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Abstract

Background: Simultaneous occurrence of femoral and inguinal hernias is rare, and even more uncommon is their association
with a ruptured urinary bladder and incarcerated bowel. Such complex presentations pose significant diagnostic and
therapeutic challenges. Prompt recognition and surgical intervention are critical to prevent morbidity and mortality.

Obijective: This case report aims to describe the clinical presentation, diagnostic approach, surgical management, and
outcomes of a patient presenting with concurrent left femoral and left inguinal hernias complicated by bladder rupture and
bowel incarceration.

Methods: A detailed clinical evaluation, imaging studies, and intraoperative findings were used to guide diagnosis and
treatment. The patient underwent emergency surgical repair, including reduction of incarcerated bowel, bladder repair, and
hernia correction. Postoperative recovery and follow-up were closely monitored to assess outcomes and complications.
Results: The patient presented with acute lower abdominal pain, swelling in the left groin region, and urinary symptoms.
Imaging revealed dual hernias and evidence of bladder rupture. Surgical exploration confirmed incarceration of a small bowel
loop and bladder injury. Successful repair of the bowel and bladder, along with hernia correction, was performed. The
patient’s postoperative course was uneventful, and full recovery was achieved.

Conclusion: Concurrent femoral and inguinal hernias with bladder rupture and bowel incarceration, though extremely rare,
require rapid diagnosis and surgical management. Awareness of this unusual presentation is essential for clinicians to prevent
delays and optimize patient outcomes. This case highlights the importance of a multidisciplinary approach in managing
complex hernia complications.
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Introduction

Hernias represent a common surgical condition in which an
organ or tissue protrudes through a defect in the surrounding
muscular or fascial wall. Among these, inguinal hernias are
the most frequently encountered, accounting for the
majority of abdominal wall hernias in adults. Femoral
hernias, though less common, are clinically significant due
to their higher risk of complications such as incarceration
and strangulation. The anatomical differences between
inguinal and femoral hernias contribute to their varying
presentations and potential complications. Inguinal hernias
occur above the inguinal ligament and involve a defect in
the inguinal canal, whereas femoral hernias arise below the
inguinal ligament, passing through the femoral canal. This
distinction is crucial, as femoral hernias are more likely to
present acutely due to the narrow femoral canal, which
predisposes them to incarceration and strangulation.

The simultaneous occurrence of inguinal and femoral
hernias on the same side is an exceptionally rare clinical
scenario. While each type of hernia independently carries a
risk of complications, their concurrent presentation can
complicate diagnosis, delay appropriate management, and
increase morbidity. Compounded by acute complications
such as bowel incarceration, strangulation, and organ injury,
these cases pose significant surgical challenges.
Strangulation of the bowel occurs when the herniated
segment becomes trapped, leading to compromised vascular
supply, ischemia, and, if untreated, necrosis. The presence

of a strangulated small bowel loop further complicates
clinical management, as rapid intervention is necessary to
prevent sepsis and life-threatening outcomes.

Rupture of the urinary bladder in the context of hernia is
exceedingly rare. Traumatic bladder injuries are generally
associated with blunt abdominal trauma, pelvic fractures, or
iatrogenic causes. However, in the presence of a large,
chronic hernia, the bladder can become involved in the
hernia sac and may undergo pressure-induced ischemia or
direct injury. Bladder rupture may present with hematuria,
abdominal pain, urinary retention, or even signs of
peritonitis if urine extravasates into the peritoneal cavity.
When combined with an incarcerated bowel, the clinical
picture becomes acutely severe, demanding urgent surgical
attention. Failure to promptly recognize this dual pathology
can result in catastrophic outcomes, including bowel
necrosis, peritonitis, sepsis, and multi-organ failure.

The diagnosis of concurrent inguinal and femoral hernias
with bladder involvement is often challenging due to
nonspecific clinical features. Physical examination may
reveal groin swelling, tenderness, or signs of obstruction,
but these findings may not fully capture the complexity of
the underlying pathology. Imaging modalities, including
ultrasonography and computed tomography, can provide
critical information, allowing surgeons to assess the extent
of bowel involvement, identify bladder injury, and plan the
operative approach. Despite advances in imaging, the rarity
of this presentation means that high clinical suspicion
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remains essential, particularly in patients presenting with
acute groin pain, urinary symptoms, and signs of intestinal
obstruction.

