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adhesions and cause recurrence[Fig. 5].

The peritoneum should be well reflected proximally from
cord structures and complete parietalization should be
done[Fig. 6&7].

Indirect sac should be transected in case of complete
inguinal hernia and occluded using endloop or free suture
tie, to avoid pneumoperitoneum.

No dissection should be done in triangle of doom[Fig.
8]. Lateral limit of dissection is anterior superior iliac
spine and psoas muscle, avoiding injury to cutaneous
nerves (genitofemoral N., Latreal cutaneous N. of thigh)
[Fig. 9].

The minimum size of mesh to avoid recurrence is 15 cm x
12cm.

To handle a mesh of this size in restricted preperitoneal
space is not easy. Thus we have developed a technique
of introducing a rolled mesh in this space for easy
handling and accurate fixation. The mesh isrolled like a
carpet to 2/3 of its length leaving five cm free and stay
sutures are tied using absorbable sutures 3 cm away
from margins to keep the rolled mesh in position[Fig.
10]. The rolled mesh is introduced through 10-mm
subumbilical port and free margin of mesh is pushed
into retropubic space medially and psoas muscle laterally.
A two-point fixation at cooper’s ligament should be done
to prevent migration. In case of large deep inguina ring,
lateral fixation should be done above iliopubic tract[Fig.
11].

After cutting the stay sutures mesh is unrolled to lie
within the preperitoneal space and none of the edges of
the mesh should be partially rolled at the time of
exsufflation as this may lead to further rolling and the
likelihood of future recurrence of hernia.

Post-oper ative Bulge may be seroma or haematoma —
WAIT AND WATCH
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CONCLUSION

In the current analyss of 23 trids comparing TEP repair with open
mesh and sutured repairs, only one trid® reported a significant
difference in the number of recurrences™. Among 994 patients
undergoing inguind herniarepair, alower recurrence rete after TEP
than after open hernia surgery using various techniques was
observed. None of the other trials showed any significant
differences in the recurrence rates.

We began endoscopic TEP repairs for groin hernias in year 1994.
Till 2006 we have performed 4063 repairs with 12 recurrences
reported on follow-up of 12 years. During this period we had a
follow up of 82% with mean follow up period of 2.6 years.

The observations and recommendations made in this article are
following our experience of more than 4000 cases over a decade.
Adequate dissection, complete cover age of myopectineal

orificeand proper fixation -

MUST FOR ENDOSCOPIC INGUINAL HERNIA
REPAIR
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