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Abstract An atypical femoral hernia developing through
the lacunar ligament is called Laugier’s hernia. Preopera-
tive diagnosis of these atypical hernias is very diYcult
because of their rarity and similar clinical appearance to
conventional femoral hernias. A 52-year-old female
presented with right groin swelling. During laparoscopic
totally extraperitoneal (TEP) inguinal hernia repair, a
hernia sac through an opening in the lacunar ligament was
diagnosed and repaired with mesh covering the inguinal
Xoor. The surgeon should be alert to the possibility of an
atypical femoral hernia when examining patients with
inguinal hernias. A laparoscopic approach should be chosen
instead of a conventional approach for the treatment of
femoral hernias because of its high diagnostic and thera-
peutic capacity for all types of femoral hernia, including
Laugier’s.
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Introduction

A femoral hernia is a protrusion of the peritoneal sac,
which may contain preperitoneal fat or an intraperitoneal
organ, through a weak transversalis fascia into the femoral
ring and femoral canal, inferior to the inguinal ligament [1].
Femoral hernias are less common than inguinal hernias; the
reported incidence is 2–4% of all groin hernias, and they
are most commonly observed in older females [2–4].
Rarely, a femoral hernia may arise in diVerent locations that
constitute atypical pathways out of the femoral ring. If a
femoral hernia develops through an opening in the lacunar
ligament, it is named Laugier’s hernia, Gimbernant’s her-
nia, or a lacunar hernia (Fig. 1) [1, 5]. Compared with typi-
cal femoral hernias, Laugier’s hernia is very rare and there
are few reports on it [6–9]. The only satisfactory treatment
for all types of femoral hernia is surgery. Here, we present a
Laugier’s hernia that was diagnosed and treated during
totally extraperitoneal (TEP) hernia repair. To our knowl-
edge, this is the Wrst reported case of Laugier’s hernia to be
diagnosed and repaired by a laparoscopic approach.

Case presentation

A 52-year-old female was admitted to our hospital with right
groin swelling and pain of 5-years duration. Her history
revealed that she had a chronic cough because of gastroesoph-
ageal reXux disease and had given birth Wve times. Physical
examination revealed a right groin swelling and pain with a
positive cough impulse. The swelling was located inferolateral
to the pubic tubercle on the right side in the femoral canal
region and was not reducible. During examination, the swell-
ing was thought to be a typical femoral hernia, but at surgery it
was found to be an atypical Laugier’s femoral hernia.

This case report was presented as a video presentation at the 32nd 
International Congress of the European Hernia Society, Hernia 2010, 
6–9 October 2010, Istanbul, Turkey
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The patient underwent laparoscopic TEP hernia repair
under general anesthesia. First, the patient was given
cefazolin 1 g IV, intraoperatively. Then, a 2-cm vertical
incision was made over the right rectus sheath. The rec-
tus muscle was retracted laterally and the space between
the rectus muscle and posterior rectus sheath was
enlarged by blunt digital dissection to enable insertion
of 10-mm trocars with a balloon dissector into the pre-
peritoneal space towards the pubic bone. After replacing
the balloon with a Hasson trocar, CO2 was insuZated to
a pressure of 14 mmHg and a 30° laparoscope was intro-
duced via the 10-mm trocar. Anatomical landmarks such
as the os pubis, Cooper’s ligament, and epigastric ves-
sels were identiWed by laparoscopy and two trocars were
introduced into the preperitoneal space midway between
the umbilicus and pubis. At operation, a hernia sac
through an opening in the lacunar ligament was explored
during dissection of the peritoneal hernia sac. The neck
of the hernia sac was located medial to the femoral ves-
sels and passed into the middle of the lacunar ligament
(Fig. 2). The hernia sac was reduced minimally and the
peritoneum was retracted cranially. The round ligament,
femoral ring, and all other potential hernia defects were
investigated carefully, and the femoral canal was intact
between the femoral vein and lateral angle of the lacunar
ligament (Fig. 3) [10]. A 14 £ 10 cm polypropylene
mesh was inserted into the preperitoneal space, covering
the inguinal Xoor and Wxed using a tacker. The CO2 was
desuZated and the anterior rectus sheath was closed
with 2-0 polyglactin. The skin was closed with 3-0 poly-
propylene. The patient was discharged 24 h postopera-
tively on a 5-day course of oral antibiotics due to urinary
tract infection. There was no evidence of recurrence at
3-year follow-up.

