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Abstract

Giant inguinal hernias are defined as inguinal hernias that extend below the midpoint of the inner thigh when the patient
is in the standing position or an anteroposterior diameter of at least 30 cm or a laterolateral diameter of ~50 cm with non-
reducibility for >10 years. This article presents a 39-year-old male with a five-year history of a giant left inguinal hernia that
was treated with left inguinal hernia repair with mesh, orchiectomy, complicated scrotoplasty, intraoperative ultrasound and
aspiration of 3.9 L of fluid from the hernia sac. Surgical repair of giant inguinal hernias can be challenging and is associated
with a variety of complications. Various modalities have been described to assist in hernia reduction including debulking,
or, as in this case, aspiration of the hernia sac and a preperitoneal incision. Although the Lichtenstein tension free repair is

commonly used, no standard approach has been accepted.

INTRODUCTION

Abdominal wall hernias are extremely common with an esti-
mated prevalence of 1.7% for all ages. With roughly 75% being
inguinal in nature, repair of said hernias is one of the most com-
mon surgical operations performed. However, if left untreated,
simple inguinal hernias can lead to many complications. One of
which is the development of a giant inguinal hernia.

This is defined as an inguinal hernia that extends below
the midpoint of the inner thigh when the patient is in the
standing position or an anteroposterior diameter of at least
30 cm or a laterolateral diameter of ~50 cm with non-reducibility
for >10 years. Contents of giant inguinal hernias are usually
peritoneal fat and bowel but reports of inclusion of stomach,
ovaries, bladder and kidneys have also been noted. Complica-
tions are common with giant inguinal hernias and include uri-
nary retention, reduced mobility, pressure sores, social isolation
and intestinal incarceration/strangulation.

Problems associated with surgical management of giant
inguinal hernias are not uncommon and include loss of
domain, abdominal compartment syndrome, cardiorespiratory
complications, recurrence and wound breakdown. Though
several repair techniques have been suggested in published case
reports, no single treatment has been adopted as the standard
approach to dealing with this unusual disease.

This article is an examination of a 39-year-old Hispanic male
with a rare giant left-sided sliding inguinal. This patient under-
went intraoperative ultrasound with the aspiration of hernia,
orchiectomy, complicated scrotoplasty and repair with mesh.

PRESENTATION OF CASE

The patient is a 39-year-old Hispanic male who presented to the
surgery clinic with a five-year history of a giant left inguinal
hernia. On physical exam, he had a left-sided ‘basketball-sized’
inguinal hernia (shown in Fig. 1). Bowel sounds were auscultated
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Figure 1: Preoperative gross appearance of giant inguinal hernia.

Figure 2: CT (axial view) demonstrating large left inguinal hernia sac containing
bowel, fluid and left ureter.

in the scrotum, suggesting a significant portion of bowel con-
tents had been displaced in the scrotum. The patient’s left
testicle could not be palpated.

Testicular ultrasound revealed a large left inguinal hernia
with a fluid-filled hernia sac surrounding one or more segments
of the intestine within the scrotum, measuring >15 cm. The
left testis could not be identified. The right testis appeared
normal on imaging but was displaced superiorly and medially
by the large left scrotal hernia sac. The right testis demonstrated
color Doppler signals and arterial Doppler waveform. Computed
tomography (CT) revealed a large left inguinal hernia sac with
bowel, fluid and Left ureter within it associated with left-sided
hydronephrosis and severe cortical thickening. Figures 2 and 3
demonstrate pertinent CT images.

The patient underwent left inguinal hernia repair with
mesh, orchiectomy, complicated scrotoplasty, intraoperative
ultrasound and aspiration of 3.9 L of fluid from the hernia
sac. General surgery and urology were both present for the
operation. A generous left inguinal incision was initially used
and eventually extended as a hockey stick down to his scrotum,
lateral to the penis. The hernia sac was taken off the left
spermatic cord and testicle. The testicle was inspected and
appeared atrophic, with severe elongation and splaying of the
spermatic cord from prolonged stretching due to the hernia.

Figure 3: CT (axial view).

Figure 4: Intraoperative picture demonstrating fluid being drawn from her-
nia sac.

Thus, a left orchiectomy was performed by urology. Ultrasound-
guided aspiration of the hernia fluid was then performed,
yielding 3.9 liters of hernia fluid. Figure 4 shows the fluid being
drawn from the hernia sac. Figure 5 demonstrates the hernia sac
after decompression. The hernia sac was subsequently opened
anteriorly revealing the ascending colon and ureter to form a
sliding hernia. Half of the hernia sac was removed, whereas
the remaining sac was closed with running 2-0 Vicryl suture.
After a failed attempt at hernia reduction, an infraumbilical
incision was then made. This exploratory laparotomy did not
enter the peritoneum. The preperitoneal space was entered
and extended to the hernia sac, which allowed the hernia to
be pushed distally and pulled superiorly to successfully reduce
the hernia. A scrotoplasty was then performed, and the hernia
was reinforced using a 6 cm x 8 cm Phasix mesh in a Lichtenstein
tension free fashion. The patient tolerated the procedure very
well, with an uncomplicated postoperative course and returned
to work six-week later. Figure 6 demonstrates the final closure.

DISCUSSION

A comprehensive literature review of giant inguinal hernia cases
was performed to demonstrate the various surgical approaches
to managing this disease (summarized in Table 1). A total of 11
cases from 2008 to 2019 were used. Every patient in the literature
review was a male with an average age of 62.3 years, ranging from
46-77 years old. Patient presentation ranged from asymptomatic
to difficulty urinating to partial bowel obstruction. Majority of
cases (7/11, 63.6%) only required a standard inguinal transverse
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Figure 6: Postoperative closure of hernia.

incision with the remaining required addition of an open trans-
abdominal approach. Roughly half of the cases required debulk-
ing to aid in reduction of the hernia. By far, the most com-
mon hernia repair technique was Lichtenstein’s tension free
repair [1-11].

The preceding case of giant inguinal hernia repair provides
a surgical approach with several unique features. First, a general
surgeon and an urologist collaborated to treat this patient before,
during and after surgery. Second, peritoneal fluid (3.9 L) was
aspirated from the hernia sac to facilitate manual reduction of
the hernia contents. Third, a total extraperitoneal abdominal
incision was made to aid in reduction the hernia into the abdom-
inal cavity.

CONCLUSION

Surgical repair of giant inguinal hernias can be challenging and
is associated with a variety of complications. Various modalities
have been described to assist in hernia reduction including
debulking, or, as in this case, aspiration of the hernia sac and

a preperitoneal incision. Although Lichtenstein’s tension free
repair seemed to be the most common technique (utilized in
this case), no single treatment has been adopted as the standard
approach to managing this uncommon presentation.
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