
Vol.1, No.2, 6-8 (2012)                                                       Case Reports in Clinical Medcine 
doi:10.4236/crcm.2012.12003 

Progressive pre-operative pneumoperitoneum is not 
necessary for large inguinoscrotal hernia repair: 
Report of a case 

Sofoklis Panteleimonitis, Ugochukwu Ihedioha*, Chris Mann, Zee Gechev, Guy Jonathan Finch 
 

Department of Surgery, Northampton General Hospital, Northampton, UK;  
*Corresponding Author: ugoihedioha@hotmail.com 
 
Received 24 October 2012; revised 27 November 2012; accepted 8 December 2012 

ABSTRACT 

Huge inguinoscrotal hernias are a challenging 
operation. The technical aspects of the proce- 
dure can be very difficult and the recovery may 
be complicated by ventilatory problems. Pro- 
gressive preoperative pneumoperitoneum (PPP) 
is a method which has been used for many years 
to reduce both intra and postoperative compli- 
cations. However, it is associated with a pro- 
longed preoperative hospital stay which is ex- 
pensive and often stressful to patients. We re- 
port a case of a morbidly obese patient with a 
huge inguinoscrotal hernia. PPP was not im- 
plemented. The operation was uneventful and he 
was discharged 8 days later with no major post- 
operative complications. This case therefore 
questions the necessity of PPP for huge inguin- 
oscrotal hernias. 
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1. INTRODUCTION 

Giant inguinoscrotal hernias are very rare in the de- 
veloped world [1]. However, they do not cease to exist. 
Repairing these hernias is challenging due to the techni- 
cal difficulties associated with their size and because of 
the high number of serious co morbidities patients with 
this kind of hernia usually have [1,2]. One of the greatest 
challenges of repairing giant inguinoscrotal hernias is the 
issue of reducing the herniating viscera back to the con- 
tracted peritoneal cavity. A commonly used method to 
overcome this is the progressive expansion of the ab- 
dominal wall cavity by creating a preoperative pneu- 
moperitoneum over a number of days. This is a tech- 
nique that has many advocates [1-4] but its effectiveness 
is questionable [1]. The aim of this case report is to show 
that a giant inguinoscrotal hernia can be repaired without 

the use of progressive preoperative pneumoperitoneum 
preparation (PPP). 

2. CASE REPORT 

A 41 year old gentleman who weighed 181 kg and had 
a BMI of 56 (Table 1) first presented to our clinic 3 
years ago with a 17 year history of a huge inguinoscrotal 
swelling. This hanged between his knees and prevented 
him from driving. Physical examination revealed a mas- 
sive left inguinoscrotal hernia.  

He had previously been refused surgery due to his 
weight and social history (Smoked 40 cigarettes a day, 
consumed up to 2 bottles of vodka in an evening, and 
occasionally used recreational drugs such as cocaine).  

We advised him to lose weight and reduce his smok- 
ing before considering him for surgery. He was referred 
to a clinical psychologist and a dietician. 

He had lost 40 kg in weight in 6 months, reduced his 
smoking to 10 cigarettes per day, stopped using recrea- 
tional drugs and reduced his alcohol intake to a mini- 
mum. 
 
Table 1. Patient characteristics. 

Sex Male 

Weight 181 kg 

BMI 56 

Past Medical History 
Type II DM 

Obstructive Sleep Apnoea 

Pulse 87 

Blood Pressure 171/86 

Respiratory Rate 20 

Temperature 36.7 Degrees Centigrade 

Full Blood Count Normal 

Urea/Creatinine Normal 

Liver Function Tests Normal 
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Other co-morbidities included type II diabetes mellitus 
and obstructive sleep apnoea. 

The hernia was approached using a left groin incision. 
The indirect hernia contained sliding sigmoid, omentum 
and 4 litres of serous fluid. The contents of the sac were 
aspirated and reduced. The left testicle was sacrificed. 
We attempted to dissect the pre peritoneal plane but this 
was distorted so it was abandoned. As an alternative we 
plicated transversalis fascia with 1.0 vicryl to hold the 
hernia. We then proceeded to a “Maloney Darn” repair 
with 1 nylon to re-inforce the posterior wall and a 20 × 
18 dynamesh sutured as “on lay” with 2/0 prolene. Fol- 
lowing haemostasis and lavage a 30F silicon drain and a 
19F Blakes drain were inserted. Scarpa’s fascia was 
closed with vicryl and clips for the skin.  

Postoperatively, he was managed in the high depend- 
ency unit for 48 hours. He developed an ileus on the 
ward which was successfully managed conservatively. 
He was discharged home on day 8. 

During his 6 week clinic follow up, the scrotal swell- 
ing was reducing in size and his quality of life had 
greatly improved.  

