Inguinal hernia repair with tension-free hernioplasty

under local anesthesia
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Objectives: To evaluate the use of local anesthesia in
tension-free hernioplasty in a local hospital.

Methods: The study took place at Beijing Chaoyang
Hospital Affiliated to Capital Medical University,
Beijing, China during the period from January 2007 to
May 2008. All 110 patients who had undergone inguinal
hernia repair with mesh under local anesthesia were
included in the study. To increase the homogeneity of the
sample, we excluded umbilical hernia repairs, parastomal
hernia repairs, non-elective procedures, procedures not
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involving mesh, and repairs performed concurrently with
another surgical procedure. We performed a retrospective
review of all 110 patients’ data.

Results: The average operating time was 45 minutes
(30-70 minutes), and the average hospital stay was 3-4
days. There was no postoperative mortality in this study.
No surgical site infection occurred. Two patients (18%)
that suffered from a moderate scrotal hematoma had
recovered after extract injection therapy was applied. The
duration of incisional pain was 2-3 days, and no patient
required post-operative analgesia. During the follow-up,
no recurrence occurred.

Conclusion: The use of local anesthesia in inguinal
hernia repair with tension-free hernioplasty is a safe and
effective alternative for inpatient treatment.
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Hernioplasty for groin hernia is one of the most
common surgical procedures in many countries.'”
The Bassini operation was the optimal choice for over
100 years, but the use of prosthetic material is now
established in groin hernioplasty, and the concept
of plugging the defect has evolved considerably
since 1974.%° Mesh plug and patch hernioplasty was
popularized by Rutkow and Robbins.® The advantages
of this method are its simplicity, a tension-free result,
and a low recurrence rate.>'*'? The plug protects the
internal ring and allows less dissection. The mesh and
plug not only overlap the defect, but also cover the
entire myopectineal orifice. There are about 700,000



Tension-free hernioplasty under local anesthesia ... Gao et a/

open mesh repairs carried out as day surgery procedure
in the United States annually.’ In China in 2007, only
a little of inguinal hernia mesh repairs were carried out,
as day surgery procedure in China must be under local
anesthesia. However, most tension-free hernioplasty was
with combined spinal and epidural anesthesia (CSEA)
in China. The aim of our study was to investigate the
effect of local anesthesia in inguinal hernia repair with
tension-free hernioplasty.

Methods. This study took place at Beijing Chaoyang
Hospital Affiliated to Capital Medical University,
Beijing, China during the period from January 2007 to
May 2008. All 110 patients who had undergone inguinal
hernia repair with mesh under local anesthesia were
included in the study. To increase the homogeneity of the
sample, we excluded umbilical hernia repairs, parastomal
hernia repairs, non-elective procedures, procedures not
involving mesh, and repairs performed concurrently
with another surgical procedure. All 110 patients signed
the informed consent before the operation. These
operations were performed by the same surgical group,
including 2 attending surgeons and 2 surgical professors.
We performed retrospective review of all 110 patients’
data. Their recorded clinical, operative, and follow-up
details were analyzed retrospectively. For follow-up,
we used telephone interview to focus on chronic pain
and recurrent hernias. The ethics committee of Beijing
Chaoyang Hospital Afhliated to Capital Medical
University has approved the study. We used Mesh Plug
and Patch (Bard Co., Murray Hill, NJ, USA) as repair
material in the study. We applied 1% lidocaine 10 ml
hypodermic in the skin incision to block the cutaneous
branch of the intercostal nerve. Then, we applied 3 ml
of 1% lidocaine in the area next to the spermatic cord to
block the reproductive branch of the genitocrural nerve.
After the dissection, and locating the iliohypogastric
nerve and ilioinguinal nerve, 3 ml of 1% lidocaine was
applied to block the proximal part of the iliohypogastric
nerve and the ilioinguinal nerve. Thereafter, the area that
is between the transversalis fascia and peritoneum at the
internal ring was injected with 5 ml of 1% lidocaine to
block the genitocrural nerve. In this study, the surgical
technique is as follows: the conventional anterior repair
incision was made. The incision must be made so that
it is slightly above both the deep inguinal ring and the
hernia defect. The aponeurosis of the external oblique is
transversely incised, separating the internal oblique and
the transverse muscles in the line of their fibers, and
opening the transversalis fascia near the hernia cyst neck
(separating the joint between the transversalis fascia and
the hernia cyst neck. The underlying peritoneum is not
opened. By the time the posterior inguinal wall emerged,
the hernia is easily recognized after the identification of
the vas deferens and the spermatic blood vessels. The

