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1. Background and Justification 

This guidance has been produced by GIRFT in partnership with the Royal College of Surgeons 

of England (RCS) and Association of Surgeons of Great Britain and Ireland (ASGBI).  It is aimed 

to provide advice on various aspects of surgery which should be available and clearly documented 

in an inguinal hernia repair operation record. The document is not a comprehensive guide to this 

surgical procedure, however it is hoped that surgeons will find the advice it offers helpful. 

This document was developed from the analysis of existing guidance, medical negligence claims 

notified to NHS Resolution by NHS trusts, feedback from NHS panel firm lawyers and expert 

witnesses. It has been established that poor operative documentation has made the investigation 

of incidents leading to claims difficult and has prevented the defence of good clinical practice. 

This guidance seeks to provide (non-mandatory) recommendations of what would reasonably be 

expected to be documented to support both good clinical communication with colleagues and 

potential review of operations in response to a patient complaint.   

It is expected that the recommendations listed would be included within the documentation of 

patient care and although the majority will be included in the operation note, the information could 

be contained elsewhere in the patient record including assessment in A&E, ward round entries, a 

separate WHO Surgical Safety Checklist and drug charts. It is preferable where possible that the 

operation record is typed. The documentation where appropriate may be made by other members 

of the surgical team apart from the operating surgeon. However, it is the operating surgeon’s 

responsibility to ensure that completion of the appropriate documentation has occurred. The 

operating record should accompany the patient into recovery and to the ward. 

This guidance includes case studies which provide useful context and should be read in parallel 

with the recommendations. 
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2. Recommendations for documentation of practice in all patients 

undergoing open or laparoscopic inguinal hernia repair 

1. The indications for the operation and the evidence both in terms of presenting complaint and 

clinical examination that has led to the recommendation to perform this operation.  

2. Documentation of the informed consent process including the risks of not operating should 

be available. The likelihood of a blood transfusion or the need to proceed to an open 

procedure, a laparotomy or any other additional procedures as relevant should be recorded 

along with the associated risks. It should be clearly documented if the patient does not 

consent to any of these relevant procedures including transfusion.  

3. Safety briefing, sign in, time out, and sign out as part of WHO Surgical Safety Checklist1. 

Presence of required surgical equipment should be confirmed as appropriate as well as 

laterality2. 

4. Record names of all surgeons with name/grade of lead surgeon and assistants. 

5. Record names and grade of anaesthetist(s) and type(s) of anaesthetic used. 

6. Record the date and time of the procedure.  

7. Record drugs given pre-operatively and during surgery e.g. antibiotics, local anaesthetic. 

8. Record the insertion of a urinary catheter if carried out. 

9. Record patient position and skin preparation. 

10. Describe or draw the location of the incisions made with reference to anatomical landmarks 

and previous surgical wounds and whether the procedure is laparoscopic or open. Describe 

adhesions or any other difficulty encountered and how these are addressed, particularly 

noting any significant structures that were protected or damaged in the process. Confirm 

whether the ilioinguinal nerve was identified and protected or divided during the approach. 

11. If a laparoscopic procedure, the following should be documented: 

a. confirm that the laparoscope was inserted into the abdomen under direct vision. 

b. document the insertion of the other ports both in terms of size (5/10/12mm) and 

that they were inserted under direct vision +/- use of local anaesthetic.  

c. record the level at which the intra-abdominal pressure was set. 

d. record if the patient was placed in the reverse Trendelenburg position. 

12. Record whether the round ligament/spermatic cord was identified and whether the 

cremasteric fibres were dissected from the cord.  

13. Confirm that an indirect hernia sac was identified and confirm the cord was protected as the 

sac was dissected free. 

14. Record whether the sac was opened, the contents reduced into the peritoneal cavity, the 

type of suture used to ligate the sac and whether any remaining sac was excised. 
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15. Confirm that haemostasis was achieved at the stump of the sac before it retracted into the 

abdomen and the femoral triangle was explored to confirm the absence of a femoral hernia. 

