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Abstract  
Background: Obturator hernia is a rare and frequently overlooked type of pelvic hernia, predominantly affecting elderly, 

underweight women. Its deep anatomical location and nonspecific clinical manifestations often result in delayed diagnosis, 

which contributes to high rates of bowel obstruction, strangulation, and mortality. Despite advances in imaging and surgical 

techniques, obturator hernia remains a diagnostic challenge in emergency and surgical practice. 

Aim: This review aims to summarize the current evidence on the clinical presentation, etiological factors, diagnostic strategies, 

and nursing and surgical management of obturator hernia, with emphasis on improving early recognition and patient outcomes. 

Methods: An updated narrative review of the literature was conducted focusing on anatomy, epidemiology, etiology, clinical 

features, diagnostic modalities, surgical management options, nursing care, and postoperative outcomes related to obturator 

hernia. Relevant peer-reviewed studies, clinical reports, and review articles were analyzed and synthesized. 

Results: Obturator hernia occurs most commonly in frail elderly women due to pelvic anatomical differences, loss of protective 

fat, and chronic increases in intra-abdominal pressure. Clinical presentation is often nonspecific and may include bowel 

obstruction, abdominal pain, or medial thigh pain caused by obturator nerve compression. Computed tomography of the 

abdomen and pelvis is the diagnostic modality of choice, offering high sensitivity. Definitive management is surgical, with 

laparoscopic and open approaches both demonstrating effectiveness. Early intervention significantly reduces morbidity and 

mortality. 

Conclusion: Early clinical suspicion combined with timely imaging and prompt surgical management is crucial for improving 

outcomes in patients with obturator hernia. 

Key words: Obturator hernia, bowel obstruction, elderly patients, computed tomography, surgical management, nursing care. 
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Introduction 

Obturator hernia represents a distinct clinical 

entity within the spectrum of abdominal wall hernias 

and was first documented in the medical literature by 

Arnaud de Ronsil in 1724. Surgical management 

evolved slowly, with the first reported successful 

repair performed by Henry Obre in 1851. This 

condition develops when abdominal contents pass 

through the obturator foramen, creating a hernial 

defect that may compromise surrounding structures. 

The hernia sac most commonly encloses segments of 

the small intestine, although other contents such as 

preperitoneal fat, omentum, or portions of the large 

bowel may also protrude. Despite its early recognition, 

obturator hernia remains uncommon, accounting for 

only a small fraction of all hernia types, with reported 

rates ranging between 0.05 and 1.5 percent [1][2]. Its 

low incidence contributes to limited clinical 

familiarity and delayed recognition in many cases. The 

obturator foramen is a key anatomical feature of the 

pelvis and is formed by the pubic bone and ischium. In 

the adult pelvis, the foramen typically measures 

between two and three centimeters in length and 

approximately half to one centimeter in width. A thin 

connective tissue membrane normally seals this bony 

opening, leaving only a small channel known as the 

obturator canal. The internal surface of the foramen 

provides attachment for the obturator internus muscle, 

while the external surface anchors the obturator 

externus muscle. These muscular relationships 
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contribute to stability of the hip joint but also influence 

the pathway and containment of neurovascular 

structures traversing the region. 

Vascular supply to the area arises from the 

internal iliac artery, which gives rise to the obturator 

artery. This vessel divides into medial and lateral 

branches that course around the margins of the 

foramen. Alongside the artery, the obturator vein and 

obturator nerve pass through the obturator canal as 

they exit the pelvis and enter the thigh. Within this 

bundle, the obturator nerve occupies the most cranial 

position and subsequently divides into anterior and 

posterior branches after leaving the canal. Unlike the 

rest of the obturator foramen, the canal lacks coverage 

by the fibrous membrane, creating a site of relative 

weakness through which herniation may occur. Sex 

based pelvic differences play a significant role in the 

epidemiology of obturator hernia. In females, the 

obturator foramen tends to be wider and more 

triangular in shape than in males. This anatomical 

configuration, combined with age related loss of 

protective fat and muscle mass, predisposes older 

women with low body mass to herniation through this 

region. As a result, obturator hernia occurs more 

frequently in this population group. Laterality patterns 

are also influenced by pelvic anatomy. The sigmoid 

colon typically overlies the left obturator foramen, 

which may offer a degree of protection. Consequently, 

obturator hernias are observed more often on the right 

side in both females and males [3]. 