femoral vessels are easily identified. A small opening
is made on the mesh to accommodate the spermatic
cord and vessels. The next step is the placement of
the mesh. The medial, superior, and lateral borders of
the mesh are then anchored in the pubic tubercle, the
transversalis fascia and the inguinal ligament, by sutures
of 1-0 Prolene. The results included duration of surgery,
hospital stay and complications and recurrence ratio.
The data were analyzed using the Statistical Package
for Social Sciences version 10.0 (SPSS Inc., Chicago, IL,
USA). One way analysis of variance test, Chi square test,
and paired test was used for statistics. The probability
value of <0.05 was considered statistically significant.

Results. There were 12 direct and 98 indirect
hernias (n=110). The mean patient age was 61 years
(18-76 years). There were 100 men (mean age: 62), and
10 women (mean age: 51). The average operating time
was 45 minutes (30-70 minutes). There was no intra-
operative complication, and there was no post-operative
mortality in this study. Two patients (18%) suffered
from moderate scrotal hematoma, and recovered after
pumped therapy by injector was applied. Mean follow-
up time was 12 months (1-18 months), and 98% of
the patients were included in the follow-up. Verbal
rating scale was used to assess post-operative pain. The
classification of post-operative pain was divided into 4
different levels such as: no pain, slight pain, moderate
pain, and severe pain. Incisional pain was minimal, 101
patients had slight pain, and 9 patients had moderate
pain. The duration of incisional pain was 2-3 days and no
patient required post-operative analgesia. The patients
began to get out of bed, 6 hours post-operatively. The
hospital stay was 3-4 days. There was no patient with
deep venous thrombosis, no pulmonary embolus, no
surgical site infection, no mesh-related complications,
no recurrent hernias in our early post-operative follow-

up period.

Discussion. Inguinal hernia repair with CSEA,
which is commonly used in China, takes on a series
of disadvantages including prolonged fasting time
and inactivity in bed, that may hold back the recovery
of patients, and thus increase the percentage of post-
operative complications and results in an extended
length of hospital stay. It was the aim of our study to
investigate the effect of local anesthesia in inguinal
hernia repair with tension-free hernioplasty. There was
no case of chronic pain related to the hernia repair.
Similarly, Erhan et al® reported a high ratio (5%) in his
study. The high ratio could be explained by the pain
that was present occasionally, and was related to physical
stress. All patients were able to work in his study.® There
were 2 minor complications in our study. Similarly,
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Fasih et al reported a low complication ratio (1.8%)."
McGreevy reported that fewer complications were
experienced by patients undergoing laparoscopic repair
(8 versus 21%, p=0.03)'* Likewise, Swenson reported
that missed enterotomy was the only factor significantly
associated with time to mesh infection (75% in the
early group, p=0.0001)" Franklin also reported that
there were no mesh complications, or recurrent hernias
in the early post-operative follow-up period.'® Our
results demonstrate no recurrence during a median
follow-up of 12 months. This observation is similar to
Holzheimer,® that reported low recurrence ratio (1.1%)
in his study. The recurrence ratio was associated with
surgical experience.’” The patients began to get out of
bed in 6 hours, post-operatively in our study. This means
quick recovery and return to work. But, the use of local
anesthesia in tension-free hernioplasty applies difficult
to complex hernia patients, such as recurrent hernia,
huge hernia and strangulated hernia. If the current
local anesthetic method failed to provide satisfactory
anestheticeffects, supplementary intravenous anesthetics
may be needed requiring patients to be hospitalized to
complete the operation.

We have based our study on 110 patients only. We
believe the results would be much better if we conducted
the study on a larger sample size, including other cities
of China, as well.

In conclusion, the use of local anesthesia in tension-
free hernioplasty for inguinal hernia repair was a safe
and effective method. However, long-term studies
assessing the use of local anesthesia will be required to
help determine the results.
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