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ABSTRACT 
 

Background and Objectives: In laparoscopic inguinal hernia repair, a laparo-scope connected to a special camera enters the body and 
enables the surgeon to see the herniation and surrounding tissues in a monitor. The purpose of this study was to compare the various 
methods of parietal peritoneum closure in repairing inguinal hernia with laparoscopic surgery. Materials and Methods: Sixty-six 
patients who were candidates for laparo-scopic inguinal hernia repair were participated in this study. They were divided into the three 
groups of peritoneum suturing (22 patients), tacker technique (22 patients), and dual mesh plus non-closure of the peritoneum (22 
patients). Pain score at 7 and 30 days after surgery, recurrence after surgery, time to return to daily activities, hospitalization stay, and 
postoperative complications were evaluated in all the three groups. Data were analyzed using SPSS, version 22. Results: We did not 
find any significant differences in age, gender, and surgical technique among the three groups (P>0.05). There were no significant 
differ-ence in pain score and hernia recurrence at 7 and 30 days after hernia surgery among the three groups (P>0.05). Hospital stay 
after repairing inguinal hernia repair in the tacker method group was significantly longer than that in the su-turing method group 
(P<0.05), and in suture group, it was significantly more than that in the dual mesh group (P<0.05). There was no significant 
difference in time to return to daily activity among the three groups (P>0.05). There was no difference in postoperative inguinal 
hernia complications like seroma, bleed-ing, wound infection, urinary retention, ileus, anatomic damage, chronic ingui-nal pain, and 
testicular cord damage among the three groups (P>0.05). Conclusion: There was no difference in pain score, hernia recurrence, time 
of returning to daily activities, and complication rate among the three techniques of peritoneal closure using tacker, peritoneal closure 
using suture, and non-closure of the peritoneum plus using dual mesh. Therefore, peritoneal closure using suture or tacker could be a 
good substitute for non-closure of the perito-neum in inguinal hernia repair surgery. 
 

Keywords: Inguinal hernia repair, Laparoscopic, Suture, Tacker, dual mesh 

Introduction   

Inguinal hernia is a common disease, which constitutes 75% of 

all kinds of hernias. The prevalence of hernia among the male 

population is 25 times greater than the female population.  

Inguinal hernia accounts for about 10% of outpatient workload 

for general surgeons [1]. Hernia occasionally has complications 

like strangulation, bowel obstruction, incarceration, and life-

threatening problems. The most important and common 

complication of hernia is incarceration that causes mortality and 

increases the rate of emergency surgeries. Thus, all kinds of 

hernias should be repair. Various kinds of open surgical 

procedures have been introduced to repair the inguinal hernia 

such as Bassini, Shouldice, Stoppa, McVay, Halsted's, and 

Lichtenstein procedures [2]. But one of the most novel surgical 

methods in inguinal hernia repair is laparoscopic hernioplasty 

that was introduced in 1990 for the first time [3]. The advantages 

of this method compared to open hernioplasty include 

better\cosmetic effect, postoperative pain reduction, shorter 

hospitalization duration, faster returning to daily activities, 

fewer complications, and lower risk of recurrence after 

surgery. The most important complications of this surgery are 

bowel injuries, urinary system damages, and vascular damages 

that reduce with higher expertise of the surgeon [4]. 

Access this article online 

Website: www.japer.in E-ISSN: 2249-3379 

 

How to cite this article: Mostafa Hoseini, Seyed Hamzeh Mousavie, 
Behnood Farazmand, Ebadollah Jodai, Alireza Negahi. Comparison of 
peritoneum closure with suturing or tacker or us-ing dual mesh without 

peritoneal closure in laparoscopic inguinal hernia repair. J Adv Pharm Edu Res 
2019;9(S2):150-153. 
Source of Support: Nil, Conflict of Interest: None declared. 

