P o fnhit B e DS Cation

« Inhibit hormone synthesis—c

s 4 ;| ﬂrbinw( S
« lonic inhibitors—perchlorates AZole, P

os >, fhiOC\'an
¢ Inhibit hormone release—iodine iodid

« Destroy thyroid tissue—radioiodine.

ate, Nitrates
es

Carbimazole
. Thyroid peroxidase inhibitor
¢ Dose
_  40-60 mg daily x 1st 3 weeks
_ 2040 mg daily x 4-6 weeks
_ Maintenance of 5-20 mg daily for 1.5-2 years (after th

oz e 3 » at surpgerv
o Sideeffects: Agranulm_\ tosis (sore throat: indicates imme 8ETY should pe

diate cessation ofdrug) f "
propylthiouracil (PTU) e
o Thyroid peroxidase inhibitor + inhibit peripheral conversion of T4 t T3
« Used in pregnant ladies |

(100 mg TID)
« Side effects—fever, rash, myopathy, arthralgia, agranulocytosis, hep

dt()t()xicit\.'
Radioiodine Ablation
« Make the patient euthyroid with drugs

. Discontinue drugs for 5 days, ask the patient not to take iodised salts and compounds
« Administer 1131 5-10 mci B
« Start antithyroid drugs after 1 week and continue for 6-8 weeks

« After 6 months if no improvement give another dose.

B SURGERY
Why in benign thyroid, we go for total Strap muscles (supplied by
thyroidectomy ansa cervicalis)
¢ Recurrence e Sternothyroid ‘
* Area of malignant potential e Sternohyoid ‘
« If we are doing hemithyroidectomy e Thyrohyoid | ¢
the follow-up cannot be maintained e Omohyoid | ¢

Preoperative Preparations {
* Patient should be in euthyroid state

* Lugol'siodine 10 days before surgery to decrease vascularity [5% I, in 10% KI]
K * Give propranolol

* Drugs given are antithyroid + Lugols iodine + -blocker
* Indirect laryngoscopy

Steps in Surgery

Position: Supine with pillow under the shoulder to extend the neck. Head end with 15 degree elevation to

- Prevent venous engorgement in the head and neck area (Rose’s, Fowler’s, reverse Trendelenburg position)
Anesthesia: GA.

Incision: ) ey i :
anctlsxf)n, Kocher’s collar incision—transverse incision 2 finger breadth above the suprasternal notch from the
erior border of one SCM muscle to other.

L] PROCEDURE

The transverse incis

SUI];erior one up to ion cuts through the skin, subcutaneous tissue and platysma: The two flaps are raised, the
self-

retaining rety thyroid cartilage and the lower one up to the suprasternal notch. Hold the flaps with Jolles

. e etractor.

\Iilexllrltl:a'l Incision on the inve
1)

* Verticalt the strap muscles

ical incig;
incision on pretracheal fascia.

sting layer of deep fascia.

.




124 Surgery

e Look and ligate and cut the middle thyroid vein. Being

e Deliver the thyroid, if any difficulty in de

e Ligateand cut the superior thyroid pedicle
is away near the gland.

e Ligate and cut inferior thyroid pedicle
is the near the pedicle when it approaches t

e Remove the required
suture the gland with chromic catgut.

e C(Close all layers.

e Place suction drainage

I COMPLICATIONS OF THYROIDECTOMY

Peroperative

e Injury to RLN, trachea, carotid, esophagus

e Hemorrhage (primary)

e Thyroid storm 3 4

Early Postoperative
Reactionary hemorrhage Ny ( ‘ \
Respiratory obstruction due to: : y
e Tension hemorrhage s &' iy A
e Tracheomalacia : 0 : 7

e RLN palsy ¢ 78 >

¢ Edema w g HJ‘

Late U

Acchoucher’s hand, Chovstek sign.

* Recurrence . H
* Wound infection e :

Keloid, granuloma :
Flap necrosis. W

L

] CLASSIFICATION OF TH

Benign YROID NEOPLASM

Follicular adenomga

Malignant
Primary

a short one it blee
livering, cut the strap muscles tr
(artery and vein), close to the g

om the gland, as the RLN (Riedle’s triangle)

vein) as away as hossible fr
e e nd preserve parathyroid gland.

he gland. Also identify a
amount of gland after placing appropriate ¢

before closing and bring it out through a separate sta
secretions stops (usually 48 hours). Oral feeds can be started next day.

ds, when thyroid is pulled.

ansversely.
land, as the external laryngeal nerve

lamps (2 nos) and cut between them and

b incision, remove drain when the

Postoperative follow-up

e Indirect laryngoscopy

e Side effect or complication after 4-6
hours after surgery

e Withhold thyroxine 1st 6 months as it
takes thyroid function to become stable

e Lifelong follow-up for thyrotoxicosis
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* Hypoparathyroidism—earliest clinical feature is perioral numbness. Other include carpopedal s/f)asm,

Treatment: 10% calcium gluconate IV 10 mL for 10 minutes",h'f;"
* Hypothyroidism B SRAEY 1A

A ) g
A o’ \ 'r“bd g ! Neck
o o ” Ana
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Features of hypoparathyroidism

* Trousseau’s sign

* Chvostek-Weiss sign

* Obstetslian’s hand
(Acco ’s hand)

'.ooooc v/
N

|

Follicular epithelj
-~ Follicular

* Papillary carcinoma

.
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Feature

Definition

Extent of

surgery

Common

indications

Purpose

Hormone

status after

surgery

Risk of

hypocalcemia

Recurrent
laryngeal

nerve injury

Complications

£

Thyroidectomy
(Total/Near-total)

Removal of entire
thyroid gland (both

lobes + isthmus)

Bilateral

- Thyroid
malignancy

- Bilateral
multinodular goitre
- Graves' disease

(selected cases)

Definitive treatment

Always hypothyroid
- lifelong thyroxine

needed

Commoner
(parathyroid

damage possible)

Higher risk (both

sides exposed)

More

+ Ask anything

O " dE76%

Hemithyroidectomy
(Lobectomy) (P

Removal of one lobe -

isthmus
Unilateral

- Solitary thyroid nodLt
- Follicular neoplasm
(diagnostic)

- Small low-risk cance

Diagnostic + therapel

Usually euthyroid
(remaining lobe

compensates)

Rare

Lower risk (one side

only)

Less

@

ChatGPT can make mistakes. Check important info. See Cookie Preferences.
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Recurrent
laryngeal

nerve injury

Complications

severity

Recurrence

risk

Need for
completion

surgery

Higher risk (both
sides exposed)

More

Very low

Not needed

O " dE76%

Lower risk (one side
only)

Less

Possible (remaining
lobe may develop

disease)

May be needed if
malignancy confirmi

© How to Say in Viva (1-2 lines)

& "Thyroidectomy involves removal of the entire gland

and is preferred for bilateral disease and malignancy,

whereas hemithyroidectomy involves removal of one lobe

and is mainly done for solitary nodules or diagnostic

purposes, with fewer complications and preservation of

thyroid function.”

