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Abstract

Background: Conventionally a 15/15 mesh trimmed into 12/15 mesh is used
for TAPP repair. Due to the ample supply of 6/11 cm mesh in tertiary care
government hospitals, we started doing TAPP with smaller size 6/11 mesh
with the idea in mind that it should be adequate for smaller built Indian
population. To demonstrate the adequacy of a 6/11 cm polypropylene mesh in
TAPP repair without any increase in recurrence rate for a small built Indian
population. Materials and Methods: The study includes persons who have
undergone TAPP with 6/11 cm mesh in R.G. Kar Medical College from
November 2011 to February 2016 and Murshidabad Medical College from
March 2016 to February 2020. Data were prospectively entered and analysed.
Result: A total of 78 patients underwent TAPP by us in this period, out of
which 32 patients received 6/11 cm mesh while 46 received conventional
12/15 cm mesh. Mean follow up was 30.48 months. No recurrence has been
observed in both the groups to date. Conclusion: TAPP with a smaller 6/11
cm mesh is adequate for a smaller built Indian population without any increase
in recurrence rate.

INTRODUCTION

Though a common problem, the exact incidence of
inguinal hernias is unknown.l! Inguinal hernia
repair is one of the most commonly performed
operations, with about 20 million of hernia repairs
annually.@  Minimally invasive inguinal hernia
repairs are getting their recognition over the last two
decades. Laparoscopic preperitoneal inguinal hernia
repairs (TAPP and TEP) are other methods of
tension-free mesh repair. Over the past few decades,
there has been tremendous progress and
improvisation in hernia repair techniques to reduce
intraoperative and postoperative
complications.E458]

Three procedures are accepted internationally for
uncomplicated groin hernia repair-open tension-free
mesh repair, TAPP & TEP. (1) TAPP is widely
practised and popular throughout the world. (2)
Conventionally a 15/15 mesh trimmed to 12/15
mesh is used to cover all the defects and is
associated with a very low recurrence rate if

performed with proper technique. During the initial
days of our journey of TAPP repair, we didn’t have
a free supply of larger 15/15 cm mesh in our
government hospitals but 6/11 cm mesh was readily
available. Hence we started doing TAPP repair with
6/11 cm mesh aiming that it may be adequate for

repair without any increase in recurrence for our
Indian population,[7:821011.12.13.14]

MATERIALS AND METHODS

Study Design: A prospective non-randomized
study.

Study Location

This prospective non-randomized study has been
conducted in R.G. Kar Medical College, Kolkata
and Murshidabad Medical College, Berhampore,
West Bengal.

Study Duration: November 2011 to February 2020
for around 8.3 years.

359

International Journal of Academic Medicine and Pharmacy (www.academicmed.org)
ISSN (0): 2687-5365; ISSN (P): 2753-6556



Inclusion Criteria

Inclusion criteria were uncomplicated unilateral
inguinal hernia, age above 20 years below 60 years
and informed consent to participate in the study.

Exclusion Criteria

Bilateral and recurrent inguinal hernia, complicated
inguinal hernia, age above 60 and below 20 years
and comorbidities like cardiac and uncorrected
prostatism. Those who denied informed consent
were also not included in our study.

This prospective non-randomized study has been
conducted in R.G. Kar Medical College, Kolkata
and Murshidabad Medical College, Berhampore,
West Bengal from November 2011 to February
2020 for around 8.3 years. Inclusion criteria were
uncomplicated unilateral inguinal hernia, age above
20 years below 60 years and informed consent to
participate in the study. Exclusion criteria were
bilateral and recurrent inguinal hernia, complicated
inguinal hernia, age above 60 and below 20 years
and comorbidities like cardiac and uncorrected
prostatism. Those who denied informed consent
were also not included in our study.

6/11 cm was used for 32 patients and conventional
15/ 15 cm into 12/15 CM was used in the rest of the
46 patients. All the operations were performed
under general anaesthesia. (5) Amoxyclav (1.2 gm)
was used intravenously as the prophylactic
antibiotic in all the patients. Pneumoperitoneum was
established by the supraumbilical 10 mm port by
open technique and maintaining a pressure of 12 to
15 mm of Hg. The peritoneum was closed in a
continuous manner using 2-0 prolene in both
groups. No fixation of mesh was done in either of
the groups.

