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Groin hernia repair is one of the most common operations performed globally, with more than 20
million procedures per year. The last guidelines on groin hernia management were published in
2018 by the HerniaSurge Group. The aim of this project was to assess new evidence and update the
guidelines. The guideline is intended for general and abdominal wall surgeons treating adult
patients with groin hernias.

AUS = Australia; BE = Belgium; CZE = Czech Republic; DE = Germany; DK = Denmark; ESP = Spain; IT = Italy; N
Netherlands; SE = Sweden; UK = United Kingdom; USA = United States of America; GH = Ghana; CH = Switzer

Method

A working group of 30 international groin hernia experts and all involved stakeholders was formed
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Recomjmendation

When the surgeon has sufficient experience in the
technique, laparo-endoscopic techniques do not take
longer than Lichtenstein operations

When the surgeon has sufficient experience, no significant
differences are observed in the perioperative
complications needing reoperation between the laparo-
endoscopic and Lichtenstein techniques.

Laparo-endoscopic techniques have less chronic pain and
faster recovery than the Lichtenstein repair.

The direct operative costs for laparo-endoscopic inguinal
hernia repair are higher. The difference decreases when
the total community costs are considered and the surgeon
has sufficient experience.

The learning curve for [aparo-endoscopic techniques
(especially TEP) is longer than for Lichtenstein. There are
rare but severe complications mainly described early in
the learning curve. It is imperative that laparo-endoscopic

ETearned in a properly supervised s
order to minimize complications,

For patients (all sexes) with primary unilateral inguinal
hernia, a laparo-endoscopic technique is recommended
because of a lower postoperative pain incidence and a
reduction in chronic pain incidence, provided that a
surgeon with specific expertise and sufficient resources is
available. However, there are patient and hernia
characteristics that warrant Lichtenstein as first choice
[chapter 7 on individualization)
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and unhealthy alcohol use, were associated with adverse outcomes after VIHR. These factors were
significantly associated with increased health care spending; therefore, preoperative optimization
may improve outcomes and decrease episode-of-care costs.

Introduction

More than 350 000 ventral and incisional hernia repairs (VIHRs) are performed each year in the

United States.® The annual health care spending associated with these operations exceeds $3 billion.
Unfortunately, a significant proportion of VIHR are associated with complications, with 30-day
readmission rates of 5%, surgical site infection rates of 13%, and recurrence rates as high as 63%.23
Although variation in operative approach and technique has been shown to affect outcomes, it is
also well known that a number of patient comorbidities can significantly affect postoperative
mortality and morbidity.2 Diabetes, obesity, and low functional status have been shown to increase
short-term wound infection and readmission rate, as well as long-term hernia recurrence and need
for reoperation. 227 The increased costs associated with these modifiable patient risk factors have

been reported to exceed $80 000 per patient.®

Forgoing operative VIHR in high-risk patients avoids postoperative complications, but it is

associated with decreased functional status and poor quality of life and exposes patients to the risk

of emergency VIH R.%

10 Consequently, there is increasing interest in preoperatively addressing
modifiable patient comorbidity as a strategy to improve postoperative outcomes and reduce cost.
Preopm ative optimization can resultin a qumher return to baseline functional capacity and has the
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= 15% of all abdominal hernias are ventral and 10% incisional
= 10-20% burden in laparotomy

= ideal technique for ventral and incisional hernia,

- low recurrence rate

- least complications

- itis minimal invasive,

- reduces postoperative recovery period,

- reduces and prevents a expenses and

- reduces the hospital stay.



History of the MIS ventral
hernia repair
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July 2018
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stract

aroscopic techniques were used in five cases to repair incisional abdominal hernias ranging in
from 1.5 to 6 cm2. Four to five trocars were used in each case, one in the upper midline and
e or four placed laterally. All repairs were made using 1-mm-thick expanded
tetrafluoroethylene patches inserted intraperitoneally and stapled to the anterior abdominal
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Guidelines for laparoscopic treatment of ventral and incisional
abdominal wall hernias
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_Access: _
' Laparoscopic transabdominal preperitoneal (ventral TAPP)

Laparoscopic transabdominal retromuscular (ventral TARM)/
Laparoscopic retromuscular ventral hernia repair (RMVH)

Total extraperitoneal preperitoneal / retromuscular (ventral TEP)
Enhanced view total extraperitoneal preperitoneal / retromuscular
(ventral eTEP)

