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ABSTRACT 
 
Minimally invasive laparoscopic and open tension-free techniques have been evolved during the 1990’s.  
Different laparoscopic techniques have been used, where the totally extraperitoneal hernioplasty (TEP) is a 
technically demanding but probably a better approach to minimally invasive hernia surgery than the 
transabdominal preperitoneal technique (TAPP), which may increase the risk of adhesions and 
postoperative intestinal obstruction. TEP has been criticized because of expensive disposable equipment. 
The standard polypropylene mesh used in tension-free operations induces a strong foreign tissue reaction 
with potentially harmful effects. A mesh with less polypropylene could possibly be beneficial. 
 
The aim of this thesis was to evaluate and compare different minimally invasive techniques and meshes for 
inguinal hernia.  
 
In three randomized controlled multi-center studies 1212 patients were randomized and included in follow-
up: TEP with or without the use of a dissection balloon (322 patients); TEP using only reusable instruments, 
mesh-plug or Lichtenstein (299 patients); Lichtenstein with Prolene or VyproII (which contains less 
polypropylene) mesh (591 patients). In the last study all randomization and entering of data was performed 
online in a database through the Internet, which facilitated the completion of the trial. More than 80% of all 
patients in the studies were operated on in day-surgery.   
 
There were more conversions to TAPP or an open technique if a balloon not was used. However the 
majority of the conversions occurred early in the learning curve, which indicates that the use of a dissection 
balloon can be helpful during the learning curve, but in experienced hands it just adds costs to the operation, 
without offering additional benefits  
The operation time was shorter in the mesh-plug group compared to Lichtenstein and TEP. Postoperative 
pain was diminished after TEP compared to open repair. The time to return to work was shorter after TEP 
than Lichtenstein (5 vs. 7 days). The time of rehabilitation was shorter after TEP than mesh-plug or 
Lichtenstein (14 vs. 24.5 vs. 28.5 days). There was a tendency of more pain after Lichtenstein than after 
TEP or mesh-plug at follow-up. Laparoscopic hernioplasty (TEP) is superior to tension-free open 
herniorrhaphy with Mesh-plug and patch or Lichtenstein’s operation in terms of postoperative pain and 
rehabilitation. 
There was no significant difference between Lichtenstein with Prolene or VyproII concerning postoperative 
pain, complications, rehabilitation or quality of life.  
 
All patients (n=33 275) with a unilateral primary inguinal or femoral hernia with only one operation 
recorded in the Swedish Hernia Register 1992-2000 were linked to the Swedish Inpatient Register and the 
Swedish Death Register for the period 1987-2000. The highest adjusted relative risk (RR) of postoperative 
intestinal obstruction was found in patients with previous multiple admissions for abdominal 
operations/inflammations, including intestinal obstruction, 58.99. The RR was 2.79 with TAPP and 0.57 
with TEP compared to Lichtenstein operated patients.  
 
Keywords: Inguinal hernia, minimally invasive, laparoscopic, TEP, TAPP, Lichtenstein, Mesh-plug, 
tension-free, mesh, rehabilitation, Swedish Hernia Register, learning curve, complications, intestinal 
obstruction, polypropylene, polyglactin 
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INTRODUCTION 
 
"The final word on hernia will probably never be written" (Sir John Bruce of Edinburgh) 1. 
 
DEFINITION 

A hernia is an abnormal protrusion of a peritoneal-lined sac through the musculoaponeurotic covering 
of the abdomen2. Operations for groin hernias are the most common in general surgery with an 
incidence of about 200 per 100 000 inhabitants in Sweden3. 
 
PATHOGENESIS 

Why do humans develop groin hernias?4. There are congenital, metabolic, anatomic, and maybe 
physical factors influencing the incidence of hernias. A patent processus vaginalis is a well-known 
factor for indirect inguinal herniation4, 5. Epidemiological evidence have shown that 20% of men pass 
into adulthood with a patent processus vaginalis, of which less than 50% develop clinical herniation6. 
There is also a genetic influence with a familial tendency to groin herniation. A quarter of inguinal 
hernia patients give a history of similar hernias in their parents and grandparents 4.  
 
Unlike inguinal hernia, femoral herniation is rare in infancy and childhood4. It is more common in 
women due to a larger and more oval femoral ring, weaker inguinal ligament and smaller iliopsoas 
muscle4. Previous Bassini-type sutured repairs also increases the risk of femoral hernia due to 
elevation of the inguinal ligament4. 
 
There is strong evidence for an association between abnormal metabolism of connective tissue and the 
development of groin hernia 5. Biochemical, morphologic, and biomechanical differences have been 
found in the connective tissue in patients with hernia, compared to controls 5. The prevalence of 
inguinal hernia rises with patient age5. The activity of collagen-degrading enzymes is higher in older 
patients, presumably due to a reduced inhibition of collagenase7. 
Smoking may be a contributor to the creation of groin hernia through inducing a systemic imbalance 
in levels of protease and antiprotease, which affects the connective tissue of the groin4, 5. Smokers 
have a higher risk of recurrence after hernia surgery 6.  
In hernia recurrence, insufficient surgical technique may not be the only explanation for recurrence, 
but more likely it is a combination of an on-going defect in connective tissue metabolism and 
patophysiologic factors associated with the surgical technique applied 5. 
 
Prolonged stretching and pressure of the fascia transversalis caused by raised intra-abdominal 
pressure is considered an additional facilitating factor for groin hernia formation5, 8.  
Heavy workload and lifting heavy objects repeatedly over long periods of time are also factors 
contributing to the development of hernias9 but a single strenuous event preceded the appearance of 
inguinal herniation in only 7% of men questioned after presentation10. The physical habitus can also 
influence the development of a hernia. Patients with indirect hernias have been found to be both 
heavier and taller than controls9.  
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HISTORY 

Hernias have been described in the literature since ancient times. The earliest recorded reference to 
hernias appears in the Egyptian Papyrus of Ebers (circa 1550 B.C.) 11. Tightly fitting bandages were 
used as treatment for inguinal hernia by physicians in Alexandria, and a 900 BC Phoenician statuette 
depicts a bilateral inguinal hernia so treated12. 
 
Aulus Cornelius Celsus (?–AD 50) introduced Greek and Alexandrian medicine to Rome. Trusses 
were widely employed; operation was advised for pain, especially in the young, but not with large 
protrusions or when the symptoms of strangulation supervened. An incision was made in the scrotum 
just below the pubis, and the sac was dissected from the cord and excised, the wound being left open 
to granulate. If large, it was cauterized to enhance scar formation12.  
 
However, during the Middle Ages the technical advances of Egyptian and Graeco-Roman surgery 
were largely lost. During the Renaissance, Paré (1510-1590) elevated surgery from an ill-reputed 
handicraft to a respected art11.  
 
The knowledge of the inguinal anatomy increased in the early nineteenth century. Many well-known 
surgeons such as Richter (1785), and Scarpa (1814), published in this field12. Primitive techniques of 
plugging the inguinal canal to prevent the emergence of herniated tissue were described during the 
mid-1830s. Pierre Nicholas Gerdy plugged the inguinal canal with an inverted fold of skin, scrotal or 
otherwise, maintained in position by both sutures and creation of a caustic-induced inflammatory 
response 12. During the same era, C.W. Wutzer proposed temporary placement of a foreign body (i.e., 
a wooden hernia plug, pushing the scrotal skin and testicle in front of it) to help invaginate and hold 
tissue until the inguinal canal was closed by inflammatory adhesions12. 
 
The creator of modern hernia surgery was the Italian surgeon Eduardo Bassini (1844-1924) 11who 
published his monograph on hernia repair 188913. He made a 3-layer reconstruction of the posterior 
wall of the inguinal canal where he used the transversalis fascia – an important step often corrupted in 
the operation carrying his name14. In his series of 262 patients he reported only seven recurrences with 
90% follow-up at 4½ years15. The Shouldice repair, developed by E.E. Shouldice in the late 1930s in 
Canada16, is based on the same principles as the Bassini repair – a pure tissue repair of the posterior 
wall, but with a continuous monofilament suture, traditionally steel wire15. 
 
  
 
TENSION-FREE HERNIOPLASTY 
Mesh 

Theodore Billroth (1829-1894) stated, “If we could artificially produce tissues of the density and 
toughness of fascia and tendon, the secret of the radical cure of hernia would be discovered” 17. A lot 
of different foreign biologic and artificial materials have been tested. Marcy experimented with 
animal tendons in the end of the 19th century. Other authors recommended fascia lata strips and there 
were a large combative literature during the 1930’s and 1940’s, reporting the use of various natural 
organic prostheses12. As late as 1975 Sames described the use of vas deferens in hernioplasty18. There 
are hardly any controversies concerning this anymore: homologous and heterologous fascia has no 
value in hernioplasty. It is, after all, implanted foreign organic matter and undergoes complete 
phagocytic degeneration after a time19. Metallic materials such as silver mesh filigree were introduced 
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in the beginning of the 20th century 20 but initial 
high expectations were not met, with subsequent 
reports of metal fragmentation, sinus formation, 
tissue erosion, and hernia recurrence12. 

Figure 1. SAGITTAL  VIEW  OF THE 
ABDOMINAL WALL. 

LAPAROSCOPIC AND OPEN 
TENSION-FREE HERNIA REPAIRS 

 
Mesh by polyester (Dacron, Mersilene) was 
introduced 1939 and it was the first mesh to stand 
the test of time. Its use has decreased, but it is still 
in clinical practice. Recently new polyester products 
has been manufactured and tried in large trials21. 
Polypropylene mesh (Marlex, Prolene) was 
introduced by Usher in the late 1950s22, 23 and is 
now the most popular mesh for surgical 
implantation. It is macroporous with pores larger 
than 75 microns, which is the required pore size for 
admission of fibroblasts, blood vessels and collagen 
fibers in the pores which enhances the incorporation 
of the biomaterial24. The macroporousity of 
polypropylene makes it also possible for the 
macrophages and neutrofilic granulocytes to enter 
the pores in the event of a bacterial infection24. 
Polypropylene is however, associated with a strong 
foreign body reaction with potentially harmful side 
effects such as chronic inflammation25. 
 
Approaches of tension-free hernia repair 

The mesh repair can be done in an anterior mode, 
posterior mode or by a combination of the two.  
 
Anterior 

Irving Lichtenstein introduced the anterior repair 
with a flat piece of polypropylene mesh among 
common surgeons in every-day practise26. The 
repair can be performed minimally invasive through 
a 5 cm incision27(Fig 1 and 4).  
 
Posterior 

A posterior repair can either be performed 
preperitoneally with an open approach such as 
advocated by Stoppa28 or minimally invasive with 
the use of a laparoscope. 
 

The first report of a laparoscopic hernia repair was published by Ger in 1982, using a technique 
without a mesh29. During the 1980s there was a fast development of the video-endoscopic equipment 
facilitating laparoscopic surgery. The options of technical development in laparoscopic hernia surgery 
increased and different laparoscopic mesh techniques evolved. Schultz et al described a trans-



 
Figure 2. PREPERITONEAL 

ANATOMY (LEFT SIDE) AS SEEN 
IN TEP 

Figure 3. LARGE DIRECT INGUINAL 
HERNIA (LEFT SIDE) AS SEEN IN 

TAPP 

abdominal laparoscopic technique 1990, where a preperitoneal polypropylene plug was put in the 
internal ring without stapling30. The 2-year recurrence rate was however 25% with this method and it 
was soon abandoned.  Another technique that has been tried but with disappointing results is the intra-
peritoneal onlay mesh technique (IPOM)(Fig 1), with recurrence rates of 43% with a mean follow-up 
of 43 months31.  

 
The two dominating laparoscopic techniques in the beginning of the 1990s were the trans-abdominal 
pre-peritoneal (TAPP) (Fig. 1 and 3) and the totally extra-peritoneal (TEP) (Fig. 1 and 2) 
hernioplasty. A common way to learn laparoscopic hernioplasty was to begin with TAPP, which is an 
easier operation, and once experience was gained, to continue with TEP32. Laparoscopic hernioplasty 
has been criticized because of its technical complexity, need for general anesthesia, risk for serious 
complications and increased costs 33. However, most of these serious complications, such as major 
vessel or bowel injury, have been laparoscopy (TAPP) related, and avoidable when operating totally 
extraperitoneally (TEP) without entering the abdominal cavity32, 34. Since the peritoneal cavity is 

Figure 4. VYPROII MESH IS 
SUTURED IN A LICHTENSTEIN 
REPAIR (RIGHT SIDE) 

Figure 5.  
MESH-PLUG 

(PERFIX, POLYPROPYLENE) 
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entered during TAPP there is also a potential risk of postoperative intestinal obstruction due to 
adhesions or incarcerations in the trocar incisions35. In TEP, the peritoneal cavity is not entered and 
the risk of intra-abdominal intestinal obstruction is presumably the same as after open herniorrhaphy. 
However, there has been case reports describing intestinal obstruction after TEP where a peritoneal 
tear may be the cause of an incarceration36, 37. 
 
