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= 0. Introduction

Surgical repair of inguinal hernia is one of the most performed
procedures worldwide.

The global prevalence of inguinal hernia is 7.7%. The global
prevalence of inguinal hernia in men is much higher than in

women. In men, the prevalence is 9.61%, while in women it is
1.31%.1

Currently, most surgeons prefer to perform a tension-free
prosthetic (mesh) repair. The Lichtenstein tension-free
hernioplasty is currently one of the most popular techniques for
inguinal hernia repair.?

1 Abebe MS, Tareke AA, Alem A, Debebe W, Beyene A. Worldwide magnitude of inguinal hernia: Systematic review and meta-analysis of population-based studies.
SAGE Open Med. 2022 Nov 22;10:20503121221139150. doi: 10.1177/20503121221139150. PMID: 36457844 ; PMCID: PMC9706054.
3

2https://emedicine.medscape.com/article/1534281-overview?form=fpf



-1, Surgical steps of hernioplasty

1. Incision

The incision is made approximately 1 cm above and parallel to
the inguinal ligament, starting at the pubic tubercle and
extending 5—6 cm laterally to the midpoint of the inguinal region.

Thttps://emedicine.medscape.com/article/1534281-technique#c2
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1. Incision

The subcutaneous tissue is then
opened along the incision, and careful
haemostasis is performed, ligating the
superficial pudendal vessels and
superficial epigastric vessels.

Thttps://emedicine.medscape.com/article/1534281-technique#c2



-~~~ 1, Surgical steps of hernioplasty

1. Incision

The Scarpa’s fascia is similarly
opened along the incision, down
to the external oblique
aponeurosis, exposing the
external inguinal ring and the
lower border of the inguinal
ligament.

Thttps://emedicine.medscape.com/article/1534281-technique#c2



1. Surgical steps of hernioplasty

The external oblique
aponeurosis is then
opened along the
incision line, starting at
the outer ring and
extending laterally up to
5cm.

Thttps://emedicine.medscape.com/article/1534281-technique#c2



1. Surgical steps of hernioplasty

*¢* 3. Spermatic cord dissection

The spermatic cord, together with the
cremaster, is then lifted and separated
from the pubic bone about 2 cm
beyond the pubic tubercle, to create
space to extend the net well beyond
the pubic tubercle.

Thttps://emedicine.medscape.com/article/1534281-technique#c2



a
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The superior and inferior flaps of the
external oblique aponeurosis are
freed from the underlying contents
of the inguinal canal and separated
to expose the cremaster with the
medullary structures, the ilioinguinal
and iliohypogastric nerves, the
superior aponeurotic portion of the
internal obligue muscle and
conjoined tendon and the inferior
free edge of the inguinal ligament.

Thttps://emedicine.medscape.com/article/1534281-technique#c2



-1, Surgical steps of hernioplasty

A ,_ % 3. Spermatic cord dissection

I When lifting the cord, the surgeon should include
the ilioinguinal nerve, the genitofemoral nerve and
the spermatic vessels along with it. All these
structures can then be wrapped in tape to make p—
handling easier. The anatomical plane between the ® §
cremaster and the aponeurotic tissue attached to v
the pubic bone is avascular, and the structures of &
the cord surrounded by the tape can be separated | §°
from the floor of the inguinal canal to the internal —
ring.
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3. Spermatic cord dissection

Thttps://emedicine.medscape.com/article/1534281-technique#c2



Once the spinal structures and all the nerves in the inguinal canal
have been visualized, the next step is identifying and isolating the
hernia sac. The patient is asked to cough and the groin area is
examined for the presence of a hernia.

A hernia sac can be treated by inversion, division, resection, or
ligation. Resection and ligation of a small hernia sac should not be
carried out unnecessarily, as post-operative pain is common.
However, the hernia sac should be well separated from the internal
ring before it is invaginated.

Thttps://emedicine.medscape.com/article/1534281-technique#c2
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Cremaster muscle collected to be incised Hernial sac separated from cord structures.
longitudinally between haemostatic forceps
Thttps://emedicine.medscape.com/article/1534281-technique#c2
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c% 4. Identification of the hernia sac

Indirect hernial sac dissected and separated
from the lipoma and cord structures.
Thttps://emedicine.medscape.com/article/1534281-technique#c2

Cord lipoma dissected and excised.

14
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The hernial sac is divided. Contents of the hernial sac reduced and

proximal end to be sutured and closed.
Thttps://emedicine.medscape.com/article/1534281-technique#c2
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4. Identification of the hernia sac

Anterior wall of the distal sac open to prevent
the formation of hydroceles.

Thttps://emedicine.medscape.com/article/1534281-technique#c2
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A 7.5 x 15 cm piece of polypropylene mesh is normally used for a
Lichtenstein hernioplasty. On the medial side, the sharp corners of
the mesh are cut to adapt to the patient's anatomy. For a femoral
hernia, the mesh is adapted so that it has a triangular extension from
the lower edge to the medial side.

