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Objective

The authors confirm the advantages of simultaneous repair of bilateral inguinal hernias, indicate
that it is feasible to perform the procedure under local anesthesia, and suggest that when an open
tension-free technique is used, the results are superior to those of laparoscopic repair of bilateral
inguinal hernias.

Summary Background Data

Between 1971 and 1995, simultaneous repair of bilateral inguinal hernias were performed in 2953
men. Initially, between 1971 and 1984, patients with indirect hernias underwent the traditional
tissue approximation repair. Those with direct hernias had the same procedure, with the repair
additionally buttressed by a sheet of Marlex mesh (Davol, Inc., Cranston, Rl). Between 1984 and
1995, both direct and indirect hernias were repaired using the open tension-free hernioplasty
procedure.

Method

The 2953 patients underwent simultaneous repair of bilateral inguinal hernias under local
anesthesia in a private practice setting in general hospitals.

RESULTS

In those cases in which the *‘tension-free’’ technique was used, patients experienced minimal to
mild postoperative pain and had a short recovery period, with a recurrence rate of 0.1%

Conclusions

Uncomplicated bilateral inguinal hernias in adults are best treated simultaneously. It is feasible to
perform the operation under local anesthesia, and when an open tension-free repair is used,
postoperative pain and recovery periods are equally comparable with those of laparoscopic
repair, although the complication and the recurrence rates are significantly less.
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For more than a century, since the introduction of
modern hernia repair by Bassini, the treatment of bilat-
eral inguinal hernia has been controversial. Concern re-
garding the simultaneous repair in adults is based on the
following three issues: increased suture-line tension, pre-
clusion of an effective relaxing incision, and a higher re-
currence rate.'™ At Shouldice Hospital (Thornhill, On-
tario, Canada), the procedure is not performed because
the required quantity of anesthetic agent would exceed
the nontoxic level due to their technique of local anes-
thesia. Since the advent of laparoscopic hernia repair, bi-
lateral inguinal hernias have been considered by advo-
cates one of the most suitable indications for the pro-
cedure. Although, the tension-free aspect of the
laparoscopic repair makes such a concept sound, the ap-
proach is flawed by its complexity, high recurrence rate,
complications, and cost.

The purpose of this article is to confirm the advantages
of simultaneous bilateral repair as reported by other au-
thors®>~’ and to emphasize that 1) it is feasible to repair
bilateral inguinal hernias simultaneously under local an-
esthesia and 2) when an open tension-free technique is
used, the postoperative pain and recovery period of the
procedure are equally comparable with those of laparo-
scopic repair, and such attendant risks arising from inva-
sion of the peritoneal or preperitoneal spaces, general an-
esthesia and carbon dioxide insufflation are avoided.

MATERIALS AND METHODS

Between 1971 and 1995, 2953 adult patients un-
derwent simultaneous repair of bilateral inguinal hernias
under local anesthesia by the authors. Patients were
grouped into two categories. Group A consisted of 1953
patients who had surgery between 1971 and 1984. Those
with indirect hernias (n = 1037) I ad the traditional tissue
approximation repair (Fig.1). T. <se with direct hernias
(n = 916) underwent the same procedure; however, the
repair was reinforced by a sheet .-t Marlex inesh (Davol,
Inc., Cranston, RI) placed over the re:air (iig.2). Group
B consisted of 1000 patients who underwent surgery be-
tween 1984 and 1995. The open icnsion-free herni-
oplasty (prosthetic repair without tissue approximation)
was used for both direct (n = 470) and indirect (n = 530)
hernias (Fig.3). In 1988, the tension-free procedure was
slightly modified; these modifications served ic further
reduce the postoperative pain, recovery time, and recur-
rence rate.?

A computerized system was used for follow-up. Infor-
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Figure 1. Traditional tissue approximation repair. The procedure is no
longer recommended.

mation recorded in the data sheets included preopera-
tive, operative, and postoperative details, incorporating
classification, technique, and complications. Informa-
tion regarding postoperative analgesic requirements and
return to work was not available for the patients in group
A; however, it was collected for those in group B.

