
International Journal of Surgery Case Reports 90 (2022) 106667

Available online 6 December 2021
2210-2612/© 2021 The Authors. Published by Elsevier Ltd on behalf of IJS Publishing Group Ltd. This is an open access article under the CC BY-NC-ND license
(http://creativecommons.org/licenses/by-nc-nd/4.0/).

Case report 
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A B S T R A C T   

Introduction and importance: With the widespread use of laparoscopic inguinal hernia repair, it is known that 
some clinically evident inguinal hernias lack a peritoneal sac and are referred to as “sacless hernias”. 
Presentation of case: A 61-year-old man presented with a left inguinal bulge. On physical examination, the 
diagnosis of bilateral inguinal hernias was made, and laparoscopic transabdominal repair was performed. 
Intraoperatively, the left peritoneal hernia orifice was not identified from the peritoneal cavity and there was 
only a lipoma. Pressing the lipoma with forceps from inside the peritoneum confirmed the presence of a hernia. 
The preperitoneal space was opened and the hernia orifice revealed. 
Discussion: The terminology and definition of sacless hernias are poorly defined, even though this is not a rare 
condition. Consistent with Russell’s dogma, there are arguments that any prolapse can only be called a hernia if 
there is an accompanying peritoneal sac. The proportion of patients with sacless hernias and pure cord lipomas 
are very similar and these conditions are often confused. Detailed and repeated physical examination may 
distinguish a sacless hernia from a pure lipoma. A watchful waiting strategy is useful and ensures safety. 
Conclusion: Once the diagnosis of inguinal hernia is made on physical examination, open the preperitoneal cavity 
if a peritoneal hernia orifice was not identified during laparoscopy.   

1. Introduction 

With the widespread use of transabdominal preperitoneal (TAPP) 
repair for inguinal hernias, it is known that some clinically diagnosed 
inguinal hernias lack a peritoneal sac at laparoscopy and are referred to 
as “sacless hernias”. Though the definition of a sacless hernia is not 
precisely stated, causes of this condition have been reported to be a li-
poma of the spermatic cord or round ligament, preperitoneal fatty tissue, 
and a femoral hernia [1]. We present a patient with a sacless hernia with 
an orifice obscured by a preperitoneal lipoma. 

2. Case presentation 

A 61-year-old man presented with several weeks history of a left 
inguinal bulge. His medical history was remarkable for hypertension, 
type 2 diabetes mellitus and he is status-post bilateral inguinal hernia 
repairs at age 2. On physical examination, the diagnosis of bilateral 

inguinal hernias was made, and bilateral laparoscopic transabdominal 
repair was planned. Intraoperatively, the peritoneal hernia orifice was 
not identified on the left side. There was only a lipoma near the left 
internal inguinal ring. By pressing on the lipoma with forceps from the 
intra-peritoneal side, herniation was confirmed externally. The preper-
itoneal space was opened and the hernia orifice was revealed as a defect 
in the abdominal wall. Bilateral direct inguinal hernias were repaired 
with mesh. His symptoms resolved and there is no recurrence at more 
than two years postoperatively (Fig. 1). 

3. Discussion 

The importance of preperitoneal pathology for the diagnosis and 
treatment of inguinal hernias might not have been strongly considered 
in the open herniorrhaphy era because it does not affect the surgical 
procedure used. During laparoscopic hernia repairs, the absence of a 
peritoneal defect has been reported and some surgeons refer to this 
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condition as a “sacless hernia”. The terminology and definition of a 
sacless hernia are still poorly defined, even though this situation is 
commonly known. An extensive search was conducted on PubMed of 
articles with the search term “sacless hernia” and only two references 
were found. 