If you want, | can next give you:

& Complications compar ., | (asked very frequently in

o_or\l-\

+ Ask anything

@

ChatGPT ran make mietakee Cherk imnartant infn Qee Cnnkie Prafaranraa




OPERATIVE PR_Q_(;EI_)_}_J_I_{E ?.:S.I.J .I.{ .C.;-I.Z-I_{X ............... Comp!
"""""""""""""""""""""""""""" [mmed
\t. Thyroidectomy: ® = I:el
Refer chapter—Thyroid : Inp‘
\%) « Mastectomy: j i A;]
Refer chapter—Breast Interm
e Parotidectomy: _  Se
Refer chapter—Salivary Gl d Swelling e
e Hernia: — Su
Refer chapter—Hernia - TIr

e Varicose vein operation: Late:
Refer chapter—Varicose Vein - Lz
e Hydrocele operation: = 13
—  Lord’s plication: = T
Indication: Done for small hydrocele. - -Circle
The sac is opened and the cut edge of the sac is plicated to tunica albuginea (reflected portion of processis Indic:
vaginalis). As a result, the sac gets crumpled up near the testes (so testicular secretion gets absorbed by tr¢ LS
subcutaneous lymphatics and venous system). S E
—  Jaboulay's eversion procedure: = €
Indication: Done for slightly larger hydrocele. B,
Here, instead of placating the tunica vaginalis, it is everted and sutured onto itself behind the testis. =
—  Excision and eversion: - S
Indication: Done for very large hydrocele. w Posit
Here, part of the sac is removed. \,)K*’ ; e
Complications: oj‘r‘ 0 Proc
— Hematoma ~J‘f - :
— Infection 2 =
— Injury to testes b\& e
— Recurrence = I
— Torsion of testes. ) el =
e Tracheostomy: Types B S“"'
Making an opening in the anterior wall of the trachea and converting it, e Emergency tracheosh?“\‘ oy }
into a stoma on the skin surface. UMA U,V' e Elective tracheostof?W - o
Indication: e (U o e Permanent tmchle‘:::?on' * Vas
— Respiratory obstruction .()NVJN)) q..\” w 2 Pe'rc_utaneous dilatd Per
: ; - e Mini-tracheostomy A;

— Retained secretion ' ‘M‘M‘ o\ . w

— Respiratory insufficiency. t y m ;{: :::)‘35' g
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Steps
Position: Patient lies in Supine
Anesthesia_: Lo§al anesthesiar (I )/ genera] "‘ Pi”o\}' undershoulge,  Rare 9
B ertical incisio, e i miéramsthosm ((;AJ/with(mtan stk

OR Ine, extending from the cricgizi ::;*1:1 b

A transverse incision, 5cm long, 2 r'inger bee Just aboye
— Tissue dissected in the midline adth above the sternal notch (
= Strap muscles are Separated in th
— Thyroid isthmus is displaced upy
— A few drops of 4% j Nocaine are injected i
— The trachea is fixed frith a hook angegptiigc]lt(:vtiltf;r\a'Z?teiiatlo‘SLlPPress e s e

e e i e S INCision in the region of the 3rd and 4th OR 3rd

: > verted in rcular op‘gning (Never divide the 15t tracheal ring because it
can cause perichondritis of the cricoiq cartilage).

— Tracheostomy tube of appropriate size is inserted.
— The skin incision should not be sutured or packed tightly as it may lead to the development of subcutaneous

emphysema. Vo ot

Position With

the sterna] notch

msmctlmlly better scar), -5 Tz,

€ midline ang retr.

acted latera]]y
vard. w

Complications: A\ e |
Immediate: PR A== CmC A : ‘

~ Hemorrhage Sactun, A brebersiy W‘
- Apnea : ke s

= Injury to recurrent laryngeal nerve

- Aspiration of blood. o) o o by .
Intermediate: \
- Secondary bleeding “

- Displacement of tube |
= Subcutaneous emphysema |
~ Tracheitis, tracheobronchitis. |
Late: . %
= Laryngeal stenosis Vo
= Tracheal stenosis i, \§
~ Tracheoesophageal fistula
= Keloid scar.
Circumcision o
Indications \y |
Religious e
Phjngqlosis and paraphm}osds \
= Carcinoma penis stage
i Balamhs r sexua]
= Unable to retract prepl;“;fz ght frenulum
=~ Splitting of an abnorma™.
' d.
e sul 1: ,Se : eferred/ /clock positions and pulled forwar "
Anesthesig: P A/GA (LA iSPT 1d at30clock an% ngtlc:ge gistal B pipihe oD
g 1epres ¢ htehe 12 plelork P; i arallel to the coronal sulcus.
& temostats ﬂ?ef is made 5 ded to eithei;l i f 8" ligature
itudinal inciSIo7, i exten : : ey .
A longitudinal inc! cision 15 & o5 are TemOve d therefore should be ligated with a “Figur
T At the corona, the u;aneous t’lSS‘»V s OSSlble;n :
N me Skin and Subcu lar arter‘ ouS mem rane.
= Bleeding from the T e::; o the 1HC
. tu
= The skin is then su
Camilingsz

T 19

&
fel\
intercourse |

o), without adrenaline to the root of penis).
(]

)rloc:aif‘e e
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® Sistrunk Operation
(For thyroglossal duct cyst)

Thyroglossal Duct Cysts

e

« Definition

Standard surgical procedure for removal of

thyroglossal duct cyst along with tract and
central portion of hyoid bone to prevent

recurrence.

# Indications

e Thyroglossal duct cyst (most common)

e Recurrent infection of cyst/sinus

e Thyroglossal fistula

e Suspicion of malignancy (rare -
papillary carcinoma)

s« Contraindicatio. v

+ Message Surgery practic... & 0
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% Contraindications

e Acute infection (operate after antibiotics)

e Only functioning thyroid tissue present in
cyst (rare but important - confirm normal
thyroid with USG/scan)

e Unfit for surgery

4" Preoperative Preparation

e USG neck - confirm normal thyroid gland
e Thyroid function tests
e Treat infection if present

%" Steps of Procedure

1. Incision
e Transverse incision at cyst level
(skin crease)
2. Flap elevation
e Raise subplatysmal flaps
3. Identify cyst
e Dissect cyst carefully
4. Trace the tract
¢ Follow tract upw... ds

-+ Message Surgery practic... & o
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2. Flap elevation
¢ Raise subplatysmal flaps
3. Identify cyst
e Dissect cyst carefully
4. Trace the tract
e Follow tract upwards
5. Remove central part of hyoid bone
e Key step W (prevents recurrence)
6. Continue tract excision
¢ Up to foramen cecum (base of tongue)
7. Ligate and excise tract
8. Closure
e |ayered closure + drain

%" Complications

e Recurrence (if tract incompletely removed)
e |nfection
e Hematoma
e |njury to nearby structures
e Scar formation
e Rare: hypothyroidism (if ectopic
thyroid removed)

J
#" Vliva Pearls W

+ Message Surgery practic... & o
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® Ramstedt's Operation
(Pyloromyotomy)
(For hypertrophic pyloric stenosis)

Pyloric Stenosis Pyloromyot

« Definition
Surgical longitudinal splitting of hypertrophied
pyloric muscle without cutting mucosa.

" Indications

e |nfantile hypertrophic pyloric stenosis
(features: projectile non-bilious vomiting,
palpable “olive")

" Contraindications

e Absolute: none (life-saving surgery)
e Relative: N2

~

+ Message Surgery practic... & o
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Contraindications

Absolute: none (life-saving surgery)
Relative:

e Severe dehydration

e Electrolyte imbalance (must correct first)

Preoperative Preparation

Correct dehydration

Correct hypochloremic hypokalemic
metabolic alkalosis

NG tube aspiration

Steps of Procedure

Incision

¢ Right upper quadrant (or
laparoscopic ports)

Identify pylorus

e Enlarged “olive-shaped” mass

Stabilize pylorus

Longitudinal incision

e On serosa and miiscle

Split muscle fiber. v

=+ Message Surgery practic... & 0
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5. Split muscle fibers
e Use blunt dissection until mucosa
bulges out
6. Ensure adequate myotomy
e From gastric antrum - duodenum
7. Check mucosa
e Ensure no perforation
8. Closure
¢ No suturing of muscle

