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Abstract

Introduction: Inguinal hernia repair is one of the most frequently performed procedures in
surgery and many different techniques have been suggested. This report reviews our
experience with 39 transabdominal preperitoneal (TAPP) hernia repairs in 37 patients.

Methods: Thirty-seven patients have been admitted for inguinal hernia repair in Benghazi
Medical Center and in Aljala hospital, Benghazi-Libya. Laparoscopic TAPP repair was considered
for all reducible inguinal hernias aged (18—70 years).Data was prospectively collected from
January 2009 to December 2013,including age, sex, BMI, hernia characteristics, complications,
mean operative time and mean hospital stay. Patients with irreducible, obstructed or scrotal
hernias, previous lower abdominal surgery, BMI more than thirty fiveand an American Society
of Anesthesiologists (ASA) grade higher than Il were excluded.

Results: There were 34 males and 3 females, with a mean age of 33.4 + 13.0 years and BMI
of 24.6+ 1.9. Mean operative time was 75 +18.6 minutes .The mean hospital stay was one day +
0.27. There was no conversion, mesh infection, bladder or vascular injury, death or recurrence
after a median follow up for six months. Four minor complications occurred with two seroma
formation, one wound bruising and one chronic groin pain due to tackers treated
conservatively. Median return to normal activities was 10 days. One fourth of patients required
no postoperative analgesia.

Conclusion: Laparoscopic inguinal hernia repair was found in our study to be feasible, safe,
with less postoperative pain, shorter hospital stay, and early return to normal activities..
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1. INTRODUCTION

Inguinal hernia repair is one of the most
commonly performed operations carried
out throughout the world by general
surgeons; indeed, it has been stated that
‘the history of hernia repair is the history of
surgery [1].

Inguinal hernias affect 0-14 per cent of
the population and account for 70,000
operations per year in the UK [2].Up to our
knowledge, there are no reports on the
prevalence of hernia in Libya. Since the
original description of hernia repair by
Bassini in 1889, hernia surgery underwent
numerous refinements with the sole idea to
reduce recurrence [3].

Schultz, GerCorbitt, and Filipi were
among the first who described laparoscopic
inguinal herniorrhaphy in the early 1990s
[4,5,6,7]. TAPP dominated the general
surgical practice within few years of the
dawn of laparoscopic repair. It rapidly
became popular, and many different
techniques for repair were developed.

Initial reports have been encouraging,
suggesting a rapid and relatively pain free
recovery, but very few reports have
included longer-term results [8,9].
Advantages of laparoscopic procedures may
include a reduction in post-operative pain
and hospital stay, and the ability to
undertake simultaneous repair of

symptomatic incipient contra-lateral
herniation [10,11,12]. However, open repair
can be performed under local anaesthesia
and is preferred by many surgeons.

The aim of hernia repair is to repair the
weakness of the abdominal wall .In the
laparoscopic procedure, the repair is
achieved by placement of a prosthetic mesh
to cover the entire groin area, including the
sites of direct, indirect, femoral and
obturator hernias.

Since January 2009, we have carried out
more than thirty nine laparoscopic inguinal
hernia repairs and documented in detail the
early outcomes of these patients. The aim
of this report is to document our experience
and compare our results with that of
others.

PATIENTS AND METHODS

Thirty-seven  patients have been
admitted for inguinal hernia repair in
Benghazi Medical Centre and in Aljala
hospital, = Benghazi-Libya. @ Data  was
prospectively collected from January 2009
to December 2013, including age, sex, BMI,
hernia characteristics, complications, mean
operative time and mean hospital stay. A
detailed explanation of the procedure was
given to all patients, and informed consent
was obtained. Laparoscopic TAPP repair is
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considered for all reducible inguinal hernias
in the age group 18 to 70 years of age.
Patients with irreducible, obstructed or
scrotal hernias and those with previous
lower abdominal surgery, BMI more than
thirty-five, and an ASA (American Society of
Anesthesiologists') grade higher than I
were excluded.

All patients were admitted a day before
surgery. General anesthesia was used for
carrying out the procedure. All patients
were given a prophylactic dose of third
generation cephalosporin at induction of
anesthesia.

Operative technique

The patients were given a general
anesthetic and a pneumoperitoneum
instilled using CO; insufflations of up to 4
liters at a pressure of 12 mmHg, using
either a Veress needle or an open blunt
cannulation technique. Three ports were
used, 10 mm (umbilicus), 11 mm or 5mm
(right iliac fossa) and 5 mm (left iliac fossa),
After identification of the hernia, starting 1
cm above the upper margin of the internal
ring, a peritoneal flap is raised off the
posterior surface of the transversalis fascia
and extended posteriorly and caudally to
expose an adequate length of testicular
vessels and vas (5-6 cm).

During this dissection, the hernial sac is
identified and either inverted or transected.
A prolene mesh (Ethicon®) is cut to size (10
cmx 13 cm) and fixed over the defect with
either staples, tackers or sutures (2/0 Vicryl
on a 30 mm curved needle). The

Citation DOI: 10.21502/1imuj.005.01.2016

peritoneum is then closed over the mesh
with either staples, tackers or continuous
Vicryl suture. The port sites are closed with
0/0 Vicryl to the deep layers and 3/0 sub-
cuticular prolene to the skin, 20 ml of 1%
bupivacaine was infiltrated around the port
sites. The operative time was recorded in
minutes and was counted from the incision
to the placement of the last suture. Hospital
stay was defined as the number of nights
spent in hospital postoperatively. All
patients are encouraged to mobilize and
take oral fluids as soon as they feel able.
The majority of patients were discharged on
next day of the operation.

