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Abstract

Background: Contralateral exploration of the groin has been
common practice among pediatric surgeons for nearly 50 years, based
on the high incidence of patent processus vaginalis on the contralateral
side with the potential for the subsequent development of a hernia.

Objectives: To evaluate transinguinal laparoscopic examination of
the contralateral side during repair of inguinal hernia in children in order
to reach a decision regarding exploration of the contralateral side.

Methods: Over a 21 month period 124 children with unilateral
inguinal hernia underwent laparoscopic evaluation of the contralateral
groin. The operations were performed under general anesthesia as
ambulatory procedures.

Results: Transinguinal contralateral laparoscopic exploration was
positive (patent processus vaginalis) in 26 children (21%) and negative
(closed processus vaginalis) in 88 (71%). Failure to introduce the
telescope occurred in 10 patients (8%) due to a friable or narrow hernia
sac. Twenty-five children below 2 years of age were spared exploration
of the contralateral side as a result of the negative laparoscopic
examination. On the other hand, 15 children aged 2±17 had their
contralateral groin explored because of a positive finding at laparo-
scopy.

Conclusions: Transinguinal laparoscopic examination of the
contralateral side during repair of inguinal hernia in children is a
simple, safe and quick method to avoid systematic bilateral explora-
tions and should be part of every pediatric surgeon's experience.
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Inguinal hernia repair is one of the most frequently performed

operations in children. Bilateral inguinal hernias are relatively

common, especially in children under the age of 2 years. For nearly

50 years controversy has raged concerning the need for routine

exploration of the contralateral side when performing surgery on a

unilateral symptomatic inguinal hernia. The advent of transinguinal

laparoscopic visualization of the contralateral internal ring helped

to end this controversy and is the subject of this report.

Patients and Methods

Over a period of 21 months 124 children (100 males and 24 females)

with unilateral inguinal hernia underwent laparoscopic evaluation

of the contralateral groin. Patients ranged in age from 1 month to

17 years, with an average of 4.6 years. Eighty-four hernias were on

the right side and 40 on the left. The operations were performed as

ambulatory procedures under general anesthesia. The hernial sac

was dissected free from the spermatic cord and traced to the

internal ring. The sac was opened and a 5 mm reusable cannula was

introduced through the hernial sac and secured with a silk tie.

Carbon dioxide insufflation was accomplished at a flow rate of

1 L/min to a pressure of 8±10 mmHg. A 70 degree angle telescope

was then introduced and the contralateral internal ring was easily

visualized. If a patent processus vaginalis was seen [Figure 1], a

contralateral inguinal hernia repair was performed. If the processus

vaginalis was not patent [Figure 2], the telescope was removed and

the hernia repair completed.
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Figure 1. Laparoscopic view of left internal inguinal ring. The vessels and vas

are seen entering the ring with the patent processus vaginalis.

Figure 2. Laparoscopic view of right internal inguinal ring. The vessels and vas

are exiting the ring with the closed processus vaginalis.
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Results

Transinguinal contralateral laparoscopic exploration was positive

(PPV) in 26 children (21%) and negative (closed processus vaginalis)

in 88 (71%). In 10 patients (8%) the telescope could not be

introduced due to a friable or narrow hernial sac. Of the 114

children where laparoscopy was accomplished, 26 (22.8%) demon-

strated a PPV on the asymptomatic side, with the peak incidence

occurring during the first year of life. The laparoscopic observation

of the contralateral side took approximately 2 minutes. There were

no operative complications as a result of this procedure, and all the

patients were discharged on the day of the operation except for

those under 1 year of age. Over a period of follow-up ranging from 1

to 3 years no child with a negative laparoscopy (closed processus

vaginalis in the contralateral side) has subsequently developed an

inguinal hernia on that side.

Discussion

Since the introduction of routine bilateral groin exploration for

inguinal hernia in the early 1950s, this policy has been the subject

of much discussion and controversy. Contralateral exploration of

the groin has been common practice among pediatric surgeons for

many years, based on the high incidence of PPV on the contralateral

side with the potential for the subsequent development of a hernia

[1]. Approximately 80±94% of newborns have a PPV, some 60% of

which will obliterate in the first 2 years of life [2,3]. Nakayama and

Rowe [4] reported that a PPV exists in about 60% of infants with

unilateral inguinal hernia and that one-third of PPVs obliterate

within 2 years, one-third develop into a subsequent hernia, and in

the remaining one-third the PPV remains without a clinically

apparent hernia developing.

The reported incidence of metachronous contralateral inguinal

hernia (5.8±11.6%), which is much lower than the reported rate of

PPV (48±61%), supports the well-known fact that a PPV is not

necessarily an inguinal hernia [5±8] and questions the validity of

the systematic bilateral exploration approach. In most series,

contralateral hernia repair is estimated to be required in only about

10±20% of children with a PPV. In spite of this, most pediatric

surgeons still routinely explore the contralateral groin in boys

under 2 years of age and in girls under 5 [9]. Children with

ventriculo-peritoneal shunts, peritoneal dialysis catheters and

ascites are at increased risk of becoming symptomatic due to the

increased intraabdominal pressure, and should have contralateral

surgical exploration unless laparoscopic examination is performed.