There is an undisputed learning curve associated with the TEP approach38. The operative costs of 
laparoscopic hernioplasties have been shown to be significantly higher when compared to the open 
anterior tension-free hernioplasties. This has been mostly due to longer operation time, instrument 
capital costs and the use of disposable instruments (trocars, hernia stapler, dissection balloon etc.)39. 
Although, there are significant potential indirect cost savings due to faster return to work39, 40, the 
direct operation costs remain a key issue.  
Disposable dissection balloons can be used in TEP hernioplasty to gain access to the initial 
preperitoneal working space. Despite their possible effectiveness, they also add a noticeable sum to 
the operation costs.  
 
Anterior and posterior 

A third approach to tension-free hernia repair is to plug the inguinal canal with a piece of mesh or 
mesh-plug in an open operation. Different plug repair techniques has been described by Lichtenstein, 
Gilbert, Robbins and Rutkow 41-43. The mesh-plug and patch technique (Fig. 1 and 5) is a minimally 
invasive open procedure where the plug is placed pre-peritoneally in the hernial defect, i.e. posterior, 
and the patch is placed in an anterior approach. The operation with a mesh-plug and patch is easy to 
perform44 while a TEP operation is technically more demanding 38. 
 
HERNIA TRIALS 

Evaluation of a new method or device in hernia surgery with enough power to detect relatively small 
differences in results and complications requires many observations.  Consequently, multi-center 
studies are the best way to include a sufficient number of patients in a reasonable time. However, in 
multi-center studies the difficulties of randomization, monitoring and validation of data is larger than 
in a study in a single center. Communication between centers, keeping up the pace of inclusion in all 
centers and handling of data are problems to be addressed, and in most cases requires significant 
resources.  
 
Follow-up 

One of the problems in inguinal hernia research is that the patients must be followed during a 
significant period to evaluate the recurrence rate and the rate of late postoperative morbidity. Having 
all the patients returning to the hospital for a physical examination is time consuming and requires 
economic resources both for the patients and the health care system. Using a questionnaire for follow-
up has been validated in two studies to be a convenient alternative to clinical visits45, 46.  
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THE SWEDISH HERNIA REGISTER  

The Swedish Hernia Register (SHR) was established in the year 199247. Operations of groin hernias 
are prospectively documented by a protocol including patient characteristics, mode of admission, time 
on waiting list, type of hernia as defined during surgery, methods of repair, anesthesia, length of stay, 
complications within one month, reoperation for recurrence, and personal identification number. The 
personal identification number enables follow-up of the patients nationwide, even if they move. 
External reviews with site visits to hospitals to compare register data with SHR patient records are 
performed annually47, 48. Initially eight hospitals contributed, but now the majority of the Swedish 
surgical units have joined the SHR.  
 
 



 

AIMS OF THE STUDY 
 
 
 
 
 
To evaluate if a dissection balloon is beneficial in TEP.  (Paper I) 
 
To compare minimally invasive open and endoscopic hernioplasty. (Paper II) 
 
To compare the postoperative course in tension-free hernioplasty with two different meshes. 
 (Paper III) 
 
To develop and establish an internet-based online method for clinical multi-center trials. (Paper III) 
 
To evaluate the risk of postoperative intestinal obstruction after endoscopic hernioplasty. (Paper IV) 
 
 
 
 

 14 



 

PATIENTS AND METHODS 
 
PAPER I 

A prospective randomized study performed in four Swedish hospitals. Men 30-75 years old with a 
unilateral primary or recurrent inguinal hernia were randomized for TEP with or without the use of a 
dissection balloon. A total of 322 patients were included in the study between 1994 and 1997. The 
patients were instructed to return to work and normal activities as soon as possible. Follow-up was 
done by questionnaires and an independent investigator saw the patients who presented with 
complaints, such as pain or a lump in the groin. The main outcome measures were operation time, 
technical difficulties and postoperative rehabilitation. The definition of recurrence was as described 
by Marsden49. 
 
PAPER II 

A prospective randomized study performed in two Swedish hospitals. Men 30-75 years old with a 
unilateral primary or recurrent inguinal hernia were randomized to undergo TEP, Perfix mesh-plug 
and patch or Lichtenstein’s operation. A total of 299 patients were included in the study between 1997 
and 2000. The patients were instructed to return to work and normal activities as soon as possible. 
Follow-up was done by questionnaires and an independent investigator saw the patients who 
presented with complaints, such as pain or a lump in the groin. The main outcome measures were 
sick-leave, time to full recovery and operation time. The definition of recurrence was as described by 
Marsden49. 
 
PAPER III 

A prospective single-blinded randomized study performed in five Swedish hospitals and one Finish 
hospital. Men >25 years old were randomized to undergo Lichtenstein’s hernioplasty with Prolene-
mesh or VyproII mesh. A total of 600 patients were randomized between December 2000 and April 
2002. Three hundred one patients were randomized to Prolene and 299 to VyproII with the use of a 
computer algorithm in a database through the Internet. In the Prolene group 295 patients and in the 
VyproII group 296 patients were operated with the assigned method and were included in the analysis 
of the peri-operative and baseline data. The patients were instructed to return to work and normal 
activities as soon as possible. The patients recorded their rehabilitation in a diary with VAS scales and 
SF-3650. All data were directly entered, by each center, in the database through the Internet. The main 
outcome measures were postoperative pain and quality of life, time of rehabilitation and operation 
time. 
 
PAPER IV 

All patients with a unilateral primary inguinal or femoral hernia with only one operation recorded in 
the Swedish Hernia Register 1992-2000 were linked to the Swedish Inpatient Register and the 
Swedish Death Register for the period 1987-2000.  
The main outcome measure was postoperative intestinal obstruction.  
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STATISTICS 

The χ2 test and Fisher’s exact test was used to evaluate differences between categorical variables.  
In the studies with two groups, Student’s t-test was used to compare normally distributed continuous 
data and the Mann-Whitney U-test was used to test between continuous variables that where not 
normally distributed. (Paper I, III) 
In the study with three groups (Paper II) The Kruskal-Wallis ANOVA was used to analyze the 
continuous variables and VAS, with multiple comparisons according to Siegel-Castellan to 
distinguish between the variables if a level of significance was found.  
In Paper IV, uni- and multivariate Cox regression analyses were performed to estimate and compare 
unadjusted and adjusted relative risks.  
A p-value <0.05 was considered statistically significant. 
  
 
 
 
   



 

RESULTS 
 
PROSPECTIVE RANDOMIZED HERNIA STUDIES (PAPER I-III) 
Day-surgery 

In all studies more than 80% of totally 1212 operations were performed in day-surgery. In Paper II all 
patients were operated on in day surgery or were admitted less than 24 hours. All TEP operations and 
the majority of the open procedures were performed under general anesthesia (Table 2). 
 
Operation time 

The operation time was shorter in the balloon group than in the group without the balloon (Paper I) in 
the Mesh-plug group compared with TEP and Lichtenstein (Paper II) and in the Prolene group 
compared to VyproII (Paper III) (Table 2). 
 
Peroperative 

In the balloon group 83 (52%) patients had a 
peritoneal lesion and in the group without balloon 93 
(58%), p=0,26. There were three (2,5%) conversions 
to TAPP or open herniorrhaphy in the balloon group 
and 17 (10,6%) in the group without balloon 
(p=0,002) (Table 1). The majority of the conversions 
(3/3 or 100% in the balloon group and 12/17 or 70% 
in the group without balloon) occurred for each 
surgeon’s first fifteen operations included in the trial. 
All operations converted to TAPP because of difficult 
access, also had a peritoneal lesion recorded (Paper I). 
There were no conversions or peroperative 
complications in the groups in Paper II.  
 
 
Postoperative pain and quality of life 

VAS was lower in TEP than Lichtenstein after two 
hours and four hours and lower compared to Lichtenstein and Mesh-plug in the next morning 
(p<0,0001) (Table 2). 

Table 1.  REASONS FOR    
CONVERSION   

 Anatomy Difficult 

access

Hemorr- 

hage 

Fixed 

hernia 

sac 

Total 

With balloon      

Conversion to      

TAPP 1 1 0 0 2 

Open 0 1 0 0 1 

Total     3 

Without 

balloon 

     

Conversion to      

TAPP 0 8 0 2 10 

Open 1 1 4 1 7 

Total         17 

There was no difference between Lichtenstein with Prolene or VyproII concerning postoperative pain 
(VAS) (Fig 6, Table 2) or the quality of life measured by SF-36 (Fig 7). 
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Rehabilitation 

Table 2.       PERIOPERATIVE AND POSTOPERATIVE RESULTS PAPER I-III     

         PAPER I     PAPER  II        PAPER III  

  Balloon No balloon p TEP Mesh-plug Lichtenstein p Prolene VyproII p 

n 161 161   92 104 103   295 296  

Day- 

surgery (%) 130 (81) 132 (82)   90 (97) 97 (93) 95 (92)   243 (82) 242(82)  

Hospital stay 1.2 (0.5) 1.4 (0.8)   1 (1-1) 1 (1-1) 1 (1-1)   1 (1-4) 1 (1-4)  

           

Anesthesia             

General (%)  161 (100) 161 (100)   92 (100) 98 (94) 100 (97)   204 (69) 172 (58)  

Spinal or epidural (%) 0 0   0 6 (6) 3 (3)   59 (20) 89 (30)  

Local (%) 0 0   0 0 0   32 (11) 35 (12)  

             

Operation 

time, (min) 55 (24) 63 (26) 0.004 50 (25-150) 36 (19-88) 45 (24-100) <0.0001 50 (21-140) 53 (27-144) <0.05

Return  

to work 4.5 (0-45) 5 (0-500) 0.12 5 (0-30) 7 (0-150) 7 (0-70) 0.02 16.5 (0-97) 16 (0-66) ns 

Rehabilitation 14 (0-150) 14 (3-180) 0.01 14 (0-80) 24.5 (0-122) 28.5 (1-365) <0.0001 21 (1-135) 19 (0-106) ns 

VAS pain   

day 1 (at rest) .. ..   10 (0-80) 20 (0-70) 20 (0-70) <0.0001 18 (0-75) 16 (0-68) ns  

Data are given as median and range except operation time in Paper III (mean) and hospital stay in Paper I (mean, SD). 

Hospital stay (days) are concerning only admitted patients 

Rehabilitation (days): Time to complete recovery in PAPER I, II; Time to normal daily activities in PAPER III     

      

         

     

There was no significant difference between the groups in terms of return to work between the two 
TEP-operations in Paper I or between the Lichtenstein groups in Paper III. In Paper II the patients in 
the TEP group had a significantly shorter period of sick-leave compared to the Lichtenstein group 
(Table 2).  
 
The time to full recovery in the balloon group was significantly shorter than in the group without the 
balloon. It was also shorter in TEP than Mesh-plug or Lichtenstein. There was no difference between 
the Lichtenstein groups in Paper III concerning time to normal daily activities (Table 2). 
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Early complications 

There were no major complications in the studies and no significant difference between the groups in 
each study respectively  (Table 3). One of the complications in the balloon group and four in the 
group without balloon occurred after a conversion to TAPP or open hernioplasty. One patient in the 
VyproII group with a postoperative hematoma needed reoperation with evacuation of the hematoma 
on the day of the operation. One seroma in the Mesh-plug group was re-operated acute with an open 
exploration because the surgeon who was on call suspected an acute recurrence. All infections healed 
without surgical intervention. The patients with prolonged pain in Paper II had recovered completely 
before follow-up. There were seven (2,4%) patients with prolonged postoperative pain or neuralgia in 
the Prolene group and two (0,7%) in the VyproII group (95%CI -0,4% to 4,2%). All the infections 
were superficial and no meshes had to be removed. 
 
Follow-up and late complications 

The patients in Paper I were followed (SD) 26(10) and 27(11) months and the patients in Paper II 
were followed (SD) 19.8 (8.6) months. In Paper III the follow-up was eight weeks. 
There were no significant differences between the groups in respective study concerning long-term 
complications including recurrences (Table 3).  
All patients in Paper I with neuralgia had the mesh stapled. None of the patients with pain or mesh-
related problems is permanently disabled or needs a re-operation. No patient has chronic pain. 
  
