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Hernia Surgery in Adults 
(Femoral and Inguinal Hernia, and Divarication of R ecti) 

 
 
 Policy  

Asymptomatic hernias1 which are easily reducible and do not have increased risk of incarceration 
or strangulation should be managed conservatively by observation and review.2 

Hernias with alarm symptoms should be urgently referred for surgery. 

Alarm Symptoms in a patient with hernia: 3 
• Signs and symptoms of strangulation including:  irreducible mass which is firm, painful, and 

tender (and erythema over mass in later stages). 

• Signs of bowel obstruction. 

• Signs of sepsis:  fever and raised white blood cell (WBC) count. 

Assessment should rule out incarceration or strangulation as these are surgical emergencies 
requiring urgent referral. 

Femoral Hernia: 
Patients with femoral hernias should be referred for consultation.  (Prompt referral.) 

Inguinal Hernia: 
The elective surgical treatment for asymptomatic or mildly symptomatic inguinal hernia will not be 
routinely commissioned in male adults and is considered a Low Priority .  Watchful waiting 
following a fully informed discussion is recommended for those who are asymptomatic. 

Patients can be referred if they have any of the following: 

1. History of incarceration or real difficulty in reducing the hernia. 

2. An inguino-scrotal hernia. 

3. Significant symptoms such as: 

a. Increase in size, month to month. 
b. Pain with strenuous activity, prostatism or discomfort significantly interfering with activities 

of daily living which may include inability to work. 

Patients with groin pain and occult hernia (without clinical evidence of hernia) should be offered 
watchful waiting for their “hernia”. 

Divarication of Recti:  
Diastases/Divarication of recti is a separation between the left and right side of the rectus 
abdominis muscle, and causes a protrusion in the midline, but is not a 'true' hernia and does not 
carry the risk of bowel becoming trapped within it and thus does not require repair.4, 5 

PCTs in Cambridgeshire consider repair of divarication of recti as a cosmetic procedure and a 
low priority.  Evidence suggests that divarication does not carry the same risks as that of actual 
herniation. 
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 Rationale and Evidence  
European Hernia Society guidelines on the treatment of inguinal hernia in adult patients 
recommend watchful waiting for male adults with asymptomatic or mild symptomatic hernia.6 

A publication from the National Danish Register that records more than 10,000 inguinal hernia 
repairs per year also recommends watchful waiting for mild or asymptomatic inguinal hernia in 
male adults.7  However, patients with an increased risk of incarceration or with an increased risk 
of higher morbidity and mortality after emergency repair should be excluded from conservative 
treatment.8 

Inguinal Hernia repair is not without complications, and therefore, the risk/benefit for prophylactic 
surgery needs to be carefully considered.  Recurrence rates are reported to be 1-3% with a 
mortality of 0.01-0.6%.  Early complications include haematoma, DVT (deep vein thrombosis), 
pulmonary embolism and wound infection.  Late complications are paraesthesiae, anaesthesia, 
chronic pain (5%-20%), testicular damage and mesh infections.  BMJ Clinical Evidence 
concluded that conservative management (ie watchful waiting) of unilateral hernia might be 
considered as a reasonable strategy in people who have only mild symptomatic inguinal 
hernias.9 

There is evidence from good quality RCTs (Randomised Control Trials),10, 11, 12, 13 European 
guidelines6 and a literature review7 that watchful waiting is a safe and cost-effective treatment for 
asymptomatic or minimally symptomatic inguinal hernias in male adults. 

Femoral hernias have a considerably high morbidity and mortality particularly in females, 
therefore, careful diagnosis and prompt referral for femoral hernias is recommended.6, 8, 9 

A recently published UK study which is a systematic review of evidence on repair of divarication 
of recti, reports a recurrence rate of up to 40% which is unacceptably high.  Other common 
complications reported included haematomas, minor skin necrosis, wound infections, 
dehiscence, post-operative pain and nerve damage.  Authors conclude that repairs are primarily 
cosmetic and divarication does not carry the same risks as of actual herniation.14 

According to NICE, laparoscopic (minimally invasive) surgery is recommended as one of the 
treatment options for the repair of inguinal hernia.15  NICE recommends that patients should be 
fully informed of all of the risks (eg immediate serious complications, postoperative 
pain/numbness and long-term recurrence rates) and benefits associated with each type of 
procedures, to enable patients to choose between open and laparoscopic surgery. 

 

 Numbers of people affected  
Epidemiological background 
Hernias comprise approximately 7% of all surgical outpatient visits.  Male : female ratio is 8:1.  In 
men the incidence rises from 11 per 10,000 person years aged 16-24 years to 200 per 10,000 
person years aged 75 years or above.16 

The incidence of groin hernias in adults increases with age.  It is estimated that the incidence of 
groin hernias is 0.7 per 1,000 per year between the age of 45–64 years rising to 1.5 per 1,000 
per year over the age of 75.17, 18 

Inguinal hernias are 9 to 12 times more common in men than in women, where as femoral 
hernias are 4 times more common in women.16 

A retrospective chart review of patients presenting at urogynaecological wards found diastasis of 
recti in 52% of patients.19 

http://www.patient.co.uk/doctor/Inguinal-Hernias.htm#ref1#ref1
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Table 1:  Statistics on Groin Hernia Procedures - I npatient Statistics for England:  2009-10 
 

Main procedures and 
interventions: 3 

character code and 
description 

Admissions Male Emergency 
Mean 
length 
of stay  

Mean 
age in 
years 

Day 
case 

FCE 
bed 
days 

T19 Simple excision of 
inguinal hernia sac  6,839  87%  7% 1.9  4  73%  3,539 
T20 Primary repair of 
inguinal hernia  65,072  93%  4% 1.7  58  59%  52,477 
T21 Repair of recurrent 
inguinal hernia  5,522  97%  9% 2  63  43%  7,202 
T22 Primary repair of 
femoral hernia  2,939  28%  47% 5.3  66  32%  11,666 
T23 Repair of recurrent 
femoral hernia  194  36%  31% 3.9  67  28%  701 

 
Source: The NHS Information Centre, Hospital Episode Statistics for England.  Inpatient statistics, 2009-10.  
 

OPCS Codes: 
T19:  Simple excision of inguinal hernia sac 
T20:  Primary repair of inguinal hernia 
T21:  Repair of recurrent inguinal hernia 
T22:  Primary repair of femoral hernia 
T23:  Repair of recurrent femoral hernia 
T27:  Repair of ventral hernia 
T28:  Repair of other hernia of abdominal wall 
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 Glossary 1 
 
 

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

Dehiscence : The breaking open of a wound that is partly healed, usually after surgery. 

Hernia:  Hernia is a 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. 

Herniorraphy : Surgical repair of a hernia.  This may be done as an open operation or as minimally 
invasive surgery (MIS) using a Laparoscope. 

Incarcerated Inguinal 
Hernia: 

An incarcerated inguinal hernia is a hernia that becomes stuck in the groin or scrotum 
and cannot be massaged back into the abdomen. 

Prostatism:  A condition induced by benign enlargement of the prostate gland. 

Strangulation:  Portion of bowel may become trapped, cutting off the blood supply and causing the 
trapped bowel to die or rupture. 
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