17
Thttps://emedicine.medscape.com/article/1534281-technique#c2



-1, Surgical steps of hernioplasty

First most medial point, fixed about 2 cm medial to the pubic The same thread is used as a continuous suture to
tubercle, where the anterior rectus sheath inserts into the pubis. fix the lower edge of the mesh to the reflected part
of the inguinal ligament up to the inner ring. 18

Thttps://emedicine.medscape.com/article/1534281-technique#c2



-1, Surgical steps of hernioplasty

5. Placing and fixing prostheses

llioinguinal nerve

External
spermatic
vessels

Fixing the bottom edge of the
net.

Genital branch of
genitofemoral nerve

19
Thttps://emedicine.medscape.com/article/1534281-technique#c2
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- 1, Surgical steps of hernioplasty

Lower edge of the net sutured to the inguinal ligament
up to the internal inguinal ring. To accommodate the
cord structures, the lateral end of the net is divided.

Thttps://emedicine.medscape.com/article/1534281-technique#c2

The widest part of the net is passed under the cord
and placed posteriorly in the inguinal canal, behind the
spermatic cord.

20



- 1, Surgical steps of hernioplasty

%l 5, Placing and fixing prostheses

Fixing the upper edge of the net.

21
Thttps://emedicine.medscape.com/article/1534281-technique#c2
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-1, Surgical steps of hernioplasty

The upper part is crossed over the lower part around the
spermatic cord, thus creating an internal ring. The lower edges
of two tails are folded together at the inguinal ligament, laterally
to the internal one.
Thttps://emedicine.medscape.com/article/1534281-technique#c2

/4

The ends of the net are then passed under the
external oblique aponeurosis to give an overlap of
around 5 cm beyond the inner ring.
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=1, Surgical steps of hernioplasty

¥¢,% 6. Closing

Haemostasis is guaranteed in the

inguinal canal, which is then closed

by suturing the two flaps of the

external oblique aponeurosis. The

suture is started laterally and

continued medially, where an

adequate opening is left in the

newly created superficial inguinal

ring so as not to occlude the The ends of the net are then passed under the
external oblique aponeurosis to give an overlap of

emerg| ng Spe 'm at|C CcO rd . around 5 cm beyond the inner ring

23
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-1, Surgical steps of hernioplasty

6. Closing

External oblique aponeurosis sutured with 2-0 closing of the external oblique aponeurosis.
polypropylene.

Thttps://emedicine.medscape.com/article/1534281-technique#c2
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-1, Surgical steps of hernioplasty

6. Closing

Subcutaneous tissue approximated with 3-0 Skin closure.
absorbable thread.

Thttps://emedicine.medscape.com/article/1534281-technique#c2
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2. Initial principles for preparing the surgical

table

Preparing the operating table requires great rigor in the practice of perioperative nurses.

The rigorous opening of surgical boxes by nurses is extremely important to guarantee the safety
and success of surgical procedures.

Some crucial aspects include:

Maintaining sterility: Careful opening of the surgical boxes is essential to preserve the sterility
of the instruments, avoiding contamination that could lead to infections in the patient;

Integrity check: During opening, the nurse must inspect the integrity of each instrument;

Quality control: Rigorous opening makes it possible to identify possible flaws in the sterilization
or storage process, guaranteeing safety;

Maintaining an aseptic environment: The boxes should be opened as close as possible to the
start of the procedure, keeping the surgical environment sterile.



=
- 2.1 Verification of integrators
Containers with sterilized surgical instruments have methods of

ensuring that the contents have undergone a sterilization process and
have not subsequently been tampered with.

The circulator must check the sterilization indicators on the outside of
the container and the tamper-evident seals that close it.

€D
MEAAESCLIL AP

- —

iy

AP AALESCUILAY
St
e A AESEA

-

Open the container aseptically to avoid contaminating the
contents.
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2.2 Technique for collecting surgical
Instruments

The instrument nurse must remove the basket from the sterilised
surgical containers carefully and following specific procedures to
maintain sterility. They must observe the following principles:

Wear appropriate personal protective equipment (PPE).

Use sterile techniques to remove the basket, avoiding touching the
external surfaces of the container.

Transfer the basket to a sterile surface in the surgical area.
Check the internal sterilisation indicator.

Check the integrity of the materials inside the basket before using
them.
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% 3. Placement of drapes on the table

The instrument nurse must take the following precautions when placing the
sterile drapes on a table:

-ensure that the sterile drapes have been opened aseptically, maintaining
sterile technique throughout the process

-place the drapes on the instrument table and unfold (open) them in such a
way as to create a barrier between sterile and non-sterile areas

-ensure that the drapes completely cover the surface of the table, avoiding
exposed areas
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4. Division of the table by areas
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e Surgical instruments are arranged in an orderly and logical manner
and follow the timing of the surgery?.

