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ABSTRACT

Here we report a case of a giant inguinoscrotal hernia in an elderly patients treated by means of an open positioning of
intraperitoneal ePTFE dual mesh. In patients with giant inguinoscrotal hernia the forceful introduction of viscera in abdominal cavity
and primary wall closure is burnened from respiratory complication, abdominal compartment syndrome, and defects in wound heal-
ing thus exposing the patients to further morbidity and mortality risk. The management of these patients is difficult because of the
high occurrence of morbidity factors that affect the success on intervention independently of the technique of surgical repair. The ten-
sion-free technique we adopted consented us to obtain a successful repositioning of viscera in their own natural positioning avoiding
the occurrence of abdominal compartment syndrome, and subsequent respiratory complications.
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Introduction

Natural history of indirect inguinal hernia
begins with the loss of internal inguinal ring
sphincterial activity and subsequently assists to the
progressive enlargement of inguinal canal"? with a
progressive migration of abdominal viscera into the
scrotum . If not surgically treated this visceral
migration can become so severe that the abdominal
emptying can lead to a radical change in respiratory
dynamics and central venous return. For these rea-
sons surgical repair of giant inguinoscrotal hernias
is often complicated. The physiological changes
associated with the loss of domain can pose a risk
for increased complications during surgery and the
postoperative period®®.

In this report, we describe surgical tension free
management of a giant inguinoscrotal hernia using
an intraperitoneal ePTFE dual mesh to highlight the
specific difficulties encountered in the treatment of
these hernias.

Case report

A 76-year-old man presented with a three-
decade history of a progressively enlarging bilateral
inguinoscrotal hernia. Clinical examination showed
a giant inguino-scrotal hernia that descended to the
knee in the standing position (Figures 1A).

The penis could not be delivered from the
scrotum. In the operating theater, after an umbilical
pubic midline incision, the content of the scrotum
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has been gently emptied within the abdominal cavi-
ty by a generous manual pushing (Figure 1B), the
hernia sac was bilaterally removed and adhesioly-
sis, complete mobilization of the abdominal vis-
cera, omentectomy offering the extra intra- abdomi-
nal space needed for a possible tension-free abdom-
inal wall closure. Two big polypropylene plugs are
separately positioned respectively into right and left
inguinal enlarged ring.

The rings are closed by a 5-0 polypropylene
transperitoneal tobacco pouch running suture
anchored to the edge of polypropylene plug bilater-
ally. A pieces of ePTFE Dual mesh prosthesis was
tailored (Figure 1C) and then intraperitoneally posi-
tioned, papering both inguinal regions and extend-
ing up to the level of the umbilicus, permitting the
reinforcement of right and left abdominal wall
weakness areas.

The prosthesis was anchored to the abdominal
wall using trasparietal stitches and subsequently
fixed by a simple transperitoneal 4-0 polypropilene
crown running suture as already describe®®. The
midline abdominal incision was finally sutured by
interrupted suture. In the postoperative period, oxy-
gen saturation and acid-base balance was careful
monitored with daily breathing exercises to re-edu-
cate the diaphragm during inspiration.

Results

The patient did not have any complication in
the postoperative period, with no respiratory dis-
tress and normal bowel recanalization. In standing
position, compared to the pre-operative status
(Figure 1A) six days after surgery was observed a
considerable scrotal volume reduction and an
increase of the abdominal profile. This was caused
by physiological viscera repositioning previously
slipped into the scrotum with the reappearance of
the penis silhouette (Figure 1 D). The patient was

discharged ten days after surgery with a good func-
tional and aesthetic result.

Discussion

Giant inguinoscrotal hernias are defined as
those that extend below the midpoint of the inner
thigh in the standing position. Giant hernias dra-
matically impair the patient’s quality of life. The
affected patient’s mobility is very restricted, and
they often suffer from voiding difficulties as the
scrotum tightens around the penis. The ipsilateral
spermatic cord becomes greatly stretched and the
testicles are often atrophic or even necrotic. These
specific problems have considerable psychological
impact, often leading to social isolation. These
patients have serious comorbid conditions that have
an impact on both initial surgical decision-making
and post-operative morbidity and mortality®.

Giant inguinoscrotal hernia repair implies
reintroduction of the herniated bowel into an
abdominal cavity accustomed to being empty.
Forced reduction of hernial contents into this con-
tracted peritoneal cavity may alter intra-abdominal
and intrathoracic pressures (i.e. abdominal compart-
ment syndrome)®”, potentially hastening severe
respiratory or cardiac failure and leading to higher
morbidity and mortality rates®. Several techniques
have been reported to overcome these problems.
Pre-operative pneumoperitoneum has been highly
recommended in the past. It is still applied, though
to a lesser degree, and its use declined with the
introduction of prosthetic materials and a more
aggressive approach to the content?”.

Creating space for the hernia is another
choice. A tension-free repair of the anterior abdomi-
nal wall is possible with the use of mesh or muscu-
lo cutaneous flaps. When soft tissue coverage is
also inadequate, regional or distant flaps may be
necessary, either alone or in combination with
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mesh"?. The surgical approach varies with different
extension midline laparotomies, including lower
abdomen inguinal incisions, their complex inguino-
abdominal variants to preperitoneal techniques.
Debulking procedure has reportedly facilitated the
operation; the method includes resection of the her-
niating organs, usually the colon, small intestine, or
greater omentum, at the price of an increased risk
of complications such as anastomotic leak or pros-
thetic infection"”. Close post-operative monitoring
and ventilation are essential in the management of
these patients.

With this technique it is possible to bring all
the viscera into the abdominal cavity without need-
ed of resected portions of intestine to save space.
Respiratory distress or compartment syndrome can
be deleted by a tailored intraperitoneal prosthesis
that allows a tension free abdominal wall closure.
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