LETTER TO THE EDITOR

Experience Management of
Intraoperative Hemorrhage in
Laparoscopic Inguinal Hernia
Repair
Sir,
Laparoscopic technique for inguinal hernia has the advantages
of small incision, less pain, quick recovery and so on.1 Bleeding
is one of the common complications of laparoscopic inguinal
herniorrhaphy with a incidence of 0.11%; and it can be lifethreatening if not handled properly.2,3 Avoiding or correctly
managing the hemorrhage during the surgery is very important.
We routinely performed 1,393 laparoscopic inguinal hernia
repair in accordance with the guidelines in our hospital. We
retrospectively summarised the complications of these cases,
and bleeding was found in 48 cases, 10 cases of the inferior
epigastric artery hemorrhage, 5 cases of spermatic vessels
hemorrhage, 20 cases of the surface vessels of the pubic bone
hemorrhage, 12 cases of puncture site hemorrhage, and one
case of the iliac vessels hemorrhage. The reasons and corresponding treatment methods of the 48 hemorrhagic cases were
investigated and analysed.
Bleeding often occurs in the inferior epigastric artery, spermatic
vessels, the surface vessels of the pubic bone, the "death
crown", and the iliac vessels, etc. Anatomical variations may
exist on the inferior epigastric artery which may lead to bleeding
and diﬃculty of surgical operations on laparoscopic inguinal
hernia repair.4 In 1,393 cases, abnormal anatomy of inferior
epigastric artery was found in 16 cases, including nine cases of
the abnormal direction and seven cases of abnormal prolapse. If
the puncture point of trocar is located in the left or right lower
abdomen, the abnormal inferior epigastric vessels may be
damaged when puncturing. So we recommend, the puncture
point to be in the lower abdomen (1/3 and 2/3 of the line of
umbilicus and pubic symphysis). Besides, the forceps can be
used to lift up the inferior epigastric artery to fully expose the
operative ﬁeld.
Another reason for hemorrhage in laparoscopic inguinal hernia
repair was the surgeon's unfamiliarity with anatomy, which
caused improper procedure during the operation. According to
the reporters, the learning curve of the laparoscopic inguinal
hernia repair was 13 cases. Compared to TEP, the learning curve
of TAPP was shortened (14 cases vs. 13 cases).5
Once serious bleeding appears, due to some limitations of the
laparoscopic technique, such as the small operating space, or
limited use of instrument, which may lead to the failure of
surgery, even hemorrhagic shock and death. If the spermatic
vessels or the surface vessels of the pubic bone are bleeding, we
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can use the gauze compression packing hemostasis, or electrocoagulation for hemostasis (Figure 1A). If active hemorrhage is
caused by the inferior epigastric artery injury, operating forceps
should be quickly clipped the broken blood
vessels to stop bleeding and stem the bleeding with electrocautery or occlude it with absorbable clamps (Figure 1B). If it
bleeds heavily or operative ﬁelds have been inﬂuenced, traditional open surgery should be performed. If there is ‘death
crown’ or the iliac vascular injury happens, traditional open
surgery should immediately be implemented.

Figure 1: Management of intraoperative hemorrhage. A: Electrocoagulation for hemostasis; B: Operating forceps and electrocautery are used for
active hemorrhage caused by the inferior epigastric artery injury.
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