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ABSTRACT

Introduction: Most patients with an inguinal hernia are symptomatic and the treatment of choice is surgical repair with
mesh using open or laparoscopic approach. Laparoscopic inguinal hernia repair can be done by total extra peritoneal (TEP)
approach. The choice of approach to the laparoscopic repair of inguinal hernia is controversial because of scarcity of data
comparing the two approaches and some questions remain unanswered about their relative merits and risks.

Objectives: To compare the outcome of total extra-peritoneal repair versus open hernia repair in inguinal hernia.
Study Design: Randomized Controlled Trial

Study Duration: 1st June 2021 to 30th November 2021.

Settings: Department of General Surgery, Services Hospital, Lahore.

Materials & Methods: A total of 60 patients aged 20-70 years presenting with inguinal hernia undergoing surgery under
general anesthesia were included. Patients with ASA 111 or 1V, redo surgery or recurrent hernia (on medical record), liver
disease (ALT & AST >40IU, hepatitis B or C), renal dysfunction (creatinine>2mg/dl or on hemodialysis), anemia
(HB<10g/dl) and BMI >35 kg/m2, incarcerated or massive scrotal hernias were excluded. In group A, patient were
undergone surgery by TEP. In group B, patient were undergone open surgery. All surgeries were done by a single surgical
team with assistance of researcher under general anesthesia. Doing surgery, operative time was noted. Postoperatively
patients were shifted in post-surgical wards and were discharged and total hospital stay was noted.

Results: Mean operative time in Group A (total extra-peritoneal repair) was 64.40 + 7.66 minutes while in Group B (open
hernia) was 87.30 + 5.86 minutes (p-value = 0.0001). Mean post-operative pain in Group A (total extra-peritoneal repair)
was 1.63 = 1.07 while in Group B (open repair) was 3.23 + 1.38 (p-value = 0.0001).

Wound infection occurred in 3.33% cases in open method while did not occur in any case in TEP group. Also urinary
retention occurred in 6.67% cases in open method group while nil in TEP group (p>0.05).
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Conclusion: This study concluded that total extra-peritoneal repair results in less operative pain and hospital stay as
compared to open repair of inguinal hernia.
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1. INTRODUCTION

Inguinal hernia can be repaired through numerous approaches either by conventional open or laparoscopic technique. Few
factors are contributing to the increasing popularity of laparoscopic approach: firstly the several studies that showed the
benefits and advantages of the technique then, the widest application of laparoscopic techniques in all fields of surgery
including advanced procedures, making the, once defined “difficult to learn”, laparoscopic hernia repair easier and lastly.1
Risk factors for the development of a hernia include: smoking, chronic

obstructive pulmonary disease, obesity, pregnancy, peritoneal dialysis, collagen vascular disease, and previous open
appendectomy, among others.2 Hernias are partly genetic and occur more often in certain families. It is unclear if inguinal
hernias are associated with heavy lifting. Hernias can often be diagnosed based on signs and symptoms. Occasionally
medical imaging is used to confirm the diagnosis or rule out other possible causes.2

Most patients with an inguinal hernia are symptomatic and the treatment of choice is surgical repair with mesh using open
or laparoscopic approach. The use of mesh varies worldwide from 0 to 5% in low-resource countries to 95% in high-
resource countries.2 Laparoscopic inguinal hernia repair can be done by total extra peritoneal (TEP) approach. The choice
of approach to the laparoscopic repair of inguinal hernia is controversial because of scarcity of data comparing the two
approaches and some questions remain unanswered about their relative merits and risks.3

This single general surgeon experience supports total extra peritoneal inguinal hernia repair without mesh fixation as a
safe, effective procedure with low morbidity and no evidence of recurrence.4 One trial reported that the TEP procedure
was faster than open method (40.8+8.3 min vs 46.3+7.1 min) (P<0.001), Hospital stay was significantly shorter in the TEP
group (1.2+1.2 days vs 3.9+1.3 days in the open method group). Wound infection occurred in 1.8% cases in open method
while did not occur in any case in TEP group also urinary retention occurred in 4.5% cases in open method group while nil
in TEP group (p>0.05).5 But another trial found that mean operative time was 58.6+18.1 vs. 57.2+17.8, urinary retention
was 6.3% vs. 1.7% and wound infection was 0.9% vs. 1.3% (p>0.05), respectively in TEP versus open repair method.6