" Complications

e Mucosal perforation

¢ |Incomplete myotomy = persistent vomiting
e |nfection

e Bleeding

e Wound complications

«" Viva Pearls W

e Vomiting is non-bilious
e FElectrolyte imbalance is classic
e Surgery is curative

e "Olive mass" in epigastrium
%

-+ Message Surgery practic... & o



—  Apnea

| ln]ul.-y tp recurrent laryn geal i iy “

— Aspiration of blood. 5€al nerye |

Intermediate: Suetum, iy | ;
Q\U'S(M.Uj ‘N!'\_( [

_ Secondary bleeding Vegelal X500
_ Displacement of tube :
— Subcutaneous emphysem,
Tracheitis, tracheobr'onchi(tiq
Late: %
_ Laryngeal stenosis
Tracheal stenosis
_ Tracheoesophageal fistula
_ Keloid scar. ‘
, Circumcision |
Indications |
— Religious ¥
— Phimosis and paraphimosis ‘\‘
— Carcinoma penis stage |
— Balanitis
; Isjnléilgi tOOIf'e;;aaClt) pre.puce qur sexual intercourse
5P g ¢ normally tight frenulum '
Position: Supine ) \i‘
Anesthesia: LA/SA/GA (LA i ‘red: : '
- (LA is preferred; Xylocaine 1 or 2% without adrenaline to the root of penis).
. X[E}; ; l;ﬁg\hciztlaitri itshig ff:?;l;s elsa Tf}li a;tz 3 9’clock and 9 o’clock positions and pulled forward.
Skl o’clock position at the distal end on the prepuce up to the corona.
_ At the corona, the incision is extended to either side, parallel to the coronal sulcus
_  The skin and subcutaneous tissues are removed. ‘
Bleeding from the frenular artery is possible and therefore should be ligated with a “Figure of 8" ligature.

_ The skin is then sutured to the mucous membrane.
Complications
— Bleeding

- Infection
— Injury to the urethra and stricture.

* Vasectomy: :
Permanent sterilization of males by removing a part

Anesthesia: Local anesthesia (LA).

<ok Q‘ﬁ Al Jy\b\,v) ‘\‘

of both the ductus deferens.
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Surgery

Procedyre:

Scrotum is cleaned before the operation.

Anesthesia is administered.

nsvers sS10n . iC 1 Ild ddlC thlrd Of ”‘\(‘ r‘nodi
ransve > s £

P rh the incision. §
z *d and drawn out through t Ty
}/I]S - ha()(]aizccl:m ed at 2 sites and cut. The ends are turned backward and ligz
he vas 3 p site

Repeat on the other side.
Postoperative counseling:

No bath for one day

Scrotal support for 2 weeks
No heavy work for 3 weeks

Psychological support

Analgesics and antibiotics
= Report if any complication

Adyvise alternate contraceptives (because it take

Complications;

Pain
Infection
Hematoma

Spontaneous recanalization
Autoimmune fesponse to sperms

Sperm granuloma.

No scalpel vasectomy
Here, the ad Vantages inc]
Cholecystectomy
Indications:

Cholelithiasis
Cholecystitis
Empyema gallbladde
Carcinoma of GB
Mucocele

A5 4 part of Wk .

ude: Less time: quick recovery; less pain; Jess postope

r (GB)

s 3040 ejaculations to be effective).

an raphu

rative discomfort, no s

Complications:

» Hemurrim,u-
Stricture t, (

. P()St(h()l(:( VStects

!

’
:
)



. 9ty complication

A dvise alternate contraceptives (because it takes 3040 e
Omplications.

Pain

= Infection

— Hematoma

Spontaneous recanalization

— Autoimmune response to sperms

~ Sperm granuloma.

No scalpel vasectony

Here, the nd\'anlagcs include: Less time;

Cholecystectomy

Indications:

— Cholelithiasis

— Cholecystitis

Empyema gallbladder (GB)

jaculations to be effoclivo),

quick recovery; less pain; legs pPostoperatiye diﬁ(‘ﬂmh,,—,

Complications:
. P()stchol('cyst(-rt.,,,“

. Hcm()rrhagr- :
® Stricture to CBD

* Injury to the liver

* Waltman Walters SYNdy.

Carcinoma of GB
Mucocele
As a part of Whipple’s surgery.

Incision:
A short right upper transverse incision is made centered over the late

ral border of the rectus musce

Steps:

— Incision

The diagnosis is confirmed

GBis appropriately exposed and packs are placed on the hepatic flexure of the colon, duodenym, and |
omentum (to ensure a clear view of the anatomy) lesge
Peritoneum is divided near the GB. Expose the Cystic artery a

— GBis dissected away from the GB bed.
Appendectomy:

Indication: Acute appendicitis
Contraindication: Appendicular abscess

Position: Sy pine
Anesthesia: General anesthesia

nd duct and ligate (Calot’s triangle),

Incision:
~ Lanz incisjon: Transverse skin Crease incision (nowadays done)

— Rutherford Mor;
g the midclavicular-midingu'mal line

1 de 2 cm below the umbilicus, centered alon
is are split in the direction of the fibers

The external oblique aponeurosis, I0 and transversis abdomin

Peritoneum is opened
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- A

Cecum is identified by the PTesence of ¢
The appendix is identified and the inﬂammat()ry
The appendix is conveniently controlled using Babcoc.
The base of the Mmesoappendix jg clampeq
The appendix is amputated

ae

Z-suture may then be Inserted into the

Closure of the INcision

Complications:
- Wound infection
- Intra-abdomina] abscess

Paralytic ileus
Fecal fistula

- Intestinal obstruction.

Lignocaine

Uses
* Loca]

anesthetic

‘ Antiarrhythmic
Dose:

* 3 Mg/kg and effect last for 90 minutes
: Li8n0Cahle + adrenaline (1:2 lakh)—7 mg/kg
" 1% Means each m] contains 10 mg of drugs
‘It

an be yseq with/without adrenaline o o
Schutaneous giddiness, headache, postural hypotens

Contraindz'cat 7 ' sent (ear lobule, tip of nose, lip,
Should not p d in places, where end arteries are pre
Penis), € used in places,

Viva

Nia colj

adhesjon g broken with fingers

» divided and Jigated

Cecum aboyt 1.25 cm from the base
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«dr'y 10 Temaoral velin (rare but serious)

Late

* Recurrence (common if tributaries missed)
* Neovascularization
* Nerve injury:
o Saphenous nerve — numbness along medial leg
* Deep vein thrombosis

* Chronic edema

¢ Key Exam Points

* “Flush ligation at SFJ" is the hallmark
* Often combined with vein stripping

* Recurrence mainly due to inadequate ligation of
tributaries

oooooooooooooooooooo
-------------------------------------------------------------------------------

O 6 @ d <
<+ Replyto ChatGPT o} o
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¢ Steps of Trendelenburg
Operation

1. Position

* Patient supine

* Limb slightly abducted and externally rotated
2. Incision

* Oblique or transverse incision in the groin, just below
the inguinal ligament

3. Identification of SFJ

* Locate the great saphenous vein where it joins the
femoral vein

4. Flush ligation

* Ligate the vein flush with femoral vein (very close to
junction)

5. Ligation of tributaries

* Important tributaries are tied:
o Superficial epigastric vein

o Superficial circumflex iliac vein

<+ Replyto ChatGPT 9 o
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Trendelenburg operation (for varicose veins) is a classic
surgical procedure aimed at controlling reflux at the

saphenofemoral junction (SFJ) of the great saphenous
vein.

¢ Definition

Ligation (tying off) of the great saphenous vein at its
junction with the femoral vein, along with ligation of its
tributaries, to prevent venous reflux.

