
Inguinal Hernias Repair by Laparoscopy. 
(Pet).

Olga Caridad León González1,   Pedro Rolando López Rodríguez2*, Lais Angélica 
Ceruto Ortiz3, Jorge Agustín Satorre Rocha1, Eduardo García Castillo1 and Luis 
Marrero Quiala1

1I Degree Specialist in General Surgery, Cuba
2II Degree Specialist in General Surgery, Cuba
3Resident of 3rd Year in General Surgery, Cuba

Introduction
Since the concept of endoscopic inguinal hernia repair was first described by Ger in 1982, 

endoscopic techniques have been modified; It was a time when failures and complications - 
coupled with high cost - outweighed initial enthusiasm [1]. Laparoscopic hernioplasty (LH) 
has gained popularity in the last decade and numerous controlled studies appear in the 
literature comparing laparoscopic techniques with conventional ones [2]. In recent years, HL, 
despite being one of the most controversial laparoscopic procedures, has established itself as 
a therapeutic option to consider. The advantages of this method are demonstrated in bilateral, 
recurrent hernias and in the labor-active subject, who requires early return to work [3].

Method
Between January 2013 and December 2020, a prospective, descriptive, longitudinal-cut 

study was carried out in 80 patients operated on by endoscopy (PET) with the diagnosis of 
inguinal hernia, at the General Teaching Hospital “Enrique Cabrera”. All patients who agreed 
with the type of surgical intervention, the study and who gave their informed consent were 
included; patients older than 30 years classified ASA I-III, without anesthetic contraindications 
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Abstract
Introduction: The hernia affection is one of the processes that has been studied into much 
detail and whose treatment pursues excellence, although many controversies are still yet to 
be resolved. Laparoscopy repair of inguinal hernia is a treatment method that improves the 
quality of management given to our patients. 
Objective: To identify perioperative events, surgical complications and to evaluate the pain 
referred for the patients who have had inguinal hernia repair by the laparoscopic method. 
(TEP).
Method: A prospective and descriptive study was done on 80 patients who have had 
endoscopic (TEP)repair of inguinal hernias between January 2013 and December 2020. 
Result: We performed 100 hernioplastias by laparocoscopy in 80 patients. The male sex 
predominated in a 5:1 ratio and the surgical time average was, 53.5 minutes for unilateral 
hernias and 71.3 minutes for the bilateral ones. The most frequent complication in the 
transoperatory stage was “minor bleeding”. At 15 days after surgery, 86.3% of the operated 
did not complain of pain, but social and laboral reintegration was at a 34% of the total.
Conclusion: Laparoscopic inguinal hernioplasty is a good therapeutic option, mainly in 
patients with bilateral and reproduced inguinal hernias.
Keywords: Laparoscopic hernioplasty; Inguinal hernia; Hernia recurrence
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for laparoscopic intervention and patients classified as Nyhus 
III and IV. Patients with previous surgical wounds in the inguinal 
region, to operate, not dependent on reproduced inguinal hernias 
and patients with complicated, irreducible, or slipped inguinal 
hernias; they were excluded. The surgical techniques were totally 
extraperitoneal laparoscopic inguinal hernioplasty (TEP). The PET 
technique was performed with some variants such as: no use of the 
balloon trocar, the preperitoneal space was decolorized by means 
of the 0º laparoscope and the insufflation of CO2 at 13mmHg. In 
patients with large hernial rings, a polypropylene cone was placed 
in the hernial defect and subsequently a 15 x 12cm polypropylene 
prosthesis. There was no need to fasten the meshes with clips [4]. 
In the immediate postoperative period, the visual pain scale analog 
scale (VAS) was applied, and a pain value was assigned by means of 
“little faces”, which starts from very happy (I value) to very sad (X 
value). Pain quantification was repeated in consultation 7 days, 15 
days and one month after the operation.

