J Nepal Med Assoc 2016;55(204):I-II

GUEST EDITORIAL

CC

OPEN ACCESS

Inguinal Hernia Repair: Principles and Practice in the United Kingdom
Badri Man Shrestha1
1

Department of General Surgery, Sheffield Teaching Hospitals NHS Trust, Sheffield, United Kingdom.

      
     
             
           
      ! "  
"   # $   %  "
people in the United States.1 '      
                
repair (Shouldice and Bassini), open tension-free
mesh repair (Lichtenstein repair), and laparoscopic
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ischaemic orchitis and loss of testis (0.2 -1.1%),
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and nerve damage (ilioinguinal, iliohypogastric and
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and the health care provider.2
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symptoms and physical signs such as groin pain with
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and a large inguinoscrotal hernia. The natural history of
      
traditional approach of operating in almost any patient
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of constrained hospital resources, setting priority for
the management of a wide range of surgical conditions,
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resources.
In a systematic review of evidence to assess the
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were 0.27% after 2 years of follow-up and 0.55%
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elective surgery, the rate of operative complications
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patients and surgical training purposes.A5
For asymptomatic or minimally symptomatic hernias,
a watchful waiting approach is advocated where the
patient is reassured and clear instruction is given to seek
medical attention urgently if features of strangulation
develop. Surgical treatment is approved if the hernia
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progressively increases in size month on month, or
       !    
is not commissioned in patients with groin pain with no
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Where groin pain is severe and persistent with diagnostic
uncertainty, options include referral for musculoskeletal
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pain.A5
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potential advantages of avoidance of scar, reduced
post-operative pain and shorter time to full recovery.
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anaesthesia, increased cost of the operating room and
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longer hospital stay associated with TAPP.6 Both SILS
  04   *          
introduction into routine surgical practice.7,8
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time to return to work and less chronic pain compared
  *    !'   = 
difference in incidence of seromas, wound infections
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repair.OQ   *  = 
wound infection rate and a faster recovery to normal
activity, whereas other parameters such as recurrence,
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commissioned for primary unilateral hernia repair.
Laparoscopic hernia repair is commissioned only for
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hernias found incidentally during laparoscopic repair
of a hernia on the other side. Open tension-free mesh
repair (Lichtenstein repair) is performed in all patients
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such as the duration of surgery, type of anaesthesia,
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measures taken to make the service effective.
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