16. If the patient is male confirm that the vas deferens and testicular vessels were protected 

throughout. 

17. Document the type of mesh used to repair the floor of the canal and record its serial number.  

18. Record the shape of the mesh and the suture used to secure it to the inguinal ligament 

inferiorly and the conjoint tendon superiorly. 

19. Confirm the cord has been returned above the mesh after it is held in place 

20. Record that haemostasis was achieved.  

21. Record any intra-operative complications and what action was taken to remedy them 

including conversion from laparoscopic to laparotomy, any additional procedures performed 

and the rationale for them.  

22. Record details of closure in layers including confirming protection of the ilioinguinal nerve 

when it was not divided on the approach. 

23. If laparoscopic, record that the ports were removed under direct vision.   

24. If the patient is male, document that the testes were pulled back into the scrotum. 

25. Document an estimate of the anticipated blood loss. 

26. The post-operative plan including:  

a. Antibiotics;  

b. If blood tests required e.g. haemoglobin;  

c. The location the patient should be transferred to if they need higher level care e.g. 

HDU, ITU;  

d. Frequency of clinical observations in the post-operative period; 

e. VTE thromboprophylaxis (including risk assessment and deviations from local 

protocol). 

f. Post-operative recovery including when the patient should eat and drink; 

g. Discharge plans; 

h. Removal of sutures where required 

i. Any follow up.  

27. Signature of the first surgeon alongside their name and grade to confirm the record is 

complete and accurate.  
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3. Duty of Candour 

It is important that appropriate duty of candour be exercised informing the patient of any events 

or peri operative complications which could cause harm or compromise their outcome, at the 

earliest opportunity following detection and as deemed appropriate by the treating team. This 

should be carried out in accordance with local policy and should include a clear apology, an offer 

of an appropriate remedy (if possible) and/or support. The communication should detail the short 

and long-term effects of what has happened, to the patient.3  
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4. Case Vignettes 

 

 

 

 

 

 

 

 

Case vignette 1  

Consenting for conversion of laparoscopic to open procedure  

A patient was referred with recurrent right inguinal hernia following a laparoscopic repair 

four years earlier.  They were seen in outpatient clinic and advised to undergo a further 

laparoscopic procedure to repair the recurrent hernia.  This patient agreed and was 

booked for surgery. He attended on the day of surgery and was seen by a surgeon who 

advised due to recurrent nature of hernia open surgery was required.  Open surgery was 

then performed.  However, the patient then went on to suffer chronic pain.    

 

This patient brought a clinical negligence case alleging that he had insufficient opportunity 

to consider appropriate treatment and was not properly consented.  He maintained that 

had he been aware that open surgery was linked to possible chronic pain, then he would 

have continued with conservative management.  The claim made was for damages in the 

sum of £275,000.  Liability had to be accepted for the failure to obtain informed consent 

pre-operatively for the risks and complications of open surgery.  

 

Message  

If patient requires open surgery then, at early stage in pre-operative clinic, risks and 

benefits both of proposed procedure and alternatives need to be discussed and time 

allowed for reflection.  Consent on the morning of surgery is not sufficient for an elective 

procedure. 
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Case vignette 2  

Injury from insertion of laparoscopic port  

The patient had a complex surgical history, with multiple abdominal procedures 

including hysterectomy, fundoplication for reflux, cholecystectomy and incisional hernia 

repair.  The patient developed an inguinal hernia and was admitted to hospital for 

laparoscopic repair.  After the port was inserted into the patient’s abdomen their blood 

pressure dropped, the procedure was converted to laparotomy, a perforation of the left 

common iliac artery was identified, and the artery was clamped.  However, they suffered 

a hypoxic brain injury as a result of the bleeding from the artery, which left the patient 

with significant disability, including mobility and cognitive problems. 

