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Recurrent Inguinal Hernias

Inguinal hernias continue to be the most common congenital pathology in children needing
surgical repair early in life. Approximately 1-3% of children have an inguinal hernia. The
incidence is higher in premature babies (3-5%). Almost all inguinal hernias in children are
the indirect type (99%). The few direct hernias in children are the result of previous
surgery or inguinal floor disruption. Management of inguinal hernias in infants and children
is straightforward: outpatient surgery after diagnosis for most cases. The procedure
consists of high ligation of the hernial sac. Incidence of developing a recurrent inguinal
hernia is around 0.8%. Most recurrences occur two years after the initial surgery. Several
factors play a role in increasing hernia recurrence. These are: 1) Missed sac or inadequate
ligation of the indirect sac. 2) Children operated for incarcerated inguinal hernias since
tissue is more friable and edematous at the time of surgery. 3) Infection of the wound after
hernia repair predisposing to tissue breakdown and a higher recurrence rate. 4)
Connective tissue disorders (Hurler, Ehlers-Danlos, etc.). 5) Growth failure and poor
nutrition. 6) Prematurity has been identified as a co-morbid factor in hernia recurrence. 7)
Children hernia repair done by non-pediatric surgeons is also a risk factor for recurrence.
8) Conditions causing increase intra-abdominal pressure (VP shunts, posterior urethral
valves, bladder exstrophy repair, weight lifting and respiratory conditions) are also related
to higher rate of recurrence in children. Repair of the recurrent hernia is done through the
inguinal scar or using laparoscopy. The sac is mobilized and ligated. Laparoscopic repair
of recurrent inguinal hernia has the advantage of passing through a virgin field reducing
damage to vas or vessels and allowing inspection of the area with direct purse string repair
of the defect. 
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Incarcerated Inguinal Hernias

Incarceration and strangulation are the most dreaded complications of inguinal hernias in
children. Incarceration refers to viscera (bowel, ovaries, bladder) that protrudes through
the inguinal defect and cannot return back to its anatomical position without manipulation
or surgery. Bowel incarceration in infants with inguinal hernia is a notable cause of
intestinal obstruction in this age group. Strangulation is the ischemic effect caused on the
trapped viscera by the incarcerated defect. Incarceration occurs in almost one-third of
inguinal hernias. It is more common in children less than one year of age and males. With
prolonged incarceration there can also occur testicular infarction. In infant girls the normal
anatomy is altered when an ovary is trapped in a hernia sac, and these changes make
torsion more likely. This risk warrants treating the asymptomatic irreducible ovary as any
other incarcerated hernia with urgency. Incarceration increases the rate of complications,
is seen in a younger population of children and increases hospital stay. Children with
incarcerated hernia should have a trial of manual reduction followed by prompt repair
within the next five to seven days to avoid re-incarceration.
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Acute Chest Syndrome

Acute chest syndrome (ACS) is a pneumonia like illness, the most frequent cause of
hospitalization and morbidity in children with Sickle Cell Disease (SCD). ACS can also
occur after surgical procedures in children with SCD. Clinically ACS includes fever, cough,
chest pain, leukocytosis and a new infiltrate in chest films. The most common etiologic
factors for ACS include infection, pulmonary fat embolism (infarcted bone marrow) and
hypoventilation. History of pulmonary disease is a predictive factor for the ACS. The risk
of ACS is inversely proportional to age with the highest incidence in small children.
Abdominal surgery is a high risk situation to develop postoperative ACS with characteristic
basilar atelectasis after either open or laparoscopic surgery. Preoperative transfusion
reduces pulmonary complications and is beneficial. Management of ACS encompasses
antibiotics, hydration, oxygenation, transfusion, analgesia, bronchodilators, supportive
respiratory therapy and antiinflammatory agents.  
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