While other studies concluded that TEP and open mesh repair are equivalent in most of the analyzed outcomes.7 TEP was
associated with more operative complications, and higher operative costs; however, total costs were comparable for the
two procedures. Chronic pain and impairment of inguinal sensibility were more frequent after Lichtenstein repair.8

Rationale of this study was to compare the outcome of total extra-peritoneal repair versus open hernia repair in inguinal
hernia. Literature has reported conflicting results regarding the outcomes of TEP and open repair method for inguinal
hernia. This created a dispute whether to rely on TEP or open method is reliable as it is done in routine. Moreover, no local
literature found in this regard. So we want to conduct this study to get local evidence that can be implemented in local
setting in future and more appropriate and reliable method can be applied in future for inguinal hernia repair. Patient
satisfaction was also significantly higher after TEP. Therefore, TEP should be recommended in experienced hands.

Periprocedural care:

Preprocedural Planning:

For better hemostasis, sharp dissection is preferred to blunt dissection. This is one operation in which, as the saying goes,
every red blood cell must be caught.

If a lipoma is present in the spermatic cord, as is often the case, it should be excised to reduce the bulk of the cord; cord
structures, however, must be protected. Some surgeons excise the cremaster muscle fibers in the cord; others prefer not to.

With a direct hernia, the sac is not dissected and opened, as is done with an indirect inguinal hernia. Rather, it is inverted
(pushed back) into the extraperitoneal space, sometimes with plication of the transversalis fascia.
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Bilateral hernias can be repaired in a single procedure, especially with a Lichtenstein tension-free mesh hernioplasty. Some
surgeons, however, prefer to repair only one hernia at a time, deferring repair of the other for about 4-6 weeks; this avoids
the risk of bilateral infection and the higher risk of penile and scrotal edema after bilateral inguinal hernia repair.

If the hernia is irreducible or obstructed, the sac should be opened first at its fundus, before it is dissected up to its neck, to
allow evacuation of toxic fluid and inspection of the bowel for ischemia. If the conventional technique, in which the sac is
first completely dissected up to its neck, is followed, the ischemic bowel may slip back into the peritoneal cavity before
the sac is opened at its fundus and may then be difficult to retrieve for inspection.

Ischemic bowel is blue-black and thick-walled, lacks luster, feels firm to the touch, and has no peristalsis. The bowel must
be wrapped in moist warm packs, and 100% oxygen should be delivered for a few minutes. The bowel is then reassessed
for viability. Any nonviable bowel will have to be resected.

Equipment

No special equipment is required for inguinal hernia repair. Standard operating room anesthesia equipment, outfitted for
possible conversion to general anesthesia and endotracheal intubation, is required. For high-risk patients with comorbid
conditions, a cardiac monitor and a pulse oximeter should be available.

A standard open surgical tray should be available. Instruments and materials on hand may include the following:

. Syringe

. 25-Gauge needle

. Surgical knife with blade

. Mosquito forceps

. Dissecting scissors

. Polypropylene (Prolene) or polyester mesh
. Langenbeck retractors

. Adson thumb forceps

. Needle holder

. Sutures (absorbable or nonabsorbable)

. Penrose drain or umbilical tape

. Noncrushing intestinal clamps (in case bowel resection is required, in a strangulated hernia)

A self-retaining (e.g. Adson) retractor, though not essential, may eliminate the need for an assistant. The umbilical tape or
Penrose drain may be used to retract the mobilized spermatic cord, but a hernia ring forceps can also be used. If the neck
of the hernia sac is particularly tight, the use of a grooved probe or dissector may help minimize injury to the contents.

The mesh must be a permanent material large enough to produce a wide overlap beyond the defect’s edges (e.g. 5 x 10 cm
to 7.5 x 15 cm). Many manufacturers have now shifted toward lighter, more porous constructions that maintain the strength
of the repair but putatively reduce the inflammatory response.62-65 These meshes may decrease long-term discomfort, but
possibly at the cost of increased recurrence rates (e.g. from inadequate fixation or overlap).

The question of absorbable versus permanent sutures to secure the mesh is based on surgeon preference; to date, there has
been no evidence conclusively favoring one type over the other. Sutures made of polyglactin (Vicryl) or polypropylene are
commonly used, with undyed polyglactin often preferred for subcutaneous tissue. A theoretical advantage of absorbable
suture is that if nerve impingement is inadvertently caused, the suture material disappears with time. The authors prefer to
use absorbable (2-0 polyglactin) sutures for mesh fixation.

