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Background Hernia is the second-leading cause of small bowel obstruction (SBO) and accounts for approximately 12 to 16 percent of 
surgical admissions. More than 300,000 hernia operations are performed annually in the United States at a cost of over 
$2.3 billion. Both obturator and sciatic hernia are rare pelvic hernias. Obturator hernias account for 0.05–1.4 percent of all 
hernias, while sciatic hernias have fewer than 100 cases reported worldwide. Both hernias have high morbidity and mortality 
due to substantial risk of strangulation. Therefore, it is important to understand the pathophysiology, diagnostic methods, 
and potential treatments for these rare hernias.

Summary This case involves an 84-year-old female who presented with small bowel obstruction (SBO). The bowel obstruction 
transition point was a left obturator hernia with concurrent right sciatic hernia identified on computed tomography 
(CT) scan. The patient failed conservative management, which consisted of hydration, bowel rest, and nasal gastric tube 
decompression. The patient was taken to the operating room on hospital day two for diagnostic laparoscopy. Intraoperative 
findings included a left Richter obturator hernia (which was repaired with mesh), and a concurrent right sciatic hernia 
(which was repaired by high ligation of the hernia sac). Postoperatively, the patient had an otherwise uneventful recovery 
and was discharged on postoperative day (POD) seven. Patient was examined at six months post-repair without recurrence. 

An obturator hernia passes through the canal between the superior ramus of the pubic bone and the obturator membrane 
and emerges under the pectineal muscle. Most obturator hernias contain small bowel, though they may rarely contain large 
bowel/fallopian tube/omentum. Severe weight loss can cause loss of the protective preperitoneal fat from the obturator canal. 

Sciatic hernia is herniation through the greater or lesser foramen and may involve small bowel or, rarely, uterus. There 
are three types of sciatic hernias: suprapiriform muscle (60 percent of cases), infrapiriform (30 percent), and subspinous 
through lesser sciatic foramen (10 percent). Causes for sciatic hernia may be related to increased abdominal pressure and/or 
piriformis muscle atrophy.

The first known report to highlight the two hernias concomitantly was published in 2006 and was associated with lower 
BMI, emaciation, pelvic floor muscle atrophy and loss of preperitoneal fat. The small size of the hernia orifice puts the 
hernia at risk for Richter-type hernia. This can frequently result in partial bowel obstruction, diagnosis delays, bowel 
ischemia, perforation, sepsis, and mortality and morbidity increases. Therefore, a high index of suspicion is needed. 

Symptomatic obturator or sciatic hernia is historically repaired with either open or laparoscopic approach using primary 
repair or plug and patch method. Important structures to watch out for during repair include gluteal arteries, pudendal 
arteries, sciatic nerves, pudendal nerves, and the ureters. 

Conclusion Obturator and sciatic hernia are rare phenomena, commonly a consequence of emaciation, pelvic floor muscle atrophy 
and loss of preperitoneal fat predisposing to pelvic floor hernia. High mortality and morbidity occur due to the incomplete 
obstruction nature of the hernia, which can cause diagnosis delays. Therefore, a high index of suspicion is required in the 
symptomatic patient, and prompt, early repair is important. 
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Case Description
An 84-year-old female with BMI of 22.4 and past medical 
history significant for hyperlipidemia, presented with five 
days of nausea, vomiting, and generalized abdominal pain. 
Patient became obstipated for approximately 24 hours 
prior to seeking medical attention. Computerized tomog-
raphy (CT) scan demonstrated small bowel obstruction 
(SBO) with a transition point in the left obturator hernia 
(Figure 1) and a concurrent right sciatic hernia (Figure 2). 

Physical exam demonstrated distended abdomen with focal 
tenderness to the left lower quadrant. There was no perito-
nitis on physical exam. Laboratory test was significant for 
white blood count of 8.97k and lactic acid of 1.45. Given 
no peritonitis on physical exam and no leukocytosis or lac-
tic acidosis on laboratory finding, the patient was started 
on conservative SBO management consisting of nasoga-
stric tube to decompress the stomach, nil per os (NPO), 
and intravenous fluid. The patient’s nausea, vomiting, and 
abdominal pain initially improved after the nasogastric 
tube placement; therefore, the conservative management 
was continued. However, by hospital day two, patient’s 
left lower quadrant abdominal pain worsened, indicating 
that the patient has failed conservative SBO management 
of SBO; diagnostic laparoscopy was performed on hospi-

tal day two. Intraoperative findings demonstrated a right 
sciatic hernia (Figure 3, Figure 4, and Figure 5) that was 
repaired by high ligation of the hernia sac; a concurrent 
left Richter obturator hernia (Figure 6, Figure 7, and Fig-
ure 8) was also revealed, which was repaired with mesh. 
The patient developed brief postoperative ileus, but the 
remainder of the recovery was otherwise uneventful, and 
the patient was discharged on postoperative day (POD) 
seven. At six months follow-up, the patient has recovered 
well from the surgery and is asymptomatic for hernia 
recurrence. 