One of the articles identified reported that 6.2% of 2190 TAPP hernia 
repairs were for sacless hernias. Of these hernia repairs, femoral hernias, 
sacless sliding hernias with a lipoma of the cord and round ligament, and 
sliding hernias of preperitoneal fatty tissue represented 30.1%, 33.8%, 
and 22.8%, respectively [1]. The authors recommend preperitoneal 
dissection for patients with clinically diagnosed groin hernias because 
pathology in the preperitoneal space cannot be identified through the 
peritoneum and in particular, a sliding hernia may be overlooked. 

The terminology and mechanism of abdominal and pelvic hernia-
tion, where the entity of sacless hernia was described were reviewed [2]. 
Sliding hernias are the protrusion of an extraperitoneal viscus, kidney, 
ureter, and bladder unaccompanied by peritoneum, into the scrotum. 
However, consistent with Russell’s dogma, there are arguments that any 
prolapse could only be called a hernia if an accompanying peritoneal sac 
is present. 

The incidence of pure lipomas of the cord and round ligament was 
reported to be 6.4 to 8% [3,4]. They are not true hernias, but hernia 
repair is indicated because of inguinal symptoms. Interestingly, the 
proportion of patients with sacless hernias and pure cord lipomas are 
very similar. It is difficult to know if they are describing the same con-
dition as different diagnoses or not. Some call these entities a sliding 
hernia while others say they are a symptomatic lipoma without a true 
hernia. A typical operative procedure would suggest that once the pre-
peritoneal space was opened and there was no hernia orifice identified, 
mesh would be placed. In such a case, the true diagnosis could be un-
clear. Some surgeons recommend exploration of the preperitoneal space 
even in the case of a symptomatic pure cord lipoma which lacks a true 
hernia [5]. The sacless hernia is widely known but clinical reports of it 
are limited, and it is often confused with spermatic cord lipomas, which 
this report emphasizes. 

In the present patient, a tissue complex including an elastic lipoma 
and the peritoneum obscured the orifice of the hernia. It was a true 
hernia, and the sac did not protrude with normal intraperitoneal 

pressure during the TAPP procedure but appeared after application of 
direct intraoperative pressure using a forceps. If a hernia repair using an 
anterior open approach was performed on this patient, the hernia sac 
would be extracted and identified as a simple direct hernia. 

To avoid confusion during laparoscopic surgery, we recommend a 
simple approach. Surgery should be performed when inguinal symptoms 
are obvious and typical. Any mass should be not only protruding but also 
reducible. If the groin mass or pain was induced by a pure lipoma, the 
mass cannot be reduced. Detailed and repeated physical examinations 
may distinguish a sacless hernia from a pure lipoma. A watchful waiting 
strategy is very useful and ensures safety [6]. When the diagnosis of an 
inguinal hernia is made with confidence preoperatively, the preper-
itoneal space can be entered without hesitation. Pressing the internal 
inguinal ring with a forceps is a non-invasive and useful technique to 
confirm the diagnosis. 

4. Conclusion 

The exact terminology and definition of a “sacless hernia” is still 
unclear and there are few existing reports, despite this being a common 
situation. Attention should be paid not to confuse a sacless hernia with a 
spermatic cord lipoma. Preoperative physical examination and diag-
nosis is the key to distinguish these two entities. Once a robust diagnosis 
of inguinal hernia is made by physical examination, open the preper-
itoneal cavity if the peritoneal hernia orifice was not identified during 
laparoscopy. 

Consent 

Written informed consent was obtained from the patient for publi-
cation of this case report and accompanying images. A copy of the 
written consent is available for review by the Editor-in-Chief of this 
journal on request. 
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Fig. 1. A peritoneal hernia orifice was not seen on the left side. There was only a lipoma near the left internal inguinal ring. (A) Pressing the lipoma with forceps from 
the intra-peritoneal side demonstrated a protruding inguinal mass externally. (B) The preperitoneal space was opened and the hernia orifice revealed as a defect in 
the abdominal wall. The preperitoneal lipoma was not connected to the spermatic cord. (C) Preperitoneal dissection was completed. (D). 
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