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Laparoscopic total extraperitneal hernia repair
outcomes in recurrent inguinal hernia
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ABSTRACT
Introduction: Inguinal hernia repair is one of the common procedures in surgical daily routine. The aim of 
this study was to present clinical outcomes and reccurency rates of laparoscopic total extraperitoneal her-
nia repair in recurrent inguinal hernia performed in our clinic.

Materials and Methods: The data of patients who underwent laparoscopic total extraperitoneal herniorraphy 
between January 2012 and May 2018 were evaluated retrospectively.

Results: 23 patients who underwent laparoscopic total extraperitoneal herniorraphy were included in this 
study. Mean age of the patients was 58.65. 12 patients were performed from left, 9 patients from right, 2 
patients were performed bilaterally. Mean duration of the operation was 35 minutes, mean duration of hos-
pitalization was 1 day.

Conclusion: While planning surgical technique for recurrent inguinal hernia; if previous surgery was per-
formed with anterior approach, posterior approach should be chosen, and vice versa.
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Introduction

75 percent of abdominal Wall hernias occurs in inguinal re-
gion. Male to female ratio is 7/1. The prevelance of inguinal 
hernia is approximately 3–8% percent of the population.[1] 
İnguinal hernia is a disease with a lifetime risk ratio of 27% 
in men and 3% in women. However the recurrence rates of 
these hernias are 11% in men, 3% in women. Because of 
the high incidence of this disease, inguinal hernia repar-
ing is the most common procedure in the general surgery 
and is 10–15% of all operations.[2] After starting the mesh 
usage for inguinal hernia repairment, recurrence rates 
decreased dramatically. In guidelines, Lichtenstein oper-

ation is considered to be the reference technique.[3] Recur-
rence rate is found 0–7.7% at 2 years follow up.[3,4] An alter-
native treatment aproach should be prefered in recurrent 
inguinal hernias which were repaired with mesh. Laparo-
scopic posterior approach techniques such as Total Ex-
traperitoneal (TEP) or Transabdominal Peritoneal (TAPP), 
should be prefered for Recurrent inguinal hernias, which 
were repaired with anterior approach such as Lichtenstein.
[5] After the laparoscopic surgery has been performed in in-
guinal hernia repairs, hernia surgery has gained a different 
meaning and these laparoscopic techniques have become 
accepted all around the world in a short time and applied 



successfully in many centers. Laparoscopic Total Exs-
traperitoneal (TEP) inguinal hernia repair is a tension-free 
method as well as having general advantages of laparo-
scopic surgery such as minimal postoperative pain, short 
recovery time and good cosmetic outcomes.[6] In addition, 
the use of a previously unexposed area in recurrence after 
anterior operation usage makes the operation relatively 
easier. The aim of this study is to evaluate our experience 
in laparoscopic Total Extraperitoneal Hernia method in 
the treatment of recurrent inguinal hernia in Suleyman 
Demirel University Faculty of Medicine, Isparta.

Materials and Methods

The data of patients who underwent laparoscopic total 
extraperitoneal herniorraphy between January 2012 and 
May 2018 were analyzed retrospectively.

Surgical Technique: In all patients, intratracheal entu-
bation was performed in supine position, urinary cathater 
placement was inserted and processing started. The primer 
surgeon was placed in the opposite the side of the hernia 
and second surgeon was on the opposite side of surgeon. 
1.5 centimeter transverse skin incision which is just below 
the umblicus, was performed and skin subcutaeneus tissue 
and the upper leaf of rectus fascia were passed through. 
Just above the semilunar line, the preperitoneal area was 
entered by the 10 mm trochar on the lower leaf of the rectus. 
The preperitoneal area was dissected by moving 14 mmHg 
gas through the medial, lateral and posterior directions un-
til the periperitoneal area was seen. Another 5 mm trocar 
was inserted 5 cm above the suprapubic area. And another 
5 mm trocar was inserted between these trocars. Inguinal 
region was dissected and herniated structures were pulled 
downwards and released by sharp and blunt with dissec-
tion. Hernial sac was revealed and all adhesions around the 
pouch were seperated into peritoneum and if the patient 
is male spermatic cord was deperitonised. Dissection was 
continued until spina iliaca anterior superior in lateral site, 
and was crossed the medial line, and fell under the Cooper 
ligament’s inferior. Anatomic mesh of appropriate size was 
placed so that the aperture was closed. And then the mesh 
was fixed by placing the tacher. Pressure was decreased 
slowly and mesh was checked and gas was totally drained. 
Skin incisions were sutured with 3/0 prolene suture. 