Figure 1. The CT scan of the patient demonstrated a left side obturator 
hernia. The red arrow points to the obturator hernia. The black solid 
arrow points to the femoral vessels. The black hollow arrow points to the 
pectineus muscle, which lies anterior to the obturator hernia. 

Figure 2. The CT scan of the patient demonstrated a right side sciatic 
hernia. The red arrow points to the sciatic hernia. The black arrow points 
to the piriformis muscle. It appears that a right sided sciatic hernia 
developed through the weakened piriformis muscle. 

Figure 3. The laparoscopic view of the patient’s right sciatic hernia 
(indicated by black arrows)  

Figure 4. Right sciatic hernia reduction (in sequential steps labeled one 
through four) under laparoscopic view

Figure 5. Laparoscopic view of a reduced right sciatic hernia by high 
ligation with Endoloop® PDS
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Discussion
SBO has been recognized since ancient times, going back 
as far as Praxagoras of Athens, who is credited for perform-
ing the first operation for obstruction secondary to stran-
gulated inguinal hernia.1 Hippocrates thought intestinal 
obstructions did not require surgical therapy.2 It wasn’t 
until the 1800s and the advancement of anesthesia, anti-
sepsis, and surgical techniques that surgical intervention 
of intestinal bowel obstruction became accepted. SBO 
accounts for approximately 12 to 16 percent of surgical 
admissions, with more than 300,000 operations performed 
annually at a cost of more than $2.3 billion in the United 
States.3 While adhesions account for the majority of SBO 
(60 percent), hernia is the second leading cause (approxi-
mately 15 percent).

Both obturator and sciatic hernia are rare pelvic hernias. 
Obturator hernias account for 0.05 to 1.4 percent of all 
hernias.4 Sciatic hernias have fewer than 100 cases reported 
worldwide.5 These rare hernias have high morbidity and 
mortality due to substantial risk of strangulation; there-
fore, it is important to understand the pathophysiology, 
diagnostic methods, and potential treatments. This report 
presents a rare case where the patient had an SBO due to 
an obturator hernia and was found to have a concurrent 
sciatic hernia. 

An obturator hernia passes through the canal between 
the superior ramus of the pubic bone and the obturator 
membrane and emerges under the pectineal muscle. The 
obturator canal is about one centimeter wide, contains 
the obturator nerve and vessels, and is usually covered 
with preperitoneal fat that prevents hernias from occur-
ring. Obturator hernia accounts for 0.05 to 1.4 percent 
of all hernias.4 It has a higher prevalence in females due to 

Figure 6. Multiple laparoscopic views of the patient’s left obturator hernia 
with incarcerated small bowel; the incarcerated small bowel appears 
consistent with Richter-type hernia. 

Figure 7. A: Reduction of patient’s incarcerated small bowel in the left 
obturator hernia; B: Reduced small bowel with no evidence of ischemia 
or compromise; C: Left obturator hernia defect; D: Left obturator hernia 
defect

Figure 8. A: Transabdominal preperitoneal dissection (performed 
to dissect the left obturator hernia sac); B: Obturator hernia sac 
reduced extraperitoneally; C: The femoral vessels are located lateral 
to the obturator hernia sac. D: The obturator hernia sac is reduced 
intraperitoneally. 
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their wider pelvis and their larger/more triangular obtu-
rator canal openings. With greater transverse diameter 
comes greater space, and thus greater risk.6 Mean age of 
occurrence is 72.8 years old, and most cases are reported 
to occur in the seventh or eighth decade of life.6,7 Reports 
indicate a 6 percent bilateral obturator hernia incidence, 
though 60 percent of cases occur on the right.4,8 The 
majority of obturator hernias contain small bowel, but can 
also contain large bowel/fallopian tube/omentum. Though 
rare, several risk factors have been identified. Studies have 
proposed that an obturator hernia can occur due to ema-
ciation, as severe weight loss can cause the loss of the pro-
tective preperitoneal fat from the obturator canal. Parity 
of more than two births has also been identified as a risk 
factor due to relaxation of pelvic tissue.8 With age or poor 
nutrition, the loss of preperitoneal fat creates a larger space 
around the canal, predisposing a herniation into the canal.6 
A suggested model of the progression points to three stag-
es: (1) pilot tags of preperitoneal fat can be found in the 
obturator foramen; (2) the peritoneum forms a dimple 
before becoming a hernia; (3) abdominal contents enter 
the hernia.9,10 There is a 57 percent risk of the small intes-
tine’s convex or antimesenteric border to partially protrude 
or strangulate through this type of hernia.6,11 Specifically, 
the portion of the small intestine, especially the ileum, that 
convexly faces away from the root of the mesentery may 
exacerbate the issue into a Richter hernia, which also has a 
high mortality up to 11.4 percent.5,6,11 Other proposed risk 
factors for developing obturator hernia include increased 
abdominal pressure secondary to chronic obstructive pul-
monary disease (COPD), constipation, and kyphoscolio-
sis.12

