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Bilateral indirect inguinal hernia with hilateral corona morti: A case tudy from a laparoscopic
perspective
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The “corona mortis” or crown of death is defined as the vascular connection between the obturator and external iliac
systems crossing the superior pubic ramus. It has a great clinical significance as it could be accidentally cut during any
surgery in that area causing fatal hemorrhage. We present a rare variant of bilateral arterial and venous corona mortis
in a male cadaver with bilateral indirect inguinal hernia. Laparoscopic repair is indicated in bilateral case and there is a
greater risk of damaging corona mortis during pre-peritoneal dissection. Surgeons must deliberately look for the above
vascular variant in every case for its presence to avoid unnecessary risk to the patient. © IJAV. 2011; 4: 152-154.
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The corona mortis is defined as the vascular connection
between the obturator and external iliac systems [1]. Usually,
the obturator vessels originate from the internal iliac vessels
and traverse the lateral pelvic wall along with the obturator
nerve. There are marked variations of these vessels in
relation to their origin, course and the distance from the
pubic symphysis [2]. The name “corona mortis” or crown of
death implies the importance of this feature, as significant
hemorrhage may occur if accidentally cut and it is difficult
to achieve subsequent homeostasis [3].

Laparoscopic inguinal hernioplasty has been performed by
many surgeons for patients with bilateral inguinal hernia,
recurrent inguinal hernia or in patients with unilateral
inguinal hernia who strongly prefer this kind of operation.
In such cases, if the laparoscopic repair is indicated, the
surgeon must be aware of the potential presence of aberrant
obturator arteries. Their unexpected presence can become
a matter of great concern not only during laparoscopic
repair of inguinal hernia but for anybody who may perform
surgical procedures related to the superior pubic ramus.

Here we present a case of bilateral indirect inguinal hernia

with a rare variant of the corona mortis to signify its
vulnerability to injury during surgical repair.

A bilateral indirect inguinal hernia was observed in a
65-year-old male cadaver during routine dissections of the
inguinal region. The pelvis was separated at the level of
L4-LS5 articulation. Pelvic contents were carefully removed
including the bowel content of the hernial sacs keeping the
hernial openings intact. The external iliac vessels, psoas
major muscle, lateral pelvic wall, obturator vessels and
nerve were carefully dissected and the vascular elements on
the superior pubic rami were evidenced (Figure 1).

On the left side, the obturator artery was arising from the
anterior division of the internal iliac artery and an arterial
corona mortis was found arising from the external iliac
artery (Figure 2). The two arteries were anastomosing at
the upper margin of the obturator foramen and passing
through the foramen as a single vessel. The vein was as
usual. Distance from the arch of the lacunar ligament and
the pubic symphysis to the anastomosing vessel was 13.2
mm and 3.9 mm, respectively.

On the right side, the arterial component was as usual while
the vein was draining to the external iliac vein crossing the
superior ramus of the pubic bone as the venous corona mortis
(Figure 3). The distance from the lacunar ligament and the
pubic symphysis to the anastomosing vessel was 13.5 mm
and 4.1mm, respectively.



Bilateral indirect inguinal hernia with bilateral corona mortis

The arterial corona mortis was 2 mm in diameter while the
venous corona mortis was 3 mm. The venous corona mortis
had divided into two branches closer to the external iliac
vein.

Variations in the origin and course of the accessory
obturator vessels have attracted the attention of anatomists
and surgeons because of their clinical significance. Indirect
inguinal hernias, having a narrow neck are at risk of
strangulation. Therefore surgical repair is usually indicated
regardless of the age, and laparoscopic repair is considered
in bilateral cases. The superior border of the iliopubic ramus

Figure 1. Cranial view of the pelvic cavity showing bilateral corona mortis
and bilateral inguinal hernial orifices. (LHO: left hernial orifice; RHO:
right hernial orifice; ACM.: arterial corona mortis; VCM: venous corona
mortis; EIA: external iliac artery; EIV: external iliac vein)

Figure 2. Left side of the pelvic cavity showing the arterial corona mortis.
(HO: hernial orifice; ACM: arterial corona mortis; EIA: external iliac
artery; EIV: external iliac vein; ON: obturator nerve; OA: obturator
artery)
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Figure 3. Right side of the pelvic cavity showing the venous corona mortis.
(HO: left hernial orifice; VCM: venous corona mortis; EIA: external
iliac artery; EIV: external iliac vein; ON: obturator nerve; OA: obturator
artery)

serves as an anchoring site for inguinal hernia repairs [4].
Variable obturator vessels can be inadvertently cut during
laparoscopic interventions.

Dual origin of the obturator artery from both internal and
external iliac systems has been reported less frequently
than single arterial origin; 5.4% by Namking et al. [5], 2%
Pai et al. [2]. Compared to other topographical variations
corona mortis arising directly from the external iliac artery
anatomosing with the obturator artery is extremely infrequent
(1.1%) [6]. The obturator artery is formed as a result of
uneven growth of the anastomosis between the internal iliac
and the external iliac arteries. All gradations may be found
between normal arrangement and complete replacement of
the original intrapelvic portion of the obturator artery by the
pubic anastomosis. If both the rami are enlarged, then the
condition of dual origin persists [7]. This variety seems to
be more dangerous as there will be bleeding from both the
ends during an accidental cut since both the normal and the
accessory obturator arteries are originating from two major
vessels. Venous corona mortis has been reported in higher
frequency than the arterial one [l, 8]. In our specimen,
venous corona mortis was wider than the arterial one and
branching was seen on the superior pubic ramus. Venous
corona mortis has been reported to be varying in number
and the size [2]. This highlights the potential of bleeding
with regard to venous corona mortis in an accidental cut.

According to the morphological classification of the corona
mortis by Rusu et al., there are three patterns, as I-III. In
our case, the arterial corona mortis corresponds to type
1.4, which was the rarest pattern and venous corona mortis
corresponds to type II.1, which was rather common [9].

A sound knowledge of retropubic pelvic vascular anatomy
is vital for successful performance of laparoscopic
herniorrhaphy as well as for endoscopic total extraperitoneal
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inguinal hernioplasty. During the laparoscopic hernial repair
the injury to corona mortis could happen during dissection of
the preperitoneal space and hernial sac; the vessels can also
be injured from tacker used for fixing the mesh to abdominal
wall; an injury of it may need conversion from laparoscopic
hernia repair to open surgery to stop the bleeding [10].

Distances from these vessels to bony landmarks are
individually variable, gender-related and anthropological
type related, and so, their knowledge appears to be of reduced
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