The patients were followed up in OPD at
one week, one month and six months
intervals.

Data presentation and statistical analysis

SPSS statistical package version 18.0 was
used in conducting the statistical analysis.
Descriptive parameters used to describe the
data included percentages, mean, median,
range and standard deviation.

RESULTS

This study included 34 males (92%) and 3
females (8%), where 33 of the patients
(91.6%) were Libyan. The mean age of
patients was 33.4+13 with a range from 18
to 70 years (Figure 1) and BMI of 24.6+1.9
with a range from 23 to 31.

Hernia characteristics are shown in the
table 1, where six hernias (15.5%) were
recurrences after conventional repair.
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Mean operative time was 75t18.6
minute, where the operation took from 60
to 89 minutes in 21 patients (58% of all
patients) and less than one hour in 11
patients (30% of all patients- Figure 2). The
mean hospital stay was 1.0+0.27 days.
There was no conversion, mesh infection,
bladder or wvascular injury, death or
recurrence after a median follow up for six
months. A total of four minor complications

occurred (10%); two seroma formation
treated by aspiration, one wound bruising
and one chronic groin pain due to tackers

treated conservatively. One fourth of
patients required no  postoperative
analgesia. Median return to normal

activities was 10 days. All operations are
performed by consultant surgeon. Three
patients lost follow up at 6 months.
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Figure 1: Age distribution of the patients admitted for inguinal hernia repair in Benghazi
Medical Center and in Aljala hospital, Benghazi, Libya.

Table 1: Site and type of hernia of the patients admitted for inguinal hernia repair in Benghazi
Medical Center and in Aljala hospital, Benghazi, Libya.

Site of hernia No. (%) Type of Hernia No. (%)
Right 21 (54) Direct 7 (18)
Left 16 (41) Indirect 25 (64)

Bilateral 2 (5) Recurrent 6 (15.5)
Femoral 1(2.5)
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Figure 2: Duration of operation in patients admitted for inguinal hernia repair in Benghazi

Medical Center and in Aljala hospital, Benghazi.

DiscussION

Groin hernia repair is a common surgical
procedure and variety of methods of repair
exists [13]. Inguinal hernia can be repaired
using traditional open methods or using
newer laparoscopic techniques. The most
common open technique in use in the UK is
that popularized by Lichtenstein
colleagues [14,15].

and

Laparoscopic approaches allow hernia
repair without the need to open the
abdominal The main variations in

laparoscopic approaches depend on whether

wall.
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or not the instruments enter the peritoneal
cavity [16,17,18].

Laparoscopic hernia repair has several
advantages over conventional open methods
as shown by prospective randomized trials
comparing laparoscopic to tension-free open
herniorrhaphy [19].

The major advantages include less
postoperative pain, earlier return to normal
activities and work, and better cosmetic
results [20,21].
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This study is carried out at two big
Hospitals in Benghazi, Benghazi Medical
Center (BMC) and Allala Hospital. Benghazi is
the second largest city in Libya located at the
coast of the Mediterranean Sea in the north
eastern part of the country, with about one
million inhabitants. Aljala hospital is a major
referral trauma hospital. TAPP  was
introduced to our hospital only few years ago
and we thought that documenting our
experience would help create a baseline
knowledge about the procedure in our area.
We report the data collected on the first
Thirty-nine repairs carried out by our team.
They represent the developmental and
learning curve of the involved surgical team.
We have recently also reduced the cost of
the laparoscopic repair by avoiding the use of
disposable instruments and using sutures
instead of staples, because of the war in our
country and limited resources.

The outcomes of laparoscopic inguinal
hernia repair in our patients are close to
those reported by others in the region
[22,23] with similar complication rate of
about 10% and less analgesic requirement.
This might be because of the good selection
of cases subjected to the procedure. We have
not seen intraoperative complications. This is
in contrast to some of the other reports.
Some reported complications such as bladder
injury (0%-0.2%), mainly in patients with
previous suprapubic surgery; bowel injury
(0%-0.3%) if the patient is not in the
Trendelenburg position and damage to major
vessels (0%-0.11%) [27].

Citation DOI: 10.21502/1imuj.005.01.2016

There were no major postoperative
complications and no recurrences in our
patients. However, the median follow-up in
our patients was relatively short and some
might recur later on due to the fact that most
recurrences occur after two years. Therefore,
our results are only applicable to the
operative and early postoperative courses.

Laparoscopic inguinal hernia repair
requires the acquisition of technical skills. A
learning curve of at least 40 cases is
necessary to reduce the rate of complications
and recurrences [24]. One of the ways to
shorten the learning curve, minimize
complications and the recurrence rate is to
refine the techniques in a major center.

Historically, cost analysis favored open
hernia repair over laparoscopy. However,
with more than a decade of experience in
laparoscopic  hernia repair and the
dissemination of knowledge to all regions,
costs have fallen and are now comparable to
open repair [25,26].

Fully trained surgeons can now complete a
laparoscopic repair in the same time or faster
than an open one which has only become
clear over the past few years due to the
learning curve surgeon.

From large, randomized trials and meta-
analyses, it is evident that laparoscopic repair
is superior to open mesh and sutured repairs
in the early postoperative period, being
associated with less pain and a shorter
convalescence [10,28,29].
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CONCLUSIONS

Laparoscopic inguinal hernia repair was
found in our study to be feasible, safe, with

less postoperative pain,

shorter hospital

stays, less postoperative complications and
early return to normal activities.
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