Clinical presentation often lacks distinctive 

features, which makes diagnosis difficult. Symptoms 

may mimic other causes of bowel obstruction or 

present as vague abdominal or medial thigh 

discomfort. Because physical findings are often subtle 

or absent, diagnosis based solely on examination is 

frequently missed. This diagnostic challenge 

necessitates a high level of clinical awareness, 

particularly when evaluating older patients with 

reduced body mass who present with signs of 

intestinal obstruction without an obvious cause [4]. In 

such cases, timely use of computed tomography of the 

abdomen and pelvis is essential, as imaging provides 

clear visualization of the hernia and its contents. 

Definitive management of obturator hernia is surgical. 

Both open and minimally invasive approaches are 

used, with selection guided by patient condition and 

surgeon experience. Delay in operative intervention 

increases the risk of bowel strangulation and ischemia, 

which significantly worsens outcomes. Rates of 

morbidity and mortality are closely linked to the 

presence of complications and the speed with which 

surgical treatment is initiated [5][6]. Early recognition 

and prompt operative management therefore remain 

central to improving patient prognosis in this 

uncommon but serious condition. 

Etiology 

The development of an obturator hernia is 

closely linked to anatomical and physiological 

changes that allow abdominal structures to pass 

through the obturator foramen. Integrity of the pelvic 

floor and surrounding soft tissue normally prevents 

such protrusion. With advancing age, these protective 

structures lose strength and volume, creating a 

potential pathway for herniation. Female sex 

represents a major predisposing factor, as pelvic 

morphology differs and the obturator foramen is wider 

in women. Repeated pregnancies further contribute to 

stretching and weakening of pelvic support structures, 

increasing vulnerability over time. These changes 

explain why obturator hernia occurs most often in 

older women and remains uncommon in younger 

populations [7]. Nutritional status plays a central role 

in the etiology of this condition. Rapid weight loss and 

chronic malnutrition lead to depletion of preperitoneal 

fat that normally cushions and seals the obturator 

canal. Loss of this fat reduces resistance at the foramen 

and facilitates invagination of intra-abdominal 

contents. Emaciation therefore represents a significant 

risk factor and is frequently observed in affected 

patients. The combined effects of aging, female pelvic 

anatomy, and reduced soft tissue coverage create an 

anatomical environment in which herniation can occur 

even in the absence of acute stressors [7]. 

In addition to structural weakness, sustained 

elevation of intra-abdominal pressure contributes to 

obturator hernia formation. Chronic respiratory 

disease such as chronic obstructive pulmonary disease 

generates repeated increases in pressure due to 

persistent coughing. Ascites exerts constant force on 

the abdominal wall and pelvic floor. Long standing 

constipation requires repeated straining, while chronic 

cough acts in a similar manner. These conditions do 

not cause herniation independently but act on 

preexisting anatomical susceptibility, accelerating the 

process and increasing the likelihood of visceral 

protrusion through the obturator canal [7]. The clinical 

impact of an obturator hernia depends on the contents 

of the hernia sac and the presence or absence of 

vascular compromise. Small bowel involvement 

occurs most frequently and carries a high risk of 

obstruction and strangulation. Other structures such as 

the ovary, fallopian tube, ureter, or surrounding soft 

tissues may also herniate, leading to varied clinical 

manifestations [8]. When strangulation develops, 

ischemia and tissue necrosis may follow, significantly 

worsening patient outcomes. Understanding these 

etiological factors is essential for early recognition and 

timely intervention in high risk individuals. 

