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Laparoscopic Inquinal

Herniorrhaphy (LH)
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Laparoscopic Inquinal Herniorrhaphy
M.D.*

Laparoscopic inguinal herniorrhaphy (LH) is an alternative method: to
repair hernia, howevere, remains controversial in indication, advantage and
disadvantage when compared to conventional repair. Questions regarding long-term

out come, recurrent rate and late complication cannot be answered without

LH may have distinct advantage in the treatment of bilateral or recurrent

(MJS 1995 ;2 : 82 - 86)
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1. less post op discomfort/pain

2. earlier return of full activity

3. sl%i”lﬂﬁ recurrent hernia
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Operating Room Set-Up

Anesthesia
Equipment

Anesthesiologist

OO

Surgeon

Scrub nurse

Instrument
table

Camera operator
{optional)

First assistant

Hydrodissector

Video monitor
and insufflator

Electrocautery

Trendelenburg position

o

Operating room set-up most commonly employed for the laparoscopic herniorrhaphy.
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Anatomy of Inguinal Canal
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(A) The important anatomic structures of the posterior inguinal wall as seen from the preperitoneal approach.

(B) The same view demonstrating sites of common groin henias.
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Three most commonly performed {aparoscopic inguinal herniorrhaphies.

Name Critical features Major advantages Major disadvantages
Transabdominal 1. Radical preperitoneal space dissection 1. Essentially identical 1. Morbidity increased because of radical
preperitoneal after it is entered through a peritoneal to conventjonal preperitoneal dissection.

(TAPP) incision. preperitoneal 2. Potential for adhesive complications or
2. Sac reduced or divided at the internal procedures. herniation at sites where peritoneum
ring. 2. Prosthesis is covered has been breached.
3. Large prosthesis placed in the by peritoneum.
preperitoneal space.
4. Peritoneum closed over the prosthesis.
Interpreperitoneal 1. Prosthesis placed intra-abdominally 1. Minimal dissection. 1. Prosthesis potentially in contact with
onlay mesh with no attempt to cover it. 2. Minimal intra-abdominal organs that may result
(IPOM) 2. Landmarks for prosthesis placenent perioperative pain. in erosion or fistula formation.
are: symphysis pubis medially; anterjor 2. Potential for adhesive complications or
abdominal wall at least 2 cm above the herniation at sites where peritoneum
defect superiorly; Cooper’s ligament has been breached or prosthetic
inferomedially; the iliopubic tract material has been placed.
inferolaterally and a point medial to the
anterior superior iliac spine laterally.
Totally 1. The dissection of the preperitoneal 1. Pcritoneal cavity is 1. Technically difficult.
extraperitoneal space begins at the umbilicus, avoiding never entered. 2. Peritoneal breach common, especially
(EXTRA) the need for a periioneal incision. for the inexperienced.
2. Once the preperitoneal space in the
vicinity of the groin is entered, the
dissection is identical to the TAPP.
au Lo
AMzunsndau waznsilasnu
Complications and recurrences after 1,514 laparoscopic inguinal herniorrhaphies.
Laparoscopic Techniques
82 102 320 457 553
Plug and Ring Intraperitoneal Total Transabdominal
Types of complications patch closure onlay mesh extraperitoneal preperitoneal Total
Related to hernia repair 0 o] 2 0 1 3
Intraoperative Related to laparoscopy 0 1 1 9 3 14
complications Related to anesthesia 0 0o 0 0 1 1
Total 0 1 3 9 5 18
Local complications 0 0 18 56 21 95
Neurologic complications 0 o] 15 3 7 25
Postoperativ Testicular complications 1 o 0 11 11 23
Oco?x? licatizns Urinary complications 0 (] 4 7 12 23
p Mesh complications 6 o] 1 0 3 10
Miscellaneous complications 4 0 2 4 2 12
Total 1 o] 40 81 56 188
Recurrence 18 3 7 2 4 34
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Their Prevention

Complications in Laparoscopic Hernia Repair and

Nerve injury

Bladder injury

Intestinal ob-
struction

Recurrence

No stapling in the “neurovascular
triangle”; peritoneal dissection
starting 2 cm medial to superior
anterior iliac spine

Peritoneal dissection medially up to
medial umbilical cord

Closure of the peritoneum above the
mesh; closure of penetrating tro-
car port 10 mm- and larger

Use of nonabsorbable mesh; fixation
of the mesh; adequate size of
mesh; wide deperitonealization of
lower peritoneal flap from cord
elements

Ceal
auIAR2ad LH LWN155A¥7 groin hemia
Fadlndeilnusunaneaazlausslosismnanlu
@'ﬂw bilateral LLﬂxIWS’IEJ recurrent hernia tW31¢
eREY recovery period ﬁfc%%ﬂi"l
LH laiUSeuifieunu conventional repair
1 case uncomplicated hernia éTaﬂaLﬂuﬁnmﬁm
Auluid cost factor ANINNT, long-term follow
up W8ae tlate complication “'/Jlé/\‘lvla:lﬁﬁ’lmauﬁuﬂﬁ/m,
nMatEafdaen13n1slndwANEN, n1sANET
general anesthesia Lfial,ﬁtl‘u conventional repair
F98719130%1 local anesthesia JINTINIIHIGH
wuugthawante _
p8915ARIN LH AIlRSUNISARWY WaE
wilegmiFeiuseusalyliinluudzesarldune,
material prosthesis, N15ANETLUULUI8UEN

: [T o o &
oA HlmUSsUNTRLIUNING

86

LONHISD19D9

Eric B Rypins. Laparoscopic herniorrhaphy. In : Nyhus LM, Conden
RE, eds. Hernia. Philadelphia: JB Lippincott 1995; 253-68.

José Camps, et al. Laparoscopic Inquinal herniorrhaphy @ current
techniques. In : Arregui ME, Fitggibbons RJ Jr, Katkhouda N. eds.
Principltes of Laparoscopic Surgery . Basic and Advanced techniques
400-8.

Brick-WG ; Colborn-GL, et al. Crucial anatomic lessons for
Laparoscopic herniorrhaphy : Am Surg 1995; 61 172-7.
Fitqgibbons RJ Jr, et al. Laparoscopic inquinal herniorrhaphy : result
of a mult center trial Ann Surg ; 1995, inpress.

Fitqgibbons RJ Jr, et al. Laparoscopic intraperitoneal onlay mesh
technique for the repair of inguinal hernia. Ann Surg 1994; 219 :
144-56.

Lichtenstein L, et al. The tension-free hernioplasty. Am J Surg.
1989; 157 . 188-93.