Routine exploration of the contralateral groin is not without

complication, with a 1.6% risk of injury to the vas deferens [10].

Even more impressive are the results of the animal studies

performed by Shandling and Janik [11]. They demonstrated a 10%

incidence of vasal luminal narrowing following even gentle

manipulation of the cord during dissection. Other potential

complications include testicular atrophy (1±2%), decreased

testicular size (2.7±13%), testicular malposition, and wound

infection.

In an effort to avoid routine and unnecessary exploration of the

contralateral groin, preoperative and intraoperative means of

diagnosing unsuspected inguinal hernias have been developed.

Contrast herniography [12], pneumoperitoneum (Goldstein's test)

[13], and probing of the contralateral groin with Bakes dilators [14]

have only historical value today. Ultrasound of the groin, as an

effective alternative for evaluation of the contralateral groin before

surgery, was reported by Erez et al. in 1993 [15]. A correct

sonographic diagnosis was obtained in 185 of 200 children (93%)

with known unilateral and bilateral inguinal hernias. Laparoscopic

inguinal exploration of the asymptomatic contralateral side was

first reported by Lobe and Schropp in 1992 [16]. They reported 96%

accuracy in their initial experience, with no complications. Chu et

al., in 1993 [17], reported laparoscopy through the hernia sac in the

involved side, a natural extension of the Goldstein test, instead of

the usual approach through the umbilicus, thereby significantly

decreasing the possibility of complications. The positive laparo-

scopic findings reported by Wolf and Hopkins [18] included an

obvious opening or funnel defect, bubbles, crepitation, veil with

opening, and concentric peritoneal rings distal to the internal ring.

Many reports of transinguinal laparoscopic examination of the

contralateral groin in pediatric hernia repair followed, confirming

the accuracy of this method [19±23].

In the present study 25 children under the age of 2 , who would

have been routinely explored on the contralateral side by most

surgeons, were now spared the exploration because of the negative

laparoscopic exploration. In children under 1 year of age, the results

were even more convincing. Of the 27 children within this age

range, 22 boys and 5 girls, 15 boys (55.6%) and 1 girl (3.7%) were

found to have a closed processus vaginalis on laparoscopic

evaluation of the contralateral side. The practical consequence of

these findings is that 16 of 27 children less than 1 year of age were

spared the routine exploration of their contralateral side ± which is

still the usual practice followed by most pediatric surgeons. These

findings support our conclusion that many unnecessary explora-

tions were avoided by the simple use of transinguinal laparoscopic

examination of the contralateral internal ring during the operation.

The other side of the coin relates to the 82 children in our study

between the ages of 2 and 17 years. Most surgeons agree that

exploration of the contralateral side is not essential, except in cases

where a hernia is clinically suspected. Fifteen of the 82 examined

children in this age range were found to have a PPV on the

contralateral side and underwent bilateral inguinal hernia repair.

Had it not been for the laparoscopic exploration, they would

probably have presented at a later time with a hernia in the

contralateral side ± an unpleasant experience for both surgeon and

patient. The advantages of examining the contralateral groin

include avoiding a second anesthesia, sparing the child the risk

and mental trauma of a second operation, sparing the parents the

anxiety associated with a second operation, and sparing the

physician the embarrassment associated with the appearance of a

second hernia at a later time.

Diagnostic laparoscopic examination for a potential contral-

ateral hernia is a simple, accurate, fast, and effective way of

reducing negative explorations, and can be said to mark the end

of the systematic bilateral exploration controversy. The technique
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PPV = patent processus vaginalis
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is easily learned and should be part of every pediatric surgeon's

therapeutic armamentarium when treating inguinal hernias in

children.
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Capsu le

Uropathogenic E. coli in bladders

Uropathogenic forms of the bacterium Escherichia coli can divide

and multiply within cells of the bladder in so-called pods. Justice

and team were able to observe the development of pods in real

time using time-lapse videomicroscopy of infected mouse

bladder explants. Four phases of development were observed ±

first bacteria were non-motile and grew rapidly within the

cytoplasm of the bladder cells. The colonies then developed

into a biofilm-like community that filled the cytoplasm. Next the

bacteria became motile and migrated from the host cell, finally

forming a filamentous bacterial cell type. This developmental

strategy appears to be important for the bacteria to evade

clearance by leukocytes.

Proc Natl Acad Sci USA 2004;101:1333

E. Israeli

If men's lives are worth giving, they're also worth saving.
Who let them start the bloody thing?
That's the question, there's the sting

Gavin Ewart (1916-95), British poet, referring to the Falklands War.
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