Epidemiology 

Obturator hernia is an uncommon clinical 

condition with a distinct epidemiological profile that 

differentiates it from other types of abdominal wall 

hernias. It is observed predominantly in women of 

advanced age who have low body mass. This pattern 

reflects underlying anatomical and physiological 

factors, including a wider obturator foramen and 

reduced strength of pelvic floor musculature in 
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females. Age related loss of muscle tone and 

connective tissue integrity further amplifies this 

susceptibility, making elderly women the most 

affected population group [9][10]. The strong 

association with frailty and reduced body fat has led to 

the descriptive term “little old lady’s hernia” in clinical 

literature, underscoring the characteristic patient 

demographic. Although obturator hernia carries 

significant clinical risk, it represents a very small 

proportion of all hernia types. Reported prevalence 

ranges from approximately 0.05 percent to 2 percent 

of all hernias, highlighting its rarity. This low 

incidence contributes to frequent delays in diagnosis, 

as many clinicians encounter the condition 

infrequently during practice. Despite its uncommon 

nature, obturator hernia is associated with a high rate 

of complications, particularly bowel obstruction, 

which elevates its clinical importance beyond what 

prevalence figures alone might suggest [11]. Laterality 

patterns are well documented in epidemiological 

studies. Obturator hernias occur more commonly on 

the right side than on the left. This asymmetry is 

attributed to the anatomical position of the sigmoid 

colon, which typically overlies the left obturator 

foramen and provides a degree of protective coverage. 

In contrast, the right obturator foramen lacks such 

shielding, making it more vulnerable to herniation. 

This consistent right sided predominance has been 

reported across multiple studies and patient 

populations [11][12]. Bilateral obturator hernias, 

while uncommon, are clinically significant and have 

been documented in approximately one quarter of 

cases. The presence of bilateral involvement suggests 

a generalized weakening of pelvic structures rather 

than a localized defect. This finding emphasizes the 

importance of careful intraoperative assessment of 

both obturator foramina when surgical repair is 

undertaken [13]. Understanding the epidemiological 

characteristics of obturator hernia aids clinicians in 

identifying high risk individuals and maintaining 

diagnostic awareness in appropriate clinical contexts. 

History and Physical 

Patients with obturator hernia usually seek 

care in the emergency department because symptoms 

progress and interfere with daily function. The clinical 

history often lacks distinctive features. Many patients 

report nausea and vomiting linked to bowel 

obstruction. Abdominal pain is common and may 

coexist with pelvic discomfort. Pain in the medial 

thigh or hip may extend into the same side lower limb 

and resemble radicular pain from spinal disease. 

Constipation may appear as an early complaint. Some 

individuals recall similar episodes in the past that 

resolved without treatment, which may reflect 

transient herniation or spontaneous reduction [14]. 

This history can mislead clinical judgment and delay 

diagnosis. During physical examination, patients often 

show signs of distress related to pain or intestinal 

obstruction. Abdominal inspection may reveal 

distension in advanced cases. Palpation can 

demonstrate abdominal or pelvic tenderness. Guarding 

or rebound tenderness may occur when bowel 

ischemia or perforation develops. These findings 

indicate progression to a complicated state that 

requires urgent intervention. Despite these signs, 

direct detection of the hernia on examination is 

uncommon. The obturator foramen lies deep within 

the pelvis and is covered by muscle and soft tissue. For 

this reason, the hernia sac usually remains inaccessible 

to palpation even in thin patients [15][16]. Absence of 

a palpable mass should not reduce clinical suspicion. 

Neurological and musculoskeletal symptoms 

contribute to diagnostic confusion. Pain along the 

medial aspect of the thigh results from irritation or 

compression of the obturator nerve. This pain may 

intensify with movement of the hip joint and may 

dominate the clinical picture. As a result, patients are 

sometimes evaluated for orthopedic or neurological 

disorders rather than intra-abdominal pathology. 

Awareness of this pain pattern is essential when 

assessing older patients with unexplained bowel 

symptoms. 

 
Fig. 1: Obturator Hernia. 

Two classical physical signs have been 

described in association with obturator hernia. These 

signs support the diagnosis but cannot confirm or 

exclude it when absent. The Howship Romberg sign 

refers to pain triggered by extension, adduction, or 

medial rotation of the thigh. This response occurs 

when the hernia sac compresses the cutaneous branch 

of the obturator nerve. The reported sensitivity of this 

sign is close to fifty percent, which limits its reliability 

as a screening tool. Its presence should raise suspicion, 

but its absence does not rule out the condition [17]. 

The Hannington Kiff sign reflects motor involvement 

of the obturator nerve. It presents as loss of the thigh 

adductor reflex while the patellar reflex remains intact. 

