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Giant inguinoscrotal hernia: An emergency presentation 
with life-threatening sepsis

TP Burke, KM Joyce, K Ahmed, PS Waters,  
W Khan, K Barry

CASE REPORT

A 74-year-old male was brought by ambulance to 
the emergency department with a 12-hour history of 
an acutely painful scrotum with associated rapidly 
progressing discoloration of the overlying scrotal skin. 
This was on a background of a giant inguinoscrotal 
hernia present for approximately 12 years for which he 
had previously declined operative intervention. Other 
than well controlled hypertension, his past medical 
was unremarkable. Upon arrival in the emergency 
department, he was noted as being markedly hypotensive 
and displaying clinical signs consistent with septic shock.  
His scrotum was noted as being grossly enlarged with a 
black discoloration (Figure 1). Several fluids filled bullae 
were noted on the scrotal skin (Figure 2). On physical 
examination his abdomen was soft and non-tender. 
Initial resuscitation was provided in accordance with 
ATLS and sepsis guidelines. Anesthetic input was sought 
and the patient was transferred to the intensive care 
unit for continued resuscitation in the form of central 
venous pressure monitoring and inotropic support 
prior to emergency operative intervention. The patient’s 
condition was deemed too unstable for transfer to the 
radiology department for preoperative imaging.

In theatre, initial incision of the scrotum and 
examination of the scrotal contents revealed necrotic 
loops of small and large bowel. Mesenteric thickening 
was noted at the neck of the hernia sac. In light of this, a 
midline laparotomy incision was made and the necrotic 
hernial contents were reduced into the abdominal cavity 
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Figure 1: A clinical photograph taken preoperatively showing 
the giant inguinoscrotal hernia with black discolored overlying 
scrotal skin. The white appearance is secondary to application 
of topical cream by the patient prior to presentation to the 
emergency department.

Figure 2: A clinical photograph with an arrow highlighting one 
of the several fluid filled bullae present on the scrotal skin.
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to determine viable resection margins. Approximately,  180 cm 
of small bowel and 20 cm of cecum and ascending colon were 
deemed non-viable and were resected leaving approximately 120 
cm of viable jejunum. An end jejunostomy was fashioned in 
the left iliac fossa in order to avoid a rapidly evolving 
cellulitis extending from the right groin into the right 
iliac fossa. The fascial layer of the laparotomy incision 
was then closed using a standard continuous absorbable 
suture technique.  In addition to the involved necrotic 
bowel, all involved scrotal tissue was aggressively 
debrided, this included resection of a necrotic right 
testicle and the majority of the scrotal skin. This wound 
was left open and dressed with betadine soaked swabs. 
During the procedure, the patient displayed significant 
electrocardiographic changes which included several 
runs of non-sustained ventricular tachycardia. 

Postoperatively, he was transferred back to the intensive 
care unit intubated. Over the initial postoperative days, 
his inotropic requirement declined and was discontinued 
on the fourth postoperative day. Extubation occurred 
on fifth day and sips were introduced on sixth day. He 
was transferred back to the ward on post postoperatively 
day-11. His scrotal wound was healing well by secondary 
intention. Delayed reversal of the end jejunostomy and 
definitive management of the hernial defect is planned at 
a later date, if necessary.

DISCUSSION

Giant inguinoscrotal hernias are defined as those 
that extend below the midpoint of the medial thigh in 
the standing position [1].  These hernias are rare in 
the developed world and are generally seen in clinical 
practice after years or even decades of self-neglect 
[2]. Complications of these hernias in addition to the 
complications common to all hernias i.e., incarceration, 
obstruction and strangulation also include visceroptosis, 
reduction in mobility, intertrigo leading to ulceration 
of the scrotal skin, voiding difficulties, stretching of the 
spermatic cord which can lead to testicular atrophy and 
necrosis [3]. The combination of these complications has 
been shown to lead to psychological sequelae and social 
isolation [4].

Surgical repair of giant inguinoscrotal hernia, both 
in the elective and emergent setting poses a number 
of technical challenges. A multidisciplinary approach 
involving anesthetists, surgeons and plastic surgeons is 
required to provide the best possible outcome for these 
patients.

These patients frequently have significant co-morbid 
conditions which have been sub-optimally managed 
due to a setting of personal neglect which can impact on 
both initial surgical decision making and postoperative 
morbidity and mortality [5]. Electively, consideration 
has to be given to how best to reduce hernial contents 
back into the abdominal cavity that have lost their 

‘’right of domain’’ in order to minimize the patient’s 
risk of developing abdominal compartment syndrome. 
Abdominal compartment syndrome is characterized by 
respiratory and cardiac compromise due to splinting of the 
diaphragm and reducing venous return by compression 
of the inferior vena cava due to increased abdominal 
pressures. In the past, two general principles have been 
advocated. These include increasing the abdominal space 
by means of (a) progressive pneumoperitoneum, (b) 
abdominal wall separation or (c) combined mesh and 
flap techniques [6]. Tensor fascia lata musculocutaneous 
flaps and scrotal skin flaps are the most well described 
[2]. Alternatively, debulking of the hernia contents via 
limited resection prior to reduction into abdominal cavity 
has also been reported with some success [4]. In the 
emergent setting, principles of management include pre-
operative resuscitation, radical debridement of necrotic 
tissue, minimizing length of surgery and leaving wounds 
open with a view to performing staged procedures at a 
later date [6]. 

Postoperative issues following repair of giant 
inguinoscrotal hernias in addition to requiring intensive 
monitoring in the intensive care unit setting include high 
risk of recurrence and wound dehiscence due to increased 
intra-abdominal pressure. Redundant scrotal skin poses 
another problem. Some documented cases report good 
outcomes with primary resection of redundant scrotal 
skin however others advocate that that it acts as a safety 
net to allow contents back into the scrotum if respiratory 
compromise occurs [5]. In addition, the dartos muscle 
contracts and thus reducing the appearance of the 
redundant skin. If necessary, a planned cosmetic 
procedure can be performed at a later date [7]. 

CONCLUSION

The surgical management of giant inguinoscrotal 
hernias, both electively and in the emergent setting 
pose a unique set of challenges to the surgeon. A 
multidisciplinary approach combined with careful 
preoperative optimization and intensive postoperative 
monitoring is required to achieve the best possible 
outcome for the patient.
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