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Abstract

Inguinal hernia repair is one of the oldest and most common operations in the
history of medicine. Recent studies from the national center for health
statistics show that approximately 750,000 groin herniorraphies are completed
annually in the United States. More than 80% of these operations involve the
use of mesh prosthesis and are performed on an outpatient basis (Rutkow,
1998).

Laparoscopic inguinal hernia repair have been proved to be safe and
effective, with less postoperative pain and less use of analgesics and faster
return to normal function status (Vel, 2010).

Laparoscopic repair of inguinal hernia follows some principles that have
already proven its efficacy (Cohen et al.,1999)..

Fixation of the mesh when the trans-peritoneal technique is employed.it
developed a preperitoneal pocket to approximate the size of the patch and
simply place the patch in the pocket, the peritoneum is closed over the
prosthesis, their results suggest that this method is sufficient although follow
up is limited (Schultz et al., 1990).

There are reports of tacker related complications of adhesions, pain,
intestinal obstruction and perforation of the bowel or urinary bladder (Ladurner
et al., 2012).

Different complications, such as neuralgia or meralgia-paresthetica by
nerve entrapment or osteitis, can be avoided by not fixing the prosthesis

Controversy exits regarding whether it is necessary to secure the mesh
prosthesis during laparoscopic TAPP inguinal hernia repair. It is unknown
whether stapling the mesh affects recurrence rate or the incidence of
neuralgia in a port-site hernia.(Abdelhamid., 2011).
the effect of non-fixation of mesh during TAPP on the recurrence rate and

chronic pain needs to be further investigated.






Introduction

Inguinal hernia repair is one of the oldest and most common
operations in the history of medicine. Recent studies from the national center
for health statistics show that approximately 750,000 groin herniorraphies
are completed annually in the United States. More than 80% of these
operations involve the use of mesh prosthesis and are performed on an
outpatient basis (Rutkow, 1998).

Laparoscopic inguinal hernia repair have been proved to be safe and
effective, with less postoperative pain and less use of analgesics and faster
return to normal function status (Vel, 2000).

The two most common techniques for laparoscopic inguinal hernia repair
involve the insertion of mesh into the preperitoneal space; one makes use of
a transabdominal preperitoneal (TAPP) approach, the other a totally
extraperitoneal (TEP) approach (Van Der Hem et al., 2001).

Both approaches would appear to offer potential advantages, such as
reduced postoperative pain and shortened recovery. In practice, however, the
advantages are not invariably realized; a laparoscopic approach is not always
minimally invasive, and various disadvantages accrue from the current
requirement for general anesthesia, the need to traverse the abdominal cavity
in the TAPP technique, and the increase in operating room time and costs
(Neumayer et al., 2004).

Controversy exists regarding whether it is necessary to secure the
mesh prosthesis during laparoscopic transabdominal preperitoneal (TAPP)
inguinal hernia repair. It is unknown whether stapling the mesh affects
recurrence rate, incidence of neuralgia, or port-site hernia. ( Smith Al,
Royston CM, Sedman PC. 1999)

There are rare reports of tacker related complications of adhesions,
pain, intestinal obstruction and perforation of the bowel or urinary bladder
(Ladurner et al., 2004).

Different complications, such as neuralgia or meralgia-paresthetica
by nerve entrapment or osteitis, can be avoided by not fixing the prosthesis.
Once the prosthesis is fixed by growth of fibrous tissue, recurrences will
only appear if the position of the prosthesis is not anatomically correct, if the
abdominal wall defect is too large in comparison to the size of the prosthesis
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(the prosthesis will be torn from the abdominal wall) or if a new abdominal
wall defect exists next to the prosthesis (Totte et al., 2005).

Controversy exits regarding whether it is necessary to secure the mesh
prosthesis during laparoscopic TAPP inguinal hernia repair. It is unknown
whether stapling the mesh affects recurrence rate or the incidence of
neuralgia (Abdelhamid, 2011).

Page 2



Aim of the Work

The aim of this study is to compare mesh fixation versus non fixation
in laparoscopic transabdominal preperitoneal repair of inguinal hernia
As regard:

Mesh migration
Recurrence rate
Analgesic intake
Nerve entrapment
Mesh infection
Length of stay
Cost

Anatomy of the Inguinal Region

The groin has been defined by "Condon” as: "That portion of the
anterior abdominal wall below the level of the anterior superior iliac spine”
(Condon and Nyhus, 1995).

The inguinal region is the area of the anterolateral abdominal wall that is
limited by the inguinal ligament, the lateral margin of the rectus muscle, and
horizontal line from the anterior superior iliac spine to the lateral rectus margin
(Mc Vay, 1976).

The layers of the abdominal wall in the inguinal region consist of:

e  SKkin.

e  Subcutaneous fascia (Camper and Scarpa) containing fat (superficial
fascia).

e Innominate fascia (Gallaudet). This may not always be recognized as a
distinct entity.

e External oblique aponeurosis, including the inguinal, lacunar and
reflected inguinal ligament.
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