Examination requires placement of a finger over the 

adductor muscles above the knee followed by 

percussion with a tendon hammer. Visible or palpable 

contraction indicates a preserved reflex. Loss of this 

response suggests obturator nerve compression. This 

sign shows higher specificity than the Howship 

Romberg sign, yet it requires technical skill and 

familiarity with the maneuver. Operator variation 

affects accuracy, which limits routine use in acute 
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settings [18]. Overall, history and physical findings in 

obturator hernia remain subtle and fragmented. 

Symptoms overlap with gastrointestinal, neurological, 

and musculoskeletal disorders. Physical signs lack 

consistency and reproducibility. For this reason, 

clinical assessment alone rarely establishes the 

diagnosis. Recognition depends on maintaining 

suspicion in high risk patients and correlating 

symptoms with anatomical knowledge. Early 

identification through careful history taking and 

focused examination supports timely imaging and 

surgical management, which directly influences 

patient outcomes. 

Evaluation 

Assessment of a patient with suspected 

obturator hernia relies heavily on imaging because 

clinical findings are often inconclusive. Computed 

tomography of the abdomen and pelvis represents the 

preferred diagnostic modality and should be 

performed with or without intravenous contrast based 

on patient status and renal function [19]. CT imaging 

allows direct visualization of the obturator foramen 

and can clearly demonstrate the presence of a hernia 

sac, its size, and the nature of its contents. In addition, 

CT provides critical information regarding associated 

complications, including intestinal obstruction, bowel 

wall thickening, ischemia, necrosis, or perforation. 

Reported diagnostic accuracy of CT in identifying 

obturator hernia approaches ninety percent, making it 

a valuable tool in early detection and management 

planning [20]. Despite its high sensitivity, CT imaging 

does not identify all cases. Some patients who are 

ultimately diagnosed intraoperatively have 

preoperative scans that either fail to reveal the hernia 

or do not adequately define its anatomical features. 

Factors such as small hernia size, intermittent 

protrusion, or early disease stage may contribute to 

false negative results [21]. For this reason, absence of 

definitive findings on CT should not exclude the 

diagnosis when clinical suspicion remains high. In 

elderly, low body mass patients with symptoms of 

bowel obstruction or unexplained medial thigh pain, 

early surgical consultation is essential even when 

imaging results are inconclusive. Clinical judgment 

plays a critical role in preventing diagnostic delay. 

Laboratory investigations provide supportive 

information and help assess disease severity and 

operative risk. A complete blood count may 

demonstrate leukocytosis in the presence of bowel 

obstruction, inflammation, perforation, or systemic 

stress. A comprehensive metabolic panel is important 

to identify electrolyte disturbances caused by 

vomiting, diarrhea, or dehydration. Volume depletion 

may lead to abnormalities that require correction 

before surgical intervention. In cases where the ureter 

is involved in the hernia, laboratory testing may reveal 

elevated blood urea nitrogen and creatinine, indicating 

obstructive uropathy. Blood typing and screening are 

routinely performed to prepare for potential 

transfusion in the perioperative period. Measurement 

of serum lactate is particularly valuable, as elevated 

levels may suggest bowel ischemia or necrosis and 

signal the need for urgent surgical management. 

Treatment / Management 

Surgical Intervention 

Definitive management of obturator hernia 

requires operative treatment. Once the diagnosis is 

established or strongly suspected, surgical 

consultation should occur without delay. Most patients 

present with bowel obstruction or evolving ischemia, 

which makes conservative management inappropriate. 