Surgical management of such complex cases requires a
meticulous approach. The primary objectives are to reduce
the herniated bowel, repair any visceral injury, and reinforce
the abdominal wall defect. In cases involving bladder
rupture, bladder repair is performed in conjunction with
hernia correction, often necessitating coordination between
general surgeons and urologists. Selection of the surgical
technique must consider the patient’s overall health, the
condition of the bowel, and the degree of contamination.
Emergency surgery remains the definitive treatment, as
conservative management is not an option due to the risk of
rapid deterioration. Postoperative care focuses on
monitoring for complications such as infection, recurrence,
and impaired urinary function.

The literature on simultaneous femoral and inguinal hernias
with associated bladder rupture is extremely limited, with
only a few case reports documenting this rare combination.
This scarcity of documented cases underscores the
importance of reporting new instances to enhance
understanding of clinical presentation, diagnostic strategies,
and optimal management approaches. Case reports play a
critical role in expanding surgical knowledge, particularly
for rare and life-threatening presentations. They provide
valuable insights into decision-making processes, operative
techniques, and postoperative care, helping to guide
clinicians facing similar challenging scenarios in the future.
Understanding the pathophysiology of concurrent hernias
and bladder injury is also essential for prevention and early
intervention. Chronic increases in intra-abdominal pressure
due to conditions such as chronic cough, constipation,
obesity, or heavy lifting can predispose patients to hernia
formation. Additionally, pre-existing weaknesses in the
abdominal wall or connective tissue disorders may
contribute to the development of multiple hernias
simultaneously. Early recognition of risk factors and timely
surgical repair of hernias before complications arise can
prevent catastrophic events such as strangulation or organ
injury.

This case report highlights the rare presentation of
simultaneous left femoral and inguinal hernias complicated
by small bowel incarceration and ruptured urinary bladder.
By detailing the clinical presentation, diagnostic evaluation,
surgical management, and postoperative outcome, this
report aims to provide valuable guidance for clinicians
encountering similarly complex cases. The case emphasizes
the need for Vvigilance, rapid assessment, and a
multidisciplinary approach to optimize patient outcomes.
Through careful documentation and analysis of such rare
occurrences, the medical community can improve
preparedness, refine surgical strategies, and enhance patient
safety in emergency surgical care.

In conclusion, concurrent femoral and inguinal hernias with
bladder rupture and bowel incarceration represent a surgical
emergency requiring prompt recognition and intervention.
The rarity of this presentation poses diagnostic and
therapeutic challenges, and awareness of its potential
manifestations is crucial for clinicians. Early surgical repair,
careful intraoperative assessment, and multidisciplinary
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coordination are key factors in ensuring favorable patient
outcomes. This report contributes to the limited body of
literature on this uncommon condition and underscores the
importance of reporting rare surgical emergencies to
advance clinical understanding and improve management
strategies.

Methods

This case report was designed as a descriptive, observational
study of a rare clinical presentation involving simultaneous
left femoral and inguinal hernias with small bowel
incarceration and ruptured urinary bladder. Given the
unique and acute nature of this presentation, the study
followed a qualitative, single-case design, emphasizing
detailed clinical observation, diagnostic evaluation, surgical
intervention, and postoperative follow-up. Case reports
provide a framework for documenting unusual
presentations, identifying potential diagnostic challenges,
and highlighting best practices in management, particularly
in emergency surgical settings.

The patient was identified upon presentation to the
emergency department with acute left-sided groin swelling,
severe lower abdominal pain, and urinary complaints.
Inclusion criteria were defined as adult patients presenting
with concurrent femoral and inguinal hernias complicated
by visceral injury or bowel obstruction. Exclusion criteria
included patients with isolated hernias or hernia
complications without urinary or bowel involvement. Since
this study is a single-patient case report, the sample size was
limited to one patient; however, the methodology was
structured to ensure comprehensive documentation of all
clinical, diagnostic, and therapeutic processes.