¢ Indications

* Primary varicose veins with SFJ incompetence
* Dilated, tortuous great saphenous vein
* Symptomatic patients:
o Pain
o Edema
o Heaviness
* Complications of varic \I/ 1s:

o Ulcer

<4 Replyto ChatGPT o} o
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Share a link to chat?
This creates a copy that others can €<
chat with

S—rahars st Qeuanencs snanes ¥ meses

6. Division of vein

* Great saphenous vein is divided

7. Additional procedures (often combined)

* Stripping of vein

* Phlebectomy (removal of varicosities)
8. Closure

* Hemostasis and wound closure

¢ Complications
Early

* Hemorrhage
* Hematoma
* Wound infection

* Injury to femoral vein ( \l, serious)

Late

<4  Replyto ChatGPT \)
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Share a link to chat?
This creates a copy that others can <<
chat with

o Ulcer
o Bleeding
o Thrombophlebitis

* Cosmetic concern (selected cases)

¢ Contraindications

* Deep vein thrombosis (DVT)

» Severe peripheral arterial disease
* Pregnancy (relative)

* Patients unfit for surgery

* Secondary varicose veins (due to deep venous
obstruction)

¢ Steps of Trendelenburg
Operation

1. Position \l’

s Pad

4 Replyto ChatGPT \) 0
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¢ Disadvantages

* Postoperative pain

* Longer recovery

¢ Key Viva Points %

* Common sites: 3,7, 11 o'clock
* Preserve skin bridges
* Pain is most common complication

* Milligan-Morgan = open, Ferguson = closed

If you want, | can also give youa - comparison of

oooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooo

------------------------

\l, Hemorroidopexy

<+ Replyto ChatGPT 9 o
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Share a link to chat?
This creates a copy that others can €<
chat with

¢ Indications

* Grade Il hemorrhoids (with significant symptoms)
* Grade lll hemorrhoids ¥ (best indication)

* Selected Grade IV (without fibrosis)

¢ Contraindications

* Thrombosed hemorrhoids

* External hemorrhoids (predominant)
* Fibrosed, non-reducible piles

* Anal stenosis

* Inflammatory bowel disease

¢ Steps of Procedure

1. Position

N2

o Lithotomy

2. Insertion of anal dilator

+ Reply to ChatGPT Q, o
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¢ Hemorrhoidectomy

® Definition

Hemorrhoidectomy is the surgical removal of

hemorrhoids (piles)—dilated venous cushions in the anal
canal.

¢ Indications

* Grade Ill hemorrhoids (prolapse requiring manual
reduction)

* Grade IV hemorrhoids (irreducible prolapse)
* Recurrent bleeding

* Failure of conservative/office procedures (e.g.,
banding)

* Complications:
o Thrombosis
o Ulceration

o Strangulation

N2

¢ Types of Hemorrhoidectomy

<+ Replyto ChatGPT 9 o
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¢ Complications
¢ Early

* Pain (most common)
* Bleeding
* Urinary retention

¢ |nfection
# Late

* Anal stenosis (if excessive tissue removed)
* Incontinence (rare, due to sphincter injury)
* Recurrence

* Delayed hemorrhage

¢ Advantages

* Definitive treatment

* Low recurrence rate \l/

4  Replyto ChatGPT \) o
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®* NOt suitable 1or large external piles

¢ Complications
Early

* Bleeding
* Urinary retention

* Pain (less than hemorrhoidectomy)
Late

* Recurrence
* Staple line complications
* Rare but serious:

o Rectal perforation

o Pelvic sepsis

¢ Key Differences © m
Hemorrhoidectom J

r:f?\:\‘ —_— » a_n —_— M - Y,
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Hemorroidopexy
¢ Hemorrhoidopexy (Stapled
Hemorrhoidopexy / Longo Procedure)

¢ Definition
Hemorrhoidopexy is a surgical procedure in which
prolapsed hemorrhoidal tissue is repositioned (lifted

back) into the anal canal and fixed, rather than removed.

& It is commonly done using a circular stapling device,
hence also called stapled hemorrhoidopexy.

¢ Principle

* Removes a ring of rectal mucosa above hemorrhoids
* Pulls hemorrhoids upward to their normal position

* Cuts off part of their blood supply — shrinkage

¢ Indications

<+ Replyto ChatGPT \) o
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1. Position
o Lithotomy or prone jackknife
2. Anesthesia
o Spinal or general
3. Dilatation of anal canal
4. Identification of hemorrhoids
o Usually at 3, 7, and 11 o'clock positions
5. Grasping the pile
o Using artery forceps
6. Dissection
o From surrounding tissue (submucosal plane)
7. Ligation of pedicle
o Base is tied securely
8. Excision
o Hemorrhoid is cut
9. Skin bridges preserved
o Prevents anal stenosis

10. Wound left open

r\ ne

<+ Replyto ChatGPT 9 o
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¢ Types of Hemorrhoidectomy
1. Open Hemorrhoidectomy (Milligan—-Morgan) %

* Most commonly performed

* Wounds left open to heal by secondary intention
2. Closed Hemorrhoidectomy (Ferguson)
* Wounds are sutured closed
3. Stapled Hemorrhoidopexy (Longo procedure)

* Uses a stapling device

* Reduces prolapse rather than excising piles

¢ Steps (Milligan—-Morgan Method)

1. Position

o Lithotomy or prone jackknife
2. Anesthesia

o Spinal or general \l’

3. Dilatation of anal canal

4  Replyto ChatGPT \) 0
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¢ Steps of Procedure

1. Position

o Lithotomy
2. Insertion of anal dilator
3. Purse-string suture

o Placed in rectal mucosa above hemorrhoids (2-4
cm above dentate line)

4. Stapler insertion
o Circular stapler introduced
5. Firing the stapler

o Removes a ring of mucosa and staples edges
together

6. Repositioning

o Hemorrhoids pulled upward and fixed

¢ Advantages %
J

* Less postoperative pain, .ie above dentate line —
less sensitive area)

<+ Replyto ChatGPT 9 o
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¢ Advantages %

* Less postoperative pain (done above dentate line —
less sensitive area)

* Faster recovery

* Shorter hospital stay

¢ Disadvantages

* Expensive (stapler cost)

* Higher recurrence compared to hemorrhoidectomy

* Not suitable for large external piles

¢ Complications
Early

* Bleeding
* Urinary retention \l/

* Pain (less than hemorrhoiuectomy)

<+ Replyto ChatGPT 9 o
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Hernic

tomy, he “and herni

F ) , >m|()rrh.\ loplasty are the three

€Yy" operations for i ,Phy and h(.-rn”’f""“ly AL
gold standard or inguinal hernia, Mesh herni y is the
sz sneale for inguinal hernias e

HERNIOPLASTY

1
here are two types of hernioplasties.

A. LlCht‘enstein repair: The posterior wall (Lichtenstein
repair) (Fig. 52.24, Key Boxes 52.5 and 52.6) of
inguinal canal is strengthened by a prolene mesh
or Marlex mesh. The fibroblasts and capillaries
grow over the mesh, converting it into a thick
fibrous sheath and strengthening the posterior wall
The mesh s fixed inferiorly to lacunar and inguinal

: 4 Young @ : :
Tnia, etc. b efstricture urethra. They should undergo proper higaments, medmlly to oYerlap rectus sjneaﬂ\ and »
as complete blood et for the stricture. Now it is rare to find a ﬁxedtofasaaoverﬂf\iepublctilone.Afewmatﬁrrglptgd j;
mation are b+ :th hernia having a stricture urethra. sutures are put to fix it to the fransvers s fascia. !
sctroca r; irtndfmhe ] Pt Vi g Laterally, an artificial deep ring 1s created by
) Sl f\ - crossing of both upper and lower leaves gf the
Cd be nocci (FIQWChO” 02 mesh. To attain this, slit is given on one side of
its are evaluated i ’ 2 mesh. (Lacunar ligament is that portion of the
e urethre. e i e f inguinal ligament —vhich extends backwards and1
7 h? general princup_les of mgnagem:aon;c?\ apwardsto the pectin ea} Jine and forms the media
hernias and the basic operative app . margin of the fem Sl
L Heniotomy: Excision of hernial sac. No repair is
 Tequired. It is done only in children.
'Hemioplaw Strengthening of posterior wall—
 mostly by prolene mesh is the most popular sur gearrye
G?lled Lichtenstein repair. Details of herruoplas’tyO s z ,
1’ given below. It can be done by open ©F laparoscop %
=
: )
U Pouchart 52, Wm showing fype of hemia surgeries o
52.20 : g ; =
. Fig- ‘ e ()
i 2
varix ‘ : ries =
o
=
(V)
Q
O
L]

ost popular type of open

Secton !

ig. 52.24: Licht
hemia repalr



- e in the host fol|q.
action takes place 'OWed

formation. ; A
nflammation and foreig, bog
and mesh mrrg(“on ﬂ

Enzymatic rée
fibrous tissue b
s: Chronic 1D ’
iffness and flbrOSIS‘, a
ually do not occur.

d in presence of infection

@*m Key Box 52.5 .