Patient Preparation:

Anesthesia:

Inguinal hernia repair can be performed with the following types of anesthesia:
. General

. Regional (spinal epidural)

. Local (infiltration field block)

The choice of anesthesia technique may be influenced by patient preferences and the medical history. The current trend
toward increasing utilization of ambulatory surgery tends to favor local anesthesia, which allows quick recovery time and
thus is safe for early discharge. For older patients or those with high American Society of Anesthesiologists (ASA) scores
(indicating underlying cardiovascular or pulmonary disease), local anesthesia causes much less hemodynamic compromise
and is far better tolerated than general anesthesia.
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For Lichtenstein hernioplasty, local anesthesia is safe and generally preferable. By permitting immediate postoperative
mobilization and discharge of the patient on a day-care basis, it helps minimize the length of the hospital stay, the incidence
of complications, and the cost of treatment. In addition, a patient under local anesthesia can be asked to cough during the
procedure to help the surgeon identify any additional hernias that may be present and to confirm the adequacy of the
prosthetic repair.

Large randomized control trials have found overall anesthesia time, urinary retention, and postoperative pain to be less
after local anesthesia than after regional or general anesthesia.66,67 Although a follow-up study of recurrence by Nordin
et al reported an increase in reoperation for recurrence in the local anesthesia group, the investigators suggested that this
increase may be negated with increasing use of the Lichtenstein mesh technique and concluded that further follow-up is
warranted.68

When hernia repair is performed under local anesthesia, patients still feel the discomforts of pressure and traction; such
discomforts can be minimized by administering anxiolytic agents. Additionally, the patient must always give consent for
the possibility of conversion to general anesthesia should he or she experience difficulty in tolerating the procedure because
of anxiety or discomfort.

Commonly used local anesthetics include the following69:

. 0.5-1% lidocaine with epinephrine
. 0.25% bupivacaine
. A combination of these 2 agents in a 50:50 mixture

A field block is applied by injecting along the site of incision, from superficial to deep, and lateral to the pubic tubercle, to
provide anesthesia to the deeper structure. To block the ilioinguinal nerve, an injection is placed just medial to the anterior
superior iliac spine.70

Additional amounts of the local agent may be injected throughout the procedure. For example, administration of the agent
below the fibers of the external oblique aponeurosis, as described by Lichtenstein’s group, anesthetized the three major
nerves by flooding the enclosed inguinal canal and served to hydrodissect the underlying ilioinguinal nerve (thus making
it less prone to injury when the aponeurosis was incised).71

Other techniques, such as epidural anesthesia, have been widely reported, but results depend largely on local expertise.

Elective inguinal hernia repair is considered a clean procedure and, as such, should carry a surgical site infection rate of
less than 2%. The data remain controversial, but one meta- analysis supported the use of antibiotic prophylaxis in the
performance of a mesh-based repair.71 Cephalosporins (e.g. cefazolin) are commonly administered by the anesthesiologist
in a single dose before the skin incision.72 A properly powered, prospectively randomized study is needed to determine
whether such prophylaxis is necessary.

Positioning:
The correct surgical side (left or right) should be confirmed and marked preoperatively in the holding area.

The patient should be placed in the supine position, with the upper extremities comfortably secured. He or she should be
at ease, and the position should be comfortable for the surgical team. For large defects, slight Trendelenburg positioning
may facilitate exposure by reducing the visceral contents into the abdomen.

The surgical site is prepared and draped in standard surgical fashion, so that the patient’s upper abdomen and lower limbs
are covered and only the intended operative groin site is exposed. The patient’s head is left open to allow conversation with
the surgeon. The surgeon stands on the side of the patient where the hernia is located, and the assistant stands on the
opposite side.

2. MATERIALS & METHODS

This randomized controlled trial was conducted in the Department of General Surgery, Services Hospital, Lahore, over a
period of six months from 1st June 2021 to 30th November 2021. A total of 60 patients were included, with 30 patients
allocated to each group, and the sample size was calculated using an 80% power of study and a 95% confidence level,
based on the mean hospital stay of 1.2 + 1.2 days for totally extraperitoneal (TEP) repair and 3.9 + 1.3 days for open
inguinal hernia repair. Non-probability consecutive sampling was employed. Patients aged 20—70 years presenting with
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inguinal hernia and undergoing surgery under general anesthesia were included, while those with ASA grade 111 or IV,
recurrent or redo hernia, liver disease (ALT or AST >40 IU/L or hepatitis B/C positive), renal dysfunction (creatinine >2
mg/dL or on hemodialysis), anemia (hemoglobin <10 g/dL), body mass index >35 kg/m2, and incarcerated or massive
scrotal hernias were excluded from the study.

