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Case report
Pantaloon hernia in a woman: a straddling rarity

ABSTRACT

Introduction: Inguinal hernias are the commonest hernias in males and females. However, direct
hernias are rare in females. Pantaloon hernia (combined direct —indirect hernia) is even rarer and
there has been a single study reporting incidence of pantaloon hernia to be 1.6%. Here, we report a
56-year-old female patient who was clinically diagnosed to have right sided uncomplicated, indirect
inguinal hernia but intra-operatively found to have a pantaloon hernia.

Case Presentation: The patient was a A 56-year-female, diabetic and hypertensive with chronic
kidney disease with a right inguinal swelling and a clinical diagnosis of an indirect inguinal hernia,
planned for mesh hernioplasty. Intra-operatively, she was found to have 2 hernial sacs on either side
of the inferior epigastric artery. The posterior wall was defective along the entire length of the inguinal
canal. She underwent resection of the round ligament with invagination of direct sac by suturing of
transversalis fascia and herniotomy of indirect sac. The posterior wall was reinforced with Lichtenstein
tension free polypropylene mesh repair.

Discussion: The rarity of direct and hence, pantaloon hernia in women can be explained by the
anatomical differences in the inguinal canal and abdominal wall between males and females.
Pantaloon hernia is treated as any other inguinal hernia and options of open and laparoscopic repairs
including TAPP and TEP are available depending on the surgical expertise and cost factors.
Conclusion: Direct inguinal hernias do occur in women albeit very rarely while pantaloon hernias are
extremely rare and when present, may be associated with the testicular feminization syndrome in
young children. The present case is reported with the purpose of documenting the extreme rarity of
pantaloon hernia in adult women in the existing scientific literature.
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1. INTRODUCTION

Inguinal hernias are the most common type of primary hernia in both males and females. Even in
women, the most common type of the hernias are either indirect inguinal or femoral. Whereas indirect
hernias account for 70 — 80%, femoral hernias constitute about 20% of all hernias. Groin hernias are
one of the common causes of chronic pelvic pain in women and can cause a significant disability[1] A
lot of indirect hernias in females can be occult due to location in the canal of Nuck. Those that
become symptomatic usually require prompt treatment [2,3].

About 8% of the total groin hernia surgeries are done in women. Direct hernias per se, are very rare in
females due to anatomical differences as compared to males. Incidence of direct hernia in women
has been reported to range from 3% to 14%[3,4]. Pantaloon hernia (combined direct-indirect hernia)
is a very rare variety of inguinal hernia where both the direct and indirect hernias_exist on either side
of the inferior epigastric artery.

The most commonly used techniques are the Lichtenstein mesh repair and laparoscopic repair. Here
we report a case of a Pantaloon hernia in a female that was managed with the Lichtenstein tension-
free mesh hernioplasty. It is the first case report of its kind in English literature to the best of our
knowledge.

2. CASE PRESENTATION

A 56-year-female, diabetic and hypertensive with chronic kidney disease, presented with a
progressively increasing swelling in the right groin associated with dragging type of pain, and difficulty
in initiating micturition for six months.

On examination, there was a 5 x 5 cm? swelling in the right inguinal region, located above and medial
to the pubic tubercle with an expansile cough impulse with smooth surface and doughy consistency.
The swelling was completely reducible and failed to appear with the deep inguinal ring occlusion test.
With the clinical impression of an incomplete, uncomplicated, completely reducible right indirect
inguinal hernia, she was planned for mesh hernioplasty.

Intra-operative findings revealed the presence of both direct and indirect herniae as evidenced by two
distinct peritoneal sacs on either side of the inferior epigastric artery (Fig 1, 2.) The posterior wall was
defective along the entire length of the inguinal canal.
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Fig. 2. Opened indirect sac with bowel as content

2.1 TREATMENT

The patient was planned for surgical treatment with Lichtenstein technique. Open repair was chosen
above laparoscopic in view of cost constraints. Inguinal incision was made and dissection was
commenced till the hernial sacs were identified. On identification and discovery of a pantaloon hernia,
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it was decided to perform herniotomy of the indirect sac followed by hernioplasty to cover both the
defects. She underwent resection of the round ligament with invagination of the direct sac by suturing
the transversalis fascia and herniotomy of the indirect sac. The posterior wall of the inguinal canal was
then reinforced by placing a polypropylene mesh with Lichtenstein technique.

2.2 OUTCOME AND FOLLOW UP

The immediate post-operative period was uneventful and she was discharged in a stable condition.
The patient has done well post-operatively with no clinical evidence of recurrence at 6 months of
follow up.