Lichtenstein Repair* Advantage
reaction, st
uncommon—Uus
They can be usé i
They are Very expensive:

I’r){\pmp\ lene mesh is used (Fig. 52.24). A [
8 x 16 cm mesh is tailored to patient’s rcqu'romon‘.
Preparation of mesh: Corners can be cut so as !()‘ gl\;(f
a round shape. A slit is given on the Iat¢ral ho]r( er (jr
the mesh at the junction of lower one-third anc UPPh
two-thirds, to allow spermatic cord to pass through. f
: i rlapped. Other Surgeries
The two tails (slit-ends) are overlapp ' | bk :
ing: i mesh overlaps the publ : dice repair 3 :
s T issue of symphysis 1+ Bhei lar tensionless method whergs
tubercle and is sutured over the tissue of sy i e It is the most popu ,
(avoid pubic bone to prevent osteitis pubis). Latera ()jl only local tissues are used.
the two tails are placed beyond deep ring and sutured. ing the inguinal canal, herniOtomy
Inferiorly, it is sutured to inguinal and lacunar liga- o After opening .
ments and superiorly to conjoined tendon. ; s lis fascia, which forms the posterig
SDr Irving Lichtenstein—Linchtenstein repair: The tension-free repair e Transversalis Z int 1 ring tl] ¥
e wall is incised from the interna g Pubi
2 :

or Inguinal Hernia

7989. Los-Angles
tubercles. : _
e Then, upper and lower flaps of transversalis fageis
/!

O Boli i -breasting mannerb
are sutured in a double-breasting y
Advantages of Polypropylene Mesh nonabsorbable sutures such as 34 gauge stainled
3 I’;ilfc"]otri;jt';)lsérennogrtn};bsorbable steel wire, p(fﬂsy }?milit? a poly‘propyler\e. Thag
4 i ouldice repair.
o Monofilament strong, elastic and transparent mesh first layerZ . e I;assini's wherei i
o Ideal porosity for high visibility and colonisation U ?I"I_w second layer i o ;v = ‘:.
o Strong mechanical reinforcement joined tendon is sutured to the inguina igamen
o Encourages rapid ingrowth of connective tissue by using nonab.sorbable sutures. :
o Cheaper * The third layer is completed by suturing upperf ap
o Flexible for any anatomic placement qf external oblique aponeurosis to the ing |
Advantages of Light Weight and Large Pores Mesh ligament. ) :
* The results have been good in Shouldice’s hand .

O Less shrinkage of mesh, more flexible, better tissue ; 3
integration, better comfort. The operation needs expertise.

Charadtoisics Sl i tms i 24 Nyh}xs repair: Ideally indicated in bilateral diree
¢ Biocompatibility meansit shouldmot i hermg or recurrent' hernia, wherein a broad mesh
; Al ) any, kept in the preperitoneal space. It requires a sin
arm, should be chemically and physically inert. large incision covering both groins. However
* Risk of infection should not be there. surgery now can be done by laparoscopicallly
: ;—Iandlm'g SJhOUId be good. keeping a mesh in the extraperitoneal space. |
: “conomica ‘ ’ : \ 3. Dasarda technique: In this operation, a strip of
.Longevxry (also refer to biological mesh given external oblique aponeurosis is prepared isolated bl
in next page). ; . still connected medially and laterally to the externak
B. Prolene (polypropylene) nylon darning: Suturing oblique muscle, and sutured to conj / d tendon
the conjoined tendon to the inguinal ligament without inguinal ligament below. More d)otlr}le ree ek
tension in a criss-cross manner by using prolene operative surgery section on' age 129elm S
suture material (handmade mesh). This is preferred 4 What is hernia s £ ,p 8 ; k.
indirectand indirect hernias described by Maloney. used—one to placey;e::}l)n t.o ?ratnvzo-layle?r(;:sgf(swli ’
: versalis k-
finger in the deep ring, blind and blunt dissection’
done to develop a deep plane) and the other in from
of the transversalis fascia. i
5. What is mesh plug repairs? These are simple P
of mesh inserted into the deep ring. It is a sim|
procedure but mesh migration and seroma wi
mesh called Meshoma are common.

Biological Mesh
These are sterilised sheets of connective tissue derived from
human or animal dermis or porcine intestinal submucosa:
* They are decellularised
. L.ike the mesh, they provide scaffold for connective
tissue to grow and collagen deposition.

as - Gastrointesting| Surgery
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Fig. 52.25: Kuniz operation

Rare/uncommon surgeries
.tz operation (Fig- 52.25): In this operation, the

" permatic cord is divided at the deep ring and it is
}en\rw\ved along with the testis, so that the deep ring
canbe permanently closed, and hernia never recurs.
Itis indicated in elderly patients with recurrent hernia
and poor abdominal .m.uscle tone. Hamilton Bailey’s
operation———cord ;s divided but testis is retained.

2, Stoppa repair:' The Stoppa repair is a tension-free
type of hernia repair. It is performed by wrapping
the lower part of the parietal peritoneum with

prosthetic mesh and placingitata preperitoneal level

over Fruchaud’s myopectineal orifice. This operation

s also known as giant prosthetic reinforcement of

the visceral sac (GPRVS).

IPmrls of Wisdom

“Hernia is a complex disease with many complications and
surgeries and every effort should be made to understand and
treat it in as simple effective way as possible”.

_ prof Amit Jain

COMPLICATIONS OF HERNIA SURGERY

{}}\\: e agRpon complications after surgery. Often
5 zhzre mlld‘and‘ not so worrisome. Hovs{ever, some
i ,COmPhCatlons can be serious which requiré
‘:Ugedlatfz atrenticm and treatment.
omplications during surgery
. :)ury to the iliac vessels: The most serious but
h':e com.plicaﬁon is injury to iliac vesgels. It can
_mPQen o thin patients when suturing of tr\e
Sig: mTa;: ligament is done from lateral to m.edlal
thﬁt‘th B et of fresh red blood indicates
is ette bite has been taken through the artery. It
i“dsioe; to call the vascular surgeor exter}d e
o doarl haV.e a proximal control, suture c.irrectly
Ave toeizchon, and end to end anastomosis: They
Weight he afmcoagulated with low molecular
parin followed by oral anticoagulants:

i
ll wa
Sfirst
escribed j
fibed in 1975 by Rene Stoppa-

= h‘i‘“\/ to 3 :
when ‘m‘“:t::\\”lll:;‘,“(yl l‘wl,-uldt-r: I'his can happen
h(,‘rm“l" perineal \\t‘ru]‘ i (“_W ”.‘ few giant or scrotal
vious surgery, S A _‘1‘“'*"”“”\ due to pre-
T gery. Sudden finding of clear flui .
urinary smell me LG O Cieat uid with
TR eans bladder injury, Immediate
repair with 2-0 vicryl followed b e < -Q 5
placement for 3 weeks is the t yurmary ol
2. Early postoperativ K eHE
e Pain: Painis “ e period
i dz(:r)(T-in(:fn (‘Jue to the incision in the skin
inguinal Hga%;nen»kg(r‘:trachon of shfuctr)rfzs such as
Wi e c;nrt\)v:/grfis and conjoint tendon
thetic infiltration, e.g. b ; _Lcregsed 2 })()cal e
g , €.8. UPlvaca.me. 0.25 /o——.—20 ml.
Surgerieg.lner 'ect haernostasxs is the aim of all
= .In spite of this, a few bleeders may open
p, mostly venous blood—may be pampiniform
pl.exus veins or arterial blood from inferior epigas-
tric artery. The bleeding may stop with compression
bandage. Otherwise, exploration and ligation of
bleeders needs to be done in the operation theatre.
e Urinary retention is common, more so in males:
Pain, spinal or epidural anaesthesia, sedafives, lack
of privacy are contributing factors. Provide analgesia,
rivacy and hot fomentation to suprapubic region.
1f all of these fail, catheterise bladder as a last step-
o Abdominal distension: This is not common. It can
happen when large intestinal contents of the hernia
sac are reduced or handled as in scrotal hernias Or
sliding hernias. It is also important to realise that
omentum is attached to stomach and colon above.
One should see that bleeders from injured arteries
of the omentum are ligated properly. Some
intraperitoneal blood may add to paralytic ileus.
8; Intermediate—between 3 and 7 days
o Seroma is due to inflammatory response to mesh
or suture materials. It causes swelling and anxiety
that it may be a recurrence. When in doubt, getan
ultrasound examination first. Seroma needs to be
aspirated. Seroma is more comMmon after laparo-
scopic hernia repairs.
o Surgical site infection: Hernia is a clean surgery.
Infection should not occur. However, poor handl-
_ing of the tissues, haematoma, seroma and diabetes
may precipitate wound infection. Patients with
skin disease Or €O orbid factors are given injection
cefazolin1-2g intravenously 30 minutes before the
incision or clindamyein, if patient is allergic to
cefazolin. If infection is suspected, open the sutures,
drain the pus and use appropriate antibiotics.
Persistent wound infection may prompt removal
of the mesh. A few cases of tuberculosis have been
reported. This is due to improper sterilisation of
the mesh used.

- ;L—-rfihﬂ‘ SUVSZN
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. Late: Late complications are not all that commo

complication which bothers a few pa'ticnts is Ch(;,f/)n(l)cf
pain called inguinodynia. It is seen in ab(?ut' 10% 5
post-hernioplasty pain. Itis defined as persisting pai
more than 3 months after surgery.

* Inguinodynia: The chief factor is injury to ths
following nerves: Iliohypogastric, 1110mgu}11a1 an
genital branch of genitofemoral nerve. Injury can
be in the form of entrapment of the nerves, traction
injury, cauterisation, transection, gtc. These are
more common after mesh repair because Qf
entrapment of the nerves or perineural fibrosis
and adhesions between mesh and the nerves.
Clinical features include dull aching or dragging
pain in the groin, genitalia, suprapubic rf:gion.
Some may complain of diminished sensation or
even hyperaesthesia. Treatment usually includes
reassurance, simple analgesics, nerve blocks with
anaesthetic agents and injection of steroids.
Neurolysis by inguinal exploration or neurectomy
may be required in appropriate cases.

Ischaemic orchitis and testicular atrophy

* It occurs due to thrombosis of veins of
pampiniform plexus within spermatic cord. It is
more common in direct hernias where handling
of the spermatic cord while separating it from the
long-standing sac may result in thrombosis.

It can also be due to injury to testicular artery.

Venous congestion results in ischaemic orchitis
causing pain in the testis.

¢ Itis treated with anti-inflammatory drugs.

Ischaemic orchitis is more common after recurrent
hernia surgeries.

COMPLICATIONS OF HERNIA

(e Competency :
ons of abdominal hernias.

SU28.1.5: Describe complicati

1. Irreducibility (Key Box 52.7)

It occurs due to adhesiong formed between omentum

e educibility produces dul] aching

®@m Key Box 527

£ G raer i
nual of Surgery o el

e ——————
————

2 Obstructed Hernia (Key BOx

[rreducible hernia + obstruction
gives rise to obstructe.d hem?a.
severe colicky abdominal pain,
vomiting and step ladder perist

Treatment
Urgent division of the neck «
hernioplasty.

@—m Key Box 52.8

Factors Responsible for (

o Narrow neck

o Irreducibility

o Sudden straining

o Too many contents

o Long duration of hernia
o Sliding hernia

Fig.

3. Strangulated Hernia

Irreducibility + obstruction
supply to intestine.

Pathology

* Strangulation commonly ¢

obturator hernia and in ind

* Initially the venous return
congested, and mucosal ulc
occurs into the gut wall. Ita
to capillary exudation.

* If the obstruction is not rel
artery takes place resulting
this happens, there is a prc

* Gangrene appears at the rin
it develops in the antimeses
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% Lichtenstein Tension-Free Hernioplasty
— Detailed Textbook Steps

Based on Bailey & Love's Short Practice of Surgery
(exam-oriented, stepwise)

‘X’ PREOPERATIVE PREPARATION

« Informed consent (mesh, recurrence, chronic pain
OIS

« Shaving and antiseptic preparation

« Prophylactic antibiotics (single dose)

» Anesthesia: spinal / general / local (Lichtenstein
can be done under local)

'\, OPERATIVE STEPS

1. Skin Incision

e 6-8 cm oblique incision
e 2 cm above and paral’ 17 inguinal ligament

e Fxtends from pubic tubercle — laterallv

+ Ask anything 9 o
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» Anesthesia: spinal / general / local (Lichtenstein
can be done under local)

'\ OPERATIVE STEPS

1. Skin Incision

« 6-8 cm oblique incision
» 2 cm above and parallel to inguinal ligament
» Extends from pubic tubercle - laterally

2. Superficial Dissection

* Incise:

e Skin

« Superficial fascia (Camper’s + Scarpa’s)
« Achieve hemostasis
» Expose external oblique aponeurosis

3. Opening Inguinal Canal

« Incise external oblique aponeurosis in line of fibers
» Open superficial inguinal ring
» Retract edges - expose inguinal canal contents

4. Identification & Mc \ ization of Spermatic

oo
+ Ask anything \) o
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4. Identification & Mobilization of Spermatic
Cord

 Identify spermatic cord
» Loop with finger / tape
» Mobilize and lift out of canal

A\ Preserve:

* llioinguinal nerve
« lliohypogastric nerve

5. Identification of Hernial Sac

+ Indirect Hernia

« Sac lies anteromedial to cord
» Dissect sac up to deep ring

« Open sac - check contents
» Reduce contents

» High ligation of sac at neck

» Excise distal sac

+ Direct Hernia

» Bulge in posterior wall (Hesselbach's triangle)
« Sac inverted/plicated (no excision usually)

N2

6. Dranaratinn nf Dactarinr \Alall

+ Ask anything 9 o

NhatMPNT Anm manlra maintalian Nhaals imamAartant imfa Can NAaalria NDeAafAaranmana
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» Bulge in posterior wall (Hesselbach's triangle)
« Sac inverted/plicated (no excision usually)

6. Preparation of Posterior Wall

» Clear transversalis fascia
 Identify landmarks:

» Pubic tubercle

 Inguinal ligament

» Conjoint tendon
» Ensure adequate space for mesh

7. Mesh Preparation

« Use polypropylene mesh (~7.5 x 15 cm)
 Tailored to fit inguinal floor
 Create lateral slit (keyhole) - forms two tails

8. Placement of Mesh

» Place mesh over posterior wall

« Medial end overlaps pubic tubercle (important to
prevent recurrence)

» Lateral end extends beyond deep ring

9. Fixation of Mesh (. ' JCIAL STEP)

+ Ask anything 9 o

Al cadt AT mmim smmalra mmiataliaa Al asl: fmamavtamt mfa Omna Aaalia Peafavamana
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» Lateral end extends beyond deep ring

9. Fixation of Mesh (CRUCIAL STEP)

+ Inferior border

» Sutured to inguinal ligament
(continuous/interrupted)

