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Surgical Threshold Policy
Hernia Surgery in Adults

(Inguinal, Femoral, and Abdominal Hernias and Divarication of Recti)

Scope

This policy covers the referral for surgery for adults with groin (inguinal and femoral) hernias,
abdominal (including incisional and umbilical) hernias and divarication of the recti.

The Policy does not apply in the circumstances below:

e Does not cover children.

Policy

It is the responsibility of referring and treating clinicians to ensure compliance with this policy.
Referral proforma should be attached to the patient notes to aid the clinical audit process and
provide evidence of compliance with the policy. For patients not meeting the policy criteria,
clinicians can apply for funding to the Exceptional Cases. Panel by completing the exceptional
funding section of the referral proforma.

Surgery will be funded for adult patients with symptoms of incarceration,
strangulation or obstruction (see note 1 over page).

Adult patients without symptoms of incarceration, strangulation or obstruction:

Femoral hernia (see note 1 over page)
Surgery will be funded.

Inguinal hernia

Patients with asymptomatic or mildly symptomatic inguinal hernias should not be referred.
Surgery will not be funded unless there is (see note 2 over page):

e difficulty in reducing the hernia; Or

e aninguino-scrotal hernia; Or

e pain with strenuous activity, prostatism or discomfort significantly interfering with activities of
daily living (see note 3 over page); Or

e the patient is female.

Abdominal (including incisional and umbilical) hernia
Surgery will not be funded unless (see note 2 over page):
1. there is pain/discomfort significantly interfering with activities of daily living (see note 3)' And

for patients with BMI=30kg/m?, they have been advised on weight reduction to reduce the
risks of recurrence and post-operative complications; Or

2. the hernia is causing difficulty with the fitting of a stoma appliance, eg bag leaking or skin
damage.

For incisional hernias, surgery will be funded where a significant increase in size is noted over
time.
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Divarication of recti
Divarication of recti as a stand-alone procedure will not be funded.

Groin pain with clinical suspicion of hernia (obscure pain or swelling)

These patients should not have diagnostic testing in primary care but be referred for specialist
assessment. Funding criteria for surgery are then applied as laid out in this policy.

Day surgery
For patients meeting the criteria for day-case surgery and where day-case surgery is possible,
only day-case surgery should be funded.

Recurrent and bilateral hernia

These are considered in the same way as primary hernias and funding criteria for surgery will
be applied as described in this policy. Referral should be made to appropriate specialists with
expertise in open and laparoscopic surgery.

Notes:
1. Patients should be referred directly for surgery.
2. Patients should be managed with observation and review.

3. Activities such as meal preparation, laundry, housekeeping, shopping, using the phone, driving or
using public transport.

Smoking

Advise people who smoke to attempt to stop smoking and refer to stop-smoking services —
see stop smoking policy

Rationale and Evidence

Patients with symptoms of incarceration, strangulation or obstruction: These patients
need to be referred urgently.

Femoral hernia: Has a high risk of morbidity and mortality and surgery is recommended, even
in the absence of symptoms (see reference 1).

Inguinal hernia: Inguinal hernias have a low risk of strangulation(see reference 2) and
account for 95% (see reference 3) of all groin hernias. Men with asymptomatic or mildly
symptomatic inguinal hernias should not be referred for surgery as it is safe to use a watchful
wait approach(see references 4 & 5). Inguinal hernias in women have a higher risk of
strangulation (see reference 1) and so women with either a femoral or inguinal hernia should be
referred urgently.

Abdominal hernias (including incisional and umbilical): Incidence of incisional hernias is
higher in overweight (BMI 25-30 kg/m2) or obese (BMI 30-40 kg/m?) persons compared to lean
(see references 6 & 7). When surgery is conducted on incisional or umbilical hernias, rates of
recurrence are around 5-25% (see references 8-10) and increased BMI is associated with even
higher rates of recurrence and with post-surgical morbidity (see references 11 & 12).

Divarication of recti: Does not carry the risks that are associated with actual hernias and
repairs are primarily cosmetic (see references 13 & 14). Surgery should, therefore, be avoided
unless extreme symptoms present.
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Rationale and Evidence cont’d

Groin pain with clinical suspicion of hernia (obscure pain or swelling): A quarter to a third
(see reference 15) of patients presenting with groin pain were found to have an occult hernia.
Diagnostic procedures may identify the majority of occult hernias (see reference 16), but the
specificity of some tests may be low (ultrasound - 77%, CT - 65%) (see reference 17) and
incorrectly identify patients as having a hernia. Where symptoms do not indicate incarceration,
strangulation or obstruction of a potential hernia, the costs of diagnostic procedures and any
surgical interventions, and the risks associated with misdiagnosis and surgical morbidity, do not
justify investigation with imaging tests and patients should be offered watchful waiting.

Day surgery: European guidelines for the management of inguinal hernia recommend that:
‘An operation in day surgery should be considered for every patient’ (see reference 18). This
may be possible for many cases of non-emergency hernia surgery (see reference 16).

Recurrent and bilateral hernias: NICE guidance recommends that “Laparoscopic surgery for
inguinal hernia repair should only be performed by appropriately trained surgeons who regularly
carry out the procedure” (see reference 19).

Estimated Number of People Affected

The lifetime risk of groin hernia is 27% in men and 3% (see reference 20) in women and the
frequency of surgical correction is estimated at 10 per 100,000 of the population in the UK.
Femoral hernias are more common in women (4:1) (see reference 1) and inguinal hernias are
more common in men (10:1) (see reference 20).