Early operative intervention reduces the risk of 

strangulation, perforation, sepsis, and death. In rare 

situations where the hernia sac contains only the ureter 

and no bowel compromise is present, surgery may be 

postponed temporarily to allow stabilization of renal 

function. Even in such cases, definitive repair remains 

necessary to prevent recurrent obstruction and 

progressive renal injury. There is no single 

standardized operative strategy for obturator hernia 

repair. Choice of approach depends on patient 

stability, presence of complications, surgeon 

expertise, and available resources. Midline laparotomy 

and laparoscopy represent the most frequently used 

techniques. Minimally invasive robotic approaches are 

increasingly reported and reflect advances in surgical 

technology [22][23]. Alternative access routes, 

including retropubic, inguinal, and femoral 

approaches, have also been described, though they are 

used less often in contemporary practice [24]. Each 

technique carries advantages and limitations that must 

be weighed against clinical circumstances. When 

feasible, laparoscopic repair is favored due to multiple 

perioperative benefits. These include reduced 

intraoperative blood loss, lower postoperative pain, 

decreased risk of wound infection, diminished 

incidence of postoperative ileus, and shorter hospital 

stay compared with open laparotomy. Laparoscopy 

also allows inspection of the abdominal cavity and 

identification of associated hernias. However, 

conversion to open surgery remains appropriate when 

visualization is inadequate or when extensive bowel 

resection is required.  

Two laparoscopic techniques dominate 

current practice. The transabdominal preperitoneal 

approach is most commonly reported. This method 

permits direct visualization of the hernia sac and its 

contents, allowing accurate assessment of bowel 

viability [25][26]. Reduction of the hernia can be 

performed under direct vision, and compromised 

bowel segments can be identified promptly. If 

resection becomes necessary, the surgeon may 

proceed laparoscopically or convert to an open 

approach depending on the extent of pathology and 

patient condition. The total extraperitoneal technique 

avoids entry into the peritoneal cavity and allows 

simultaneous repair of the obturator and inguinal 

regions. This method is generally reserved for patients 
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without suspected strangulation or necrosis, as it limits 

evaluation of intra-abdominal organs. Closure of the 

obturator defect is a critical step in preventing 

recurrence. Several techniques are available, and 

selection depends on defect size, tissue quality, and 

contamination risk. Small defects measuring less than 

one centimeter may be closed with direct suturing. 

While technically simple, primary suture repair may 

carry a higher recurrence rate than reinforcement 

techniques. Larger defects often require reinforcement 

due to tension and tissue fragility. Mesh repair is 

widely accepted when bowel viability is confirmed 

and contamination is absent. Synthetic mesh provides 

durable reinforcement and reduces recurrence risk. In 

cases where mesh placement is contraindicated or 

technically challenging, alternative methods may be 

used. These include coverage with peritoneal or 

periosteal patches, omental interposition, or 

musculoaponeurotic flaps. Selection of technique 

often reflects surgeon experience and intraoperative 

findings rather than strict guidelines. Assessment of 

the contralateral obturator foramen deserves 

consideration during surgery. Bilateral obturator 

hernias occur in a notable proportion of patients, and 

preoperative imaging may not always exclude 

contralateral involvement. Exploration of the opposite 

side can prevent missed pathology and future 

obstruction. In addition, coexisting inguinal or femoral 

hernias are sometimes identified during operative 

exploration. Some surgeons elect to repair these 

incidental defects prophylactically to reduce the 

likelihood of subsequent hernia related complications, 

particularly in frail patients with limited physiological 

reserve [27]. 

Manual Reduction 

Manual reduction of obturator hernia is rarely 

successful and is not considered definitive 

management. The hernia sac lies deep within the 

pelvis and is generally not palpable on examination. 

Even when reduction is technically possible, this 

approach does not permit evaluation of bowel viability 

and may mask ongoing ischemia. Risk of recurrence 

remains high because the anatomical defect persists. 

Rare reports describe successful manual reduction, 

including cases assisted by ultrasound guidance, 

followed by delayed surgical repair [28]. These cases 

represent exceptions rather than standard practice. 

Given the high risk of strangulation and diagnostic 

uncertainty, surgical repair remains the preferred and 

safest treatment strategy for obturator hernia. 

Differential Diagnosis 

The clinical presentation of obturator hernia 

is often nonspecific, requiring careful consideration of 

a broad differential diagnosis. Older adults, who 

constitute the majority of affected patients, frequently 

demonstrate atypical signs due to altered 

inflammatory responses and reduced pain perception, 

increasing the risk of delayed recognition. 

Gastrointestinal disorders are primary considerations 

and include both small and large bowel obstruction, 

paralytic ileus, intestinal perforation, gastritis, 

gastroenteritis, and inflammatory or infectious colitis. 

Volvulus and appendicitis should also be considered 

in patients presenting with localized abdominal pain. 