3. DATA COLLECTION PROCEDURE

After taking approval from hospital ethical committee, 60 patients fulfilling the inclusion criteria were enrolled in the study
through wards of Department of Surgery, Services Hospital, Lahore. An informed written consent was obtained.
Demographic details like name, age, BMI, duration of symptoms, h/o diabetes (BSR>200mg/dl) were noted. Then patients
were randomly divided in two groups by using lottery method. In group A, patient were undergone surgery by TEP. In
group B, patient were undergone open surgery. All surgeries were done by a single surgical team with assistance of
researcher under general anesthesia. Doing surgery, operative time was noted. Postoperatively patients were shifted in post-
surgical wards and were discharged and total hospital stay was noted. All this information was recorded on proforma
(attached). All the data was analyzed in SPSS 22.0. Mean and standard deviation were calculated for age, BMI, duration
of symptoms, operative time and hospital stay. Frequency and percentage were calculated for gender, h/o diabetes, urinary
retention and wound infection. Independent samples t-test was applied to compare mean operative time and hospital stay
in both groups. P-value <0.05 was considered as significant.

Data was stratified for age, gender, BMI, duration of symptoms and diabetes. Post-stratification, both groups were
compared for outcome by using independent t test in each strata. P-value <0.05 was considered as significant.

4. RESULTS

Age range in this study was from 20 to 70 years with mean age of 40.87 +

13.67 years. The mean age of patients in group A was 38.80 + 13.01 years and in group B was 41.07 + 13.85 years. Majority
of the patients 34 (56.67%) were between 20 to 45 years of age as shown in Table I. Mean duration of disease was

8.31 £ 2.35 months (Table I1). Mean BMI was 27.76 + 2.88 kg/m2 (Table I11).

Distribution of patients according to DM & gender is shown in Table IV & V respectively.

Mean operative time in Group A (total extra-peritoneal repair) was 64.40 +7.66 minutes while in Group B (open
hernia) was 87.30 + 5.86 minutes as shown in Figure | (p-value = 0.0001). Mean post-operative pain in Group A (total
extra- peritoneal repair) was 1.63 + 1.07 while in Group B (open repair) was 3.23 + 1.38 (p-value = 0.0001) as
shown in Figure Il. Wound infection occurred in 3.33% cases in open method while did not occur in any case in TEP
group. Also urinary retention occurred in 6.67% cases in open method group while nil in TEP group (p>0.05). Stratification
of operative time with respect to age, gender, BMI, duration of symptoms and diabetes is shown in Table VI.
Stratification of hospital stay with respect to age, gender, BMI, duration of symptoms and diabetes is shown in
Table VII.

Table-1: Age distribution for both groups (n=60).

Group A (n=30) Group B (n=30) Total (n=60)
No. of patients %age No. of patients %age No. of patients %age
Age (years)
20-45 18 60.0 16 53.33 |34 56.67
46-70 12 40.0 14 46.67 |26 43.33
Mean + SD 38.80 + 13.01 | 41.07 + 13.85 40.87 + 13.67
Table-11: Distribution of patients according to duration of disease
Duration of Group A (n=30) Group B (n=30) Total (n=60)
disease (in No. of patients Y%age No. of patients %age No. of patients Y%age
months)
<6 months 07 23.33 05 16.67 |12 20.0
>6 months 23 76.67 25 83.33 |48 80.0
Mean + SD 8.27 £ 233 B43 + 234 8.31 + 2.35
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Comparison of outcome of total extra-peritoneal repair versus open hernia repair in inguinal

hernia

Table-111: Distribution of Patients according to BMI.

