LectureN. 17

Her nioplasty with inquinal preperitoneal mesh

The title and topic of this Lecture derive from wheas already presented in Lecture no. 4,
“Physiopathology of the Inguinal Regionand in particular from the insight of Edoardo &as
into the importance of the transversalis fascia)(Tifasmuch as it constitutes a fundamental
element of the retentive systems of the inguinalus and, consequently, plays a primary role in the
pathogenesis of inguinal hernia.

With the advent of prostheses made of biocompatibésh and above all free of the
drawbacks present in materials used until theno (&l us) we had a longstanding and rich
experience in the treatment of hernias with Ba'ssapproach, as did for that matter most surgeons.
We had also ascertained that the more accurateloperation was performed according to the
Author’s indications the better the results of Baiss repair were. In particular, we had found that
numerous surgeons, rather than executing the [dvedctriple layer”, did not intervene on the
transversalis fascia (TF), thereby creatingdauble layer”, that is, the use of only the internal
oblique and transverse muscles for repair purpegésut the opening and involvement of the TF,
whose importance was overlooked because of itsrapp@&xiguity. Indeed, it was thought that
opening the TF would further weaken the medial dosStill another maneuver not always
performed, or at least not always correctly, waspbint of anchorage on Colles’ ligament.

The availability of mesh prostheses led us ingiad perform techniques with an inguinal
access according to Lichtenstein, or with videas#ésd laparoscopic access. We immediately
realized that the two repair methods heeded draaligtidifferent pathophysiological criteria: the
former constituted a‘lid” that, applied externally to the inguinal hiatusd apushed by
endoabdominal pressure, ran the risk of béligwn off”; with the laparoscopic approach, the
“lid” was positioned within th&nguinal aperture”, spread well beyond the margins of this latter
and with a hold suitable to withstand endoabdonnessure.

Starting with these considerations, given the &ddéty of the prostheses, from accounts by
Lichtenstein and followers, aware of works by Riv@®ppa, Nyhus and many others, and recalling
the advantageous principles of Bassini's techniquee,deemed it possible to merge all of these
criteria in order achieve a valid operation thatildocontain the inguinal hiatus by means of the
reinforcement of the TF only. This could be achtewga an inguinal access, opening the TF and
laying the prosthesis broadly beyond the sectiomgma of the TF in the preperitoneal space
behind it. As mentioned above, other Authors (NylRiges, etc.) had attempted this approach, but
each with variations that, in our view, were notamvincing. The video-assisted laparoscopic
technique utilized in this case, although complwaiih our principle of choice, was subsequently
replaced by an inguinal access, which, in our opinoffered better guarantees in terms of lowered
operative risks, use of local anesthetic, speegetution, and a more rapid patient recovery with
the quicker hospital discharge that ensues (dayesyy.

Hernioplasty with inguinal preperitoneal mesh (IRPM)procedure which we have studied
and verified, responds to requirements worthy afidpemphasized:

a) it presents features of tension-free repair;

b) it covers from within the entire area of inguinadakness;

C) it substitutes the TF, in keeping with Bassini'adieings;

d) it complies with the other condition imposed by 8ags procedure, i.e., the use of Colles’
ligament; moreover, it closes the femoral canalmfravithin, similarly to variants of
Cooper’s ligament repair, but without the drawbadkat these present. As a result,
prophylaxis of a crural hernia - a not so rare évetiowing inguinal hernia repair - is
achieved.
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The stages of interventiorsee accompanying video:

1) Local step-by-step anesthesia;

2) Inguinal incision;

3) Section of the subcutaneous sheath@minate fascipand exposition of the aponeurosis of
the external oblique muscle;

4) ldentification of the superficial inguinal ring asdction of the aponeurosis;

5) Isolation of the spermatic cord and section ofditemaster muscle;

6) Isolation of the hernia sac;

7) Section of the TF;

8) Reduction of the hernia sac and treatment of thesge;

9) Identification of the pubic tubercle and of Colldigament;

10) Identification of Cooper’s ligament

11) Separation of the TF from preperitoneal fat (Bogspsice);

12) Separation of the inguinal ligament, revealingitiae vessels;

13) Preperitoneal application of polypropylene meshorad according to need, fixed with two
continuous stitchea greca like a mattress suturein polypropylene monofilament to the
transversalis fascia and to the inguinal ligambath anchored to Colles’ ligament. The two
sutures are not applied at the edge of the meshatlaucertain distance from this; as a result,
the mesh overlaps well beyond the section marditiseoTF and of the inguinal ligament.