3. DISCUSSION 

Inguinoscrotal hernias are defined as giant when they 
extend below the midpoint of the inner thigh in the 
standing position [1,3]. These hernias are debilitating for 
the patient, affecting their mobility but also often their 
psychological status, often limiting them to their home. 
Even though their repair carries high morbidity risk, 
surgery is the only option [1]. Their repair is challenging 
because of the increased co-morbidities these patients 
carry and because of the technical aspects of the proce- 
dure. Since these hernias have been there for a long time 
abdominal viscera has often migrated into the herniating 
cavity and formed adhesions [5]. The peritoneal cavity, 
emptied from its normal contents, can contract, decrease 
in size and become unable to now accommodate the her- 
niated abdominal viscera. This challenge is often referred 
to as “loss of right of domain” of the herniating viscera 
[5-7]. Abrupt reduction of the herniating viscera could be 
devastating because of the sudden increase in intra-abdo- 
minal and intra-thoracic pressure, which could impair 
diaphragmatic motion, reduce venous return and lead to 
abdominal compartment syndrome [5,8,9]. 

One of the techniques used to overcome this challenge 
is progressive preoperative pneumoperitoneum (PPP) 
preparation. This technique was first described by Goni 
Moreno in the 1940s [10,11]. It is usually done by the 
insertion of an intra-peritoneal catheter and the injection 
of air daily for a period of 9 to 15 days [4,12]. By pro- 
gressively adding air in the peritoneal cavity the cavity is 
enlarged and can more easily accommodate the herniat- 
ing contents. 

PPP has many advocates but its effectiveness is ques- 
tionable [1,13] and it is now used in a lesser degree [7]. 
The advantages are obvious, by expanding the abdominal 
cavity the lost space is recreated and the herniated con- 
tents can easily return to their natural space during sur- 
gery. The increased capacity of the abdominal cavity 
means that the intra-abdominal pressure does not rise as 
much once the herniating contents are reduced. This re- 
sults in improved diaphragmatic function and better ve- 
nous return which in turn decreases the risk of post op- 
erative ventilatory and haemodynamic complications [5]. 
Furthermore, there are reports that PPP performs a 
pneumatic lysis of intestinal adhesions [14]. One case 
report even describes during maintained pneumoperito- 
neum the spontaneous dissection of the gallbladder from 
the liver bed [14]. Reduced adhesions make the technical 
aspects of the procedure easier. 

By far the greatest disadvantage of PPP is the need for 
prolonged preoperative hospitalisation which could be up 
to 18 days [15]. This, apart from being expensive, is of- 
ten stressful to the patient. During PPP there is always a 
risk that the insuflated air enters the herniating cavity 
instead, only resulting in an increase in size of the herni- 
ating sac rather than the abdominal cavity [8,16]. This 
can increase the difficulty of the procedure and also lead 
to stretching or even ulceration of the scrotal skin. PPP 
also carries a risk of infection as associated with any 
procedure. Finally, in the literature there has been a case 
of neck and chest wall surgical emphysema induced by 
PPP [5]. However, this did not cause any problems and 
PPP was not interrupted. 

In our case we demonstrated that PPP is not always 
necessary. We reduced a huge inguinoscrotal hernia back 
into the abdominal cavity without the need to preopera- 
tively increase its capacity. It has been suggested that 
PPP would be particularly useful in obese patients [13]. 
This is because of the increased risk of postoperative 
ventilator complications associated with an already high 
intra abdominal and intra thoracic pressure secondary to 
obesity. However, our patient was extremely obese and a 
chronic smoker, yet with adequate pre operative prepara- 
tion we avoided any respiratory complications. To mini- 
mise postoperative complications a HDU bed was pre- 
arranged. He was extubated normally in theatre and he 
maintained reasonable saturations with minimal oxygen 
supplementation throughout his recovery. He also re- 
mained haemodynamically stable throughout his recov- 
ery and the only problem he encountered was a post op- 
erative ileus which spontaneously resolved in two days. 
Whether this could have been avoided with the use of 
PPP is unknown but seems unlikely. Either way, the in- 
creased cost and stress of preoperative hospitalisation 
would by far outweigh the setback caused by this pa- 
tient’s ileus. 
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PPP has been used for huge inguinal hernias for over 
60 years [5]. It increases the capacity of the abdominal 
cavity making the procedure less difficult technically and 
decreasing the risk of post operative cardiorespiratory 
complications. However its use is declining as it pro- 
longs hospital stay and its effectiveness is doubtful. In 
this report we demonstrated a case of a huge inguino- 
scrotal hernia repair performed on a morbidly obese high 
risk patient, which was done without the use of PPP. Our 
patient had a quick and uneventful recovery. Even 
though our patients’ weight and comorbidities would 
make him an ideal candidate for PPP, in this case it was 
not necessary. This poses the question, is pneumoperito- 
neum really necessary? 

Openly accessible at  
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