Glossary

Asymptomatic: The lack of any symptoms of disease, whether or not a disease is in fact
present.

Divarication of Recti: Divarication of the recti (diastasis recti) is the separation of the rectus
abdominis muscle.

Hernia: Protrusion of an internal organ of the body through a weakness in the

muscle or surrounding tissue wall of the cavity that normally contains it.

Laparoscopic surgery: . Minimally invasive surgery using a laparoscope.

Obstruction: Mechanical or functional obstruction of the intestines which prevents the
normal movement of the products of digestion.

Incarceration: Hernia becomes stuck in the groin or scrotum and cannot be massaged
back into the abdomen.

Strangulation: Portion of the bowel is trapped, cutting off the blood supply and causing the

trapped bowel to die or rupture.

References

1. Whalen H R, Kidd G A, O’'Dwyer P J. Femoral hernias. BMJ. 2011 Dec 17;343(7836):1271-2.
2. Deveney K E, Hernias |. Chapter 32: Hernias & Other Lesions of the Abdominal Wall. 2023;1:1-27.

3. Rutkow I M, Robbins A W. Demographic, Classificatory, and Socioeconomic Aspects of Hernia Repair in the
United States. Surg Clin North Am. 1993 Jun 1;73(3):413-26.

4. Cirocchi R, Burini G, Avenia S, Tebala G, Palumbo P, Cianci M C, et al. Asymptomatic inguinal hernia: does it
need surgical repair? A systematic review and meta-analysis. ANZ J Surg. 2022 Oct 1;92(10):2433—41.

5. Aomrc.org.uk. Repair of minimally symptomatic inguinal hernia - aomrcebi [Internet]. [cited 2023 Jan 27].
Available from: https://www.aomrc.org.uk/ebi/clinicians/repair-of-minimally-symptomatic-inguinal-hernia/

6. Parker S G, Mallett S, Quinn L, Wood C P J, Boulton R W, Jamshaid S, et al. Identifying predictors of ventral
hernia recurrence: systematic review and meta-analysis. BJS open. 2021 Mar 1;5(2).

7. Lau B, Kim H, Haigh PI, Tejirian T. Obesity Increases the Odds of Acquiring and Incarcerating Noninguinal
Abdominal Wall Hernias. https://doi.org/101177/000313481207801024. 2012 Oct 1;78(10):1118-21.

Page 3 |4



10.

11

12.

13

14

15

16

17

18

19.
20.

References cont’d

Kurmann A, Visth E, Candinas D, Beldi G. Long-term follow-up of open and laparoscopic repair of large
incisional hernias. World J Surg. 2011 Feb;35(2):297-301.

DiCocco J M, Magnotti L J, Emmett K P, Zarzaur B L, Croce M A, Sharpe J P, et al. Long-term follow-up of
abdominal wall reconstruction after planned ventral hernia: a 15-year experience. J Am Coll Surg. 2010
May;210(5):686-95.

Ballem N, Parikh R, Berber E, Siperstein A. Laparoscopic versus open ventral hernia repairs: 5 year
recurrence rates. Surg Endosc. 2008 Sep;22(9):1935-40.

Venclauskas L, Silanskaite J, Kiudelis M. Umbilical hernia: Factors indicative of recurrence. Med 2008, Vol 44,
Page 855. 2008 Nov 12;44(11):855.

Kaoutzanis C, Leichtle S W, Mouawad N J, Welch K B, Lampman R M, Wahl W L, et al. Risk factors for
postoperative wound infections and prolonged hospitalization after ventral/incisional hernia repair. Hernia.
2015 Feb 1;19(1):113-23.

Hernandez-Granados P, Henriksen N A, Berrevoet F, Cuccurullo D, Lépez-Cano M, Nienhuijs S, et al.
European Hernia Society guidelines on management of rectus diastasis. Br J Surg. 2021;108(10):1189-91.

Hickey F, Finch J G, Khanna A. A systematic review on the outcomes of correction of diastasis of the recti.
Hernia. 2011 Dec;15(6):607-14.

Ward S T, Carter J V., Robertson C S. Herniography influences the management of patients with suspected
occult herniae and patient factors can predict outcome. Hernia. 2011 May 15;15(5):547-51.

Simons M P, Smietanski M, Bonjer H J, Bittner R, Miserez M, Aufenacker T J, et al. International guidelines for
groin hernia management. Hernia. 2018 Feb 1;22(1):1-165.

Robinson A, Light D, Kasim A, Nice C. A systematic review and meta-analysis of the role of radiology in the
diagnosis of occult inguinal hernia. Surg Endosc. 2013;27(1):11-8.

Simons M P, Aufenacker T, Bay-Nielsen M, Bouillot J L, Campanelli G, Conze J, et al. European Hernia
Society guidelines on the treatment of inguinal hernia in adult patients. Hernia. 2009;13(4):343—403.

NICE.org.uk. 1 Guidance | Laparoscopic surgery for inguinal hernia repair | Guidance | NICE.

Kingsnorth A, LeBlanc K. Hernias: inguinal and incisional. Lancet (London, England). 2003 Nov
8;362(9395):1561-71.

Reviewed policy endorsed by QPF 26 May 2023
Reviewed policy approved by JCPEG 5 April 2023
Reviewed policy approved by CPF 6 March 2023
Policy adopted by NHS C&P (ICB) 1 July 2022

June 2023

June 2025

sharepoint restricted:\CPF Pols & Working Area\Surg Threshold Pols\ICB Policies\Hernias\Agreed\
HERNIA JUNE 2023 V10

Page 4 |4