Results

In our clinic total of 202 patients were operated for inguinal 
hernia with TEP technique and 87 of these operations were 

bilateral, 61 right, 54 left, 23 of them were recurrent inguinal 
hernia. Mean age of patients treated with TEP herniorrha-
phy technique was 58.65 (22–86). 17 patients were operated 
once, 4 patients twice, 1 patient 3 times, 1 patient was seven 
times operated previously. In the early postoperative pe-
riod, seroma, hydrocele, hematoma and testical ischemia 
were not occurred. Also no major complications or mortal-
ity were occurred. All patients were called for follow up be-
tween 1 to 13 months. 12 patients were performed from left, 
9 patients from right, 2 patients were performed bilaterally. 
Mean duration of the operation was 35 minutes, mean du-
ration of hospitalization was 1 day (Table 1).

Discussion

Lichtenstein’s technique (tension-free inguinal hernia re-
pairment with mesh) decreased rates of recurrency. How-
ever, in some patients recurrence may also be seen after 
Lichtenstein’s.[3,7] This rate was found to be lower in the 
repair of recurrent hernia by TEP method and it was re-
ported as 0% in some studies.[8–10] In our clinic, this ratio 
was 0%. Lowham et al.[10] indicated that recurrence after 
laparoscopic TEP herniography is due to technique such 
as inappropriate dissection, wrong prothesis size, inap-
propriate positioning of the mesh. Schumpelick et al.[11] 
indicates that recurrence rates of modern inguinal hernia 
repairs are 1–3% in primary and 3–5% in recurrent. Lau et 
al.[12] indicates that high recurrence rate of direct inguinal 
hernia was caused by inappropriate technique, strain in 
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Table 1. Demographic data of patients and cases

Operation	 n	 %

Gender
	 Female	 2	 8.6
	 Male	 21	 91.4
Recurrence			 
	 1	 17	 73.9
	 2	 4	 17.4
	 3	 1	 4.3
	 7	 1	 4.3
Hernia site			 
	 Right	 9	 39.1
	 Left	 12	 52.1
	 Bilateral	 2	 8.6
Symptom			 
	 Swelling	 5	 21.7
	 Pain	 10	 43.4
	 Swelling and pain	 8	 34.8



restoration site and inadequate support of posterior wall 
with suture herniorrhaphy. Many articles showed that the 
potential reasons of indirect hernia were unaccomplished 
disection or sac dissection was performed inferiorly or 
inadequate restoration of internal ring.[13–14] Yoon et al.[15] 
indicates that direct hernia was more common than in-
direct hernia in recurrent hernia group, but also states 
that further research is needed because data of previous 
operation’s type that the operation was performed either 
with suture technique or Lichtenstein’s. TEP especially in 
recurrent cases with multiple anterior operations should 
be considered because preperitoneal area was free from 
tissue damage and scar tissue of previous operations, 
embracing advantages of laparoscopic surgery and lower 
recurrence rates. Posterior approach techniques has in-
creasing popularity among surgeons because of easy ac-
cess to preperitoneal area from lateral site of rectus mus-
cle and rectus sheath. This approach provides an easy 
and a clear view of the anatomical hernia areas.

Conclusion

It is important that; the previous operation is performed 
with an anterior or posterior approach while the surgery 
to be performed in the recurrent inguinal hernia. Re-
currence rate decreased after anterior approaches us-
ing mesh such as Lichtenstein’s technique. However, 
recurrence may also be observed in some patients with 
Lichtenstein’s operation. Posterior approach should be 
considered in recurrence after this operations. Thus, com-
plications such as vascular injury, nerve injury, increased 
inflammatory reaction caused by secondary operation 
may be avoided. If the posterior approach performed by 
experienced surgeons, the development of these compli-
cations is prevented. In the same way, If previous opera-
tion was performed by using posterior approach; anterior 
approach should be considered. Laparoscopic Inguinal 
Hernia repair is an advanced laparoscopic technique. The 
laparoscopic hernia operation in advenced laparoscopic 
hernia group, besides the negative sides such such as the 
long learning curve and high cost, can be advantageous to 
open surgery with its advantages such as aesthetic apper-
ances, early mobilisation. Especially in recurrences after 
anterior approach, TEP can be considered advantageous 
because it is easier to be performed and has lower recur-
rence rates.
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