 

file:///E:/template/105/www.japer.in


Mostafa Hoseini et al.: Comparison of peritoneum closure with suturing or tacker or us-ing dual mesh 

Journal of Advanced Pharmacy Education & Research  | Apr-Jun 2019 | Vol 9 | Issue S2                                                                     151 

 

Laparoscopic hernioplasty can be performed in all patients with 

inguinal hernia who are good candidates for general anesthesia, 

but the best indications for laparoscopic surgery are hernia 

recurrence after open approach repair, bilateral inguinal hernia, 

and other simultaneous laparoscopic procedures like 

cholecystectomy. Further, absolute contraindications for 

laparoscopic hernioplasty are any signs of intraabdominal 

infection, coagulopathy disorders, bowel obstruction, and 

comorbidity and unable to general of anesthesia. Partial 

contraindications for laparoscopy include obesity, arrhythmia, 

aneurysm, pregnancy, peritonitis, intra-abdominal adhesion, 

incarcerated hernia, and other medical conditions [5]. 

In laparoscopic inguinal hernia repair, a laparoscope connected 

to a special camera is inserted into the body through a port site, 

which enables the surgeon to see the hernia and its surrounding 

tissues in a monitor. Other ports are inserted to the body to 

enable the surgeon to operate. Usually, three or four 1-cm port 

side are needed for this procedure, and the hernia is repaired 

from the posterior wall of the abdomen [6-10]. In fact, in this 

procedure, prosthetic materials are inserted from the abdominal 

wall and through the peritoneal incisions and are fixed at the 

preperitoneal space. Thus, at the end of the operation, it is 

needed to close the peritoneal cavity. Sometimes, the operation 

ends with putting a mesh and leaving the peritoneum open [11, 

12]. However, the advantages and limitations of the two 

mentioned methods remain nebulous, and even the advantages 

of peritoneal closure techniques are questioned. Herein, we 

aimed to compare various parietal peritoneal closure techniques 

in laparoscopic inguinal hernia surgery. 

Materials and Methods 

This randomized clinical trial was performed on candidates for 

laparoscopic hernia repair who presented to Rasool Akram 

Hospital, Tehran, Iran, during 2017-2018. Written informed 

consent was obtained from all the participants. The patients 

were divided into three groups of tacker mesh fixation, mesh 

sutured into the abdominal wall, and dual mesh and non-closure 

of the peritoneum. Sample size was calculated at 22 per group. 

Pain was evaluated using the visual analogue scale (VAS) score 

system on days 0, 7 and 30 post-operation. In addition, 30-day 

recurrence rate was documented. To analyze the data, Chi 

square test and t-test were run in SPSS, version 22. 

Results 

We did not find any significant differences in age, gender, and 

surgical technique among the three groups (P>0.05). There 

were no significant difference in pain score and hernia 

recurrence at 7 and 30 days after hernia surgery among the 

three groups (P>0.05). Hospital stay after repairing inguinal 

hernia repair in the tacker method group was significantly 

longer than that in the suturing method group (P<0.05), and in 

suture group, it was significantly more than that in the dual 

mesh group (P<0.05). There was no significant difference in 

time to return to daily activity among the three groups 

(P>0.05). There was no difference in postoperative inguinal 

hernia complications like seroma, bleeding, wound infection, 

urinary retention, ileus, anatomic damage, chronic inguinal 

pain, and testicular cord damage among the three groups 

(P>0.05). 

Discussion 

There were no differences in age, gender, and surgical 

procedure among patients undergone laparoscopic inguinal 

hernia surgery. Thus, it can be stated that the three groups were 

homogeneous in terms of age, gender, and surgical technique, 

and these factors could not have affected our outcomes. 

On the 7th and 30th postoperative days, we did not find any 

differences in pain score and hernia recurrence among the three 

groups.  

There is a scarcity of studies comparing peritoneal closure with 

tacker, peritoneal closure with suturing, and fixing a dual mesh 

alone. In some previous studies, peritoneal closure with tacker 

and peritoneal closure with suturing were compared [13-15]. In 

some studies, peritoneal closure with suturing was compared 

with other techniques of laparoscopic inguinal hernia repair [16-

19]. In some other studies, peritoneal closure with tacker was 

compared with other techniques of laparoscopic hernia repair 

surgery [20]. It seems that peritoneal closure with suturing and 

tacker could be a proper substitute for non-closure of the 

peritoneum in inguinal hernia repair surgery.  

The findings of Ross et al. in 2015 were in line with our results. 

In their study, post-operative pain score in suture closure group 

was lower than that in tacker closure group [15].  