A sciatic hernia is herniation through the greater or lesser 
foramen and may involve small bowel or, rarely, uterus. 
There are three types of sciatic hernias: suprapiriform mus-
cle (60 percent of cases), infrapiriform (30 percent), and 
subspinous through lesser sciatic foramen (10 percent). 
Suprapiriformis sciatic hernia is the most common type, 
where the hernia protrudes above the piriformis muscle 
and courses along the superior gluteal artery and nerve. 
Infrapiriformis sciatic hernia travels with the inferior glu-
teal vessels, internal pudendal vessels, and the sciatic nerve. 
Subspinous sciatic hernia leaves the pelvis through the less-
er sciatic foramen, medial to the internal pudendal vessels 
and the sciatic nerve.11 Causes for sciatic hernia are often 
unknown, but may be related to increased abdominal pres-
sure and/or piriformis muscle atrophy.5 Sciatic hernia can 
often mimic sciatica due to compression of sciatic nerve. 

Patients with obturator and/or sciatic hernia can present 
with symptoms ranging from asymptomatic to strangulat-
ed SBO that causes nausea, vomiting, and abdominal pain. 
On examination, the commonly discussed Howship-Rom-
berg sign is seen in only 10 to 30 percent of cases: pain in 
the medial aspect of the thigh caused by compression of 
the obturator nerve from the hernia, aggravated by exten-
sion, abduction and medial rotation, and relieved by flex-
ion of the thigh.12

Diagnosing an obturator and/or sciatic hernia by physi-
cal exam can be difficult, especially with an obese patient. 
Diagnosis is commonly obtained through X ray or CT scan. 
An air-filled bowel loop may be identified in the region of 
the obturator foramen.12 CT allows accurate identification 
of the hernia and differentiates from other differentials. 
Other modalities that may be used include colored Dop-
pler (to check blood flow), bowel viability, and ultrasound. 
Ultrasound for diagnosis of hernia in the inguinal region 
was first reported in 1975.12 Ultrasonography may see 
the hernia sac being represented as a hypo-echoic tubular 
structure. Ultrasound is noninvasive, but the drawback is 
that it can be operator-dependent. 

Both obturator and sciatic hernia are extremely rare types 
of abdominal hernia. Obturator hernia has an incidence 
reported between 0.05 to 1.4 percent based on previous 
studies.4 Sciatic hernia is even more rare, with less than 
100 reported cases.5 The first known report to highlight 
the two hernias concomitantly was by Dundamadappa 
et al. published in 2006.12 Karasaki et al. observed that a 
lower BMI associated with emaciation, pelvic floor muscle 
atrophy, and loss of preperitoneal fat predisposed patients 
to pelvic floor hernia.4 It is important to understand that 
these two types of hernias can potentially cause a Rich-
ter-type hernia. Richter-type hernia can frequently result 
in partial bowel obstruction, delaying diagnosis and caus-
ing bowel ischemia, perforation, and severe sepsis, and 
resulting in higher mortality and morbidity. Therefore, a 
high index of suspicion is needed. 

In this case report, our patient’s age and female gender 
gives the patient an increased risk of both obturator and 
sciatic hernia. Our patient was initially managed nonop-
eratively due to her lack of peritonitis, leukocytosis, and 
lactic acidosis. The patient was initially treated with nasal 
gastric tube, bowel rest, and intravenous fluid resusci-
tation. Due to the lack of improvement in the patient’s 
obstructive symptoms, the patient was taken to surgery on 
hospital day two. 
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Incarcerated symptomatic obturator and sciatic hernia are 
historically repaired with either an open or laparoscopic 
approach. Open approach is more commonly used under 
emergency setting.13 In our case, the obturator hernia was 
repaired laparoscopically with mesh using transabdominal 
preperitoneal approach. We elected to use mesh to rein-
force the defect since there was no bowel perforation or 
gangrene encountered during the surgery. The concurrent 
sciatic hernia was also repaired laparoscopically with high 
ligation of the hernia sac. There is no consensus on wheth-
er to close either obturator or sciatic hernia defects with or 
without mesh. Simple closure of an obturator hernia defect 
has a recurrence rate of less than 10 percent.13 Important 
structures to watch out for during repair include gluteal 
arteries, pudendal arteries, sciatic nerves, pudendal nerves, 
and the ureters. 
 
At six month follow-up, the patient has recovered well 
from the surgery and is asymptomatic of hernia recurrence.

Conclusion
Obturator and sciatic hernia are rare phenomena, but are 
more commonly seen in patients with emaciation, pelvic 
floor muscle atrophy, and the loss of preperitoneal fat. 
This hernia can cause high mortality and morbidity due to 
the incomplete obstructive nature of the hernia—this can 
cause a delay in diagnosis. Therefore, both a high index of 
suspicion in the symptomatic patient and prompt, early 
surgical repair are important. 

Lessons Learned
Obturator and sciatic hernia can occur in patients with 
emaciation, pelvic floor muscle atrophy, and the loss of 
preperitoneal fat; therefore, high index of suspicion is 
important in the symptomatic patient. Prompt, early repair 
is also necessary, as these hernias can lead to high mortality 
and morbidity due to their incomplete obstruction nature. 
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