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MINIMALLY INVASIVE APPROACH IN SURGERY
OF INGUINAL HERNIA

The history of groin hernia repair dates
back to the times of Ancient Egypt and
Greece, including also Hippocrates refer-
ence, Galen anatomical insights and passing
to Middle Ages in 13" Century when
Ronaldo Parmensis in Practica Chirurgiae
established a cornerstone with details of
medical treatment of hernia with an aston-
ishing picture.

Many other surgeons contributed to the
development of groin hernia repair and split
it into two major directions, both of which
rely on the anatomical concept of the my-
opectineal orifice and the pathological con-
cept of repairing the fasciascie transversalis
(Bassani, Shouldice, 1953).

One direction is autologous repair, using
the patient’s own tissue without implanting
foreign materials, with the advantages of no
risk of immunological reaction to foreign
bodies, lower cost as no mesh is required,
but with important disadvantages of using
weak patient tissue for repairing a weak
parietal structure (like “poor tailoring patch-
es”), more postoperative pain (2) but, main-
ly, not respecting the “tension free” concept
introduced by Lichtenstein in 1986.

The other direction is heterologous repair
started with Stoppa in 1975, using a foreign
material to consolidate the weak inguinal
region and with the advantages of respecting
the tension-free concept with the conse-
quences of less pain and recurrences, but
with disadvantages of possible immunologi-
cal and inflammatory reactions to foreign
bodies, mesh infection, and higher costs
because of the mesh requirement (3).

Currently, autologous techniques are
used with good results in a few places, such

as the Shouldice Center, hernias with con-
taminated tissues, or mesh contraindications.

Heterologous techniques are now the
gold standard for most parietal defects made
in an open approach, such as the Lichten-
stein procedure, and in minimally invasive
approach, like the transabdominal preperito-
neal technique (TAPP) and total extraperito-
neal technique (TEP) - intraoperative as-
pects of TEP repair. In the EHS guidelines,
mesh-based  techniques-particularly  the
Lichtenstein technique - and endoscopic
methods are recommended for treatment of
symptomatic primary inguinal hernia in
adult men (strength of recommendation 1A)
(4). Robotic surgery as a minimally invasive
approach has shown good results.

The competition in inguinal hernia repair
lies between the Lichtenstein procedure and
minimally invasive surgery (MIS). The Lich-
tenstein procedure is well standardized, has
a shorter operative time, is less expensive,
and requires local or regional anesthesia.
MIS brings the benefits of laparoscopic
procedures: short hospitalization, reduced
return to work time, and fast recovery.

The answer to the question of which is
the best approach in hernia repair was de-
termined by a prospective randomized study
in 2022 on 174 patients comparing the sur-
gical outcomes of TEP and Lichtenstein
tension-free open mesh inguinal hernia
repair (5). The surgical outcomes evaluated
were postoperative pain, recurrence rate,
operative time, and complications including
seroma, infection, and chronic groin pain.

In conclusion, although TEP provides
evidence of a longer operative time and
learning curve, advantages such as less
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postoperative pain, early resumption of
normal activities, less chronic groin pain,
and comparable recurrence rate with Lich-
tenstein repair are significant. Therefore,
TEP can be performed by experienced sur-
geons with acceptable outcomes and fewer
postoperative complications. The indications
for MIS are unilateral, bilateral, and incar-
cerated inguinal hernia (4). In experienced
hands, even large and strangulated inguinal
hernias can be considered, depending on the
patient particularities and anesthesia toler-
ance. TAPP has the advantage of easy re-
duction of the hernia sac and treatment of its
contents (epiploon resection, enterectomy
with anastomosis, etc.). TEP is also possible,
but it requires first, intraperitoneal entry for
reduction and content treatment and then,
followed by withdrawal of the camera in the
proper space to continue the procedure. Be-
tween TAPP and TEP, we consider that TEP
allows the use of a larger mesh and avoids the
boring and time-consuming step of peritoneal
suture, with a lower risk of peritoneal adher-
ence, but we admit that our most experience
is with TEP. Currently, glue is used instead
of the peritoneal sutures. Another advantage
of TEP is that it does not require mesh fixa-
tion to the Cooper’s ligament.

Regarding mesh fixation, a systematic
review and meta-analysis of randomized
controlled trials included eight trials with
2,617 patients with 2,878 hernias (6). The
non-fixation group was associated with
lower postoperative pain scores at 24 hours
and 6 months, shorter mean operative time,
and lower incidence of urinary retention.
There were no significant differences in the
recurrence rates of patients with an inguinal
orifice smaller than 4 cm.

Another point of interest is the necessity
of controlling the exploration and repair of

an eventually occult inguinal hernia. A sys-
tematic review of 13 studies (one random-
ized and 12 observational cohorts with 5,000
patients) concluded that immediate repair of
occult contralateral inguinal hernias diag-
nosed at the time of elective hernia repair is
not justified, and following intraoperative
diagnosis of an occult contralateral hernia,
more than 70% of the patients will not re-
quire treatment, without contralateral explo-
ration less than 10%, are likely to present
for contralateral repair. Immediate diagnosis
and repair can result in more complications
than expectant management (7).

What about the defect closure? We be-
lieve that a defect more than two centimeters
should be laparoscopically closed, prefera-
bly with a V-loc suture to reduce seroma
formation, or loop closure (8).

Regarding the learning curve there is da-
ta showing that TEP and TAP seems to be
similarly, with 20-60 cases for a beginner in
TEP and 20-65 for TAPP, as couple of stud-
ies present (9, 10).

There are some limitations of the mini-
mally invasive approach in inguinal hernia:
intolerance to pneumoperitoneum with ne-
cessity of conversion, reduced space of
dissection, adherences, and poor knowledge
of proper anatomy, mostly in TEP.

Another difference is the necessity of
adequate instrumentation to enter the perito-
neal space during TEP. With more experi-
ence, proper space entry could be done with
the usual laparoscopic instrumentary.

Finally, 1| consider that each patient
should have a personalized indication for
TAPP, TEP, or an open approach, Lichten-
stein procedure. TAPP and TEP in robotic
surgery have more facilities but with higher
costs (11).
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