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94-year-old female presenting to the ED with acute-onset right groin pain and a new groin bulge
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Patient Presentation

HPI: 94-year-old female with PMHx of urinary retention, pA-fib, prior Ml (s/p PCl), CKD
I1l, HTN, GERD, and breast cancer (s/p resection/radiation). Presented to ED with
sudden-onset right groin pain (10/10) and a newly noticed groin bulge. Associated
nausea and one week of urinary incontinence. Denied fevers, dysuria, and vomiting.

Physical Exam: Tender, erythematous right groin bulge with minimal abdominal
tenderness. No peritoneal signs.

Vitals on Admission: BP [203/114], HR [58], RR [17], SpO2 [95% on room air]

ED Course: POC bladder ultrasound demonstrated urinary retention. Foley catheter
placement led to symptomatic relief and reduction of the groin bulge.
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Pertinent Labs

eCBC: Within normal limits
*BMP: Unremarkable
eLiver profile & lipase: Within normal limits

eUrinalysis: Trace leukocyte esterase, WBC: 7, RBC: 4: low suspicion for significant UTI

[XMSER



What Imaging Should We Order?
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Select the applicable ACR Appropriateness
Criteria

Varianis Documents

Suspected abdoeminal wall hernia such as umbilical, ventral, incisional, lumbar, or spigelian. Initial imaging. | o
OGS

Suspected groin hernia such as ingoinal or femoral. Initial imaging.
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Suspected diaphragmatic herni including traumatic, Bochdalek, or Morgagni. Initial imaging,
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Findings (labeled)

Defect in the right
inguinal ligament

Inguinal
ligament




Findings (labeled)

Protrusion of a loop of small bowel
at the level of the right femoral ring
(right femoral hernia)




Findings (labeled)

Right Small bowel contained in
common the right femoral hernia
femoral




Differential Diagnhosis

Hernia

*  Femoral Hernia
* Located below/medial to inguinal ligament through femoral canal
* 3x higherincarceration risk than inguinal hernia
* More common in women

* Inguinal Hernia
* Located above inguinal ligament
e Passes through inguinal canal
e More common in males
e CT readily distinguishes from femoral hernia

e  Obturator Hernia
 Elderly thin females

* Passes through obturator foramen; may not produce external bulge; Howship-Romberg sign (medial thigh pain)



Differential Diagnosis cont.

Vascular
* Femoral Artery Aneurysm/Pseudoaneurysm
e Pulsatile mass
e Associated with atherosclerosis or prior intervention
 Confirmed with Doppler US or CTA
 Saphenous Varix
e Compressible

Empties with leg elevation

Lymphatic / Infectious / Soft Tissue
* Inguinal Lymphadenopathy
* Lipoma
e Adductor Muscle Strain



Final Dx:

Small Bowel Containing Right femoral hernia
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Treatment

Surgical repair of the right femoral hernia was performed immediately.
The patient did well and was discharged home shortly.



Case Discussion: Clinical Context

Presentation and Incarceration Risk:
e Acute groin pain with a non-reducible bulge raised concern for incarceration.
* Absence of leukocytosis and peritoneal signs lowered suspicion for strangulation.

Clinical Pearl:

Symptom resolution after Foley catheter placement suggests that elevated intra-abdominal pressure from

urinary retention contributed to hernia incarceration.

This is a less commonly cited precipitant compared to chronic cough, constipation, and heavy lifting.1
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Case Discussion: Imaging and Management

* Imaging Role: Femoral hernias are clinically subtle due to their location inferior to the inguinal ligament,
making CT essential for diagnosis and complication assessment.? CT confirmed a right femoral hernia
without strangulation, and the patient underwent laparoscopic repair.

 Management: Despite spontaneous reduction after Foley placement, recurrence risk remains high. Current
guidelines recommend definitive repair of all femoral hernias.? Laparoscopic repair offers lower pain,
shorter hospitalization, and faster recovery, especially in older adults.*

* Key Takeaway: Prompt recognition, appropriate cross-sectional imaging, and timely surgical management
are critical to prevent progression to strangulation and bowel ischemia. This case highlights the
underappreciated role of urinary retention as a precipitant of femoral hernia incarceration.
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