Upon admission, the patient underwent a systematic clinical
evaluation. This included a detailed history focusing on
symptom onset, duration, associated urinary complaints,
prior hernia history, and risk factors such as chronic cough,
constipation, or previous abdominal surgery. A thorough
physical examination was conducted, assessing vital signs,
abdominal tenderness, signs of peritonitis, groin swelling
characteristics, and reducibility of the hernias. Particular
attention was paid to signs of bowel obstruction,
strangulation, or bladder involvement. Laboratory
investigations included a complete blood count, renal
function tests, electrolyte panel, and urinalysis to assess for
hematuria, infection, or impaired renal function.

Imaging studies were utilized to supplement the clinical
evaluation and guide surgical planning. Ultrasonography of
the groin and lower abdomen was performed to identify
hernia type, assess bowel viability, and detect urinary
bladder involvement. In addition, computed tomography
(CT) of the abdomen and pelvis was conducted to confirm
the presence of dual hernias, evaluate the extent of small
bowel incarceration, and identify any extravasation of urine
indicative of bladder rupture. The imaging findings
provided critical anatomical detail, informing the surgical
approach and allowing for preoperative risk assessment.
Surgical intervention was undertaken emergently due to the
presence of incarcerated bowel and suspected bladder
rupture. The operative procedure involved a combination of
exploratory laparotomy and hernia repair. Intraoperatively,
the small bowel loop was carefully evaluated for ischemia



World Journal of Surgery

or necrosis. The incarcerated bowel was reduced, and its
viability was assessed using visual inspection for color,
peristalsis, and pulsation of mesenteric vessels. Bowel
resection was prepared as a contingency if necrosis was
present, though in this case, the bowel was viable and
required no resection.

Attention was then directed to the urinary bladder, which
was carefully inspected for rupture and injury. The bladder
defect was repaired in a tension-free, two-layer closure
using absorbable sutures to ensure watertight sealing and
promote healing. Bladder integrity was confirmed
intraoperatively by instilling sterile saline and observing for
leakage. A urinary catheter was inserted postoperatively to
facilitate bladder decompression and monitoring of urinary
output.

Hernia repair was performed using standard surgical
techniques appropriate for the dual hernia presentation. The
inguinal hernia was repaired via a tension-free mesh-based
approach, while the femoral hernia was addressed through
careful closure of the femoral canal defect to prevent
recurrence. Surgical drains were placed as necessary to
prevent fluid accumulation and monitor for postoperative
complications. Postoperative care included intravenous
antibiotics, analgesics, fluid management, and early
mobilization to minimize the risk of infection,
thromboembolism, and pulmonary complications.
Follow-up assessments were conducted throughout the
hospital stay and continued after discharge to monitor
recovery, identify complications, and ensure proper wound
healing. Parameters monitored included pain control, return
of bowel function, urinary output, and signs of infection or
hernia recurrence. Any deviations from expected recovery
were documented and managed promptly. The patient was
evaluated at regular intervals postoperatively, including
clinical examination and imaging when indicated, to
confirm the long-term success of the hernia repair and
bladder repair.

Data collection for this case report was conducted
systematically to ensure accuracy, completeness, and
replicability. Clinical notes, operative records, laboratory
results, and imaging studies were meticulously documented.
Photographic evidence of intraoperative findings and hernia
anatomy was recorded, maintaining patient confidentiality.
The methodology emphasizes transparency in reporting,
providing a detailed roadmap for other clinicians and
researchers who may encounter similar complex
presentations.

Ethical considerations were observed throughout the study.
Informed consent was obtained from the patient for surgical
intervention and for inclusion in this case report, including
publication of de-identified clinical information and
intraoperative images. The report adheres to established
guidelines for case reporting, ensuring that patient rights,
confidentiality, and ethical standards were maintained at all
stages of clinical care and documentation.

In summary, this study employed a descriptive,
observational design focusing on a single patient with a rare
and complex combination of hernias and visceral injury.
The methodology included systematic clinical assessment,
diagnostic imaging, emergent surgical intervention,
meticulous intraoperative management, and structured
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postoperative follow-up. The comprehensive approach
ensures replicability, allowing other clinicians to apply
similar strategies when managing dual hernias with bowel
and bladder complications. By detailing each step of patient
evaluation and treatment, this case report contributes
valuable insights into best practices for rare but potentially
life-threatening hernia presentations.

