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Simultaneous Lichtenstein and Mayo Hernioplasty Under Spinal Anesthesia: A Case Report
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Abstract
The lifetime risk for inguinal hernia is significantly higher in males (27%) than in females (3%). The condition is prevalent among the elderly, with an incidence of approximately 13 per 1,000 individuals, and its global occurrence has risen by 36% over the past three decades. Umbilical hernias represent the third most frequent anterior abdominal wall defect, demonstrating an adult prevalence of 5-12%.
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Introduction.
Inguinal hernias demonstrate a profound male predilection, with lifetime risks of 27% for men versus 3% for women [1]. Pathogenically, these hernias arise from the protrusion of abdominal contents through acquired or inherent weaknesses in the anterolateral abdominal wall. Risk profiles encompassing male sex, advanced age, high BMI, COPD, and family history underscore a combined genetic, environmental, and behavioral etiology [2,3]. The disease burden is considerable, with an incidence of 13 per 1,000 elderly individuals [4], and has escalated globally by 36% between 1990 and 2019 (from 23.92 to 32.53 million cases) [5,6].
Umbilical hernias, resulting from a patent umbilical ring, rank as the third most prevalent anterior abdominal wall hernia, with an adult prevalence of 5-12% [7,8]. Their risk factors align closely with inguinal hernias, including male sex, age >50, obesity (BMI >30 kg/m²), and multiparity [9].
Polypropylene (PP) mesh is foundational to contemporary hernia repair, leveraging its non-absorbability, high tensile strength, and favorable biocompatibility to reinforce the abdominal wall [10]. Its manufacturing in various forms—including monofilament or multifilament and lightweight or heavyweight configurations—affords versatility for different surgical techniques [11,12].
The primary goal of modern hernia surgery is the reduction of recurrence, a frequent drawback of primary suture repair, particularly in umbilical hernias. The advent of tension-free mesh-based techniques, exemplified by the Lichtenstein repair for inguinal and the Mayo repair for umbilical defects, has substantially improved clinical outcomes [13-15].
The concomitant presentation of inguinal and umbilical hernias, however, poses a surgical strategy challenge: staged repairs versus a single-stage procedure. This case report evaluates the latter approach, performed under spinal anesthesia, and affirms its safety and efficacy.
Case Report
A 62-year-old male presented for elective repair of a right inguinal hernia with a one-year history of progressive, non-incarcerated enlargement. During preoperative evaluation, he reported incidental exertional pain in the umbilical region, which was diagnosed as a separate, reducible umbilical hernia with no history of complications. His medical history was non-contributory, and systemic examination was unremarkable. Local examination confirmed a 4*2*2 cm reducible right inguinal mass with a positive cough impulse and a separate 3*3*2 cm reducible umbilical protrusion, both without signs of incarceration or skin changes. The surgical plan was to perform a simultaneous Lichtenstein hernioplasty for the inguinal defect and a Mayo repair for the umbilical hernia under spinal anesthesia.
Surgical Technique
On March 24, 2022, the patient was placed in the Trendelenburg position under spinal anesthesia, and the operative field was prepared and draped in a sterile fashion.
Lichtenstein Inguinal Hernioplasty: An 8 cm skin incision was created parallel to the right inguinal ligament. The external oblique aponeurosis was incised to expose the spermatic cord (Figure 1). Dissection revealed a 4*2*2 cm indirect hernial sac within the cord structures, which was meticulously mobilized to its neck and reduced en masse into the preperitoneal space. An 6x11 cm Parietex™ polypropylene mesh was trimmed and positioned to reinforce the posterior wall of the inguinal canal. It was fixed with interrupted Dacron sutures to the pubic tubercle, conjoint tendon, and inguinal ligament (Figure 2). The external oblique aponeurosis was re-approximated over the cord, followed by a layered closure of the wound.
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Figure 1. The Spermatic cord was isolated and elevated.
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Figure 2. Reconstructing the inguinal canal's posterior wall using a 6x11 cm Parietex™ polypropylene mesh.

Mayo Umbilical Hernioplasty: A distinct 6 cm vertical supra-umbilical incision was made. The hernia sac was identified, dissected free, and reduced. The fascial defect was closed with horizontal mattress sutures. To provide additional reinforcement, a 6x11 cm Parietex™ polypropylene mesh was positioned in an underlay fashion deep to the fascial closure and secured with interrupted sutures. Closure of the subcutaneous tissue and skin completed the procedure.
The total operative time was 80 minutes. Meticulous hemostasis was maintained throughout the dual procedures.
Postoperative Outcome
The patient's immediate postoperative recovery was uncomplicated, with pain adequately managed using oral analgesics. He was discharged on the sixth postoperative day in a stable condition. Follow-up assessments were conducted monthly for the initial six months and biannually thereafter. At the 36-month follow-up, the patient was entirely asymptomatic, with no clinical signs of recurrence, chronic groin pain, or surgical site infection at either location.
Discussion
This report demonstrates that the simultaneous repair of concomitant inguinal and umbilical hernias is a surgically viable and resource-efficient approach. The cumulative operative time of 80 minutes for both procedures underscore a significant reduction in operational burden and patient exposure to a single anesthetic and surgical event.
The successful outcome was facilitated by several key factors. The use of spinal anesthesia was instrumental, providing optimal surgical conditions and profound relaxation while circumventing the polypharmacy and airway-related risks inherent to general anesthesia. This makes it an advantageous option, particularly for patients with significant comorbidities [10]. Furthermore, the application of polypropylene mesh in both locations enabled a tension-free reconstruction. Its well-established profile promotes vigorous fibroblastic proliferation and solid tissue integration, forming the cornerstone for a durable repair with low long-term recurrence, as evidenced by the complication-free 36-month follow-up [5, 6].
A potential criticism of a simultaneous approach is the theoretical increase in infective risk from multiple incisions. However, this was successfully mitigated by maintaining two discrete surgical fields, rigorous aseptic protocol, and standard prophylactic antibiotics. The absence of any surgical site infection in this case confirms that this risk is manageable with meticulous surgical technique.
It is crucial to acknowledge the inherent limitation of this study as a single case report. While the results are promising, they necessitate validation through larger, comparative studies or randomized controlled trials. Future research should aim to definitively establish the superiority of this simultaneous strategy over staged repairs by evaluating long-term recurrence, chronic pain, cost-effectiveness, and patient-reported quality-of-life metrics.
Conclusion
In conclusion, the single-stage, mesh-based repair of concurrent inguinal and umbilical hernias under spinal anesthesia is a validated and highly advantageous approach. It consolidates patient care, offering the triple benefit of a single anesthetic administration, a condensed recovery timeline, and more efficient use of surgical resources. This strategy establishes a new standard for managing such presentations, providing excellent long-term results while aligning with the principles of value-based, patient-focused care.
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