14) Proof of hold (cough);

15) Suture of the aponeurosis of the external obliqusate, of the subcutaneous sheath, and of
the skin.

As can be observed in the video, the mesh is fatened to Colles’ ligament and is then
spread manually so that it lays flat without folekedially in Bogros’ space and laterally in the
lacuna femoral lacung between Cooper’s and the inguinal ligament. Tharges serve the purpose
of holding the mesh in the correct position withéaltls. Operating times generally do not exceed
an hour. The patient is able to walk a few houterahe operation, and is discharged the same day
or the following day (24 hours later).

The only disadvantage in some terms of immediatetqperative sequelae is inguinal-
scrotal hematoma in cases of complex, large orrresthernia. This complication, though rare,
always resolved spontaneously, however, and neyaaigted on hospitalization times.

Our study on the treatment of inguinal hernia ideld the long-term follow-up of patients
with the verification of results of not only intemtion with IPM, but also of Lichtenstein and
Bassini repair procedures. We found that at onetmaiter surgery 0.6% of IPM patients
experienced pain, 2.7% of patients who had undergohichtenstein repair felt discomfort, while
no patients subject to a Bassini procedure comgidbotf pain. Many Authors have postulated that
long-term pain depends on the trapping of nervasenprosthetic mesh: the low incidence of this
inconvenience seen with IPM could be explainedhegyfact that with this procedure the prosthesis
does not come into contact with nerves. Recurreatss were 0.6%, 1.33% and 4.8% with IPM,
Lichtenstein and Bassini repairs, respectively.

We also applied IPM repair for the treatment oureent hernias. There’s no doubt that re-
operation via an inguinal access presents certidficulties owing to scarring processes and to
modifications induced by previous intervention,iwén understandably longer (though negligible)
duration required for the procedure. Nonethelesdeast as far as our experience is concerned,
these drawbacks are easily resolvable and offseinlquestionable advantages: the re-definition of
anatomical features; direct control of defect [8¢4l anesthesia expedites such control by allowing
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the increase of abdominal pressure on commandiratec visualization of the hernia sac(s), its
(their) characteristics and contents.

This procedure clearly shares with similar appreaatmteworthy rewards in terms of health
care cost savings: simple, low-cost prosthesesy patient discharge (thereby making day surgery
possible), and above all - differently from othechiniques - a low recurrence rate (2.5% for IPM
vs. 6.6% for Lichtenstein repairs). These featureske IPM the procedure of choice also for
recurrent hernias with respect to video-assistgadr@scopy, which, although efficacious for the
treatment of recurrence, is nonetheless burdenegudater invasiveness and higher costs.

Conclusions

The wealth of literature dealing with inguinal herthat has accrued over the years, as well
as the countless anatomic-functional interpretatiirat have given rise to a parallel number of
novel surgical variations and ever more elaboratecastly prosthetic systems, prompted us to take
up the issue by starting from the origins, i.e.,fbjowing the approach that Bassini originally
proposed. Indeed, his teachings vividly remind tishe pivotal role played by the transversalis
fascia in determining inguinal containment and vadue of the surgical techniques based on its
reinforcement or substitution.

Our results from clinical studies, which put to thet procedures entailing the application of
prostheses via an inguinal access in front of tigainal falx (Lichtenstein) and preperitoneally
behind the transversalis fascia (IPM), confirm ttadidity of this latter. The same method also
yielded positive results for the correction of neeat hernias.

www.mattiolifp.it (Lectures - Hernioplasty with inguinal preperitahenesh) 3/3