Patients were examined on the second postoperative
day before discharge, on the 10th post-op day in
OPD, after 6 months, 1 year, 2 years & 3 years.
Mean follow up was 30.48 months. Patients were
followed up focusing on recurrence rate and pain.
VAS was used to assess pain; this scale has a range
of pain from 1 (best) to 10 (worst),[5:16.17.18.19]

RESULTS

ETAPP with 6/11 cm mesh = TAPP with 12/15 cm mesh
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Figure 1: Age distribution
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Figure 2: Pain score distribution

The mean Post-OP pain score was 2.65 in the 6/11
cm group and 2.8 in the 12/15 cm group.
Recurrence- No recurrence has been detected to date
in either of the groups.

Table 1: Age distribution

S.NO Age group TAPP with 6/11 cm mesh TAPP with 12/15 cm mesh
1 20-30 years 2 5

2 31-40 years 3 8

3 41-50 years 12 14

4 51-60 years 15 19

5 Total 32 46

Table 2: Pain score distribution

S.NO Parameters TAPP with 6/11 cm mesh TAPP with 12/15 cm mesh
1 Pain score at 1 hour 2.9 3.0

2 Pain score at 6 hour 2.6 2.8

3 Pain score at 18 hour 2.5 2.7

4 Pain score at 7 days 2.4 2.6

5 Mean score 2.65 2.8

6 Median score 2.8 3.2

Table 3: Complications

S.NO Complications TAPP with 6/11 cm mesh TAPP with 12/15 cm mesh
1 Intra-operative complications 3.125% (1) 4.347% (2)

2 Severe postoperative pain 3.125% (1) 6.521% (3)

3 Seroma 0%(0) 2.173% (1)

4 Hematoma 0%(0) 0%(0)

5 Wound infection 0%(0) 0%(0)

6 Recurrence 0%(0) 0%(0)
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DISCUSSION

TAPP is a standard procedure for hernia repair via a
laparoscopic approach.2429 |deally it is done using
15/15 cm mesh trimmed into 12/15 cm mesh. We
have tried to use 6/11cm mesh in our Indian
population to see the outcome. Early complications
are those which occur within one month of surgery
like seroma, wound infection, & hematoma and
long-term complications are those which are
assessed at three months like testicular atrophy,
inguinal pain & recurrence.[21:222324] Both early and
late complications were almost comparable in both
groups. No recurrence was noted in approximately
30.48 months of follow-up in either of the groups.
The total laparoscopic preperitoneal (TAPP)
approach in the present study significantly reduced
the final chronic pain score per patient in
comparison with the anterior transinguinal approach
and our data came in concordance with studies of
same interest. The postoperative complications of
hernia repair were estimated regarding the rate and
traced regarding the type in similar previous studies
as early and delayed forms. Early complication,
defined as that occurring within 1 month of surgery,
are wound seroma, sepsis, scrotal edema and
hematoma  formation while the long-term
complications, assessed at 3 months are testicular
atrophy and recurrence. 2223241

In our study, the overall complication rate was 18%.
Bilateral inguinal hernia is an ideal indication for
laparoscopic preperitoneal. TAPP with a smaller
6/11 cm mesh is adequate for a smaller built Indian
population without any increase in recurrence rate.
It is safe, comfortable for patients, and cost
effective, without increased morbidity or recurrence
risk.22) Long term complications include testicular
atrophy and recurrence. Our study observed 0%
incidence for recurrence of hernia. Many researchers
who reported 0% incidence for testicular atrophy
and 0% or very low incidence (1.5%) for recurrence
in their studies.2271 Recurrence after hernia repair
is poorly understood. Recurrence can occur at any
stage following hernia surgery. Patients’ risk factors
such as higher BMI, smoking, diabetes and
postoperative surgical site infections increase the
risk of recurrence and can be modified.[282%
Amongst the surgical factors, surgeon’s experience,
larger mesh with better tissue overlap and careful
surgical techniques to reduce the incidence of
seroma or hematoma help reduce the recurrence
rate. Other factors including type of mesh and
fixation of mesh have not shown any difference in
the incidence of recurrence.[%:81

CONCLUSION

TAPP repair using 6/11 cm mesh if done with
proper technique is not associated with an increase
in recurrence rate or complications.
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