3. DISCUSSION

The inguinal canal, in males, is formed due to the descent of the testes from the abdomen into the
scrotum by the gubernaculum which attaches the inferior pole of the testes to the scrotum. In females
the gubernaculum attaches the ovaries to the labia majorum. However, due to attachment of the
ovaries to the uterus by the ovarian ligament, they do not descend into the labia but remain in the
pelvis. The gubernaculum, however, descends into the labia through the inguinal canal. The
persistent canal in females is called the canal of Nuck. The gubernaculum later gives rise to the round
ligament of the uterus which joins the uterus to the labia majorum through the inguinal canal[5].
Initially it was believed that direct hernias were an impossibility in women. However, it has been
shown that though uncommon, they do occur in women. The incidence of direct and pantaloon hernia
in women being 3.5% and 1.6% as compared to 21% and 5% in men[2]. This relative difference in the
incidence is attributed to the anatomical differences in the abdominal wall and the canal between men
and women. Due to the need to bear the stress of pregnancy and childbirth, the transverses
abdominis muscle is relatively stronger in women leading to less chances of direct hernia[2].
Anatomical studies have shown that the posterior wall of the inguinal canal in females is stronger than
males[6]. The distance between the pubic tubercle and the deep inguinal ring is larger and the rectus
sheath is wider in females than the males. The rectus muscle is significantly wider and the internal
ring itself is narrower in women due to the thinner and fewer contents - primarily the round
ligament[7]. Also, the aponeurotic fibres of the transverse abdominis are deficient medially in men
causing a defective shutter mechanism resulting in increased incidence of direct hernias[2]. The
difference also has been attributed to a defective collagen synthesis due to exogenous causes(
smoking and alcohol consumption) and endogenous causes like androgens[2].Thus, several factors
have been suggested to cause the differences in the propensity of hernia formation between men and
women|[8].

In women, the most common content in the direct hernia is the ovary but may include the uterus and
the urinary bladder. This has been attributed to the altered anatomy and localisation of the female
gubernaculum due to androgen insensitivity. This theory has been supported by the fact that
approximately 1.6% of the children presenting with inguinal hernia and having apparent female
genitalia prove to be of male nuclear sex with intra-abdominal testes but female anatomy and
endocrine function-complete androgen insensitivity syndrome previously called the testicular
feminization syndrome[8].

Pantaloon hernias are very rare in women. Only a single study has reported the incidence of
pantaloon hernia to be 1.8% in females and 5.6% in males from a single centre[4]. Review of surgical
literature showed no other cases or incidences reported. It is believed that a large indirect hernia may
cause dilatation of the deep ring leading to weakening of the posterior wall which may cause bulging
of the hernial sac on both sides of the inferior epigastric vessels leading to formation of pantaloon
hernia[9]. A double hernia may not always be a pantaloon hernia but can also be present due to two
indirect hernial sacs. There have been reports of these findings previously and hence, a deeper
dissection and identification of the inguinal structures and canal is of utmost importance during hernia
surgery. Misidentification or incomplete ligation of sac can lead to recurrence.(10)

Pantaloon hernia clinically is seen almost exclusively in males and is identified by 2 distinct swellings
in the inguinal region, one each medial and lateral to the pubic tubercle. In some cases however, one
of the hernias maybe occult and not present clinically but identified intra-operatively. The
management, however does not change but only involves adequate repair of both the defects. (10)
Although there are several hernia classification systems, perhaps, the Nyhus classification and Gilbert
classification are the only ones (including the more recent European Hernia System) that may be
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assumed to consider pantaloon hernia as one of the subtypes, viz. Type 3b and Type 6 respectively,
once again underscoring the rarity of the condition in both genders.

Hernia surgery has always been the area of interest of the general surgeon and a constantly evolving
field. All techniques of repair in the past consisted of tissue closure with variations which lead to
tension in the suture lines and high recurrence rates. The advent of mesh repair with tension free
hernioplasty lead to dramatic change in practice. Laparoscopic repairs have been the most recent
development with minimal scarring but require a steep learning curve. (11,12) There has been
significant discussion all over the world regarding hernia surgery and formation of a team of team of
experts from various centres to develop guidelines for hernia surgery. The Herniasurge group
guidelines state that groin hernia surgery can be done either open by Lichtenstein tension free mesh
repair or Laparo-endoscopic mesh repair depending on the surgical expertise and local factors.
(13)There have been no specific recommendations for pantaloon hernia repair. The international
EndoHernia Society (IEHS) has developed a set a recommendations based on meta analysis and
expert opinions for both TAPP and TEP repairs but even those do not specify any for pantaloon
hernia. (14)This may be due to uncommon nature of pantaloon hernia and similar treatment as other
inguinal hernias. (13,14) However, the practice for repair of pantaloon hernia is the same as for repair
of other inguinal hernias in adults. Both open and laparoscopic techniques are used. Non-mesh
repairs are not recommended due to lesser evidence are more chances of recurrence. Open repairs
are preferred where the surgical expertises for laparoscopy and cost constraints are present. (15)

4. CONCLUSION

In conclusion, direct inguinal hernias do occur in women albeit very rarely while pantaloon hernias are
extremely rare and when present, may be associated with the testicular feminization syndrome in
young children. When present, pantaloon hernia in women should be treated with ligation and division
of the round ligament of the uterus, obliteration of the canal of Nuck and mesh hernioplasty. The
present case is reported with the purpose of documenting the extreme rarity of pantaloon hernia in
adult women in the existing scientific literature.
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