Ninety-one percent of the patients in group A had
physician examination follow-up between 2 to 14 years
(mean 8 years), and 87% of patients in group B had. fol-
low-up by physician examination from 1 to 11 years
(mean 5 years).

Ninety-nine percent of the patients had outpatient sur-
gery; 98.3% of the patients were operated on under local
anesthesia. Morbidly obese patients and patients with
nonreducible hernias underwent surgery with an epi-
dural or general anesthesia. The total anesthetic require-
ment in group A patients is not known. However, the
required quantity of anesthetic for group B was 70 mL to
100 mL of a 50:50 mixture of 1% lidocaine (Xylocaine,
Astra Pharmaceutical Prod., Inc., Westborough, MA)
and 0.5% bupivacaine (Marcaine, Sanefi Winthrop
Pharmaceutics, New York, NY). The mixture was infil-
trated in five simple steps.’

RESULTS

The 2953 simultaneous bilateral inguinal hernia re-
pairs were performed under local anesthesia by the au-
thors between 1971 and 1995. The age range of patients
was 25 to 76 years. The incidence of indirect hernia was
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6% greater than that of direct hernia. Seventy-eight per-
cent of patients were of normal weight or up to 20
pounds overweight. Twenty percent of patients were 20
to 50 pounds overweight, and 2% were more than 50
pounds overweight. Eighteen percent of patients had a
recurrent hernia on one side when first examined. Re-
garding employment, 60.2% of patients had sedentary
jobs, and 38.8% performed hard manual labor duties.

For the 99% of the patients who underwent outpatient
surgery, the hospital stay after the operation was 2 to 4
hours. One percent of patients were admitted to the hos-
pital because of unrelated medical or personal reasons.
Data were not available regarding analgesic require-
ments or the recovery period for group A patients. Pa-
tients in group B required 4 to 20 tablets of hydrocodone
bitartrate 5 mg/acetaminophen 500 mg (Vicodin, Knoll
Pharmaceuticals, Whippany, NJ) for a period of 1 to 5
days. Return to work for patients in this group was 1
week after the operation for those with sedentary work,
and 2 weeks for those with heavy manual labor jobs. Re-
currence rate was 0.7% in group A and 0.1% in group
B. Complications in group A included neuralgia (2%),
testicular atrophy (1%), hydrocele (0.6%), and infection
(0.2%).

In group B, incidence of all of the aforementioned
complications was less than 1%. No urinary retention
was observed in patients who underwent surgery with lo-
cal anesthesia.

During the time interval of group B (1984 to 1995), an
additional 2500 patients underwent tension-free repair
of unilateral inguinal hernia by the same authors. There

Figure 2. Traditional tissue approximation repair buttressed with Marlex
mesh (Davol, Inc., Cranston, Rl). The procedure is no longer recom-
mended.
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Figure 3. Open tension-free hernioplasty.

was no difference in the recurrence rate after unilateral
hernia compared with that of bilateral repair. Only one
recurrence was seen in those patients who underwent
surgery on or after the 1988 modifications of the tension-
free hernioplasty.

DISCUSSION

The advantages of simultaneous repair of bilateral in-
guinal hernias include: 1) less psychological stress; 2) less
time off from work; and 3) less expense.

Results observed in patients in group B indicate that
the postoperative pain and recovery period of the bilat-
eral open tension-free hernioplasty are equally compara-
ble with those of laparoscopic repair. Additionally, the
long-term recurrence rate of 0.1% for tension-free repair
is significantly lower than the 1% to 4% short-term recur-
rence rate of the laparoscopic technique.'®"'? More im-
portantly, the tension-free procedure is not associated
with the reported complications of laparoscopic hernia
repair, such as massive bleeding, intestinal perforation,
bladder perforation, small bowel obstruction, trocar site
herniation, seroma formation, nerve injuries (as high as
15%), and even death.'?>* These complications, which
are continuously reported in the literature, are extremely
rare, or even unheard of, with the open hernia repair.

This study confirms the findings of other authors, sug-
gesting that uncomplicated bilateral inguinal hernias are
best treated simultaneously. Furthermore, it indicates
that when an open tension-free procedure is used for the
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repair, the procedure can be performed with results that
are superior to those of laparoscopic repair.
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