Oguz et al. in 2015 found that pain score was lower at 7 and 30 

days after surgery in suture closure group than tacker closure 

group. In 21-month follow up, there was no recurrence in the 

two groups [14]. Lee et al. In 2018 revealed same results as this 

study. They found no difference in hernia recurrence rate 

between patients undergone inguinal hernia surgery with 

suturing versus non-suturing of peritoneum. However, their 

findings were not congruent with our results in that pain score 

during the first postoperative week in sutured group was lower 

than unsutured group. Different methods used in these two 

studies could account for this discrepancy [17].  

In the study by Ross et al. in 2017, they concluded that there is 

no difference in inguinal hernia repair between laparoscopic 

inguinal hernia repair using tacker, suture, and staples [18]. 

In Sandres et al. study in 2014, no difference in recurrence rate 

or surgical site infection was noted between various methods of 

mesh fixation (suturing and non-suturing) in patients with open 

inguinal hernia repair surgery. The degree of chronic pain in 

suturing technique was more than that in non-suturing 

technique [19]. 

Kitamura et al. in 2013 obtained the same results as ours, that 

is, they did not find a significant difference in hernia recurrence 

in laparoscopic hernia repair using tacker and suture. 

Moreover, there was no difference in the degree of pain 
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between the groups of peritoneal closure with tacker and suture 
[16]. 

Sajad et al. performed a meta-analysis in 2012. Congruent with 

our findings, they did not find any difference in postoperative 

pain and hernia recurrence between patients undergone 

peritoneal closure with tacker and those without mesh fixation 
[20]. 

According to our results, hospital stay after inguinal hernia 

repair surgery in the tacker group was more than that in the 

suture group, and in the suture group it was more than the dual 

mesh group. On the contrary, Ross et al. in 2015 showed that 

there is no difference in hospital stay after TAPP inguinal hernia 

surgery among the three groups of peritoneal closure with 

tacker, suture, and staples [15]. 

In contrast with our findings, Lee et al. in 2018 concluded that 

there is no difference in hospital stay between inguinal hernia 

repair surgery regarding peritoneal closure with suturing versus 

non-suturing [17]. 

In contrast with our results, Sanders et al. in 2014 concluded 

that there is no difference in hospital stay or patients’ quality of 

life between various techniques of mesh fixation (suturing and 

non-suturing). In the current study, we noted no difference in 

returning to normal daily activity after inguinal hernia repair 

surgery among the three groups. Lee et al. in 2018 found that 

the time to return to normal daily activity in patients with 

peritoneal closure with suture was less than the group with non-

suturing of the peritoneum. This disagreement could be due to 

the different methods adopted in the two studies [17]. 

Finally, our results showed no difference among the three 

groups in terms of post-inguinal hernia repair surgery 

complications like seroma, bleeding, wound infection, urinary 

retention, ileus, anatomical damage, inguinal area chronic pain, 

and spermatic cord damage, mainly due to their low incidence 

and sample size. 

In line with our results, Ross et al. in 2015 concluded that there 

is no difference in post-inguinal hernia surgery complications 

among the groups of peritoneal closure with tacker, suture and 

staples [15]. Kitamura et al. in 2013 concluded that there is no 

difference in wound infection and bowel obstruction between 

peritoneal closure with tacker and suture [16]. Lee et al. in 2018 

ascribed that there is no difference in TAPP inguinal hernia 

repairing surgery complications between peritoneal closure 

with tacker and suture [17]. 

In a meta-analysis performed by Sajad et al., there were no 

difference in complications after inguinal hernia repair surgery 

between the group with tacker peritoneal closure and the group 

without mesh fixation [20]. The discrepancy in the results of that 

study and the current one could be due to difference in sample 

size and research methods. 

One of the advantages of this study is its clinical trial design. 

However, our study had some limitations. First, there are few 

similar studies, which makes it difficult to compare this study to 

other ones. Second, our sample size was limited. Thus, further 

studies with larger sample sizes are required. Apart from this, 

other studies should be commenced to evaluate other symptom 

of Hernia and GI tract [21]. 

Conclusion 

According to our findings, there was no difference among the 

three techniques of peritoneal closure with tacker, peritoneal 

closure with suture, and leaving the peritoneum open plus dual 

mesh in pain degree, hernia recurrence rate, time to return to 

normal daily activity, and complication rate. Thus, peritoneal 

closure with suture and tacker can be a suitable alternatives for 

non-closure of the peritoneum in inguinal hernia repair surgery.  
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