There were four recurrences after a primary hernia and one after a recurrent hernia (3,1%) in the 
balloon group and five recurrences after a primary hernia and one after a recurrent hernia (3,7%) in 
the group without balloon (Paper I). 
 
There was one early recurrence in the TEP group after five months after a repair of a primary direct 
hernia and one recurrence after follow-up, a repair of a primary combined hernia (2,2%). In the Mesh-
plug group there were two recurrences both after repair of primary indirect hernias (1,9%). In the 
Lichtenstein group there were no recurrences (Paper II).  



 
Table 3.         POSTOPERATIVE COMPLICATIONS PAPER I-III (%)     

 PAPER I    PAPER II    PAPER III  

  Balloon No balloon p TEP Mesh-plug 

Lichten- 

stein p Prolene VyproII p 

n 161 161   92 104 103   295 296  

Early complications             

Seroma 1 (1) 1 (1)   1 (1) 1 (1) 0   2 (1) 3 (1)  

Hematoma 2 (1) 5 (3)   3 (3) 7 (7) 8 (8)   11 (4) 14 (5)  

Testicular swelling/epididymitis 0 1 (1)   0 0 2 (2)   0 0  

Urinary retention 1 (1) 1 (1)   2 (2) 0 0   0 1 (0)  

Infection 0 1 (1)   1 (1) 3 (3) 4 (4)   6 (2) 5 (2)  

Pain 0 0   0 1 (1) 2 (2)   7 (2) 2 (1)   

Other 0 0   1 (1) 1 (1) 0   2 (1) 3 (1)  

Sensory loss 0 0   0 1 (1) 2 (2)   2 (1) 1(0)  

Wound secretion 0 0   1 (1) 2 (2) 3 (3)   0 0  

Total 4 (3) 9 (6) 0.26 9 (9) 16 (16) 21 (21) 0.34 30 (11) 29 (10) 0.9

Complications at follow-up            

Recurrences 4 (2) 5 (3) 0.8 2 (2) 2 (2) 0   .. ..  

Pain/neuralgia 1 (1) 4 (2) 0.37 3 (3) 4 (4) 10 (10)   .. .  

Sensory loss 0 0   0 1 (1) 3 (3)   .. ..  

Hyperesthesia 0 0   0 1 (1) 0   .. ..  

Mesh-related problems 0 0   0 2 (2) 2 (2)   .. ..  

5 (3) 9 (5)   5 (5) 10 (10) 15 (15) 0.14 .. ..   

Early complications < 30 days PAPER I, II, < 8 weeks PAPER III.       
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Figure 6. BOX PLOT VAS (PAIN) IN DIFFERENT POSITIONS/ACTIVITIES 

PROLENE   VYPROII 
Median; Box:25%, 75%; Whisker: Non.Outlier Min, Non-Outlier Max 
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Figure 7. BOX PLOT SF-36  

Median; Box:25%, 75%; Whisker: Non.Outlier Min, Non-Outlier Max 
The black lines indicates the median ina a Swedish male population 40-70 years old, mean 

age 52.6 (SD9) 
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INTESTINAL OBSTRUCTION AFTER HERNIA SURGERY (PAPER IV) 
 
The SHR study cohort consisted of 33 275 patients. The median age was 60 years (QR48-71). The 
patients were followed 370 316 person years before the hernia operation, median 11.7 years (range 5-
14) and 88 554 person years, median 2.1 years (range 0-9.1) after the hernia operation.  
 
In all, 90 patients developed intestinal obstruction.  The risk following a Lichtenstein operation was 
1.05 per 1000 person years, 1.14 after a TAPP and 0.28 after TEP, respectively.  
 
During the index admission two patients died of intestinal obstruction and were subsequently 
excluded. During follow-up of the 90 patients with intestinal obstruction, another two patients died 
from intestinal obstruction. The total mortality within 30 days after the hernia operation was 99 
patients per 33 275 (0.3%).  
 
Significant risk categories of the risk factors for postoperative intestinal obstruction in the univariate 
Cox analyses were female sex, previous admissions, age above 60 years, acute operation, index 
operation combined with other surgery at the index admission, femoral hernia or other hernia. There 
were no statistically significant differences between the different types of hernia operations in the 
univariate analysis. 
 
Considering all risk factors combined in a multivariate Cox analysis (Table 4), most risk factors were 
still significant, but the risk decreased slightly compared to the corresponding univariate analysis. The 
risk almost doubled by each age group. For women, the risk was still higher than for men, although 
not significantly. An acute operation more than doubled the risk. Earlier admissions markedly 
increased risks, particularly in patients with several admissions and a history of intestinal obstruction. 
The relative risk of intestinal obstruction was significantly higher with TAPP (2.79 CI95: 1.0; 7.42) 
than with any other type of hernia operation, while TEP did not bring an increased risk (Fig 8).  
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Table 4.      INTESTINAL OBSTRUCTION AFTER HERNIA SURGERY  
MULTIVARIATE COX ANALYSIS (N=33 275)  

 

Hernia 

operations 

Intestinal 

obstruction 

Relative 

risk 95% CI 

  n n %   Low High 

Gender       

Male 30385 70 0.23 1.00 ref ref 

Female 2980 20 0.69 1.42  0.76 2.65 

Age       

15-47 8141 6 0.07 1.00 ref ref 

48-59 8311 12 0.14 2.40  0.90 6.41 

60-71 8079 21 0.26 4.40 1.62 10.08

71- 8743 51 0.58 7.38  3.12 17.48

Type of hernia      

Direct 9729 18 0.19 1.00 ref ref 

Femoral 882 11 1.25 2.21  0.85 5.72 

Other 2966 13 0.44 1.90  0.93 3.9 

Indirect 19698 48 0.24 1.27  0.74 2.19 

Acute or planned operation     

Planned 31263 70 0.22 1.00 ref ref 

Acute  2012 20 0.99 2.16  1.16 4.03 

Operation method      

Lichtenstein 9826 16 0.16 1.00 ref ref 

Shouldice 7778 27 0.35 1.46 0.77 2.75 

Inguinal mesh 1867 1 0.05 0.23  0.03 1.73 

Mesh-plug 4570 7 0.15 0.91  0.37 2.22 

TEP 1357 1 0.07 0.57  0.07 4.33 

TAPP 1157 6 0.52 2.79  1.01 7.42 

Other 6720 32 0.48 1.13  0.58 2.18 

Index operation      

Hernia only 32670 77 0.23 1.00 ref ref 

Hernia + intestinal obstruction 63 1 1.59 0.51  0.06 4.17 

Hernia + other diagnosis 542 12 2.21 3.70  1.81 7.55 

Previous admission      

No previous admissions 30981 62 0.2 1.00 ref ref 

One admission without intestinal obstruction 1861 13 0.7 3.60  1.97 6.56 

One admission with intestinal obstruction 88 1 1.14 4.27  0.59 31.18

>1 admission no intestinal obstruction 259 5 1.93 11.01  4.37 27.72

>1 admission + intestinal obstruction 86 9 10.47 58.99  28.34 122.79 

 



 

DISCUSSION 
The present thesis was based on three prospective randomized controlled trials and one study based 
on the Swedish Hernia Register.  
The randomized controlled trial is a powerful method of providing internally valid evidence that is 
externally valid for clinical practice 51. Some aspects of care, cannot be answered with a randomized 
controlled trial, where audits e.g. through national registries can be beneficial 51. Surgeons  have been 
castigated for their failure to produce research on which to found their practice. Horton wrote 
“Surgical research or comic opera: questions but few answers” in the Lancet 199652.  Surgical practice 
is in some respects less suited than medical to the randomized controlled trial 53. Inguinal hernia 
surgery is an exception 54. The variation in the design in hernia trials is however a problem.  
There are 20 randomized trials where at least one arm is TEP. Thirteen have open mesh-repair 55-64or 
another TEP technique 65 (Paper I) in the other arm. The rest were compared to a sutured repair 66-72. 
Mean or median follow-up is more than 18 months in seven studies 60, 63, 65, 69, 73(Paper I, II) and the 
number of included patients are more than 250 in six studies 55, 63, 64, 68(Paper I, II). Four studies have 
included more than 250 patients and have a follow-up of more than 18 months 63, 73(Paper I, II). 
 
The mesh-plug technique has been published in several non-randomized series 41, 42, 44, 74-82. There are 
only six randomized studies on the mesh-plug technique 64, 83-86(Paper II). The follow-up is less than 
18 months in all studies but Paper II, which also includes more than 250 patients. Only one additional 
study has included more than 250 patients, but with a shorter follow-up than 18 months  64. These two 
studies, (Paper II) 64are the only trials on mesh-plug vs. TEP. 
 
Repair with anterior mesh methods, dominated by the Lichtenstein repair, are now the most frequently 
used method of hernia repair in Sweden and Denmark48, 87. In a recent meta-analysis of 58 
randomized mesh-repairs, Lichtenstein was the most frequent open repair 88. Hence, the scientific 
knowledge of Lichtenstein is probably on a higher level than of mesh-plug. After this meta-analysis 
was completed, another 22 studies on various mesh-repair have been published 61-63, 65, 67, 83, 85, 89-101. 
Many of the published randomized trials on inguinal hernia surgery with mesh have included a low 
number of patients. Out of these totally 80 trials published on mesh-repair (58 in the meta-analysis + 
22 trials published after), just 21 have included more than 250 patients. In Paper III, 600 patients were 
randomized for Lichtenstein with different meshes. Only five published trials on tension-free repair 
are larger 55, 68, 91, 102, 103. 
 
 
FACILITATING CLINICAL MULTI-CENTER TRIALS  

Large multi-center trials would be the best and fastest way to include a sufficient number of patients 
in a study. The Internet has been used to some extent to establish quality registries 104on certain 
clinical topics. The use of the Internet as a tool of solving the logistical problems in randomized multi-
center studies has only been performed in a few studies, where the authors describe the design of the 
study, but no results 105-108.  
 
To our knowledge the first time that a database through the Internet has been used in an international 
multi-center trial was in Paper III. The participating surgeons and staff appreciated the continuous 
feedback through the web site (Fig 9). We were able to include 600 patients in six centers in only 16 
months, which we believe, was partly due to the informal competition between the centers as the pace 
of recruitment could be followed in real-time through the web.  As a comparison we included 322 
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patients in four hospitals in 42 
months in Paper I  and 299 
patients in two hospitals in 30 
months in Paper II . In other 
Scandinavian hernia multi-center 
studies, the time of inclusion also 
has been much longer than in 
Paper III. In two Swedish studies 
the authors included 613 patients 
in 32 months in 10 centers 102 and 
1042 patients in 37 months in 7 
centers 91respectively. 
 
Another advantage of the Internet 
database was the simplicity of 
data handling and study 
monitoring. There were 308 
values to be entered in the 
database for each patient, totally 
184 200. The Internet also made 
it possible for each center to enter their
validity and data management. This dec
all data was entered in the database by
analysis. Thus, there were no unnecessa
and entering it in the database by the 
multi-center studies, the use of a data
method of choice.  
 
 
LEARNING CURVE  

The performance of many repeated
changes with experience over 
Improvements tend to be most rapid at f
then tail off over time until a steady 
reached. The term “learning curve” i
used as short-hand to describe
phenomenon109. Changes in performance
learning present particular difficulties in
technology assessment. Early assessm
give a distorted picture which is biased
the new technology109. This is illustrated
10. If the new treatment is assessed 
point A, the conventional treatment is p
treatment is preferred. Hence, early asses
new technology has clearly stabilized –
argued that it is unethical to withhold the
Figure 9. SCREEN PRINT FROM THE INTERNET 
DATABASE. 

DESCRIPTIVE STATISTICS SHOWING INCLUSION 
PER HOSPITAL PER MONTH 
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 own data directly in the database, which enhanced security, 
reased the workload by the study center personnel and after 

 the study hospitals, it was immediately ready for statistical 
ry delays due to mailing forms, validation of the patient data 
study center personnel. In future national and international 
base and randomization through the Internet may be the 

Figure 10. ILLUSTRATION OF A 
LEARNING CURVE 
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by Buxton: “It is always too early [for rigorous evaluation] until, unfortunately, it’s suddenly too 
late”110. 
 
The learning curve in TEP is suggested to be 30-50 operations38, 57, 111, 112. After this number of 
operations, the risk of complications including recurrence and conversions to another method is 
decreased38, 57, 111, 112. These findings are similar to our estimation of the learning curve (Paper I). 
However, if not only the trial cases, but all TEP cases in a surgeons’ practice the real learning curve 
might be even longer109. In the earlier mentioned meta-analysis114 the conversion from a laparoscopic 
repair to an open repair was 2.7% and from an open to a laparoscopic repair 0.1%. The conversion 
rate from TEP to an open repair was 1/161 (0.6%) in the balloon group and 7/161 (4.3%) in the group 
without balloon, totally 8/322 (2.5%) in Paper I. In Paper II there were no conversions indicating a 
movement along the learning curve compared to Paper I. 
 