Result
100 hernias were operated on in 80 patients (20 patients [25%] 

had bilateral hernias, 85 primary hernias, and 15 reproduced 
hernias). The average age was 55.6 years, the youngest patient 
was 30 years old and the oldest was 77 years old, but the majority 
(14 patients) belonged to the fifth decade of life. The male sex 
predominated in 84%, which represented a male/female ratio of 5: 
1. 43% of the patients made great physical efforts on a regular basis. 

Table 1 shows that 36 patients had the habit of smoking, which 
represents 45% of the total and 17 consumed alcohols for 21.2%. 
Table 2 shows that right hernias were more frequent in 54.0% of 
the total; the indirect variety with great dilation of the annulus 
and destruction of the posterior wall (IIIb) was the most frequent 
(41 hernias). Nine femoral hernias and 15 recurrent hernias were 
operated on. The 100 surgeries were performed by PET technique 
(100.0%). Two of the patients in whom a PET technique was started 
had to be converted to a conventional prosthetic technique due 
to accidental perforation of the peritoneum, passing CO2 into the 
peritoneal cavity, and consequently, the loss of the preperitoneal 
surgical space, and another was the conversion of a failed PET 
technique [5].

Table 1: Toxic habits and personal pathological history 
(APP).

Toxic Habits and (APP)  Frequency  %

Chronic Cough 6  7,5

COPD 4  5,0

Constipation 7  8,7

Heart disease 7  8,7

Diabetes Mellitus 7  8,7

Smoking 36  45,0

Alcohol consumption 17  21,2

N= 80, COPD: Chronic obstructive pulmonary disease.

Table 2: Distribution according to classification to the Nyhus [5].

Classification
 Right  Left

Total
Frequency % Frequency %

IIIa 19 33,1 16 34,7 35(35,0%)

IIIb 21 37,8 20 50,0 41(41,0%)

IIIc 6 14,1 3 10,8 9 (9,0%)

IV 8 14,8 7 13,0 15(15,0%)

Total 54 54,0 46 46,0 100(100%)

• The total is 100 hernias operated on in 80 patients.

The mean surgical time for unilateral hernias was 53.5 min, with 
a minimum time of 25 min and a maximum of 120 min. In bilateral 
repairs, the average surgical time was 71.3 min, with a minimum 
of 40 min and a maximum of 110 minutes. The hospital stay was 
less than 24 hours in 70 patients (87.5%), in 5 patients it extended 
from 24 to 48 hours and in 5 patients it lasted more than 48 hours. 
Table 3 shows minor bleeding as the most frequent complication 
in the intraoperative period, in 22 repairs (22.0%) that originated 
13 hematomas (13.0%). No complications were observed after 
the second week, but two patients suffered recurrences (2.0%) 
more than two months after the operation. Table 4 shows the 
pain classification according to the VAS scale. In the immediate 

postoperative period, after the patient recovered from anesthesia, 
75 individuals (93.7%) were classified as VAS I and 5 patients 
as VAS II. At 24 h after the operation, 19 patients (23.7%) were 
classified as VAS I, 50 (62.5%) as VAS II, 7 patients as VAS III, and 4 
as VAS IV. In the first week postoperative consultation, 52 patients 
(65.0%) were classified as VAS I and 15 as VAS II, and two patients 
with moderate pain (VAS V) appeared in this period. At 15 days 
after surgery, 69 patients (86.3%) were VAS I and at one month 73 
(91.3%) were. The incorporation to the usual activities, including 
work, was of 3 patients (3.7%) a week after the operation, after 15 
days there were 23 patients (28.7%) and at month 54 patients, for 
67, 5% of the total [6]. 
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Table 3: Complications.

Complications Intraoperative Complications 2 Weeks  After 1 Month

Minor bleeding 22 (22%)   

Accidental opening of the peritoneum 9 (9,0%)   

Hematomas  13 (13,0%)  

Seromas  4 (4,0%)  

Recurrences   2 (2,0%)

Table 4: Evaluation of the Visual Analog Scale (VAS) [6].

