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In patients with Giant inguinoscrotal hernias, most of the intestine
together with the omentum may come to reside in the hernial sac rather
in the abdominal cavity. When the viscera are returned to the abdominal
cavity and the hernial defect is repaired the resulting increased tension in
the abdominal cavity may impair diaphragmatic motion and compromise
respiratory functions. Venous return from the lower limb may also be
impaired because of compression of the vena cava. Inguinal
herniation,presenting as a bulge in the groin, the earliest record reference

to hernias appears in the Egyptian Papyrus of Ebers (circa 1552 B.C.).
according to the monumental illustrated history of medicine (Lyons

AS. Petrucelli RJ 1987 ).

Hernias are responsible for considerable economic loss to the patient, the family
and the Nation (Abdel-Moti, 2000).

Giant inguinal hernia may be defined as those that extend below the midpoint
of the inner thigh when the patient is standing .These patients have difficulty walking
and voiding ,and specialized under clothing is required to support the cumbersome
weight of such amass. In addition the mass may become excoriated and secondarily
infected. Besides the greatly thickened and enlarged scrotumthe likely features of
these hernias are previous repairs and recurrences of hernia. usually direct hernia and
contents that may include the bladder .patients may have been denied surgical repair
of these hernias for fear of respiratory difficulty after replacement of the hernia
contents back into the abdominal cavity .Repair of these hernias may be under taken
utilizing the preperitoneal approach, preoperative pneumoperitoneum or prosthetic
material to ensure a strong repair and lessening the likelihood of recurrences.
Surgical reduction of hernia usually takeé little account of the scrotal enlargement
because reduction of the contents and hydrocelectomy are generally followed by

shrinking of the elastic scrotum .The thickened dartos muscle contracts to surround
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the testes and shrinks so that excessive scrotum is seldom problem .Occasionally, in
patients with large hernias this shrinkage is insufficient ,and it is often necessary to
insert suction drains to eliminate dead space and reduce seroma .Giant inguinal
hernia is associated with stretching of the scrotal skin and dartos muscle and
subsequent thickening of the scrotal wall. thus the scrotum may be unable to shrink
after content reduction. Accompanying this is elongation of the spermatic cord and
testicular displacement. in effect after surgical repair ,the large scrotal sac needs to

be reduced and reconstructed to accommodate the testes and elongated spermatic

cord (Griffith CA 2001) .

Why do human beings develop Groin hernias?.

Most abdominal herniaation arises in the groin (from the Latin word
inguen),so named because it is transition zone between the abdomen and
thigh .All groin hernias emerge through the myopectineal orifice ,the
opening in the lower abdominal wall bounded by the transversus
abdominis arch and the superior pupic ramus.It allows the passage of
blood vessels, nerves, lyphatics, muscles, tendons, fasciae, and the vas
" deferens in and out of the hind limb and scrotum .The upper and lower
halves are divided by the inguinal ligament.Inguinal protrusions present
anteriorly,femoral posteriorly Historically hernial causation was

attributed to a mechanic disparity between visceral pressure and the

resistance of the musculature (Cooper AP 1999) .

Not only identified the transversals fascia, he listed factors that
increase interaabdominal pressure. Now, we would add, with an
increasingly aged population, prostatism. Strength of the abdominal wall
was considered to be diminished by congenital deficiency, debility, or
aging .rupture of the peritoneum or abdominal musculature was
disapproved as a factor by dissection and the fact that trauma, unless

massive, did not result in herniation .Inguinal herniation :During most of
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the 19" century repair of these hernias differed little from that described
now, The main indications remained pain ,incarceration, and
strangulation unresponsive to taxis.

The frequency of protrusions in the groin was attributed to the
absence of the posterior rectus sheath below the actuate line and
gravitational stress brought about by the erect posture. Prior to Coppers
discovery of the transversals fascia, protection against inguinal
herniation was considered to depend on reflex contraction of the
abdominal musculature in response to coughing ,straining ,and lifting. as
muscular power diminishes wit age or disease, i.e, neuropathy,
wasting,etc., these protective mechanisms fail, Leaving the transversalis
fascia at risk (Cooper AP 1999) .

Anatomy of the groin :A view from the surgeon the urogenital fatty
—fascial compartment in the groin In schematic parasagittal sections,
these layers are illustrated as composing the middle of the groin in flat a
position to each other: skin, oblique and transeversus abdominis,
peritoneum, this arrangement is true only in the case of an empty
bladder. in a living person, the innermost layer may as well be the wall
of the bladder. Numerous bladder injuries during hernia repair bear
witness to the fact that a full bladder transforms the Hesselbach triangle
into a huge exteraperitoneal compartment. When the bladder is filled up
with saline during a transabdominal laparoscopic (TAPP) hemia repair
the peritoneal protrusion of a direct hernia becomes separated from
transversalis fascia by the interposition of the bladder. The peritoneal
space which is reduced to a flat layer, sometimes even omitted, in
schematic parasagital illustrations, physiologically deeper than the rest of
the abdominal wall. The preperitoneal _space have indefinite lateral and