One of the drawbacks of TEP is its technical complexity. Accordingly, it is important with 
experienced supervision during the learning curve in TEP38, 57, 111, 112. Surgeons in training should not 
make the same mistakes as their mentors made111. A surgeon in Paper I, who had easy access to 
supervision during his operations in the study, did not convert any operation during the study, which 
supports the importance of mentorship.   
 
There are a number of important technical points having impact on the surgeons’ learning curve that 
can be suggested with the experience from Paper I and II which are in accordance with other 
authors111, 113: 
 

1. A thorough understanding of the preperitoneal anatomy. 
2. Correct tissue handling. 
3. Full reduction of the hernia sac and a wide lateral dissection. 
4. Leave the epigastric vessels tethered anteriorly.  
5. Avoid dissection in the region of the iliac vessels.  
6. Use a large piece of mesh (at least 10x15 cm). 
7. Tether the lateral portion of the mesh laterally as the pneumopelvis deflates.  

 
In the TEP operations in this thesis (Paper I, II) we used 10x15 cm mesh but in on-going studies and 
routinely we are using 12x15 cm to achieve a better coverage of the myopectineal area. 
 
OPERATING TIME 

The learning curve has impact on the operating time. In the study by Khoury the average operating 
time for TEP was 32 min, but for the last 75 cases in the study it was 20 min. This is illustrated 
when comparing Paper I and II. The operating time in TEP was 63 min without the balloon in Paper 
I. In Paper II when more experience was gained, the operating time was 50 min. Feliu-Pala et al 
reports a decrease in operating time from >60 min during the first 50 cases to 32 min for the last 
200 cases in a series of 1227 hernia repairs 112. In randomized studies on TEP the mean operating 
time is 32-82 min 114. These studies probably represent different stages of the learning curve, which 
must be considered when interpreting the results. 
 
Mesh-plug repair is generally believed to be an easy method with consequently short operating 
time75, 78, 115.However , in randomized trials on mesh-plug and tension-free open or laparoscopic 
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repair, the operating time is longer compared  to what Rutkow and Robbins stated (15-20 min) 115: 
30 min64, 32 min83 and 36 min. in Paper II respectively.  
 
The mean operating time in the Lichtenstein groups in randomized studies on Lichtenstein is 38-57 
min 114, 116. Our results in Lichtenstein repair in Paper II, III are within this range. 
 
The balloon group (Paper I), the mesh-plug repair (Paper II) and the Prolene group (Paper III) had 
slightly shorter operating time than respectively compared methods. These shorter operating times 
are not estimated to be of clinical relevance. The economic impact of a shorter operating time 
differs between health care systems and between countries. In our health care system relatively 
small differences in operation time between the groups doesn’t have much economic impact. 
 
 
COST AND CONVALESCENCE 
Hospital stay 

Inguinal hernia surgery can preferably be performed in day-surgery91, 115. In 2001 70% of all patient in 
the SHR were discharged from the hospital the same day as the operation 48. The length of hospital 
stay can depend on the method of repair but hospital stay can reflect hospital policy more than a 
difference between methods 114. A majority of the patients in this thesis were operated in a day-
surgical setting, in Paper I and III 81-82% and in Paper II 92-98%.  
 
Convalescence 

The period of rehabilitation or sick leave needed after herniorrhaphy is not clear. Tension-free 
methods have been associated with shorter rehabilitation time than sutured repairs116. Some authors 
have proposed sick-leaves between 1-3 weeks after open mesh repairs27, 115. Laparoscopic repair has 
been shown to have even shorter rehabilitation114.  
 
In the MRC trial the cost of the laparoscopic operations were more expensive than the open, mainly 
due to longer operation time and cost of equipment. They concluded that the use of a laparoscopic 
repair may be a viable alternative when reusable instruments are used 117. 
 
The convalescence after hernia surgery has an important economic impact since hernioplasty is such a 
frequent operation. In two studies the total cost was lower in laparoscopic hernioplasty compared to 
open if the indirect cost of the sick-leave period was included 39, 58. However if only the hospital cost 
was included the laparoscopic repair was more expensive. In these studies a fair amount of disposable 
instruments were used and the operation time was longer in the laparoscopic repair.  
 
In laparoscopic hernioplasty it has been common to use disposable instruments, which may increase 
the direct cost (the cost for the hospital). We showed that it is possible to perform TEP without a 
dissection balloon (Paper I). In Paper II we used only reusable instruments, including the trocars. 
Thus the only cost for disposable material differing between the methods is the cost for the mesh. 
During the study period this was USD 30 in the TEP-group, USD 90 in the Mesh-plug group and 
USD 42 in the Lichtenstein group. Fig 11 illustrates the instruments used in TEP and open tension-
free repair. 
 



 

   29 

In a Dutch study the authors concluded that laparoscopic repair was more expensive but since it had a 
lower recurrence rate it was an economic alternative to the open repair. The study was performed with 
a kit of disposable instruments. Replacing them partially with reusable instruments would make the 
laparoscopic repair less expensive and more effective from a societal perspective 40. Spitz et al used 
only reusable instruments in TEP, approximating the cost of open repair 118.  
 
One argument in favor of open hernioplasty is that it can be performed in local anesthesia. But one 
must keep in mind that local anesthesia is not without problems. There is a significant risk of 
experiencing peroperative pain during surgery performed in local anesthesia. Callesen et al reported 
that 7.8% of the patients in a consecutive series of 1000 patients were dissatisfied due to 
intraoperative pain 119. Local anesthesia has also been shown to be a risk factor for recurrence, OR 
2.44 6. 
 
Workers compensation can significantly influence the outcome of the convalescence. In a Canadian 
study randomizing between laparoscopic and open herniorrhaphy, workers compensation was a true 
confounding variable with a stronger predictive value than the type of surgery120. Patients 
expectations or depression are also factors associated with the time to return to work 121. In a Danish 
study the patients were encouraged to return to work the day after surgery if they did not have an 
occupation with heavy physical work. In that case they were recommended three weeks 
convalescence. The result was that the first group had six days and the second 25 days off work.  Pain 
or information about prolonged time off work by General Practioners was the main reasons for the 
extended convalescence 122.  

Figure 11. INSTRUMENTS USED IN TEP AND  
OPEN (LICHTENSTEIN OR MESH-PLUG) TENSION-FREE REPAIR 
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The patients in the randomized studies (Paper I-III) were all informed that they could return to work 
whenever they wanted to and that they could go back to their activities as soon as they felt ready for 
it. In the balloon study (Paper I) we did not find any difference concerning the return to work 
between the groups. This is consistent with the period of five days in the TEP group in Paper II.  In 
this study TEP had a shorter convalescence than the open repairs and a shorter time off work than 
Lichtenstein. This is consistent with a recent meta-analysis where it was shown that laparoscopic 
repair had a shorter rehabilitation than open repair 123. 
 
Prior to surgery, the study population in Paper III had lower SF-36 scores in all variables 124, except 
in General Health (GH) and Role Emotional (RE), compared to the median values in men of the 
approximately same age in a normal population (Fig3) 50. This could mean that only relatively 
symptomatic patients were operated on.  It could also indicate that inguinal hernias have a wider 
impact on quality of life than generally believed. The scores were worse the first couple of weeks 
postoperatively but they were back to the preoperative level within three weeks and improved to 
even higher values at eight weeks. This indicates that operating symptomatic hernias is beneficial 
for the patients, increasing their physical functioning. The SF-36 physical scores were higher than 
the preoperative levels after three weeks in both groups. This correlates well to the return to work, 
which was 16 days in both groups. It also corresponds to the return to normal daily activities of 
about three weeks in both groups. Thus, a sick leave of 2-3 weeks after Lichtenstein hernioplasty 
seems to be appropriate in most cases. However, in Paper II the sick leave was 7 days after both 
Lichtenstein and Mesh-plug repairs. The information about rehabilitation given to the patients were 
the same in both studies but there were a greater number of hospitals and surgeons participating in 
Paper III, which might influence the outcome. 
 
COMPLICATIONS  
Early complications 

Serious complications are uncommon in hernia surgery. In a meta-analysis of laparoscopic vs. 
conventional repair of 7161 patients114, there were 15 potentially serious complications (vascular or 
visceral) in the laparoscopic groups (all in TAPP) compared with five in the open groups. There were 
fewer postoperative hematomas (8.7% vs. 10.5%) and infections in the laparoscopic groups and a 
higher risk of seromas compared to the open groups. From the Swedish Hernia Register 200148 there 
were 3.8% hematomas and 1.5% infections reported in 11 742 patients. These figures are comparable 
to the results in Paper I-III.  There also appeared to be a tendency of more frequent hematomas and 
infections in the open groups in Paper I-III. 
 
Recurrence 

The recurrence rate in hernia surgery has been high. In non-specialized centers recurrence rates have 
been reported to be 10-20% 1-4 years after surgery, with the highest figures after sutured repair46, 125. 
An estimation of the recurrence rate is the reoperation rate, which exceeds the reoperation rate with 
40%126. The reoperation rate in the SHR 2001 was 11.4% (range 4.6-23.1%) 48 and the Danish Hernia 
Database reported a reoperation rate of 17% 1998-2000 127. Hence, an estimation of the true 
recurrence rate would be 40% higher. 
 
Use of mesh reduces the risk of hernia recurrence irrespective of placement method 88. Overall 
88/4426 (2%) recurrences were reported after mesh repairs compared with 187/3795  (4.9%) after 
conventional repairs in a meta-analysis of randomized studies on mesh vs. non-mesh88.  
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There were no significant differences in the recurrence rates between the groups in this thesis (Paper I, 
II), but the numbers of patients in these studies do not allow an assessment of the methods regarding 
recurrence rates. In Paper III, only short-term follow-up is yet completed. 
 
Pain and numbness 

It has been suggested that other data than recurrence should be considered in the overall assessment of 
the outcome after inguinal hernia surgery128. In a Danish national study the incidence of chronic pain 
one year after hernia surgery was 28.7% and was associated with functional impairment in more than 
half of those with pain 128. These factors must be addressed when discussing the surgical intervention 
of inguinal hernia. In the literature the incidence of chronic pain is 0-37% but the endpoints are not 
necessarily pain in these studies.  
 
The risk of post-herniorrhaphy pain has been reported very low from dedicated hernia centers 
performing tension-free open mesh-repir77, 129, 130. 
Patients with prolonged early pain after 4 weeks have an increased risk of chronic pain131. In the study 
by Callesen et al 8% of the patients operated on with Lichtenstein had moderate or severe pain one 
year after surgery131. In a Scottish study of 5506 patients operated on with hernia repair the majority 
(84%) were operated on with open mesh-repair (4% had a laparoscopic repair132), 4062 patients 
returned a questionnaire after 3 months. Forty-three percent had mild or very mild pain and 3% (125) 
had severe or very severe pain. At a median follow-up of 30 months 26% of the patients with severe 
or very severe pain still had that pain, 45% had mild or very mild pain and the rest did not have any 
pain at the site of the hernia133 In the latter patients there were no difference between mesh or non-
mesh methods. Notable is that only one of the patients with chronic pain had had a laparoscopic 
repair. In a randomized study by Cunningham et al, 10.6% of the patients who were all operated on 
with open non-mesh techniques reported moderate to severe pain two years after surgery134. Gillion 
reported that 5% of the patients assessed their postoperative pain and discomfort as more troublesome 
than the hernia they had before135. 
Risk factors for the development of chronic pain has been stated to be: Young age128, 136, operation for 
recurrent hernia131, 136, preoperative pain, day-case surgery136 and high initial pain scores131, 133. 
 
In a recent large meta-analysis of laparoscopic vs. open hernia repair the risk of numbness and 
persisting pain were lower after laparoscopic repair114. This was similar in the meta-analysis of mesh 
(laparoscopic or open) vs. non-mesh where the risk of persisting pain was decreased if mesh was 
used88. 
Gillion had the same experience in his evaluation with a lower rate of sensory changes after 
laparoscopic repair vs. open repair and lower in mesh vs. open non-mesh repair135. There may be an 
anatomic explanation to finding that the risk is higher in open repair. The nerves of the groin has a 
higher variability in their terminal course in the inguinal canal where open operations are performed 
than in the retro-peritoneum, where laparoscopic repair is done 137. 
Postoperative persistent pain has been suggested to be prevented by division of the ileohypogastric 
nerve, with excellent results in a consecutive series 138. 
 