Abdominal wall and inguinal hernias, as well as 

diaphragmatic hernias, may mimic symptoms of 

obstruction or localized pain, making imaging 

essential. Hepatobiliary conditions such as 

pancreatitis, biliary colic, cholecystitis, and hepatitis 

may also produce overlapping presentations, 

particularly when pain is diffuse or atypical [14]. 

Cardiac causes, particularly acute coronary syndrome, 

can obscure the clinical picture, presenting with 

referred abdominal discomfort or nausea that may 

mimic a surgical abdomen. Genitourinary pathology is 

another important category. Ovarian or testicular 

torsion, urinary tract infection, and pyelonephritis may 

present with lower abdominal or pelvic pain, urinary 

symptoms, and systemic manifestations, overlapping 

with obturator hernia presentations. Vascular 

conditions, including mesenteric ischemia, abdominal 

aortic aneurysm, and aortic dissection, must be ruled 

out promptly because delayed recognition can be fatal. 

Metabolic disturbances such as diabetic ketoacidosis 

and hyperosmolar hyperglycemic states may produce 

nausea, vomiting, and abdominal pain, adding further 

complexity. Nonspecific causes, including adverse 

drug effects or withdrawal syndromes, may also 

confound the diagnostic process. Accurate evaluation 

requires integration of patient history, physical 

findings, laboratory testing, and imaging to distinguish 

obturator hernia from these diverse conditions [14]. 

Prognosis 

Obturator hernia historically carried 

significant morbidity and mortality due to delayed 

diagnosis and frequent presentation with bowel 

obstruction or strangulation. Mortality rates have been 

reported between 12 and 70 percent, reflecting both 

the severity of complications and the advanced age, 

frailty, and comorbidities of affected patients 

[29][30][31][32][33]. Recent improvements in 

outcomes are largely attributed to enhanced clinical 

awareness, widespread access to high-resolution CT 

imaging, and advances in surgical techniques that 

allow safer and more effective repair. Patients 

requiring bowel resection as part of hernia repair face 

complications inherent to intestinal surgery. 

Anastomotic leaks, intra-abdominal infections, and 

ostomy-related dysfunction are recognized risks that 

may prolong hospitalization and recovery. Hernia 

repair using mesh also carries potential long-term 

complications, including infection, migration, or 

erosion into adjacent tissues. Beyond specific surgical 

risks, patients undergoing operative management of 

obturator hernia remain vulnerable to complications 

common to major abdominal surgery, including 

venous thromboembolism, postoperative pain, wound 

breakdown, pulmonary infections, and 

deconditioning. Early identification and timely 

surgical intervention are therefore essential for 
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minimizing mortality and improving functional 

recovery. The prognosis is closely linked to the 

rapidity of diagnosis, the presence or absence of bowel 

compromise, and the patient’s baseline physiological 

reserve, underscoring the importance of vigilant 

perioperative management [32][33]. 

Complications 

Obturator hernia can lead to a range of 

complications stemming from entrapment of intra-

abdominal or pelvic structures. Bowel incarceration is 

frequent and may progress to obstruction, 

strangulation, necrosis, or perforation. Perforation can 

precipitate peritonitis and sepsis, significantly 

worsening clinical outcomes. Ureteral herniation, 

although less common, may produce hydronephrosis 

and renal dysfunction, necessitating prompt 

recognition to prevent permanent kidney injury. 

Compression of the obturator nerve may cause 

localized pain, paresthesia, or weakness in the nerve’s 

sensory and motor distribution, further complicating 

the clinical picture. Recurrence is a recognized risk 

following repair, whether sutures or mesh are used. 

Contralateral obturator hernia may also develop, 

highlighting the importance of careful intraoperative 

assessment and follow-up. Overall complication rates 

following obturator hernia repair are reported at 

approximately 11 percent. These include standard 

postoperative risks such as wound infection, wound 

dehiscence, pneumonia, pulmonary embolism, sepsis, 

and anastomotic leak. Mesh-specific risks include 

infection or migration. The likelihood and severity of 

complications are influenced by the surgical approach, 

the presence of ischemic or perforated bowel, and the 

patient’s comorbidities, emphasizing the need for 

individualized perioperative planning [33]. 