VAS Inmediate Preoperative First Day First Week 15 Days First Month

Vas I 75 (93,7%) 19 (23,7%) 52 (65,0%) 69 (86,3%) 73 (91,3%)

VAS II 54 (6,3%) 50 (62,5%) 15 (18,7%) 11 (13,7%) -

VAS III - 7 (8,7%) 5 (6,3%) - -

VAS IV - 4 (5,1%) 4 (5,0%) - 7 (8,7%)

VAS V - - 4(5,0%) - -

N = 80.

Discussion
Currently, with the improvement of laparoscopic techniques, 

inguinal hernia surgery is emerging as safe, feasible and as a good 
therapeutic option, regardless of the age of the patient; However, 
the preoperative evaluation of the individual must be correct and 
thorough, specifically the cardiorespiratory function, since with 
the TEP method a working space is created between the sheets of 
the transverse lamina, richly vascularized, so that the absorption 
and elimination of the CO2 is greater than that produced in the 
peritoneal cavity during pneumoperitoneum [7]. Although men 
predominated, there was a slight increase in women in the series 
with respect to other authors [8] In laparoscopic practice, the 
finding of hernial defects diagnosed during the intraoperative 
period is frequent, in men and women, the latter essentially with 
a history gynecological disorder. Although the usefulness of hernia 
repairs in asymptomatic patients is questioned in some articles, 
the authors consider that it would be beneficial for the patient, if 
conditions permit, to repair the hernial defect by the TAPP method 
[9].

The relationship between hernial disease and physical exertion 
has been classic since Cooper’s time. In the series, 68% of the 
patients performed physical activities that involved great and 
medium efforts and also analyzing the multifactorial nature in the 
pathogenesis of hernia disease, it is striking that approximately 
half of the operated patients were smokers, a factor that influences 
in collagen metabolism, significantly linked to hernia recurrences 
[10]. Most of the repairs were by means of the TEP technique and 
we consider, like other authors, that although the TAPP technique 
brings us closer to the area from a perspective familiar to the 
surgeon (peritoneal cavity) and facilitates the so-called “learning 
curve”; Hernia disease -because it is considered a parietal defect- 
should be given a solution from this same plane, to avoid the 
probability of serious complications of the intra-abdominal organs 
and to leave the transperitoneal method as a tactical resource when 
the totally extraperitoneal method is unsuccessful [11].

Average surgical time was similar to other series [12]. It is 
known that this tends to decrease when the surgical team gains in 
experience. The longest operating time recorded was in a patient, 
who started with a PET technique, but due to technical difficulties, 
he was converted to a conventional posterior repair. The main 
complications were related to minor intraoperative bleeding and 
postoperative hematomas. In 3 patients it was necessary to drain 
the hematoma due to the discomfort caused, however, in the rest 
of the patients with hematomas and seromas they were treated 
with conservative measures. In two patients, recurrence occurred 
2 months after the operation, which was interpreted as a technical 
error [13,14].

Our results coincide with numerous studies that affirm less 
postoperative pain with the use of minimal access techniques, as 
well as a prompt socio-occupational reincorporation of patients 
[1,3,9,15]. Despite the fact that 70% and 93.3% of the patients 
at 1 week and 15 days after surgery, respectively, had no pain or 
minimal discomfort; only 18 individuals (30%) started their usual 
activities before 15 days. These results contrast with other studies 
that report a return to work and social activities between 10-15 
days postoperatively, although it is likely that some sociocultural 
factors are influencing these results [1,16]. In the series there were 
no major intraoperative or postoperative complications, only minor 
bleeding and bruising. In most of the patients, before 2 weeks 
postoperatively, the pain disappeared, however, the return to social 
work activities after 15 days was low.

Conclusion
Laparoscopic inguinal hernioplasty was an effective therapeutic 

option, especially for patients with bilateral and reproduced 
hernias. It provided benefits to patients and families, the former 
joining work and social activities early.
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