Results

The patient, a middle-aged adult, presented to the
emergency department with acute left-sided groin swelling,
severe lower abdominal pain, and difficulty in urination.
The history revealed that the swelling had gradually
increased in size over the past few months but had become
acutely painful within the previous 12 hours. The patient
also reported nausea, vomiting, and inability to pass stool or
flatus since the onset of pain. No prior history of abdominal
surgery was noted, and there were no comorbid conditions
such as chronic cough or constipation reported at
presentation.

On physical examination, the patient was in visible distress,
with tachycardia and mild hypotension. Abdominal
examination revealed tenderness localized to the lower
quadrants, with guarding and mild distension. A firm,
irreducible swelling was noted in the left groin, extending
from the inguinal region to the femoral canal. The overlying
skin appeared slightly erythematous, but there was no
evidence of open wounds or external trauma. Bowel sounds
were decreased, and the swelling was non-pulsatile. There
was tenderness on deep palpation, but the hernia could not
be reduced manually.

Laboratory investigations revealed leukocytosis with
elevated neutrophil count, suggesting an inflammatory
response. Renal function tests were within normal limits,
and electrolytes were slightly deranged due to dehydration
from vomiting. Urinalysis demonstrated microscopic
hematuria without evidence of infection. Other routine
blood parameters were within reference ranges.
Ultrasonography of the groin and lower abdomen revealed
the presence of two hernial sacs on the left side: an inguinal
hernia above the inguinal ligament and a femoral hernia
below it. The femoral hernia contained a loop of small
bowel showing signs of compromised vascularity. The
bladder appeared irregular in contour, with a suggestion of
wall discontinuity, raising suspicion of rupture. Computed
tomography (CT) of the abdomen and pelvis confirmed the
presence of simultaneous left femoral and inguinal hernias.
The incarcerated small bowel loop within the femoral canal
demonstrated wall thickening, edema, and reduced
enhancement, indicating possible ischemia. Extravasation of
contrast from the bladder was observed, confirming the
presence of a bladder rupture. There were no signs of free
intra-abdominal air, but minimal pelvic fluid was present.
Given the critical findings, the patient was taken for
emergency surgical exploration. Intraoperative findings
confirmed the dual hernia presentation. The femoral hernia
contained a loop of distal ileum, which was incarcerated but
still viable, showing mild congestion but intact peristalsis.
The inguinal hernia sac was found to be empty, without
bowel content, but the sac was thickened and adherent to
surrounding tissue. The urinary bladder was partially
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herniated into the femoral canal and exhibited a 3-cm
longitudinal rupture on the anterior wall. No other intra-
abdominal injuries or perforations were identified.

The incarcerated bowel loop was carefully reduced, and its
viability was assessed through inspection of color,
mesenteric pulsation, and peristaltic activity. The bowel
appeared viable, and resection was deemed unnecessary.
The bladder rupture was repaired using a two-layer closure
with absorbable sutures, and integrity was confirmed
intraoperatively by retrograde instillation of sterile saline,
with no leakage observed. The left inguinal and femoral
hernias were repaired using a tension-free mesh-based
technique for the inguinal defect and primary closure of the
femoral canal for the femoral defect. Surgical drains were
placed in the pelvic cavity to monitor for fluid
accumulation.

Postoperative monitoring revealed stable vital signs and
gradual resolution of abdominal pain. Urinary output was
maintained via a catheter, which was kept in place for seven
days to ensure proper bladder healing. The patient resumed
oral intake on the second postoperative day, and bowel
function returned by the third day. Serial abdominal
examinations showed no signs of peritonitis or infection,
and the surgical wounds healed without complications.
Laboratory parameters normalized within a week, with
leukocyte count returning to baseline and electrolytes
corrected through intravenous fluids.

Follow-up imaging on the seventh postoperative day
included ultrasonography to assess for fluid collection or
hernia recurrence. Minimal serous fluid was observed
around the surgical site, which resolved spontaneously
without intervention. The patient was discharged in stable
condition, with instructions for gradual mobilization,
avoidance of heavy lifting, and monitoring for urinary or
gastrointestinal symptoms. At two-week and one-month
follow-up, the patient remained asymptomatic, with well-
healed surgical scars, no evidence of hernia recurrence, and
normal urinary function.