Discussion

Femoral hernia may arise in diVerent locations (Fig. 1),
developing through the lacunar ligament (Laugier’s hernia),
through the pectineal fascia (Callisen-Cloquet hernia), or in
relation to the femoral vessels—lateral femoral hernia
(Hesselbach’s hernia), prevascular (Teale’s hernia) or retro-
vascular (SeraWni’s hernia) [1, 5]. Herniation of the perito-
neal sac through the lacunar ligament was Wrst described by
Henrie de Laugier in 1833 [1, 5, 7].

The preoperative diagnosis of these atypical femoral
hernias is diYcult due to their rarity and clinical appear-
ance, which is similar to conventional femoral hernias

Fig. 1 Typical and atypical pathways of femoral hernia

Fig. 2 On exploration, the neck of the hernia sac passed into the
middle of the lacunar ligament near to femoral canal

Fig. 3 Posterior view of inguinal region, atypical pathway of femoral
hernia: Laugier’s hernia and typical pathway of femoral hernia
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[6, 11]. In our case, we thought that the swelling was a
femoral hernia preoperatively, but it was diagnosed as a
Laugier’s hernia at laparoscopy during TEP inguinal hernia
repair. Laugier’s hernia is so rare that there are only four
published studies, which include nine cases. This rarity
may be due to its mistaken identiWcation as a typical femo-
ral hernia. In an article about interligamentous hernias,
Burton [6] reported six Laugier’s hernias (0.13%) in 4,400
herniorrhaphies. Additionally, the literature contains three
other case reports on Laugier’s hernia [7–9].

There is no convincing explanation for the formation of
femoral hernias. However, a defective femoral canal and
peritoneal formation during embryogenesis of the femoral
area, or acquired weakness of the lacunar ligament may be
responsible for the genesis of femoral herniation [5, 7, 12].
In this context, our patient’s chronic cough and multiparity
may have helped in the development of herniation via a
congenital or acquired weakness of the lacunar ligament.

Femoral hernia strangulation is a signiWcant problem,
requiring emergency surgery in up to 36% of cases [13].
Atypical femoral hernias always have a small hernia neck
and sac, and contain preperitoneal fat or omentum, which
causes signs of peritoneal irritation [6, 9, 14]. Nevertheless,
strangulation is possible in a Laugier’s hernia, as in a
typical femoral hernia, although Kumar [9] reported the
only case of an obstructed Laugier’s hernia.

Although many surgical procedures for femoral hernias
have been developed, the best management of femoral
hernias remains controversial. Recently, the use of laparo-
scopic TEP femoral hernia repair has gained popularity
[14]. The laparoscopic approach is suitable and feasible,
because all potential inguinal hernia defects, including
atypical femoral hernias, are readily visualized and repaired
without additional procedures, as in our case, while this is
very diYcult with a conventional surgical approach. The
posterior view laparoscopic approach is better and easier
than the anterior view for Wnding all types of inguinal
hernia [16, 17]. The laparoscopic approach should be
considered a good surgical option in female patients with
femoral hernia [18]. To our knowledge, this is the Wrst
reported case of Laugier’s hernia to be diagnosed and
repaired by a laparoscopic approach.

In conclusion, the surgeon should be alert to the possibility
of atypical femoral hernias while examining patients with

an inguinal hernia. The laparoscopic TEP approach should
be chosen over the conventional approach in appropriate
patients for treating all types of femoral hernia, including
Laugier’s hernia, because the posterior view laparoscopic
approach has high diagnostic and therapeutic capacity.
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