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A Rare Case of Bilateral Hernia of Canal of Nuck 
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Abstract 

Inguinal hernia is quite uncommon in female, as compared to in males because of stronger inguinal 

anatomy in female. Rare in paediatric age group. We report a case of 7 year old female patient who 

presented to our hospital with bilateral inguinal hernia. She underwent hernia repair. On inguinal 

exploration, hernia sac on right side was containing an unusual content as ovary and on the left side 

hernia sac was containing small bowel loops. Hernia sac was transfixed after reduction of its contents. She 

had a smooth post operative course. There is no recurrence during one year of follow up. 

Keywords: Inguinal hernia ,Ovary, Hernia repair, Canal of Nuck. 

 

Introduction 

Inguinal hernias are rare in females. The 

Incidence of female inguinal hernia is 1.9%. The 

Male:Female ratio for inguinal hernias is 7 : 1.
(1,2)

 

Inguinal hernia on the right side being presented 

in 68.1%, on the left side in 23.4% and bilateral in 

8.5%.
(3)

 The female inguinal hernial sac in about 

15-20% cases contain ovary and fallopian tube.
(4) 

Female inguinal Hernia sac in few cases contain 

the both ovaries and the uterus.
(4-9)

 

In females, the indirect inguinal hernia is due to 

congenital weakness at the deep inguinal ring. The 

canal of Nuck, first described by Anton Nuck (de) 

in 1691, is an abnormal patent pouch of 

peritoneum extending into the labia majora of 

female (Fig.1). It is analogous to a patent 

processus vaginalis in males. Female inguinal 

hernia is caused by a failure of obliteration of the 

canal of Nuck.
(10) 

In our case, she was 7 year old female with 

bilateral inguinal hernia containing the ovary on 

the right side and small bowel loops on the left 

side. The clinical significance is discussed. 

 

Case Report  

A 7- year-old female child, presented to the 

surgical department in DVVPF’S Medical college 

and Hospital along with her mother with bulge on 

both the groin since 1 year and with mild bilateral 

groin pain since 5 days. The swelling was reduced 

on lying down and appeared on coughing. The 

female child was born full term normal delivery. 

On examination there was bilateral non-tender 

inguinal swelling .Deep ring occlusion test was 

positive and expansile cough impulse was present. 

There was no signs of strangulation. Examination 

of rest of the abdomen was normal. 

Ultrasound revealed that there is defect in anterior 

abdominal wall on both sides measuring 1.8 cm 
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on the right side and 1.4 cm on the left side 

suggestive of bilateral inguinal hernia. On the left 

side there is herniated small bowel loop showing 

normal vascularity and peristalsis, and on the right 

side there is ovary as the content. Colour Doppler 

showed normal blood flow to the herniated ovary. 

Routine investigations were normal. 

Pre anaesthetic check up was done and patient 

was taken up for surgery. On exploration, patient 

was found to have small bowel loops on the left 

side and ovary on the right side in the hernia sac. 

The hernia sac contents were reduced back into 

the peritoneal cavity. The sac was transfixed at the 

base by vicryl suture 3.0 and redundant sac was 

excised. The wound was closed in layers. The 

immediate postoperative was uneventful. Oral 

feeds were started after 6 hours. The patient 

recovered satisfactorily and was discharged after 

removal of skin sutures on 8
th

 postoperative day. 

During the follow-up visit in surgical OPD, the 

operative scar was found to be well healed and 

there was no recurrence after 1 year of follow up. 

 
Figure 1 : Herniation of ovary through canal of 

Nuck 

 

 
Figure 2: Groin Bulge 

 
Figure 3: Herniotomy under progress 

 

Discussion 

Inguinal hernias rarely occur in females. The life 

time risk of inguinal hernia is 3% in female. 
(11) 

The most common sub type of groin hernia in 

female is the indirect inguinal hernia.
(12)  

Inguinal 

hernia is a most common problem in the surgery 

with its unusual content ,may sometime surprise 

the surgeons .
(13,14)  

Hernia of canal of Nuck is an abnormal extension 

of peritoneal fold extending into the labia majora 

of female through the inguinal canal, which 

accompanies round ligament of uterus. This 

extension of peritoneal fold obliterates by 8
th

 

month of intrauterine life and failure or 

incomplete obliteration leads to hernia of canal of 

Nuck. 
(15)

 It is analogous to processus vaginalis in 

males. 

One of the published reports laid the hypothesis 

that if there is failure of the fusion of the 

Mullerian Duct leading to the excessive mobility 

of the ovaries and non fusion of the uterine 

cornuae, the chance of herniation of the ovary into 

the inguinal canal is increased. 
(16)

 

 The risk factors of female inguinal hernia are like 

obstipation and positive family history. Small 

musculo-pectineal orifice of Fruchaud in female is 

a weak spot from where hernia can occur, which 

can be strengthened with controlled strenuous 

activity. Sports activities are protective for 

inguinal hernia. 
(17)

  

Once the diagnosis of the inguinal is made in 

female, repair should be carried out promptly 

because incarceration occurs in the 1
st
 year of life 

is more.
(19)

 Incarceration of ovary leading to 
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torsion has been reported.
(19)

 In our case 

fortunately, there was no complication prior to 

surgery. 

Hydrocele of canal of Nuck is the most common 

differential diagnosis of the hernia of canal of 

Nuck. Other differential diagnosis would be 

Lipoma, Bartholin’s cyst, Post traumatic 

hematoma, Cold abscess, Lymphadenopathy, 

rarely Cystic Lymphangioma, Ganglion and 

Neuroblastic metastasis to groin.
(20)

 

The diagnosis of hernia of canal of Nuck in 

female is based on clinical presentation, physical 

finding and ultrasonography. USG is a very 

effective tool to detect prolapsed organs in 

inguinal hernia.
(4-9)

 

In female, the round ligament of the uterus goes 

from the pelvis, passes through the deep inguinal 

inguinal ring and runs along the inguinal canal 

and terminates in the hernial sac, is actually the 

suspensory ligament of the ovary .
(21) 

In our case the right inguinal hernia sac contains 

only ovary which could be due to long ovarian 

ligament and broad ovarian mesentery. The hernia 

sac was explored and walls inspected for a sliding 

component. The mesenteric attachment to the 

inner hernia sac wall was dissected in the 

bloodless plane. The ovary was then reduced with 

no compromise in the blood supply, and the base 

of sac was transfixed. The left inguinal hernia sac 

contained the small bowel loops. The reduction of 

content was done and base of sac transfixed. 

When the female inguinal hernia is bilateral then 

it should raise the Surgeon’s suspicion about the 

child’s nuclear sex, because of absence of 

androgen responsiveness i.e, Androgen Insensiti-

vity Syndrome.
(22)

 In our case there was no such 

positive finding. 

 

Conclusion  

Inguinal hernia occurs rarely in females. The 

sliding hernial sac contents like fallopian tube, 

ovaries, uterus and small bowel loops should be 

evaluated carefully. All patients of female 

inguinal hernia should undergo USG to see the 

genital structures. If the hernial sac contains the 

genital structures, hernia repair should be carried 

out immediately to avoid the complications. 

 

Ethical approval  

Written informed consent was obtained from the 

patient for publication of this case report and 

accompanying images. A copy of written consent 

is available for review by the Editor-in-Chief of 

this journal. 
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