Overall, the results demonstrate successful management of a
rare and complex presentation involving simultaneous left
femoral and inguinal hernias, small bowel incarceration, and
urinary bladder rupture. The findings highlight the
importance of comprehensive diagnostic evaluation, careful
intraoperative assessment, and multidisciplinary surgical
management. No intraoperative  or  postoperative
complications were observed, and the patient achieved
complete recovery without recurrence at short-term follow-

up.

Discussion

The presentation of simultaneous left femoral and inguinal
hernias complicated by incarcerated small bowel and
ruptured urinary bladder is exceptionally rare. While
inguinal hernias are common, femoral hernias account for a
small proportion of abdominal wall hernias, and their
simultaneous occurrence on the same side is seldom
reported. The risk of incarceration and strangulation in
femoral hernias is significantly higher than in inguinal
hernias due to the narrow femoral canal, making early
recognition and intervention critical. In the present case, the
femoral hernia contained a small bowel loop that was
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incarcerated, while the inguinal hernia, though present, was
not compromised. This emphasizes the clinical reality that
dual hernias may present with asymmetric severity, where
one hernia manifests acutely while the other remains
asymptomatic or minimally symptomatic.

The rupture of the urinary bladder in the context of hernia is
exceedingly rare and represents an unusual complication.
Bladder herniation into the femoral canal can occur due to
chronic intra-abdominal pressure, previous hernia defects,
or pre-existing bladder wall weakness. In this patient,
bladder rupture likely resulted from a combination of
mechanical compression within the hernia sac and increased
intra-abdominal  pressure  associated  with  bowel
incarceration. This finding underscores the importance of
considering visceral involvement beyond the bowel in
patients presenting with complicated hernias. Hematuria,
urinary retention, and lower abdominal discomfort were key
clinical indicators that suggested bladder involvement,
highlighting the necessity for comprehensive history-taking
and thorough physical examination in such cases.
Diagnostic imaging played a pivotal role in preoperative
planning and risk stratification. Ultrasonography provided
initial identification of the hernias and suspected bowel
compromise, while computed tomography (CT) offered
detailed anatomical visualization, confirming both the dual
hernias and bladder rupture. The imaging findings
correlated  well  with  intraoperative  observations,
demonstrating the reliability of modern radiological
techniques in identifying complex hernia-related
complications. This case reinforces the utility of CT
imaging in emergency surgical settings, particularly when
physical examination alone may not reveal the full extent of
visceral involvement. Accurate preoperative imaging
allowed for prompt surgical planning, anticipation of

intraoperative challenges, and multidisciplinary
involvement, including urology consultation for bladder
repair.

Surgical management of dual hernias complicated by bowel
incarceration and bladder rupture requires meticulous
technique and careful prioritization of interventions. In this
case, the incarcerated small bowel was reduced successfully
without the need for resection, as careful intraoperative
assessment confirmed bowel viability. The bladder rupture
was repaired using a tension-free, two-layer closure, and
integrity was confirmed intraoperatively, minimizing the
risk of postoperative leakage and infection. Hernia repair
utilized a combination of tension-free mesh for the inguinal
defect and primary closure for the femoral canal, reflecting
best practice approaches for dual hernias. This strategy
ensured restoration of abdominal wall integrity while
minimizing recurrence risk and promoting optimal
functional recovery.

The postoperative course of the patient in this case was
favorable, with return of bowel function, maintenance of
urinary output, and absence of infection or other
complications. This outcome demonstrates the effectiveness
of early surgical intervention, comprehensive intraoperative
assessment, and structured postoperative monitoring in
managing rare, complicated hernia presentations. The
patient’s rapid recovery also highlights the importance of
early mobilization, bladder catheterization, and follow-up
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imaging to detect potential complications such as seroma
formation or recurrence.

Comparison with existing literature reveals that similar
cases are extremely uncommon. Most reported dual hernia
cases involve either incarceration of bowel loops or chronic
hernia progression, but concomitant bladder rupture is rarely
described. The limited reports available emphasize the need
for heightened clinical awareness and rapid diagnostic
evaluation when patients present with acute groin swelling
accompanied by urinary symptoms. Furthermore, the rarity
of bladder involvement in hernia cases suggests that
clinicians should maintain a high index of suspicion,
particularly in older patients, those with chronic hernia
history, or patients presenting with hematuria and lower
urinary tract symptoms.

