Richter’s Hernias: Causes, Symptoms, Diagnosis, and Treatment

Introduction

A Richter’s hernia is a unique and potentially dangerous type, defined by the partial
incarceration of only one bowel wall in the hernia defect. Unlike other hernias, which often
involve an entire loop of the bowel, a Richter’s hernia allows only a portion of the bowel
wall—typically the antimesenteric (opposite to the mesenteric attachment) side of the
intestine—to become trapped. This condition can progress rapidly to severe complications,
including bowel ischemia and gangrene, making timely diagnosis and intervention crucial.

What is a Richter’s Hernia?

In a Richter’s hernia, only part of the circumference of the bowel wall is entrapped within a small
hernia defect. This hernia type is commonly found in sites with small openings that permit part
of the bowel to enter while preventing a full loop of the intestine from herniating.

e Common Sites:
o Femoral Canal: This accounts for 36-88% of cases, and it can resemble an
enlarged lymph node.
Inguinal Ring: Represents 12-36% of Richter’s hernias.
Incisional Hernia Defects include surgical and laparoscopic port sites, with
incidence rates ranging from 4% to 25%.
o Obturator Canal: Another possible site, though less common.

While the distal ileum is the most frequently involved portion, any segment of the intestinal tract
can potentially become entrapped in a Richter’s hernia.

Risk of Complications

Due to the nature of the entrapment, Richter’s hernias carry a high risk of complications,
including ischemia and gangrene. The antimesenteric border of the bowel, which typically
becomes incarcerated in this hernia type, has a limited collateral blood supply, causing it to be
especially vulnerable to rapid progression to necrosis. About 5-15% of strangulated hernias are
Richter’s hernias, which can progress rapidly to gangrene and, in severe cases, can perforate
into the hernia sac. If a Richter’s hernia perforates, it may present later as an enterocutaneous
fistula, where bowel contents drain through the skin, a condition that requires urgent medical
attention.

Symptoms and Presentation

The symptoms of a Richter’s hernia can vary widely, making early diagnosis challenging:



e Localized Inflammation: Patients may initially experience inflammation and tenderness
at the site of the hernia without overt symptoms of intestinal obstruction.

e Rapid Progression to Gangrene: Due to poor blood supply in the affected bowel
segment, ischemia and gangrene can occur quickly, sometimes with minimal signs or
symptoms.

e Possible Absence of Obstructive Symptoms: Unlike other hernias, Richter’s hernias
may not cause full intestinal obstruction, as only part of the bowel circumference is
trapped.

e Delayed Complications: In cases where the hernia perforates into the hernia sac,
symptoms may emerge later as an enterocutaneous fistula.

Diagnostic Challenges

Diagnosing a Richter’s hernia can be difficult because it may lack the typical symptoms of bowel
obstruction in other hernia types. Physical examination alone may not provide a precise
diagnosis, especially if the hernia site is small or located in the femoral canal, which can
resemble an enlarged lymph node.

e Imaging Studies:

o CT Scan: An abdominopelvic CT scan is often required to confirm the presence
of a Richter’s hernia. This imaging modality provides detailed information on the
hernia location, size, and potential complications, such as bowel strangulation or
perforation.

Treatment Options

Richter’s hernias require careful and prompt surgical intervention to prevent or address
ischemia and necrosis. Unlike other hernia types, Richter’s hernias should not be manually
reduced before surgery, as it's essential to verify bowel viability first.

1. Preoperative Preparation: A preperitoneal repair is the preferred surgical approach for
groin-based Richter’s hernias (femoral or inguinal).
2. Inspection of Bowel Viability:

o If Bowel Viability is Uncertain: the intestine is carefully inspected during
general anesthesia induction. If necessary, the peritoneum can be incised to
assess the affected portion of the intestine.

o Partial Bowel Involvement: If less than 50% of the bowel circumference is
affected, a technique called invagination may be performed. This approach
involves pushing the affected segment of bowel into itself without opening the
intestine.

3. Bowel Resection:

o Necrosis or Extensive Gangrene: In cases where significant intestinal necrosis
or gangrene is present, bowel resection is required. For extensive resection,
converting to a transperitoneal approach or laparotomy is preferred, as this



allows for a complete inspection of the remaining bowel and enables a safer,
more controlled resection.
4. Postoperative Considerations: Postoperative care includes monitoring for infection,
recurrence, and ensuring bowel function. Patients are advised on lifestyle changes to
reduce intra-abdominal pressure, which can help prevent recurrence.

Conclusion

Richter’s hernias are rare but serious abdominal wall hernias characterized by the entrapment
of only part of the bowel wall, typically leading to rapid progression of ischemia and necrosis
due to limited blood supply. Diagnosis can be challenging, often requiring advanced imaging
techniques like CT scans, as clinical presentation may lack the obstructive symptoms seen in
other hernias. Prompt surgical intervention, including careful inspection of bowel viability, is
crucial to manage and prevent life-threatening complications. Early recognition and tailored
treatment strategies are essential for improving outcomes in patients with Richter’s hernias.



