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To the Editor,

I praise Bittner and colleagues for offering this important
updated version of guidelines for laparoscopic transab-
dominal preperitoneal (TAPP) and endoscopic total extra-
peritoneal (TEP) treatment of inguinal hernia [1].
However, I think the topic of the potential risk for post-
operative urinary retention (POUR) after inguinal herni-
orrhaphy requires further discussion.

In Chap. 2, J. F. Kukleta recommends that for TAPP
inguinal hernia repair “grade D: the patient empty his/her
bladder before the operation™ and that preoperative urine
catheterization should be considered if for “grade D: you
expect technical difficulties or an extended operating time”
(p. 2782). Furthermore, he also mentions that for “grade D:
restrictive per- and postoperative intravenous fluid admin-
istration reduces the risk of postoperative urinary reten-
tion.” These recommendations are the same as those stated
for TEP repairs by P. Chowbey et al. in Chap. 3, p. 2790.

In Chap. 11, specifically dedicated to urogenital com-
plications, R. J. Fitzgibbons proposes only that for “grade
C: intra- and postoperative intravenous fluid administration
should be restricted to no more than 500 cc” (p. 2827).
Finally, the authors briefly mention other accepted con-
tributing factors for the development of POUR including
male gender, age older than 50 years, preexisting benign
prostatic hyperplasia, type of surgery, type of anesthesia,
and use of opiates for analgesia.

Regrettably, they do not mention certain risk factors
specifically related to the surgical technique that should
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warrant further consideration and possibly additional rec-
ommendation. This is even more relevant because these
guidelines are aimed at helping general surgeons who do
not necessarily have a sufficient level of expertise to
achieve the outstanding results with the very low incidence
rates of POUR experienced by Bittner et al. [2] in a large
series of 8,050 TAPP repairs.

For instance, tacks, still commonly used for mesh fixa-
tion by most general surgeons, seem to be associated with a
significant risk of POUR, with incidences reaching
8-27.3%, as suggested in two recent retrospective studies
[3, 4]. Interestingly, a look at the “no mesh fixation” cases
in the series of Garg et al. [4] shows that although the mean
age of the patients was 10 years younger than in the “mesh
fixation” group, age difference alone cannot explain the
considerable drop in the POUR risk to 4.6%. These results
are consistent with the findings of a previous small pro-
spective study that demonstrated a significant discrepancy
in POUR risks between no mesh fixation (5 %) and the use
of tacks (35 %) [5]. In this series, five to eight tacks were
commonly used, and the most likely explanation is that the
more tacks used to anchor the prosthesis, the more likely
the level of postoperative pain is to increase [6] and thus
also the use of opiates, leading to urinary retention [7].

In comparison, when specifically examining fibrin glue
for mesh fixation, Olmi et al. [8] denied any occurrence of
POUR after 320 TAPP inguinal hernia repairs in 230
patients, as did Topart et al. [9] after the TEP approach
used for 66 patients.

In a personal case series of 640 TEP inguinal hernia
repairs and recently accepted for publication, we encoun-
tered only one case of POUR among 472 patients with a
median age exceeding 46 years (0.2 %). The fact that this
human biologic product (Tisseel/Tissucol) is absolutely
nontraumatic for the abdominal wall is the main reason for
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such significant improvement, as illustrated by a markedly
decreased level of postoperative pain [10].

I believe that even minor variations in the technique that
generally would be overlooked by certain authors also may
play a substantial role in the development of POUR. For
instance, in most published series of TEP repairs, whenever
the carbon dioxide (CO,) insufflation pressure is men-
tioned, it generally is set at 12 mmHg. However, I rou-
tinely use a maximum pressure of 8§ mmHg to minimize
not only the incidence of subcutaneous emphysema but
also the risk for the development of residual postoperative
pneumoperitoneum. Indeed, as the extraperitoneal pressure
increases, CO, may easily diffuse into the peritoneal cavity
through a small peritoneal breach that easily would have
passed unnoticed during the procedure. Such an event can
be responsible for increased postoperative shoulder tip pain
and use of narcotics [11].

Interestingly, in a series of patients who underwent
radical prostatectomy, Bivalacqua et al. [12] demonstrated
that free air under the diaphragm was persistently identified
on the abdominal X-rays of those treated by the extraper-
itoneal approach, whereas it was present in 80 % of the
laparoscopy cases.

In conclusion, I believe that the chapter on urogenital
complications associated with laparoscopic or endoscopic
hernia repair, particularly the section on urinary retention,
may warrant further attention before the next updated
guidelines for laparoscopic (TAPP) and endoscopic (TEP)
treatment of inguinal hernia are published. Indeed,
although often considered trivial, unrecognized POUR can
potentially cause complications detrimental to the patient,
such as atony of the bladder wall through damage of the
detrusor muscle.
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