


ABDOMINAL  HERNIA

is the bulging of part of the contents of 
the abdominal  cavity through a weakness 
in the abdominal wall.













• Occult – not detectable clinically; may cause severe pain



































Male:
1 ) Femoral hernia
2 ) Vaginal hydrocele
3 ) Spermatocele
4 ) Encysted hydrocele of the cord

5 ) Un-descended testis
6 ) Lipoma of the cord
7 ) LYMPH NODES

Female
1 ) Hydrocele of the canal of nuck:
Is a fluid filled distal part of the sac 
of an indirct hernia with narrow 
proximal part it present with a 
smoth fluctuant swelling with out a 
cough impulse which will 
transilluminate
2 ) Femoral hernia
Note that examination using finger 
and thumb across the neck of the 
scrotum will help to distinguish a 
swelling of inguinal origin and one 
that is entirely intrascrotal













Investigations for hernia







Surgical approaches to hernia

All surgical repairs follow the same basic principles:
1 reduction of the hernia content into the abdominal cavity
with removal of any non-viable tissue and bowel repair if
necessary;
2 excision and closure of a peritoneal sac if present or 
replacing it deep to the muscles;
3 reapproximation of the walls of the neck of the hernia if 
possible;
4 permanent reinforcement of the abdominal wall defect 
with sutures or mesh.















Sportsman’s hernia
is presents as severe pain in the groin area, 
extending into the scrotum and upper thigh. It is 
restricted to young men who play contact sports 
such as football. The pain can be debilitating and 
prevent the  patient from exercising. 
On examination   tenderness in the region of the 
inguinal canal, over the pubic tubercle and over the 
insertion of the thigh adductor  muscles. no hernia 
can be felt and only occasionally can a true inguinal 
hernia be found.



In most cases, the pain is due to an orthopaedic injury, such
as adductor strain or pubic symphasis diastasis. However, 
some believe that it can be due to muscle tearing 
(Gilmore’s groin) or stretching of the posterior wall of the 
inguinal canal. Other causes of pain should be excluded, 
such as hip, pelvic or lumbar spinal disease and 
bladder/prostate problems. MRI scanning is most likely to 
detect an orthopaedic problem but ultrasound, 
herniography or even laparoscopy may be used. There are 
many anecdotal reports of successful treatment using all 
types of inguinal hernia surgery, suture and mesh, open 
and laparoscopic,. Hernia surgery should be a last resort 
and the patient warned of a significant risk of failure to 
cure the pain.



• Easily missed on examination
• Fifty per cent of cases present as an 

emergency with very high risk of 
strangulation













Laparoscopic approach
Both the TEP and TAPP approaches can be used 
for femoral hernia and a standard mesh 
inserted. This is ideal for reducible
femoral hernias presenting electively but not in 
emergency cases nor for irreducible hernia.




