However, the fistula may recur without further management [11].

CONCLUSION
Richter’s hernia should be kept in mind while dealing with entero-
cutaneous fistula in the inguinal region. Delay in diagnosis and seeking 
medical attention may result in complications like enterocutaneous 
fistula. 
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