 There are different ways of placing instruments on the table - you
should know that surgical procedures are divided into dialysis,
haemostasis, excision and synthesis.

* This understanding will help the instrumentalist to organise the
material properly.

L CIRINO, L. M. I. Manual de técnica cirtrgica para graduagdo. 1. ed. S3o Paulo: Sarvier, 2003.
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DIERESE

4. Division of the HEMOS
table by areas TASIA

EXERESE

SINTESE

TEMPOS CIRURGICOS

Separacao dos planos
anatomicos ou tecidos para
possibilitar a abordagem de
um 6rgao ou regiao.

Processo pelo qual se
previne, detém ou impede o
sangramento.

Procedimento cirurgico, em
que ocorre remogao cirargica
de um tecido ou 6rgao com
mau funcionamento ou
doente.

Consiste em aproximar
bordas de uma lesao; é a
uniao dos tecidos.

Fonte: Manual de Enfermagem para Concursos e
Residéncias - Volume | - Saude Publica.

L CIRINO, L. M. I. Manual de técnica cirtrgica para graduagdo. 1. ed. S3o Paulo: Sarvier, 2003.
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A basic arrangement of the instruments on the table
would be to divide it into four quadrants.

The lower proximal quadrant is the closest to the

operator and the upper distal quadrant is furthest from
him?.

Following the logic of surgical times, diuresis instruments
are placed in the lower proximal quadrant; haemostatic
instruments in the lower distal quadrant; synthesis
instruments in the upper proximal quadrant and special
instruments in the upper distal quadrant. Gauze,

compresses and larger instruments can be placed
between the quadrants?.

L CIRINO, L. M. I. Manual de técnica cirtrgica para graduag3o. 1. ed. S3o Paulo: Sarvier, 2003. 33
2 MARGARIDO, N. F.; TOLOSA, E. M. C. Técnica cirurgica pratia. Sdo Paulo: Atheneu, 2001.
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MESA INSTRUMENTAL

3° Especiais 4° Sintese
Sateriais Porta-agulha Mayo
] SRS maiores — menores
ESPECIAIS SINTESE
Obs: Sem ordem de arrumacdo, Obs: Também fazem parte desse
porém sempre respeitando as quadro fios agulhados e ndo agulhados.
CEEEEEEEEE—EEEE———— e EEEEEEE—— regras bdsicas da mesa.
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1° Diérese

J

HEMOSTASIA DIERESE

Pingas Hemostaticas Pingas de o %
Disseccao TREONIAS a4

30 2° 1° =l =
grandes médias pequenas |traumdtica — menor-maior = =.
i v n J | atraumatica metzenbaum— Q Q
4 mavo OO

curvas — retas /A ¥ O O
T curva —reta W N

SANAR
ELTX(

@sanarflix.med




a
'J

Meodelling

4. Division of the table by areas

I emost%&a Exéres
v ,f L (X »)f

il hiE

35



'J 4. Division of the table by areas

Another way of arranging the
INnstruments, now on the assistant's
table, is when they are distributed in
6 areaqs.

Scissors are placed in area 1;
tweezers with and without teeth are
placed in area 2; retractors are
placed in area 3; versatile auxiliary
tweezers are placed in area 4;
versatile instruments restricted to
certain surgical fimes are placed in
area 5; and compresses, gauze and
drapes are placed in area 6.




4. Division of the table by areas
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'J 4. Division of the table by areas

Another arrangement of instruments on the
operating table in 12 areasl. In area 1,
scalpel with blade down and cut to the left;
area 2, delicate and strong scissors with tips
facing the operator; area 3, Kelly-type

forceps; area 4 is versatile and includes
forceps according to the surgery; area 5,

straight Kocher; area 6 tweezers with and
without teeth; area 7, needle holder with
rnngs facing downwards; area 8, grasping
tweezers; areas 9, Backaus; area 10,
tweezers and long scissors; area 11,
compresses, needle and threads; and area
12 versatile.

*  1ROSA, M. T.L. Manual de Instrumentag3o Cirdrgica. 3 edig3o. Sdo Paulo: Rideel, 2009. SAAD, W. A.; PARRA, O. M; FARIA, P. N. Instrumentac&o Cirurgica. e, 1993.
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MESA INSTRUMENTAL

4. Division of the table by areas

nnnnnnnnnnnnn

It's important to emphasize that these are basic assembly suggestions and are
not a rule for the instrumentalist.

They should feel free to create their setup.
The important thing is to make the work of instrumentation easier and quicker.

Bear in mind that the workplace may have protocols for the arrangement of
surgical irons on the table. This principle should be respected, taking account

of substitutions (counts).

39

1 MARGARIDO, N. F.; TOLOSA, E. M. C. Técnica cirdrgica pratia. S3o Paulo: Atheneu, 2001.
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