+ Maedial fixation

 To pubic tubercle fascia (secure anchor point)

« Superior border

« Sutured to conjoint tendon

+ Around cord

» Two tails passed around cord at deep ring
» Crossed and sutured — recreate deep ring

& Ensure;

» Mesh is flat, tension-free
* Not too tight - avoid cord compression

10. Repositioning

» Place spermatic cord over mesh

11. Closure 4

+ Ask anything 9 o

Al cadt AT mmim smmalra mmiataliana Al aal: flmamavtamt mfa Omna Aaalidia Peafavamana
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11. Closure

» Close external oblique aponeurosis
e Subcutaneous tissue closure
 Skin closure (sutures/staples)

© PRINCIPLES (Exam Core)

» Tension-free repair
» Mesh reinforces posterior wall
» Fibrosis — permanent strength

A\ IMPORTANT STRUCTURES TO
PROTECT

+ llioinguinal nerve

« lliohypogastric nerve

» Genital branch of genitofemoral nerve
« Spermatic cord structures

! COMPLICATIONS (Exam
Favourite)

» Hematoma / seroma

« Wound infection

 Chronic groin pain (nerve injury)

» Recurrence (if mesh n v xed properly)

+ Ask anything 9 o
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Based on Bailey & Love's Short Practice of Surgery

» Definition

& Shouldice repair is a multilayer anatomical (non-
mesh) repair of inguinal hernia in which the posterior
wall is reconstructed by double-breasting (imbrication)
of the transversalis fascia and muscle layers.

@ Principle
& Reinforce posterior wall using patient’s own tissues

& Done in 4 continuous suture layers (very important
exam point)

‘X Steps (Detailed, Exam-Oriented)

1. Incision & Exposure

» Standard inguinal incision
e Open inguinal canal
* Mobilize spermatic cord

2. Deal with Hernial Sac

» Indirect - sac ligated ® excised
» Direct - sac reduced

+ Ask anything \) o
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3. Incision of Transversalis Fascia

« Posterior wall (transversalis fascia) is incised
longitudinally
» Creates upper and lower flaps

4. Reconstruction — 4 Layer Repair (CORE
STEP)

+ Layer 1

» Lower flap sutured to undersurface of upper flap
& Starts from pubic tubercle - deep ring

+ Layer 2

» Upper flap sutured to inguinal ligament
& Creates double-breasting (overlap)

+ Layer 3

» Conjoint tendon sutured to inguinal ligament

+ Layer 4

» Reinforcement layer (|, 'tional continuous

citiirinn)

+ Ask anything 9 o

AhatPAOT Aanm manlra maintalinn Alhaal: imamartamt imfa Oan NAanlia ReafarAamana
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5. Reposition Cord

» Cord placed back in canal

6. Closure

» External oblique aponeurosis closed
o Skin closure

@ Key Concept (VERY IMPORTANT)

& Double-breasting = overlapping layers to strengthen
wall
& No mesh -. tension repair

]l Comparison with Lichtenstein

Feature Shouldice Lichtenstein
Type Tissue repair Mesh repair
Tension Present Tension-free
Layers 4 |ayers Single mesh
Recurrence Low (if done well) Very low

N2
Sl(;ll PR S — L . . A _a

+ Ask anything 9 o

ChatGPT can make mistakes. Check important info. See Cookie Preferences.
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Walls of Inguinal Canal

Anterior wall:
xternal oblique aponeurosis,
einforced laterally by the origin of
nternal oblique from the inguinal ™
igament. It contain superficial
nguinal ring medially.

Q

>osterior wall:

onjoint tendon medially, fascia
ransversalis laterally. It contains
leep inguinal ring laterally.

oof or superior wall:
Arching lowest fibers of internal
blique & transversus abdominis

loor or inferior wall:
pturned lower edge of inguinal
igament and lacunar ligament
edially.




Gastrostomy
button

I+t allows feeding directly
into the stomach through
the abdominal wall
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Once ports are inserted, the hernial sac is recognized

Corona Mortis/Crown of Death/Circle of Death

e The pubic branch of the inferior epigastric artery
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* This large arterial branch is called aberrant obturator

artery can partially encircle the neck of a hernia sac
and be injured in a femoral hernia repair. It could ® Once the sac is dissected and excised. a prolene mesh
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HERNIA REPAIR: TEP (TOTALLY EXTRAPERITONEAL REPAIR) 3 Se
9 TOma fOl‘m

| | aty
Indications STt o
Recurrent hernia i

i i dva
Bilateral inguinal hernias ntages of Tep

1%

2% ;

3. Indirect/direct/femoral hernias 12 Approach ig total]

: L] €
8 Sl Smaller INCisiong "aPeritey,
Contraindications 3. No need for fix (|
. . n
5 Obstmctod/stmngulated hernias 2y Peritoneum is i L

Ntact

1
2. Ascites
2
D

. Bleeding disorders

This surgery has surpassed the TAPP procedure and
is turning out to be a promising procedure for manage-
ment of hernias.

Introduction

* Single port accesg (Sp

: lapa o OEANS
Procedure (Figs 70.55 to 70.57) in}éi;%iniosgfplc Smgle-sit: rsiiry, alsg
f o el g 0SCOD; Oy

e Subumbilical incision (10 mm) placed incision less ng%‘gnstmgery (Slig OESS),:{H":
e Extraperitoneal space is created by passing the scope surgery (SPICES) oy 1;;1@1 & Uipmernst‘_w:

between the rectus muscle and the posterior rectus transluminal endoscopic S TYORiC ngy r: hh““z

sheath medial to the muscle bundle edge. advanced minimally invas;i/regery E:Ng SQ;%

a® . . . . . i S 1 1-an

e Initial dissection is carried out using laparoscope itself m};mh }’:he Surgeon operatesl;rlmc prQ(Qdu:@;

and inflation of CO,. through a single entry poin, typigy o |
e 2 more 5 mm ports are placed in the midline 4 em o gpp s'urgical e i lotes 1

and 8 cm below the 1st port respectively. il 1 ﬁce ures are like ANy g comgc mant

g In that the patient is under O scop

o Dissectiqg is ca.rried .out medially till the pubic anaesthesia; insufflated and I < e
tubercle, iliopectinate ligament and laterally till the tion is utilised. PrOSCopic visy, C
iliac vessels and inferior epigastric vessels. Once o [n Japaroendoscopicisinglessit
~SIe surgery (LE)

adequatg space 1s dlssectgd, tbe sac is redLéced .by single small incision is used at the enry st T
pulling it down from the mggmall cax;al (;e uctlcc)ln than four to five small incisions. ! s
of sac) and a 15 x 15 cm meS-h.IS P éce arT spread. o Al surgical instruments are placed throughtise passing the -
¢ Mesh may be sutured, left as itis or fixed with tackers. incision and also the incisionsite s locafedinfe natural orifice
e Both sides can be done together through the same abdomen or umbilicus. In general, SILS e to achieve ac
ports take the same amount of time f0 do as tradited be accessible
Japaroscopic surgeries. ) Pelj"ls- Kalloc
i i ised as tobeamer comp n 2004. In In
Complications o However, SILS is recoght:  volies i from Hyder
T dure because 1t IV b 05

1. Cord/vas Injuries s iﬁtei E;t(;zi lating {nstruments through e I;‘;Sgg; \g]hq
. 5 ] re mir
7 Inadvertent opening Qf the sac/peritoneum an port. possible. T
creation of pneumoperltoneum appendicect
AdVQMQQ ~

er lip anterior # » : ® Less;
:’rscm; sheath "™ gy * No albjwa
I e ‘R do;
eduCtlo