BMI (kg/m?) Group A (n=30 Group B (n=30 Total (n=60)
No. of patients Y%age No. of patients Y%age No. of patients %age
<27 12 40.0 15 50.0 27 45.0
>27 18 60.0 15 50.0 33 55.0
Mean + SD 28.0 £ 2.96 27.33 £ 2.84 27.76 + 2.88
Table-1V: Distribution of patients according to DM
DM Group A (n=30) Group B (n=30) Total (n=60)
No. of patients %age |No. of patients %age |No. of patients Y%age
Yes 11 36.67 |12 40.0 23 38.33
No 19 63.33 |18 60.0 37 61.67
Table-V: Distribution of patients according to gender.
Gender Group A (n=30) Group B (n=30) Total (n=60)
No. of patients %age |No. of patients %age |No. of patients Y%age
Male 30 100.0 |30 100.0 |60 100.0
Female 00 0.0 00 0.0 00 0.0

Figure I: Mean operative time in both groups.
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Figure 1l: Mean hospital stay in both groups.
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Table VI: Stratification of Operative time with respect to age, gender, BMI, duration of
symptoms and diabetes.

Group A Group B
(n=30) (n=30) P-value
Operative time Operative time
(minutes) (minutes)
Mean SD Mean SD
Age (years) 20-45 65.0 7.57 87.13 6.30 0.0001
46-70 63.50 8.05 87.50 5.53 0.0001
Duration (months) <6 64.43 3.91 85.20 6.38 0.0001
>6 64.39 8.56 87.72 5.79 0.0001
BMI (kg/m?) <27 59.67 8.12 86.93 5.35 0.0001
>27 67.56 5.59 87.67 6.49 0.0001
Gender Male 64.40 7.66 86.30 5.86 0.0001
Female 0.0 0.0 0.0 0.0
DM Yes 67.45 6.66 87.25 6.06 0.0001
No 62.63 8.58 87.33 5.89 0.0001

Table VII: Stratification of hospital stay with respect to age, gender, BMI, duration of
symptoms and diabetes.

Group A Group B
(n=30) (n=30) P-value
Hospital stay Hospital stay
Mean SD Mean SD

Age (years) 20-45 1.67 1.19 3.44 1.50 0.0001
46-70 1.58 0.90 3.0 1.24 0.0001
Duration (months) <6 1.71 1.38 2.20 0.45 0.0001
>0 1.61 0.99 3.44 1.42 0.0001
BMI (kg/m?) <27 2.08 0.99 3.53 1.25 0.0001
>27 1.33 1.03 2.93 1.49 0.0001
Gender Male 1.63 1.07 3.23 1.38 0.0001

Female 0.0 0.0 0.0 00  |---
DM Yes 1.55 0.93 3.25 1.60 0.0001
No 1.68 1.16 3.22 1.26 0.0001

5. DISCUSSION

Success of groin hernia repair is measured primarily by the permanence of the operation, fewest complications, minimal
costs, and earliest return to normal activities. This success largely depends upon the surgeon’s competencies, preoperative
patient selection and preparation, knowledge and experience of effective use of surgical techniques and currently available
materials for repair.1 Endoscopic hernia surgery has increased significantly with the introduction of new operating
techniques during the past decade. Day care open hernia surgery is routinely being performed in selected centers all over
the world. Prolonged hospital stay and post operative pain are of more concern for patients immediately after surgery.
Surgeons performing laparoscopic hernioplasty claim that there is decreased post operative pain and short postoperative
hospital stay as compared to open hernioplasty.78, 79 Anyway controversy persists regarding the most effective inguinal
hernia repair.

I have conducted this study to compare the outcome of total extra-peritoneal repair versus open hernia repair in inguinal
hernia. Mean operative time in Group A (total extra-peritoneal repair) was 64.40 £ 7.66 minutes while in Group B (open
hernia) was 87.30 + 5.86 minutes (p-value = 0.0001). Mean post-operative pain in Group A (total extra-peritoneal repair)
was 1.63 + 1.07 while in Group B (open repair) was 3.23 + 1.38 (p-value = 0.0001). Wound infection occurred in 3.33%
cases in open method while did not occur in any case in TEP group. Also urinary retention occurred in 6.67% cases in open
method group while nil in TEP group (p>0.05). One trial reported that the TEP procedure was faster than open method
(40.8+8.3 min vs 46.3+7.1 min) (P<0.001), Hospital stay was significantly shorter in the TEP group (1.2+£1.2 days vs
3.9+1.3 days in the open method group). Wound infection occurred in 1.8% cases in open method while did not occur in
any case in TEP group also urinary retention occurred in 4.5% cases in open method group while nil in TEP group
(p>0.05).5 But another trial found that mean operative time was