There was no difference in pain or quality of life between the two meshes in Paper III during follow-
up.  However there was a tendency of more pain and neuralgia in the Prolene group. Having pain after 
a few months may increases the risk of chronic pain 133. 
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There was no statistically significant difference between the groups in the late complications in Paper 
I-III. Yet, there was a tendency to a higher incidence of pain and sensory loss in the Lichtenstein 
group than in the other groups in Paper II. This may be an important finding, which needs further 
investigation. One hypothesis is that the dissection and fixation in the Lichtenstein method is more 
extensive than the other two, which could increase the risk of nerve injuries leading to pain and/or 
sensory loss. 
 
 
Intestinal obstruction (Paper IV)  

The most important risk factor in Paper IV was earlier hospital admissions, particularly multiple 
admissions and operations, including earlier events with intestinal obstruction. These relative risks 
were the highest found in the study, suggesting that the most important risk factor for postoperative 
intestinal obstruction is a previous history of abdominal surgery or inflammation. This finding 
confirms clinical experience and further supports the importance of obtaining a detailed patient 
history, before considering surgery. The risk was also increased if the patient was more than 60 years 
old, or if the index operation was acute rather than elective. No other operation method but TAPP 
brought a significantly increased risk. The increased risk after TAPP is, however, moderate compared 
to other risk factors. 
 
Female patients first appeared to be at higher risk in the univariate Cox analysis, particularly if they 
had femoral or other types of hernias. However, this was not significant in the multivariate analysis 
indicating that these factors do not contribute to the risk of developing of intestinal obstruction. No 
type of hernia operation brought an increased risk in the univariate analysis compared to the 
Lichtenstein reference method. However, the risk following a TAPP operation was significantly 
increased in the multivariate Cox analysis. Yet, this risk estimate was lower than all other significant 
risk factors, except acute hernia operations.  This indicates that other factors than the operation 
method for hernia repair may be more important for the risk of postoperative intestinal obstruction. 
Previous laparotomies have been reported to predispose for later intra-abdominal adhesions and 
intestinal obstruction139, which is in accordance with our findings, where previous admissions was the 
single most important risk factor. 
 
Laparoscopic surgery is associated with fewer adhesions postoperatively than open operations140. In 
an experimental study, the authors showed that open herniorrhaphy was associated with fewer 
intraperitoneal adhesions than TAPP operations 141.  The proportion of intestinal obstruction after 
laparoscopic surgery in a retrospective study of 10 327 patients was 0.11-2.5% 142 with the highest 
risk after a TAPP operation and the lowest after laparoscopic cholecystectomy. The risk reported in 
that study was higher than we found after TAPP. In a study of the risk of intestinal obstruction after 
appendectomy, the control group had an accumulated risk of being operated on for intestinal 
obstruction of 0.003% after one year and 0.06% after ten years143, which is lower than our results. 
 
Mortality (Paper IV) 

The crude mortality within 30 days after hernia surgery in the SHR has been reported to be 0.3% 144 
and the SMR (standardized mortality rate) following both inguinal and femoral procedures to be 
increased five to ten-fold, after acute procedures. It was decreased after elective inguinal hernia 
surgery in men144. We found that the crude mortality within 30 days was 0.3%, i.e. identical to that 
previously reported in the SHR. A similar mortality rate (0.4%) after inguinal, femoral and incisional 
hernias has been reported from Scotland145. Among our patients, one third had inguinal or femoral 
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hernia either with or without intestinal obstruction or intestinal obstruction only, as the causes of 
death. To our knowledge no other studies have reported causes of death in patients operated on for 
hernia. 
 
The Swedish National Inpatient Register has a complete set of data on all admissions and a high 
validity146. Follow-up of mortality in Sweden is also almost complete 147. The Swedish Hernia 
Register is validated regularly47, 48 and now include the majority of the groin hernia operations in 
Sweden. By combining these large national registries we believe that our results give valid estimates 
of the postoperative risk of intestinal obstruction after hernia repair. We believe that it is important to 
include all hernia operations in a national register and we recommend regular linking to the national 
patient register, to monitor the quality of hernia surgery. 
 
 
MESH 

In Lichtenstein’s operation there is a possible risk of injuring or catching the sensory nerves 
(ileoinguinal, genital branch of genitofemoral, ileohypogastric) when suturing the mesh, or during the 
fibroblastic in-growth postoperatively.  
 
Even though there is data showing that the risk of pain with mesh-repairs is actually decreased 
compared to non-mesh repairs88, there seems to be a concern for mesh-repairs to increase the risk of 
long-term pain and discomfort136, 148, 149. If the risk actually is increased in the long run, we might 
have changed the problem of recurrence to another problem: chronic pain and discomfort.  
 
The extent of the foreign body reaction with its provoked scar tissue depends on the amount and 
structure of the incorporated material150. Accordingly, mesh with a 30% amount of polypropylene, 
higher elasticity, and larger pores (VYPRO ) was developed for incisional hernia repair151. This mesh 
proved to be favorable in both experimental and clinical studies with a reduced inflammatory reaction 
and a better abdominal wall function152, 153. Yet, this mesh is probably not suitable for inguinal hernia 
repair due to a too complicated intra-operative handling and placement of the mesh. 
 
In consideration of the benefits of this mesh, a new mesh with a temporarily increased stiffness was 
developed for inguinal tension-free repair (VYPROII ). This mesh consists of 50% polyglactin and 
50% polypropylene.  It has been proven favorable in experimental studies150. When comparing 
Prolene with VyproII in Paper III there were no significant differences in the short-term outcome. The 
time of absorption of polyglactin is estimated to be eight weeks 154. During eight weeks follow-up we 
did not find any clinically relevant differences between the two meshes. When the fibroblastic in-
growth is completed possible differences between the meshes may be apparent. This may be shown in 
the planned one-year follow-up.  
 
A lighter and softer mesh may be beneficial concerning nerve entrapment and/or pain by creating less 
fibrosis150 and also appear softer against the surrounding tissues. Another possibility to decrease the 
risk of nerve entrapment is to use laparoscopic preperitoneal hernioplasty (TEP) where the mesh is 
situated further from the nerves of the groin and no sutures or staplers are used as showed in Paper II. 
 



 

 34 

THE FUTURE 
Education 

The rapid changes that have been witnessed in prosthetic materials, open-approach operations and 
laparoscopic techniques have made hernia surgery a most interesting field of endeavor that demands 
renewed discipline and dedication35. Hernia surgery is reconstructive surgery155 and it is important to 
concentrate hernia surgery on those who shows an interest in it155. This is probably beneficial for the 
patients. Patients operated on in dedicated hernia services experiences less pain and have a shorter 
convalescence 47. An important task for experienced hernia surgeons is to educate surgeons in training 
since the latter should not make the same mistakes as their mentors made111. This is applicable both 
for laparoscopic and open hernioplasty. Anatomic knowledge is of great importance not only in 
preperitoneal hernia surgery, but also in tension-free open operations.  
 
NICE (National Institute of Clinical Excellence, UK) states that laparoscopic surgery for inguinal 
hernia should only be undertaken in those units with appropriately trained operating teams which 
regularly undertake these procedures156. 
 
Open or laparoscopic 

Both NICE and EU Collaboration recommend laparoscopic repair in recurrent and bilateral hernias. In 
the SHR, 11.4% of the operations were for recurrent hernias and 3.4% were bilateral operations 
200148. According to the recommendations, these operations should preferably be operated on by a 
laparoscopic technique. But, only 7,1% of the patients were operated laparoscopically 2001, including 
primary, recurrent and bilateral operations (5,6% TEP and 1,5% TAPP)48. The situation in Denmark 
is similar, with only 5% of the patients operated on laparoscopically when 17% are operated on for 
recurrence127.  
 
The risk of chronic pain and numbness is higher in open hernioplasty than in laparoscopic114. 
Laparoscopic operations and open operations with mesh both have a lower risk of recurrence than 
open non-mesh repair88, 114.  
 
In laparoscopic hernioplasty the routine is to use general anesthesia even though some authors have 
used epidural anesthesia157. Open hernioplasty is possible to perform under local anesthesia. 
However, a minority of the operations in Sweden and Denmark were done under local during the past 
years. In both the SHR 2001 and in the Danish Hernia Database 1998-2000, about 18% of the 
operations were under field-block, infiltration anesthesia or both48, 127. In the SHR 2001 58% of the 
operations were performed under general anesthesia48. Hence, by operating a larger proportion of 
inguinal hernias with laparoscopic hernioplasty in Sweden, would not necessarily increase the 
proportion of operations under general anesthesia.  
 
TEP or TAPP 

TEP has been suggested to be superior to TAPP, not in randomized, but in prospective studies 32, 34, 

158. The findings in Paper IV also supports that TEP should be done instead of TAPP since the risk of 
postoperative intestinal obstruction was increased in TAPP. The EU Hernia Trialists Collaboration 
proposes TEP and NICE recommends TEP when a laparoscopic repair is undertaken 88, 156. TEP is 
considered technical complex with a long learning curve, 30-50 operations38, 57, 111, 112(Paper I). Even 
though it is a logical step to operate via a posterior route if the previous operation was an anterior 
repair, it is still more difficult to perform a laparoscopic repair on a recurrent hernia than on a primary 
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one, because of adhesions from the previous suture or mesh. Bilateral laparoscopic hernioplasty can 
also be more technically demanding than unilateral65. It is probably not possible to learn and practice 
TEP only by operating on recurrent and bilateral hernias.  
 
In 1996 20.5% of the hernias in the SHR were operated with TEP (9.3%) or TAPP (11.2%)159. It is 
time to increase the use of laparoscopic hernia repair in Sweden again, not only in recurrent and 
bilateral hernias but also in primary inguinal hernias. The risk of chronic pain and numbness may be 
reduced. The risk of recurrence may not be increased compared to open mesh-operations and it may 
be reduced compared to non-mesh operations88, 114. The postoperative rehabilitation would be shorter 
with less pain, faster return to work and activities 114 (Paper II). It is possible to perform a 
laparoscopic repair with only reusable instruments (Paper I, II) and to use the same mesh as in open 
tension-free repair (Paper I-III). The same laparoscopic equipment that is used for laparoscopic 
cholecystectomies can be used for inguinal hernias. General anesthesia is needed, but since a majority 
of the inguinal hernia operations in Sweden already are performed under general anesthesia, the direct 
cost (hospital cost) would not be increased. The operating time is not longer than Lichtenstein (Paper 
II) or Mesh-plug 64 after the learning curve. 
 
Future studies 

A crucial question in hernia research today is chronic pain and numbness after different repairs. To 
perform a long-term follow-up of the studies in Paper I and II, would probably give more knowledge 
in this important field.  
 
If the material of the mesh influences the chronic pain incidence is too early to answer yet. When the 
one-year follow-up of the study in Paper III is completed, we will have more information about that. 
 
If VyproII is superior to Prolene in Lichtenstein hernioplasty it might also be beneficial in 
laparoscopic hernia surgery. In a short time we have included the calculated number of patients in two 
internet-based studies:  

1. TEP with VyproII vs. Prolene in recurrent hernias.  
2. TEP with VyproII vs. Prolene in bilateral hernias. 

 
The results after laparoscopic hernia surgery in randomised studies have been good or excellent in 
spite of being performed early in the learning curve. It would be interesting to conduct a large multi-
center trial on TEP beyond the learning curve vs. tension-free open repair. The hypothesis is that TEP 
is even more superior to open tension-free repair than we already know, concerning chronic pain and 
numbness, rehabilitation and also operating time. That study should of course be carried out through 
the Internet, just like in Paper III, with all the benefits experienced in that study. 
 
The issue of pain can also be addressed in further epidemiological studies using data from the SHR, 
analysing the risk of chronic pain and numbness after different methods of repair considering other 
risk factors. 
 
 
 
 
 
 



 

CONCLUSIONS 
 
The use of a dissection balloon can be helpful during the learning curve, but in experienced hands it 
just adds costs to the operation, without offering additional benefits. 
 
Laparoscopic hernioplasty (TEP) is superior to tension-free open herniorrhaphy with Mesh-plug and 
patch or Lichtenstein’s operation in terms of postoperative pain and rehabilitation. 
 
Lichtenstein’s operation with either Prolene or VyproII is safe and well tolerated with an acceptable 
postoperative rehabilitation time and a high quality of life, two months after surgery. 
 
The use of a database through the Internet is feasible and may facilitate a clinical multi-center trial. 
 