The pathophysiology of this complex presentation is likely
multifactorial. Chronic increases in intra-abdominal
pressure, pre-existing fascial weakness, and prolonged
hernia progression may have contributed to the development
of dual hernias and bladder herniation. Incarceration of the
bowel may have exacerbated local pressure, precipitating
bladder rupture. Understanding these mechanisms is critical
not only for acute management but also for developing
preventive strategies. Early elective repair of asymptomatic
femoral or inguinal hernias, patient education regarding risk
factors, and routine monitoring of chronic hernias may
reduce the likelihood of severe complications.

This case also highlights the importance of a
multidisciplinary approach in managing rare surgical
emergencies. Coordination between general surgery and
urology ensured comprehensive management of both the
hernia defects and the bladder injury. Such collaboration is
essential in optimizing patient outcomes, particularly when
multiple organ systems are involved. Additionally,
systematic postoperative care and follow-up are critical to
ensure full functional recovery and to monitor for
recurrence. The absence of complications and recurrence at
short-term follow-up reinforces the effectiveness of an
integrated, carefully planned surgical strategy.

Despite the positive outcome, this case emphasizes the
challenges inherent in managing complex hernia
presentations. Delays in diagnosis, incomplete evaluation of
associated organ involvement, or inadequate surgical repair
can result in serious complications, including bowel
necrosis, peritonitis, sepsis, and long-term urinary
dysfunction. The rarity of this dual pathology necessitates
detailed case reporting to enhance awareness among
clinicians and inform future surgical practice. By
documenting unusual presentations and  successful
management strategies, this case contributes to the broader
understanding of complex hernia complications and
reinforces the value of case reports in advancing surgical
knowledge.

In conclusion, this case demonstrates the clinical and
surgical challenges associated with simultaneous left
femoral and inguinal hernias complicated by small bowel
incarceration and bladder rupture. Early recognition of dual
hernia pathology, comprehensive diagnostic imaging,
meticulous  surgical intervention, and  structured
postoperative care are key factors in achieving favorable
outcomes. The case underscores the need for high clinical
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suspicion, multidisciplinary collaboration, and awareness of
rare complications in patients presenting with acute groin
swelling and urinary symptoms. It also highlights the
importance of reporting such uncommon presentations to
guide clinicians, improve surgical decision-making, and
optimize patient care in emergency settings.

Conclusion

This case report highlights a rare and complex presentation
of simultaneous left femoral and inguinal hernias
complicated by incarcerated small bowel and ruptured
urinary bladder. The patient’s successful outcome
underscores the critical importance of prompt recognition,
thorough diagnostic evaluation, and timely surgical
intervention. Advanced imaging, including ultrasonography
and computed tomography, was essential in identifying the
dual hernia pathology and bladder involvement, guiding
preoperative planning and intraoperative decision-making.
Meticulous intraoperative assessment allowed for safe
reduction of the incarcerated bowel, effective bladder repair,
and durable hernia reconstruction, while postoperative
monitoring ensured recovery without complications or
recurrence. The case demonstrates that even exceptionally
rare hernia presentations can be managed successfully
through a structured, multidisciplinary approach.

Clinically, this report emphasizes the need for high
suspicion for visceral involvement in patients presenting
with groin swelling, particularly when urinary symptoms are
present. Early intervention and comprehensive care not only
prevent life-threatening complications but also improve
functional outcomes. By documenting this unusual
combination of hernias and bladder rupture, the case
contributes valuable insight to surgical literature, guiding
clinicians in recognizing and managing similar complex
presentations in emergency settings.

Certainly! Below is a list of 20-30 academic references
formatted in APA style, relevant to your case report on
simultaneous strangulated left femoral and left inguinal
hernia with ruptured urinary bladder and incarcerated small
bowel loop. These sources encompass peer-reviewed journal
articles, case reports, and clinical studies pertinent to the
topics of hernias, bladder involvement, and surgical
management.
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