WX i’ posterior
Lower lip (2 ¢ rectus sheath

v

anterior rectus
sheath

al repair (TEP) (Courtesy:

e 70155 fo 70. 7;;;“3’ | osurgery \nstitute: New Delhi)
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Thyroidectomy: 2 -
Ref)e’zr cl‘lapter—yleroid 1f‘)‘/uiifat"oﬂ
Mastectomy: . 4 P’spgdmw: s -
Refer chapter—Breast Iﬂteﬂgcor‘darrz‘e‘
Parotidectomy: Z 2 isplace eO
Refer chapter—Salivary Gland Swelling - gubcut?r.‘s
Hernia: - Tracheln &
Refer chapter—Hernia F
Varicose vein operation: LateLar}mgea t
Refer chapter—Varicose Vein < Tracheal o :
Hydrocele operation: = Tracheoes
— Lord’s plication: 3 Keloi(.i ?Ca
Indication: Done for small hydrocele. [ jrctt ciAt
The sac is opened and the cut edge of the sac is plicated to tunica albuginea (reflected portion of process;, n dicatioffs
vaginalis). As a result, the sac gets crumpled up near the testes (sO testicular secretion gets absorbed byt iy Religlo‘%s
subcutaneous lymphatics and venous system). . Phi 081
—  Jaboulay’s eversion procedure: 5 Cafcmo_n
Indication: Done for slightly larger hydrocele. 8. Balanitis
Here, instead of placating the tunica vaginalis, it is everted and sutured onto itself behind the testis. Uf‘able t
_  Excision and eversion: splitt'mg
Indication: Done for very large hydrocele. Position: ot
Here, part of the sac is removed. Anesthesia:
Complications: Procedure:
— Hematoma - With2
— Infection - Along
— Injury to testes ~ Atthe
— Recurrence - The sk
_  Torsion of testes. - Bleedi
Tracheostomy: Types =~ The s}
11 of the trachea and converting it * Emergency tracheostomy COmpliCat
e

Making an opening in t

¢ FElective tracheostomy
Permanent tracheostomy

he anterior wa

" Infeq

the skin surface.

into a stoma on
Indication: B o N :
Respiratory obstruction f® Percutaneous dilatation % h\}w
p. d secretion ~tracheostomy Vasectoj
— Retaine : Pe%
Anesy)

Regpiratory insufficiency-
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e 2
UY Colostomy — Detailed (Textbook Style)

Colostomy

Based on Bailey & Love’s Short Practice of Surgery and
standard MBBS surgery texts

»* Definition

& Colostomy = Surgical creation of an opening of the
colon onto the abdominal wall to divert fecal flow.

B Types of Colostomy

1. Based on duration

« Temporary (protective/diversion)
« Permanent (e.g., after abdominoperineal resection)

2. Based on anatomy

» End colostomy N

+ Ask anything 9 o

ChatGPT can make mistakes. Check important info. See Cookie Preferences.
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2. Based on anatomy

* End colostomy
« Proximal end brought out as stoma
 Distal end closed or forms mucous fistula
 Loop colostomy (most common temporary)
» Loop of colon brought out and opened
» Double-barrel colostomy
« Both proximal and distal ends exteriorized

Indications

@ Obstructive conditions

« Left-sided colorectal carcinoma
« Volvulus
e Stricture

@ Perforation / peritonitis

» Perforated colon
» Traumatic injury

@ Protective (diversion)

o After low anterior rese~*an
» To protect distal anasi...osis

+ Ask anything 9 o

ChatGPT can make mistakes. Check important info. See Cookie Preferences.
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@ Protective (diversion)

» After low anterior resection
» To protect distal anastomosis

@ Inflammatory conditions

« Complicated diverticulitis
» Severe Ulcerative colitis (selected cases)

@ Congenital

e Anorectal malformations

>( Contraindications

& No absolute contraindication in emergencies (life-
saving)

Relative

« Poor general condition (if elective)
 Unfit for anesthesia
« Severe coagulopathy (correct before surgery)

X’ Steps of Colostomy (Loop
Colostomy — Exa’ , Favourite)

+ Ask anything \) o

ChatGPT can make mistakes. Check important info. See Cookie Preferences.
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X’ Steps of Colostomy (Loop
Colostomy — Exam Favourite)

1. Site Selection (VERY IMPORTANT)

» Usually left iliac fossa (sigmoid colon)
» Preoperative marking:
« Away from bony prominences
 Visible to patient
e Through rectus muscle

2. Incision

« Circular/elliptical skin incision at marked site

3. Opening Layers
« Skin - subcutaneous tissue
» Rectus sheath opened
» Rectus muscle split
» Peritoneum opened

4. Delivery of Colon

« Identify sigmoid colon
 Deliver loop of colon through opening

N

+ Ask anything 9 o

ChatGPT can make mistakes. Check important info. See Cookie Preferences.
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5. Fixation

» Colon fixed to abdominal wall (seromuscular
sutures)

6. Opening the Colon

e Anterior wall incised
e Fecal stream diverted

7. Maturation of Stoma

» Edges of colon sutured to skin
& Creates spouted stoma

© Key Surgical Principles

Good blood supply
No tension

Proper spout formation
Secure fixation

A\ Complications (VERY

IMPORTANT)
N

EP'I"

+ Ask anything 9 o

ChatGPT can make mistakes. Check important info. See Cookie Preferences.
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« Secure fixation

A\ Complications (VERY
IMPORTANT)

Early

 Hemorrhage

» Ischemia/necrosis
» Retraction

» Infection

Late

« Prolapse

» Parastomal hernia
o Stenosis

» Skin irritation

& Viva Pearls

» Sigmoid colostomy - formed stools
» Transverse colostomy - semi-formed stools
e Loop colostomy - easier to reverse

. . NV
- Viva One-Linel

+ Ask anything 9 o

ChatGPT can make mistakes. Check important info. See Cookie Preferences.
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3. Bring jejunum through
transverse mesocolon

& Why retrocolic route? Shorter, more direct,
less tension

4. Create openings

e Stomach (posterior wall)
e Jejunum

& Why adequate size? Prevents stenosis

5. Anastomosis (2-layer)

¢ |nner: absorbable
e Quter: seromuscular

& Why 2 layers? Strength + leak prevention

6. Ensure no tension, good blood supply

& Why important? Prevents anastomotic leak

7. Close mesentericd 4 ts

+ Message Surgery practic... & o
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«" Contraindications

e Poor general condition (relative)

e Diffuse peritoneal disease (palliative benefit
questionable)

e Severe malnutrition (optimize first)

A Types

e Anterior vs Posterior
e Antecolic vs Retrocolic
& Most common: Posterior retrocolic GJ

" Steps (Posterior Retrocolic GJ -
most asked)

1. Access lesser sac

e Open gastrocolic omentum
& Why? To reach posterior stomach (better
dependent drainage)

2. Identify jejunal loop (~25-30 cm from
DJ flexure)

& Why this distance” ¢ avents bile reflux
and tension

+ Message Surgery practic... & o



0))
e

5:54 \ ol

< ChatGPT > el

6. Ensure no tension, good blood supply

& Why important? Prevents anastomotic leak

7. Close mesenteric defects
& Why? Prevents internal hernia Y

%" Complications
Early

e Hemorrhage
e |Leak - peritonitis
e |leus

Late

e Dumping syndrome

e Marginal ulcer

e Bile reflux gastritis

e Afferent loop syndrome

" Viva Pearls W

e Posterior GJ preferred = better drainage
* Always close mese |, ic defects - prevents

internal hernia

+ Message Surgery practic... & o
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% Gastrojejunostomy (GJ)

(Creating an anastomosis between stomach

and jejunum)

2% Definition
A surgical connection between stomach and
jejunum to bypass pylorus/duodenum.

# Indications

e Gastric outlet obstruction
(peptic ulcer, carcinoma pylorus)
e Unresectable distal gastric cancer
(palliative)
e Chronic duodenal obstruction
e Part of procedures like Billroth li

reconstruction

N2

+ Message Surgery practic... 9 o
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