The risk of post-operative intestinal obstruction after hernia surgery is low and preperitoneal 
laparoscopic hernioplasty (TEP) do not bring an increased risk of postoperative intestinal obstruction. 
Transabdominal laparoscopic hernioplasty (TAPP) increases this risk. 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 36 



 

ACKNOWLEDGEMENTS 
 
I wish to express my sincere gratitude to everyone who has contributed to the accomplishment of this 
thesis. In particular, I want to thank: 
 
 
 
Professor Bo Anderberg, my supervisor and tutor in laparoscopic hernia surgery and research, for 
never-ending support, inspiration and excellent working conditions.  
 
Associate Professor Stig Ramel, my co-supervisor for encouragement, co-operation and scientific 
discussions. 
 
Professor Jörgen Larsson for scientific discussions and excellent working conditions.  
 
Dr Timo Heikkinen for fruitful collaboration in research. 
 
Professor Eva Haglind, Drs. Åsa Ek,  Thord Englund,  Göran Felländer, Håkan Granlund,  
Anders Kald,  Fredrik Kylberg,  Sam Smedberg,  Conny Wallon,  Bo Westman,  Staffan 
Wollert, Johanna Österberg for excellent collaboration in the clinical studies. 
 
Cajsa Barthelsson, Christina Lindblom, Lise-Lotte Lindh and Monica Ritzling for skillful work 
with the databases. 
 
Dr Paul Blomqvist for smooth collaboration and guidance in the field of epidemiology. 
 
Professor Magnus Westgren and Dr Marius Kublickas for Internet collaboration. 
 
The MISSes: Birgitta Rönnberg, Veronica Dahlgren, Carina Wallin, Satu Rantanen for all 
support and professional help in minimally invasive surgery. 
 
Inga-Lill Nyberg and the Staff at the Day-surgical department at Huddinge University Hospital, for 
all help with hernia surgery and hernia patients.  
 
All Surgeons and Staff at Huddinge University Hospital, Sahlgrenska University Hospital, 
University Hospital Linköping, Karlskoga Hospital, Södertälje Hospital, Uppsala University Hospital, 
Mora Hospital, Helsingborg Hospital and Oulu University Hospital who have included patients in the 
randomized trials. 
 

   37 



 

 38 

 
 
 
Dr Parviz Amid for hospitality and teaching on the Lichtenstein technique in the Lichtenstein Hernia 
Institute, L.A., 1997 
 
Dr Ira Rutkow and Dr Alan Robbins for hospitality and teaching on the Perfix Mesh-plug technique 
in the Hernia Center, N.J., 1997 
 
Dr Claes-Göran Björck for the opportunity to practise laparoscopic hernia surgery in Falun/Avesta, 
and the encouragement to take up research. 
 
Associate Professor Erik Nilsson for teaching me the first mesh-plug operation, for valuable 
discussions and for outstanding work with the SHR. 
 
Lennart Gustafsson for invaluable help with data and statistical calculations. 
 
Surgeons, secretaries and nurses at the aligned units for their contribution to the SHR.  
 
Associate Professor Anders Thörne for support and discussions. 
 
Associate Professors Anders Dolk and Folke Hammarqvist, Drs Ulrik Lindforss, Bo Westman 
and Ralf Segersvärd for excellent musical collaboration. 
 
Dr Olle Mårtensson for giving me the opportunity to become a surgeon and for early inspiration 
towards minimally invasive surgery. 
 
Dr Erik Nilsson for inspiration in surgery and for hospitality in Tanzania. 
 
Dr Kerstin Vickers, my cousin, for inspiration to become a surgeon and encouragement throughout 
life. 
 
Karin Sjökvist, my sister, for inspiration and support during life.  
 
Hans Bringman, my late brother, for the first inspiration of combining surgery and technology, many 
years ago.  
 
My father Martin and my late mother Ulla, for always believing in and supporting me. 
 
My family, Lena, Hanna and Joel for patience during the years of research and for Your endless 
love. You are the sunshine of my life! 
 
 



 

REFERENCES 
 
1. Nyhus LM, Harkins HN. Hernia. Philadelphia: Lippincott, 1964. pp. Foreword. 
2. Papadakis K, Greenburg AG. Preperitoneal hernia repair. In Fitzgibbons RJG, A.G., ed. 

Nyhus & Condon's Hernia. Philadelphia: Lippincott Williams & Wilkins, 2002. pp. 181-198. 
3. Nilsson E, Haapaniemi S, Gruber G, Sandblom G. Methods of repair and risk for reoperation 

in Swedish hernia surgery from 1992 to 1996. Br J Surg 1998; 85(12):1686-91. 
4. Read R. Why do human beings develop groin hernias? In Fitzgibbons RJG, A.G., ed. Nyhus 

& Condon's Hernia. Philadelphia: Lippincott Williams & Wilkins, 2002. pp. 3-8. 
5. Sorensen LT, Jorgensen LN, Gottrup F. Biochemical aspects of abdominal wall hernia 

formation and recurrence. In Fitzgibbons RJG, A.G., ed. Nyhus & Condon's Hernia. 
Philadelphia: Lippincott Williams & Wilkins, 2002. pp. 9-16. 

6. Sorensen LT, Friis E, Jorgensen T, et al. Smoking is a risk factor for recurrence of groin 
hernia. World J Surg 2002; 26(4):397-400. 

7. Ashcroft GS, Herrick SE, Tarnuzzer RW, et al. Human ageing impairs injury-induced in vivo 
expression of tissue inhibitor of matrix metalloproteinases (TIMP)-1 and -2 proteins and 
mRNA. J Pathol 1997; 183(2):169-76. 

8. Abrahamson J. Etiology and pathophysiology of primary and recurrent groin hernia formation. 
Surg Clin North Am 1998; 78(6):953-72, vi. 

9. Carbonell JF, Sanchez JL, Peris RT, et al. Risk factors associated with inguinal hernias: a case 
control study. Eur J Surg 1993; 159(9):481-6. 

10. Smith GD, Crosby DL, Lewis PA. Inguinal hernia and a single strenuous event. Ann R Coll 
Surg Engl 1996; 78(4):367-8. 

11. Patino JF. A history of the treatment of hernia. In Fitzgibbons RJG, A.G., ed. Nyhus & 
Condon's Hernia. Philadelphia: Lippincott Williams & Wilkins, 2002. pp. 17-25. 

12. Lau WY. History of treatment of groin hernia. World J Surg 2002; 26(6):748-59. 
13. Bassini E. Nuovo metodo per la crura radicale dell'ernia inguinale. Padua: Prosperini, 1889. 
14. Nyhus LM. Evolution of hernia repair: a salute to Professor Piero Pietri. Hernia 2001; 

5(4):196-9. 
15. Wright AJ, Gardner GC, Fitzgibbons RJ. The Bassini repair and its variants. In Fitzgibbons 

RJG, A.G., ed. Nyhus & Condon's Hernia. Philadelphia: Lippincott Williams & Wilkins, 
2002. pp. 105-114. 

16. Bendavid R. The Shouldice repair. In Fitzgibbons RJG, A.G., ed. Nyhus & Condon's Hernia. 
Philadelphia: Lippincott Williams & Wilkins, 2002. pp. 129-138. 

17. Skandalakis JE, Colborn GL, Skandalakis LJ, Mcclusky III DA. Historic aspects of groin 
hernia repair. In Fitzgibbons RJG, A.G., ed. Nyhus & Condon's Hernia. Philadelphia: 
Lippincott Williams & Wilkins, 2002. pp. 29-43. 

18. Sames P. The use of the vas deferens in inguinal herniorrhaphy. Br J Surg 1975; 62(6):495-6. 
19. Devlin HB, Kingsnorth AN, O'Dwyer PJ. Management of Abdominal Hernias. General 

introduction and history of hernia surgery. London: Chapman&Hall, 1998. pp. 1-13. 
20. Witzel O. Ueber den Verschluss von Bauchwunden und Bruchpforten durch versenkta Silber-

Orahtnetze (Einheilung von Filigranpelotten). Zentralbl Chir 1900; 27:257-260. 
21. Ramshaw B, Abiad F, Voeller G, et al. Polyester (Parietex) mesh for total extraperitoneal 

laparoscopic inguinal hernia repair. Surg Endosc 2002. 
22. Usher FC. Marlex mesh: a new plastic mesh for replacing tissue defects. I. Experimental 

studies. Arch Surg 1959; 78:131-137. 

   39 



 

 40 

23. Usher FC. Hernia repair with Marlex mesh. Arch Surg 1962; 84:73-76. 
24. Amid PK. Classification of biomaterials and their related complications in abdominal wall 

hernia surgery. Hernia 1997; 1(1):15-21. 
25. Klinge U, Klosterhalfen B, Muller M, Schumpelick V. Foreign body reaction to meshes used 

for the repair of abdominal wall hernias. Eur J Surg 1999; 165(7):665-73. 
26. Lichtenstein IL, Shulman AG, Amid PK, Montllor MM. The tension-free hernioplasty. Am J 

Surg 1989; 157(2):188-93. 
27. Amid PK, Shulman AG, Lichtenstein IL. Open "tension-free" repair of inguinal hernias: the 

Lichtenstein technique. Eur J Surg 1996; 162(6):447-53. 
28. Stoppa R, Petit J, Abourachid H, et al. [Original procedure of groin hernia repair: interposition 

without fixation of Dacron tulle prosthesis by subperitoneal median approach]. Chirurgie 
1973; 99(2):119-23. 

29. Ger R. The management of certain abdominal herniae by intra-abdominal closure of the neck 
of the sac. Preliminary communication. Ann R Coll Surg Engl 1982; 64(5):342-4. 

30. Schultz L, Graber J, Pietrafitta J, Hickok D. Laser laparoscopic herniorraphy: a clinical trial 
preliminary results. J Laparoendosc Surg 1990; 1(1):41-5. 

31. Kingsley D, Vogt DM, Nelson MT, et al. Laparoscopic intraperitoneal onlay inguinal 
herniorrhaphy. Am J Surg 1998; 176(6):548-53. 

32. Kald A, Anderberg B, Smedh K, Karlsson M. Transperitoneal or totally extraperitoneal 
approach in laparoscopic hernia repair: results of 491 consecutive herniorrhaphies. Surg 
Laparosc Endosc 1997; 7(2):86-9. 

33. Amid PK, Shulman AG, Lichtenstein IL. An analytic comparison of laparoscopic hernia 
repair with open "tension- free" hernioplasty. Int Surg 1995; 80(1):9-17. 

34. Ramshaw BJ, Tucker JG, Conner T, et al. A comparison of the approaches to laparoscopic 
herniorrhaphy. Surg Endosc 1996; 10(1):29-32. 

35. Bendavid R. Complications of groin hernia surgery. Surg Clin North Am 1998; 78(6):1089-
103. 

36. Eugene JR, Gashti M, Curras EB, et al. Small bowel obstruction as a complication of 
laparoscopic extraperitoneal inguinal hernia repair. J Am Osteopath Assoc 1998; 98(9):510-1. 

37. Lodha K, Deans A, Bhattacharya P, Underwood JW. Obstructing internal hernia complicating 
totally extraperitoneal inguinal hernia repair. J Laparoendosc Adv Surg Tech A 1998; 
8(3):167-8. 

38. Liem MS, van Steensel CJ, Boelhouwer RU, et al. The learning curve for totally 
extraperitoneal laparoscopic inguinal hernia repair. Am J Surg 1996; 171(2):281-5. 

39. Kald A, Anderberg B, Carlsson P, et al. Surgical outcome and cost-minimisation-analyses of 
laparoscopic and open hernia repair: a randomised prospective trial with one year follow up. 
Eur J Surg 1997; 163(7):505-10. 

40. Liem MS, Halsema JA, van der Graaf Y, et al. Cost-effectiveness of extraperitoneal 
laparoscopic inguinal hernia repair: a randomized comparison with conventional 
herniorrhaphy. Coala trial group. Ann Surg 1997; 226(6):668-75; discussion 675-6. 

41. Shulman AG, Amid PK, Lichtenstein IL. The 'plug' repair of 1402 recurrent inguinal hernias. 
20-year experience. Arch Surg 1990; 125(2):265-7. 

42. Rutkow IM, Robbins AW. Mesh plug hernia repair: a follow-up report. Surgery 1995; 
117(5):597-8. 

43. Gilbert AI, Graham MF. Sutureless technique: second version. Can J Surg 1997; 40(3):209-
12. 

44. Rutkow IM, Robbins AW. "Tension-free" inguinal herniorrhaphy: a preliminary report on the 
"mesh plug" technique [see comments]. Surgery 1993; 114(1):3-8. 