  

An operation note was not completed by the surgeon (because the complication arose 

after insertion of the port and therefore the surgery never really got underway) and 

therefore, in the absence of any alternative contemporaneous explanation, it had to be 

accepted that the arterial damage was probably caused by the surgeon inserting the 

port too far into the abdomen.  An early admission of liability was made on that basis 

and substantial damages exceeding £3 million will have to be paid to the Claimant.  The 

legal costs were in the region of £500,000. 

 

Message 

A detailed operative note is required regardless at which point in the procedure a 

complication occurs. When inserting laparoscopic portals the key details including the 

anatomical location, the technique used including whether under direct vision and the 

pressure set should be recorded. Recording any intra-operative complications including 

findings and what action was taken to remedy them including conversion from 

laparoscopic to laparotomy, any additional procedures performed and the rationale for 

them is advised.  
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Case vignette 3  

Failure to Detect Hernia 

A morbidly obese patient with a BMI greater than 45 complained of numerous pains over 

a period of years. An ultrasound scan indicated a hernia and the patient was consented 

for laparoscopic surgical repair. The operating surgeon was unable to locate hernia 

intraoperatively and so abandoned the procedure.  There was no detail as to what 

attempts the team made to locate the hernia within the operative record. Continuing to 

suffer pain, the patient reattended for a further ultrasound, a hernia was seen and she 

underwent a laparoscopic repair procedure 8 months after the initial “failed” procedure. 

 

The patient brought a claim alleging that the first procedure was negligently performed 

causing additional and prolonged pain and suffering. As a result of the failure of the 

managing surgeon to adequately document the efforts made to identify the hernia 

intraoperatively the claim was settled on a global litigation risk basis. The total damages 

and costs liability to the NHS was just under £50,000. 

 

Message 

A detailed operative record setting out intraoperative findings is vital; particularly in 

circumstances such as this where the findings were not as expected. Documentation 

confirming the unexpected findings and the efforts made to identify the hernia can 

assist with post-operative management and any subsequent procedures. 

 



 
 

9 

5. Acknowledgements & References 

Authors:  

John Machin, Co-lead for Litigation - Getting It Right First Time Programme (GIRFT), NHS 

England  

Mark Cheetham, National Clinical Lead – General Surgery, Getting It Right First Time 

Programme (GIRFT), NHS England (current) 

John Abercrombie, National Clinical Lead – General Surgery, Getting It Right First Time 

Programme (GIRFT), NHS England (previous) 

Tim Briggs, Co-lead for Litigation and Chair of the Getting It Right First Time Programme 

(GIRFT); National Director of Clinical Improvement for the NHS, NHS England 

 
Contributors:  

John Hartley, Hull and East Yorkshire Hospitals NHS Trust 

Paul Leeder, University Hospitals of Derby and Burton NHS Foundation Trust  

Simon Hammond and Denise Chaffer, NHS Resolution 

Joanna Lloyd, Bevan Brittan LLP 

William Reynolds and Amelia Newbold, Browne Jacobson LLP 

Majid Hassan, Capsticks LLP 

Sean Doherty, DAC Beachcroft LLP 

Ed Glasgow, Kennedys Law LLP  

Amanda Mead, Kennedys Law LLP 

Maryam Storr, Weightmans LLP 

 

1 WHO Surgical safety checklist, http://www.who.int/patientsafety/safesurgery/ss_checklist/en/ 
2 National safety standards for invasive procedures, https://improvement.nhs.uk/resources/national-safety-standards-invasive-
procedures/ 
3 Openness and honesty when things go wrong: the professional duty of candour, https://www.gmc-uk.org/-
/media/documents/DoC_guidance_englsih.pdf_61618688.pdf 

 

http://www.who.int/patientsafety/safesurgery/ss_checklist/en/
https://improvement.nhs.uk/resources/national-safety-standards-invasive-procedures/
https://improvement.nhs.uk/resources/national-safety-standards-invasive-procedures/

