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Introduction

Diminshed  strength of the abdominal wall due to
hereditary  deficiency, debility, weight  loss and aging was
recognized  as an additional causal factor to the mechanical
fexertion and straining) caugation of ingninal hernia as far bhock

as 1804 by Cooper (Ahrahanson, [995) .

In 1893, lalsted warned ol the danger of lension on the
suttre line by referring to “no tension™ as onc of the great

principles of surpery (Barth et af., 1998).

The eritical reappraisal  of conventional imrnihraphy
procedures is leading to anew understanding of the patholegy of
oroin hernias and the catses ol their surgical Tailure. There 13
morphological  and biachemical evidence that adult male
muuinal hernias are associated with imparied hydroxylation of
profene. These changes lead to wekening ol the libroconnective
tissue ol the groin and development of taguinal hernias (o use
this aleady defeclive lissue, especially under tenston, is a
violation of the most basic principles of sucgery. Furihermove,
the lension resulting  from approximation of the transverse
lendineous  siruclures such as the inguinal ligament or iliopublic
pael results in o widening of the femoral ring and the

levelanmenl ol iatrogenic femoral hernias.

I
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I open  lension-free  hernioplasty, instead of suturing
anatamical stmctures that are not in apposition, the entire
mLunmi loor s reinforced by a sheet of prosthesis th'it extends
well beyond  1Hessebach’s triangle in order to provide sufficient
Jesh-tirsue interface. The procedure is both therapeutic and
nrophylactic, therefore it protects the entirc susceplible region of
the groin to herniation from all future mechanical and metabolic
adverse effects. The procedure is safe, simple, efleclive,
cconomical and without any  side effects or the risk of uninary

releniion {Amid and Lichienstein 1997) .

In 1989, Lichtenstein and Colleagues reported their use of
this prosthetic  screen  onlay lechnique, the “tension-free
hernioplasty”™ in 1000 patients with minimal complicalions and a
sero recurrence rale after a follow-up of between | and 5 years

{Lichiensien, 1992).

Unlike surgeons who had reserved prosthetic mesh for
“iffieult” eases.  Lichtenstein was proposing ils routine use for

all wroin hernias,

Operative Technique
Skin incision is deepened down (o the external oblique

apponeurasis. Afler opening tae external oblique the spermatic

cord is mobilized  the usual way.
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technical points of the operation incide:

b Epidurad anaesihsia.

1 an adequale size of the mesh,

the inferomedical cornet of ihe mesh

pubic tubercle.

a4 loose continuous suture, (ight

ads 10 Lissue necrosis and pairn.

£ (he mesh Lo provide snug

(i around the cord.
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Anatomy Of The Inguinal Region

The sbdominal wall in the inguinal region is compased of

e foliowing layers from outside inwards:

1. Skin

2 Superficial faseia containing Jal.

3 Fxternal oblique aponeurostis, including the inguingal,
facuner and reflected inguinal ligaments. |

4. Spermatic cord,

S Internal obligue muscle, transversus abdoninis miscle and
CEPIOITETIT Y modified to conjoint tendon,

6. Transversalis Jascia associated with T}‘(H?.I'E.'IJEI'.TGi'rf.'?ﬁLE‘C‘J"fI
sing, the pectinate ligamend (Cooper), the llspublic iract,
aned the decp inguinal ving

7. Preper foneal comnective tissue ek for.

8 Peritoncion (Fig 2.1) (Mc Vay, 1974).

There are 2 proups of structures, one a mirror image of the

other, skin 1o aponcurosis and aponeurosis to I*critonewmin,
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P 1 Antcen ileial aldeminag muscles. The vight rectus und py-amicdalishave
heen erneved 1o show the posterior wall of the rectus shieath, the arcuiie
Jine and Lhe ends al the mteveosial neryes,

The superficial fuscio:

The superficial fascia i3 divided into a poorty developed
superticial layer called Camper’s fascia and a deeper connective
Gesue  layer called Scarpa’s  faseia, the superficial fascia
continués downwards over the penis, scrotum, perineum, thigh
and  bulloks, as well as upward over {he abdaminal wall.
Searpa’s ihecin extends From the lower abdominal wall Lo the
penis as Buck’s fascia, to the scrotum as dartos, and tothe
perineum as colie’s fascia.

The Scarpa’s lascia 1S attached 1o the deep fascia of the
thigh (fascta lata), nst below (he inguinal ligament at the groin

crease (Last, 1999y