 

   41 

45. Kald A, Nilsson E. Quality assessment in hernia surgery. Qual Assur Health Care 1991; 
3(3):205-10. 

46. Haapaniemi S, Nilsson E. Recurrence and pain three years after groin hernia repair. Validation 
of postal questionnaire and selective physical examination as a method of follow-up. Eur J 
Surg 2002; 168(1):22-8. 

47. Nilsson E, Haapaniemi S. Hernia registers and specialization. Surg Clin North Am 1998; 
78(6):1141-55, ix. 

48. SHR. Svenska bråckregistret årsrapport 2001 (Swedish Hernia Register Annual Report 2001). 
Motala, Sweden, 2002. 

49. Marsden A. Inguinal hernia: A three-year review of two thousand cases. Br J Surg 1962; 
49:384-394. 

50. SF-36 Hälsoenkät, Manual och tolkningsguide. Göteborg: Sektionen för vårdforskning, 
Sahlgrenska sjukhuset, Göteborg, Sweden, 1994. pp. 7:10. 

51. O'Riordan DC, Kingsnorth AN. Audit of patient outcomes after herniorrhaphy. Surg Clin 
North Am 1998; 78(6):1129-39, viii-ix. 

52. Horton R. Surgical research or comic opera: questions, but few answers. Lancet 1996; 
347(9007):984-5. 

53. McCulloch P, Taylor I, Sasako M, et al. Randomised trials in surgery: problems and possible 
solutions. Bmj 2002; 324(7351):1448-51. 

54. Macintyre IM. Best practice in groin hernia repair. Br J Surg 2003; 90(2):131-2. 
55. Laparoscopic versus open repair of groin hernia: a randomised comparison. The MRC 

Laparoscopic Groin Hernia Trial Group. Lancet 1999; 354(9174):185-90. 
56. Bostanci BE, Tetik C, Ozer S, Ozden A. Posterior approaches in groin hernia repair with 

prosthesis: open or closed. Acta Chir Belg 1998; 98(6):241-4. 
57. Champault GG, Rizk N, Catheline JM, et al. Inguinal hernia repair: totally preperitoneal 

laparoscopic approach versus Stoppa operation: randomized trial of 100 cases. Surgical 
Laparoscopy, Endoscopy & Percutaneous Techniques 1997; 7(6):445-50. 

58. Heikkinen TJ, Haukipuro K, Koivukangas P, Hulkko A. A prospective randomized outcome 
and cost comparison of totally extraperitoneal endoscopic hernioplasty versus Lichtenstein 
hernia operation among employed patients. Surg Laparosc Endosc 1998; 8(5):338-44. 

59. Merello J, Guerra AG, Madriz J. Laparoscopic TEP versus open Lichtenstein hernia repair. 
Randomized controlled trial. Surg Endosc 1997; 11(5):545. 

60. Payne JH, Grininger LM, Izawa MT. Laparoscopic or tension-free inguinal hernia repair? A 
cost benefit analysis of 200 prospective randomized patients. SAGES. Philadelphia, 1996. 

61. Suter M, Martinet O, Spertini F. Reduced acute phase response after laparoscopic total 
extraperitoneal bilateral hernia repair compared to open repair with the Stoppa procedure. 
Surg Endosc 2002; 16(8):1214-9. 

62. Vatansev C, Belviranli M, Aksoy F, et al. The effects of different hernia repair methods on 
postoperative pain medication and CRP levels. Surg Laparosc Endosc Percutan Tech 2002; 
12(4):243-6. 

63. Wright D, Paterson C, Scott N, et al. Five-year follow-up of patients undergoing laparoscopic 
or open groin hernia repair: a randomized controlled trial. Ann Surg 2002; 235(3):333-7. 

64. Khoury N. A randomized prospective controlled trial of laparoscopic extraperitoneal hernia 
repair and mesh-plug hernioplasty: a study of 315 cases. J Laparoendosc Adv Surg Tech A 
1998; 8(6):367-72. 

65. Bringman S, Ek A, Haglind E, et al. Is a dissection balloon beneficial in bilateral, totally 
extraperitoneal, endoscopic hernioplasty? A randomized, prospective, multicenter study. Surg 
Laparosc Endosc Percutan Tech 2001; 11(5):322-6. 



 

 42 

66. Champault G, Benoit J, Lauroy J, et al. [Inguinal hernias in adults. Laparoscopic surgery 
versus the Shouldice method. Controlled randomized study: 181 patients. Preliminary results]. 
Ann Chir 1994; 48(11):1003-8. 

67. Fleming WR, Elliott TB, Jones RM, Hardy KJ. Randomized clinical trial comparing totally 
extraperitoneal inguinal hernia repair with the Shouldice technique. Br J Surg 2001; 
88(9):1183-8. 

68. Liem MS, van der Graaf Y, van Steensel CJ, et al. Comparison of conventional anterior 
surgery and laparoscopic surgery for inguinal-hernia repair. N Engl J Med 1997; 
336(22):1541-7. 

69. Nathanson L, Adib R, Branild F. Randomized trial of open and laparoscopic inguinal hernia 
repair. SAGES. Philadelphia, 1996. 

70. Bessell JR, Baxter P, Riddell P, et al. A randomized controlled trial of laparoscopic 
extraperitoneal hernia repair as a day surgical procedure. Surg Endosc 1996; 10(5):495-500. 

71. Schrenk P, Woisetschlager R, Rieger R, Wayand W. Prospective randomized trial comparing 
postoperative pain and return to physical activity after transabdominal preperitoneal, total 
preperitoneal or Shouldice technique for inguinal hernia repair. Br J Surg 1996; 83(11):1563-
6. 

72. Ramon JM, Carulla X, Hidalgo JM, al. e. Study of quality of life in relation with the health 
after the surgery of the endoscopic inguinal hernia vs conventional. Br J Surg 1998; 
85:Supplement II:18. 

73. Liem MS, van Duyn EB, van der Graaf Y, van Vroonhoven TJ. Recurrences after 
conventional anterior and laparoscopic inguinal hernia repair: a randomized comparison. Ann 
Surg 2003; 237(1):136-41. 

74. Robbins AW, Rutkow IM. The mesh-plug hernioplasty. Surg Clin North Am 1993; 73(3):501-
12. 

75. Robbins AW, Rutkow IM. Mesh plug repair and groin hernia surgery. Surg Clin North Am 
1998; 78(6):1007-23, vi-vii. 

76. Shulman AG, Amid PK, Lichtenstein IL. Prosthetic mesh plug repair of femoral and recurrent 
inguinal hernias: the American experience. Ann R Coll Surg Engl 1992; 74(2):97-9. 

77. Rutkow IM, Robbins AW. The mesh plug technique for recurrent groin herniorrhaphy: a nine-
year experience of 407 repairs. Surgery 1998; 124(5):844-7. 

78. Nishimura S, Yoshikawa K, Kawamura T, et al. The mesh plug technique for adult inguinal 
herniation. Int Surg 2000; 85(2):163-6. 

79. Fasih T, Mahapatra TK, Waddington RT. Early results of inguinal hernia repair by the 'mesh 
plug' technique--first 200 cases. Ann R Coll Surg Engl 2000; 82(6):396-400. 

80. Bringman S, Ramel S, Nyberg B, Anderberg B. Introduction of herniorraphy with mesh plug 
and patch. European Journal of Surgery 2000; 166(4):310-2. 

81. de Vooght A, Droissart R, Staudt JP, van Vyve E. Open mesh plug hernioplasty in ambulatory 
surgery: a study of feasibility based on our experience in 413 procedures. Hernia 2002; 
6(3):108-12. 

82. Miyazaki K, Nakamura F, Narita Y, et al. Comparison of Bassini repair and mesh-plug repair 
for primary inguinal hernia: a retrospective study. Surg Today 2001; 31(7):610-4. 

83. Kingsnorth AN, Porter CS, Bennett DH, et al. Lichtenstein patch or Perfix plug-and-patch in 
inguinal hernia: a prospective double-blind randomized controlled trial of short-term outcome. 
Surgery 2000; 127(3):276-83. 

84. Pirski MI, Gacyk W, Witkowski P, et al. [Mesh-plug operation for treating inguinal hernia. 
Randomized studies]. Wiad Lek 1997; 50 Suppl 1 Pt 1:391-5. 



 

   43 

85. Testini M, Miniello S, Piccinni G, et al. Trabucco versus Rutkow versus Lichtenstein 
techniques in the treatment of groin hernia. A controlled randomized clinical trial. Minerva 
Chir 2002; 57(3):371-6. 

86. Zieren J, Zieren HU, Jacobi CA, et al. Prospective randomized study comparing laparoscopic 
and open tension- free inguinal hernia repair with Shouldice's operation. Am J Surg 1998; 
175(4):330-3. 

87. Bay-Nielsen M, Nordin P, Nilsson E, Kehlet H. Operative findings in recurrent hernia after a 
Lichtenstein procedure. Am J Surg 2001; 182(2):134-6. 

88. The EU Hernia Trialists Collaboration. Repair of groin hernia with synthetic mesh: meta-
analysis of randomized controlled trials. Ann Surg 2002; 235(3):322-32. 

89. Kingsnorth AN, Cummings CG, Bennett DH. Local anaesthesia in elective inguinal hernia 
repair: a randomised, double-blind study comparing the efficacy of levobupivacaine with 
racemic bupivacaine. Eur J Surg 2002; 168(7):391-6. 

90. Kingsnorth AN, Wright D, Porter CS, Robertson G. Prolene Hernia System compared with 
Lichtenstein patch: a randomised double blind study of short-term and medium-term outcomes 
in primary inguinal hernia repair. Hernia 2002; 6(3):113-9. 

91. Berndsen F, Arvidsson D, Enander LK, et al. Postoperative convalescence after inguinal 
hernia surgery: prospective randomized multicenter study of laparoscopic versus shouldice 
inguinal hernia repair in 1042 patients. Hernia 2002; 6(2):56-61. 

92. Jess P, Schultz K, Bendtzen K, Nielsen OH. Systemic inflammatory responses during 
laparoscopic and open inguinal hernia repair: a randomised prospective study. Eur J Surg 
2000; 166(7):540-4. 

93. Koukourou A, Lyon W, Rice J, Wattchow DA. Prospective randomized trial of polypropylene 
mesh compared with nylon darn in inguinal hernia repair. British Journal of Surgery 2001; 
88(7):931-4. 

94. Yerdel MA, Akin EB, Dolalan S, et al. Effect of single-dose prophylactic ampicillin and 
sulbactam on wound infection after tension-free inguinal hernia repair with polypropylene 
mesh: the randomized, double-blind, prospective trial. Ann Surg 2001; 233(1):26-33. 

95. Vrijland WW, van den Tol MP, Luijendijk RW, et al. Randomized clinical trial of non-mesh 
versus mesh repair of primary inguinal hernia. Br J Surg 2002; 89(3):293-7. 

96. Sarli L, Iusco DR, Sansebastiano G, Costi R. Simultaneous repair of bilateral inguinal hernias: 
a prospective, randomized study of open, tension-free versus laparoscopic approach. Surg 
Laparosc Endosc Percutan Tech 2001; 11(4):262-7. 

97. Leibl BJ, Kraft B, Redecke JD, et al. Are postoperative complaints and complications 
influenced by different techniques in fashioning and fixing the mesh in transperitoneal 
laparoscopic hernioplasty? Results of a prospective randomized trial. World J Surg 2002; 
26(12):1481-4. 

98. Gonullu NN, Cubukcu A, Alponat A. Comparison of local and general anesthesia in tension-
free (Lichtenstein) hernioplasty: a prospective randomized trial. Hernia 2002; 6(1):29-32. 

99. Douglas JM, Young WN, Jones DB. Lichtenstein inguinal herniorrhaphy using sutures versus 
tacks. Hernia 2002; 6(3):99-101. 

100. Lorenz D, Stark E, Oestreich K, Richter A. Laparoscopic hernioplasty versus conventional 
hernioplasty (Shouldice): results of a prospective randomized trial. World J Surg 2000; 
24(6):739-45; discussion 745-6. 

101. Paajanen H. Do absorbable mesh sutures cause less chronic pain than nonabsorbable sutures 
after Lichtenstein inguinal herniorraphy? Hernia 2002; 6(1):26-8. 



 

 44 

102. Johansson B, Hallerback B, Glise H, et al. Laparoscopic mesh versus open preperitoneal mesh 
versus conventional technique for inguinal hernia repair: a randomized multicenter trial 
(SCUR Hernia Repair Study). Annals of Surgery 1999; 230(2):225-31. 