Robotic Enhanced view total extraperitoneal preperitoneal f
retromuscular (ventral reTEP)

Robotic Transabdominal preperitoneal (ventral rTAPP)

Robotic Transabdominal retromuscular (ventral rTARM)/ Robotic
retromuscular ventral hernia repair (rRMVH)

Transhernial total extraperitoneal/ preperitoneal / retromuscular Mini or
Less-Open Sublay repair (MILOS) or endoscopic variant (EMILOS)

Location of mesh:
preperitoneal
retrorectus (between rectus abdominis muscle and posterior rectus
sheath)
retromuscular (posterior to rectus abdominis or oblique muscles and
peritoneum
onlay

= BacktoTop

Modality of defect closure:
Suture
Tack
Linear stapler
None

Reconstruction of the abdominal wall: closure of hernia defect, posterior rectus
sheath, and rectus diastasis

- Mo closure

- Only closure of hernia defect

- Only closure of posterior rectus sheath

-

-

Closure of hernia defect and posterior rectus sheath

Closure of hernia defect and rectus diastasis
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Fig. 20 Forest plot: mesh versus suture risk of seroma
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There was no difference in length of stay using suture or mesh repair.

Key Question 7: What is the difference in outcome considering different posi
of mesh in incisional hernia repair?

Recommendation A: For patients with a midline incisional hernia, the guidelines panel
recommends that mesh should be placed in the retromuscular plane (strong recommendatic

BJ S Foundation low certainty evidence).
Good Practice Statement A: Surgeons performing incisional hernia repair should be familia

the technique for positioning the mesh in different planes (including onlay, retromuscular, a
intraperitoneal).
Good Practice Statement B: For patients with a midline incisional hernia, the guidelines par

— suggests that any mesh in the abdominal cavity exposed to the abdominal viscera should be

 incisional hernia guidelines: the European Hernia ) ) ) o )

a with caution due to the risk of long-term complications at any subsequent abdominal surge:
lers &= , Maciej M Pawlak , Maarten P Simons, Theo Aufenacker , Andrea Balla, Cigdem Berger,
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al of Surgery, Volume 110, Issue 12, December 2023, Pages 1732-1768,
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Terminology and nomenclature to describe mesh position within the abdominal wall is often
inconsistent and varies with surgeon/institutional interpretation. It is important that uniform
terminology is used for consistency of clinical management and to allow for an evidence-basec

>N has been published: British Journal of Surgery, Volume 111, Issue 1, January 2024,
1ttps://doi.org/10.1093/bjs/znad349

comparison of different techniques. In an effort to establish this, Parker et al.**" have provided:
international classification produced by Delphi methods on the different mesh placement plan:
most commonly used of these are onlay (on the fascia below the subcutaneous fat), retrorectus
the rectus muscle and the posterior rectus sheath), preperitoneal (between the posterior rectus
and the peritoneum), and intraperitoneal (inside the peritoneal cavity against the peritoneum)’
term retromuscular encompasses both the retrorectus and preperitoneal planes. The optimal n
should be associated with a low recurrence rate, a low risk of complications such as seroma, hat
SsI, and adhesions, and, finally, a low risk of mesh sensation, acute pain, and chronic pain.

(British Journal of Surgery) / Volume 107, Issue 3/ p. 171-190
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peritoneal cavity is not entered
which is lessening the risk of
visceral lesions and troacar site
hernias

= the preperitoneal-
retromuscular space can be
entered and created from any
position

= knowledge of anatomy
crucial

Inferior epigastric vessels
Inguinal preperitoneal space  Ventral hernia
s -~
Transversus abdominis

muscle release
(TAR)

/ Transversus abdo
muscle releast
('/TAH)

Developed
lateral space

Posterior aponeurosis, \ Line of Douglas

extraperitoneal fat, and \
peritoneum Released middle portion
of rectus muscle
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= Flexible and ergonomic port
setup

= Large surgical field

* Tolerance of
pneumoperitoneum

= eTEP Stoppa —Rives
= eTEP TAR

= eTEP Lumbar
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Principles
= minimal invasive
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= minimal or none fixation






CONCLUSION

There are many available minimally invasive
techniques for repair of ventral hernia. Surgeons
should be proficient in most if not in all of them in
order to accommodate to patient’s needs and to be
able to convert from one to another when
necessary.