© 2025 Journal of Carcinogenesis | Published for Carcinogenesis Press by Wolters Kluwer-Medknow

pg. 656



58.6+18.1 vs. 57.2+17.8, urinary retention was 6.3% vs. 1.7% and wound infection was 0.9% vs. 1.3% (p>0.05),
respectively in TEP versus open repair method. 6

In a local study80, a total 60 patients of direct inguinal hernia were included. The mean age was 61.48+7. The range of
postoperative pain experienced was 5.55 as per VAS among all patients. In group-1 (open hernioplasty) majority of patients
(53.33%, n=16) experience severe type of pain where as in group-Il, moderate severity of pain was reported by large
number of patients (63.34%, n=19). The mean postoperative pain intensity as per VAS was 6.23 in group-I and 4.43 in
group-I1 patients.80

Regarding postoperative pain, it is reported in literature that the laparoscopic repair is associated with less pain as compared
to open herniorrhaphy. The p value for postoperative pain is 0.032 in our study which is quite significant and concludes
that the patient who had laparoscopic hernioplasty experienced less pain postoperatively as compared to those having
open herniorrhaphy. The same results were also concluded from the review of 41 Cochrane studies,81 TULIP Trial82 and
other studies.83 On the contrary, a multicenter trial conducted at Austria concludes no significant difference in
complications and recurrence rate between laparoscopic and open hernioplasty.84 Similarly, a meta analysis conducted at
Aberdine, UK conclude that the open and laparoscopic hernia repair are equally effective procedures and choice between
them should be made on a case to case basis depending on patient preference and other characteristics such as age, work,
health status etc.85 Many national and international studies also conclude no significant difference in morbidity and
recurrence between both modalities but operating time is more in laparoscopic herniorrhaphy.85,86

In a study87 from 11 hospitals, 1371 men underwent surgery, 665 in the TEP group and 706 in the Lichtenstein group. The
median duration of operation was 55 min for both procedures and 91.0 percent of the patients in both groups were
discharged on the day of operation. Patients in the TEP group experienced less postoperative pain (P<0.001), consumed
fewer analgesics (P<0.001), had a shorter period of sick leave (7 versus 12 days; P<0.001) and a shorter time to resumption
of normal physical activity (20 versus 31 days; P<0.001). 87 Sven Bringman et al. showed in their study there was less
postoperative pain and shorter time to full recovery in TEP compared to both open methods. Meta-analysis showing that
laparoscopic repair had a shorter rehabilitation than open repair.88,89

In another local study90, less postoperative pain and requirement for analgesics were reported by patients who
underwent total extraperitoneal laparoscopic repair of inguinal hernia as compared to those who underwent inguinal hernia
repair by Lichtenstein tension free mesh hernioplasty. At 12 hours after surgery, the mean pain scores in the TEP group
were 3.1 + 1.8 and in the Lichtenstein group they were 4.2 + 2.1 (p 0.031). At 24 hours after surgery, the scores were 2.3
+1.5and 3.1 £ 1.9 for the TEP and Lichtenstein groups, respectively (p = 0.026). At 48 hours after surgery, the mean pain
scores in the TEP group were 1.5 + 1.1 while in the Lichtenstein group they were 2.0 £ 1.6 (p = 0.041 ). At 7 days after
surgery, the scores were 0.3 £ 0.5 in the TEP group and 0.4 + 0.8 in the Lichtenstein group (0.137). The mean number of
injection of Diclofenac Sodium required by the TEP and Lichtenstein groups was 3.1 +1.6and 5.8 +2 .2,
respectively (p = 0.011).90

In a comparative study carried out on 60 patients. In group A, hernias were repaired laparoscopically and in group B
Lichtenstein repair was done. In this study it was seen that post-operative pain was less in group A as compared to group
B patients and the analgesia dose required in group A patients was much less as compared to group B patients.91 Similar
results were seen on study carried out by Dr. Snehal Fegade and Prof. Dr. R.K. Mishra published in current medical journal
of India.92 Another study carried out by R.S. Chung and D.Y. Rowland in department of surgery in East Cleveland, USA
on 2471 patients showed that the post-operative pain after laparoscopic and tension free mesh repairs showed no significant
advan-tage.93

6. CONCLUSION

This study concluded that total extra-peritoneal repair results in less operative pain and hospital stay as compared
to open repair of inguinal hernia. So, we recommend that total extra-peritoneal repair should be used routinely for
inguinal hernioplasty for reducing the operative pain and hospital stay which will in turn improve their quality of
life.
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