103. McGillicuddy JE. Prospective randomized comparison of the Shouldice and Lichtenstein 
hernia repair procedures. Arch Surg 1998; 133(9):974-8. 

104. National Health Care Quality Registries. [The National Board of Health and Welfare web site] 
2002. Available at http://www.sos.se/mars/kvaflik.htm. 

105. Onofrj M, Thomas A, Luciano AL, et al. Donepezil versus vitamin E in Alzheimer's disease: 
Part 2: mild versus moderate-severe Alzheimer's disease. Clin Neuropharmacol 2002; 
25(4):207-15. 

106. Dorman K, Saade GR, Smith H, Moise KJ, Jr. Use of the World Wide Web in research: 
randomization in a multicenter clinical trial of treatment for twin-twin transfusion syndrome. 
Obstet Gynecol 2000; 96(4):636-9. 

107. Rangel SJ, Narasimhan B, Geraghty N, Moss RL. Development of an internet-based protocol 
to facilitate randomized clinical trials in pediatric surgery. J Pediatr Surg 2002; 37(7):990-4. 

108. Corticoid Randomisation After Significant Head Injury. [London School of Hygiene and 
Tropical Medicine web site]. 2002. Available at http://www.crash.lshtm.ac.uk/.  

109. Ramsay CR, Grant AM, Wallace SA, et al. Statistical assessment of the learning curves of 
health technologies. Health Technol Assess 2001; 5(12):1-79. 

110. Buxton MJ. Problems in the economic appraisal of new health technology: the evaluation of 
heart transplants in the UK. In Drummond MF, ed. Economic appraisal of health technology 
in the European Community. Oxford: Oxford Medical Publications, 1987. pp. 103-18. 

111. Haidenberg J. Totally Extraperitoneal (TEP) Approach for Inguinal Hernia: The Favourable 
Learning Curve for Trainees. Current Surgery 2003; 60(1):65-68. 

112. Feliu-Pala X, Martin-Gomez M, Morales-Conde S, Fernandez-Sallent E. The impact of the 
surgeon's experience on the results of laparoscopic hernia repair. Surg Endosc 2001; 
15(12):1467-70. 

113. Wright D, O'Dwyer PJ. The learning curve for laparoscopic hernia repair. Semin Laparosc 
Surg 1998; 5(4):227-32. 

114. Grant AM. Laparoscopic versus open groin hernia repair: meta-analysis of randomised trials 
based on individual patient data. Hernia 2002; 6(1):2-10. 

115. Rutkow IM, Robbins AW. The Marlex mesh PerFix plug groin hernioplasty. Eur J Surg 1998; 
164(7):549-52. 

116. Grant AM. Open mesh versus non-mesh repair of groin hernia: meta-analysis of randomised 
trials based on individual patient data. Hernia 2002; 6:130-136. 

117. Cost-utility analysis of open versus laparoscopic groin hernia repair: results from a multicentre 
randomized clinical trial. Br J Surg 2001; 88(5):653-61. 

118. Spitz JD, Arregui ME. Sutureless laparoscopic extraperitoneal inguinal herniorrhaphy using 
reusable instruments: two hundred three repairs without recurrence. Surgical Laparoscopy, 
Endoscopy & Percutaneous Techniques 2000; 10(1):24-9. 

119. Callesen T, Bech K, Kehlet H. One-thousand consecutive inguinal hernia repairs under 
unmonitored local anesthesia. Anesth Analg 2001; 93(6):1373-6. 

120. Barkun JS, Keyser EJ, Wexler MJ, et al. Short-term outcomes in open vs. laparoscopic 
herniorrhaphy: confounding impact of worker's compensation on convalescence. J 
Gastrointest Surg 1999; 3(6):575-82. 

121. Jones KR, Burney RE, Peterson M, Christy B. Return to work after inguinal hernia repair. 
Surgery 2001; 129(2):128-35. 

http://www.sos.se/mars/kvaflik.htm
http://www.crash.lshtm.ac.uk/


 

   45 

122. Callesen T, Klarskov B, Bech K, Kehlet H. Short convalescence after inguinal herniorrhaphy 
with standardised recommendations: duration and reasons for delayed return to work. Eur J 
Surg 1999; 165(3):236-41. 

123. The European Hernia Trialists Collaboration. Laparoscopic compared with open methods of 
groin hernia repair: systematic review of randomized controlled trials. Br J Surg 2000; 
87(7):860-7. 

124. Sullivan M, Karlsson J. The Swedish SF-36 Health Survey III. Evaluation of criterion-based 
validity: results from normative population. J Clin Epidemiol 1998; 51(11):1105-13. 

125. Witkowski P, Pirski MI, Adamonis W, et al. Mesh plug versus Bassini operation: a 
randomized prospective study. Hernia 2000; 4(4):305-310. 

126. Kald A, Nilsson E, Anderberg B, et al. Reoperation as surrogate endpoint in hernia surgery. A 
three year follow-up of 1565 herniorrhaphies. Eur J Surg 1998; 164(1):45-50. 

127. Bay-Nielsen M, Kehlet H, Strand L, et al. Quality assessment of 26,304 herniorrhaphies in 
Denmark: a prospective nationwide study. Lancet 2001; 358(9288):1124-8. 

128. Bay-Nielsen M, Perkins FM, Kehlet H. Pain and functional impairment 1 year after inguinal 
herniorrhaphy: a nationwide questionnaire study. Ann Surg 2001; 233(1):1-7. 

129. Kark AE, Kurzer MN, Belsham PA. Three thousand one hundred seventy-five primary 
inguinal hernia repairs: advantages of ambulatory open mesh repair using local anesthesia. J 
Am Coll Surg 1998; 186(4):447-55; discussion 456. 

130. Amid PK, Lichtenstein IL. Long-term result and current status of the Lichtenstein open 
tension-free hernioplasty. Hernia 1999; 2:89-94. 

131. Callesen T, Bech K, Kehlet H. Prospective study of chronic pain after groin hernia repair. Br J 
Surg 1999; 86(12):1528-31. 

132. Hair A, Duffy K, McLean J, et al. Groin hernia repair in Scotland. British Journal of Surgery 
2000; 87(12):1722-6. 

133. Courtney CA, Duffy K, Serpell MG, O'Dwyer PJ. Outcome of patients with severe chronic 
pain following repair of groin hernia. Br J Surg 2002; 89(10):1310-4. 

134. Cunningham J, Temple WJ, Mitchell P, et al. Cooperative hernia study. Pain in the postrepair 
patient. Ann Surg 1996; 224(5):598-602. 

135. Gillion JF, Fagniez PL. Chronic pain and cutaneuos sensory changes after inguinal hernia 
repair: comparison between open and laparoscopic techniques. Hernia 1999; 3:75-80. 

136. Poobalan AS, Bruce J, King PM, et al. Chronic pain and quality of life following open 
inguinal hernia repair. Br J Surg 2001; 88(8):1122-6. 

137. Rab M, Ebmer, Dellon AL. Anatomic variability of the ilioinguinal and genitofemoral nerve: 
implications for the treatment of groin pain. Plast Reconstr Surg 2001; 108(6):1618-23. 

138. Pappalardo G, Guadalaxara A, Illomei G, et al. Prevention of postherniorrhaphy persistent 
pain: results of a prospective study. International Surgery 1999; 84(4):350-3. 

139. Miller G, Boman J, Shrier I, Gordon PH. Natural history of patients with adhesive small 
bowel obstruction. Br J Surg 2000; 87(9):1240-7. 

140. Polymeneas G, Theodosopoulos T, Stamatiadis A, Kourias E. A comparative study of 
postoperative adhesion formation after laparoscopic vs open cholecystectomy. Surg Endosc 
2001; 15(1):41-3. 

141. Eller R, Bukhari R, Poulos E, et al. Intraperitoneal adhesions in laparoscopic and standard 
open herniorrhaphy. An experimental study. Surg Endosc 1997; 11(1):24-8. 

142. Duron JJ, Hay JM, Msika S, et al. Prevalence and mechanisms of small intestinal obstruction 
following laparoscopic abdominal surgery: a retrospective multicenter study. French 
Association for Surgical Research. Arch Surg 2000; 135(2):208-12. 



 

 46 

143. Andersson RE. Small bowel obstruction after appendicectomy. Br J Surg 2001; 88(10):1387-
91. 

144. Haapaniemi S, Sandblom G, Nilsson E. Mortality after elective and emergency surgery for 
inguinal and femoral hernia. Hernia 1999; 3(4):205-208. 

145. McGugan E, Burton H, Nixon SJ, Thompson AM. Deaths following hernia surgery: room for 
improvement. J R Coll Surg Edinb 2000; 45(3):183-6. 

146. http://www.sos.se/epc/english/ParEng.htm. Quality of data and underreporting. National board 
of health and welfare, 2002. 

147. http://www.sos.se/epc/dors/filer/kvalitet.htm. Kvalitet i dödsorsaksregistret (Quality in the 
Causes of Death register). 2002. 

148. Callesen T, Bech K, Andersen J, et al. Pain after primary inguinal herniorrhaphy: influence of 
surgical technique. J Am Coll Surg 1999; 188(4):355-9. 

149. Heise CP, Starling JR. Mesh inguinodynia: a new clinical syndrome after inguinal 
herniorrhaphy? J Am Coll Surg 1998; 187(5):514-8. 

150. Junge K, Klinge U, Rosch R, et al. Functional and morphologic properties of a modified mesh 
for inguinal hernia repair. World J Surg 2002; 26(12):1472-80. 

151. Klinge U, Klosterhalfen B, Muller M, et al. Influence of polyglactin-coating on functional and 
morphological parameters of polypropylene-mesh modifications for abdominal wall repair. 
Biomaterials 1999; 20(7):613-23. 

152. Klinge U, Klosterhalfen B, Conze J, et al. Modified mesh for hernia repair that is adapted to 
the physiology of the abdominal wall. Eur J Surg 1998; 164(12):951-60. 

153. Welty G, Klinge U, Klosterhalfen B, et al. Functional impairment and complaints following 
incisional hernia repair with different polypropylene meshes. Hernia 2001; 5(3):142-7. 

154. Matlaga BF, Salthouse TN. Ultrastructural observations of cells at the interface of a 
biodegradable polymer: Polyglactin 910. J Biomed Mater Res 1983; 17(1):185-97. 

155. Arvidsson D, Smedberg S. Laparoscopic compared with open hernia surgery: complications, 
recurrences and current trends. Eur J Surg 2000; Suppl 585:40-7. 

156. Guidance on the Use of Laparoscopic Surgery for Inguinal Hernia. NICE 2001. 
157. Ferzli G, Sayad P, Huie F, et al. Endoscopic extraperitoneal herniorrhaphy. A 5-year 

experience. Surg Endosc 1998; 12(11):1311-3. 
158. Felix EL, Michas CA, Gonzalez MH, Jr. Laparoscopic hernioplasty. TAPP vs TEP. Surg 

Endosc 1995; 9(9):984-9. 
159. SHR. Svenska bråckregistret årsrapport 2000 (Swedish Hernia Register Annual Report 2000). 

Motala, Sweden, 2002. 
 

http://www.sos.se/epc/english/ParEng.htm
http://www.sos.se/epc/dors/filer/kvalitet.htm

	INTRODUCTION
	DEFINITION
	PATHOGENESIS
	HISTORY
	TENSION-FREE HERNIOPLASTY
	Mesh
	Approaches of tension-free hernia repair
	Anterior
	Posterior
	Anterior and posterior


	HERNIA TRIALS
	Follow-up

	THE SWEDISH HERNIA REGISTER

	AIMS OF THE STUDY
	PATIENTS AND METHODS
	PAPER I
	PAPER II
	PAPER III
	PAPER IV
	STATISTICS

	RESULTS
	PROSPECTIVE RANDOMIZED HERNIA STUDIES (PAPER I-III)
	Day-surgery
	Operation time
	Peroperative
	Postoperative pain and quality of life
	Rehabilitation
	Early complications
	Follow-up and late complications


	INTESTINAL OBSTRUCTION AFTER HERNIA SURGERY (PAPER IV)
	DISCUSSION
	FACILITATING CLINICAL MULTI-CENTER TRIALS
	LEARNING CURVE
	OPERATING TIME
	COST AND CONVALESCENCE
	Hospital stay
	Convalescence

	COMPLICATIONS
	Early complications
	Recurrence
	Pain and numbness
	Intestinal obstruction (Paper IV)
	Mortality (Paper IV)

	MESH
	THE FUTURE
	Education
	Open or laparoscopic
	TEP or TAPP

	Future studies


	CONCLUSIONS
	ACKNOWLEDGEMENTS
	REFERENCES