Postoperative and Rehabilitation Care 

Postoperative management focuses on 

standard surgical care tailored to the patient’s clinical 

status and operative findings. Most patients require 

hospitalization for pain control, wound care, bowel 

rest, and gradual dietary advancement. Early 

mobilization is encouraged to reduce complications 

such as venous thromboembolism and pulmonary 

infections. Given the advanced age and frailty of the 

typical patient population, multidisciplinary 

involvement is essential. Physical and occupational 

therapy, as well as nutritional support, optimize 

functional recovery prior to discharge. Patients may 

require transfer to skilled nursing facilities when 

ongoing care needs exceed home capacity. Outpatient 

follow-up with the surgical team ensures monitoring 

for recurrence, wound healing, and resolution of 

preoperative complications. Education regarding 

activity modification, diet, and signs of infection or 

obstruction is essential to reduce readmission risk and 

support long-term recovery [33]. 

Patient Education 

Primary prevention of obturator hernia is 

limited because anatomical predispositions cannot be 

modified. However, management of modifiable risk 

factors may reduce susceptibility. Addressing 

malnutrition and cachexia helps maintain intra-

abdominal fat that supports the obturator foramen. 

Controlling chronic conditions that increase intra-

abdominal pressure, such as ascites, persistent 

coughing, or constipation, may mitigate hernia 

formation or progression. Patient education regarding 

symptom recognition and prompt presentation for 

evaluation is critical, particularly in high-risk 

populations such as elderly, low body mass women 

[33]. 

Enhancing Healthcare Team Outcomes 

Effective management of obturator hernia 

requires coordinated interprofessional care. Nursing 

staff provide critical support through pain control, 

intravenous fluid administration, antibiotic therapy, 

and wound care. In cases of bowel obstruction, 

nasogastric decompression may be required. 

Emergency providers must promptly communicate 

clinical suspicion, imaging findings, and potential 

complications to the surgical team to reduce delays to 

definitive repair. Radiologists are central to diagnosis, 

as careful interpretation of CT scans identifies the 

hernia and informs surgical planning. Surgeons and 

operative teams perform the repair and coordinate 

perioperative care, often including intensive 

monitoring for frail or critically ill patients. 

Pharmacists, technicians, and rehabilitation specialists 

ensure adequate analgesia, nutritional support, and 

mobility restoration. Case managers coordinate safe 

discharge, arranging home care, skilled nursing, and 

access to medications and durable medical equipment. 

A structured, team-based approach optimizes patient 

outcomes, minimizes complications, and ensures 

continuity of care from initial presentation through 

postoperative recovery [32][33]. 

Conclusion: 

Obturator hernia represents a rare but 

clinically significant surgical emergency that 

disproportionately affects elderly, underweight 

women. The condition continues to pose diagnostic 

difficulties due to its deep pelvic location and the 

absence of distinctive physical findings. Symptoms 

frequently mimic more common gastrointestinal, 

neurological, or musculoskeletal disorders, which 

contributes to delayed diagnosis and increased risk of 

bowel strangulation, ischemia, and mortality. 

Advances in computed tomography imaging have 

markedly improved diagnostic accuracy and should be 

utilized early in high-risk patients presenting with 

bowel obstruction or unexplained medial thigh pain. 

Nevertheless, imaging does not substitute for clinical 

vigilance, and a high index of suspicion remains 

essential, particularly when initial investigations are 

inconclusive. Surgical repair remains the definitive 

treatment, with minimally invasive approaches 

offering advantages in selected patients, including 

reduced postoperative pain and shorter hospital stays. 
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Nursing care plays an integral role throughout the 

patient journey, from early recognition and 

preoperative stabilization to postoperative monitoring, 

rehabilitation, and patient education. Multidisciplinary 

collaboration among emergency physicians, surgeons, 

nurses, radiologists, and rehabilitation specialists is 

critical to optimizing outcomes. Ultimately, improved 

awareness, early diagnosis, and timely surgical 

intervention are the key determinants of prognosis. 

Strengthening education and clinical preparedness for 

obturator hernia can significantly reduce morbidity 

and mortality associated with this uncommon yet 

life-threatening condition. 
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