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DEHRAIIC f

“REIeIISIeN OifeL VISCUS through an opening in
ip)e vvrlll O En|e L:l\/&/ N Which It is contained
IEISIZENGINe NEernIalis determined by the

flJf(Jr‘fJJJOH o) rr eck and the volume of the

C Jrenr]e(l

Reducinle (_Jr carcerated) when the protruded
VIScus can be returned to the abdomen

Strangulated when the vasculature is
compromised, usu. At the neck.



d fascia are
i striated muscle

Semilunar line of Spiegel
Diaphragm
Surgical Incision



UPENOITtangle of

Terior Jllwﬂr‘r’ 118




Jricliezitiepluiols surgery
“PAlNEmIa should e 1 palred unless
OC2INGIFSYSEMIC COol d@ans preclude a
Selig gLigeggle
EXCEPUGRETE ﬂr )@ With a wide neck
- and'a shallew sac that Is anticipated to

enlarge slowly

Trusses and surgical Belts are helpful in

small hernias when operation Is
contraindicated. (NOT in Femoral H.)
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HEIIIas of the Groin
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IREEIRIRVIOSE COMIMO)

“NVeERZeWemERT Ind=2 Direct in men

. 3 h
INCICERCENS) &2%) IRNmen

“NEEREAIERErEWICE moere on the right
“TEemoaliernia Is a hernia of the Groin

1~

g — URCOmmon in mer
— 10% oeifmen affected will have IH later
500% ofiWomen will have IH later
Almost always present as an irreducible

walnut size mass at the medial base of the
Scarpa’s femoral triangle.
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Transverse abdominal m.

Aponeurosis of transverse
abdominal m.
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cause of
all"greimn
NErnIas
IS the
fallure of
the
transver
salis
fascia to
retain
the A

B

pe rlto— FIG. 34-4. Anterior [A)} and posterior (EB) views of Fruchaud’s myapectineal orifice. The myopectineal orifice
is the muscular bony framework bounded medially by the rectus muscle and rectus sheath. superiorly by the

neu m obligue muscles of the abdomen, laterally by the iliopsoas muscle, and inferiorly by the pecten of the pubis. It
15 bridged and bisected by the iliopubic tract, transversed by the spermatic cord and iliac vessels, and spanned

and sealed on its inner surface by the transversalis fascia only. All hernias of the groin begin within the
myopectineal orifice be they direct inguinal, indirect inguinal, interstitial inguinal, femoral, or prevascular.
Failure of the transversalis fascia to maintain the integrity of the myopectineal orifice is the fundamental cause
of all hernias of the groin. (From: Wantz GE: Atlas of Hernia Surgerny. 1991, Fig. 1-2a. b, pp 4-5. with
permission.)
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pEINIGIAST

INWeNUhaameEntalNConcep: [S:

Anterior or classical repair
Posterior or pro-peritoneal



Anteror Classical Groin
0]

pEMIBplast
NeplyatnEe appreaches are still used:

-~ VIErGyASImpIE repair

=~ BassipifRepair(modified to Shouldice)

— VieVayElEetneissen Cooper ligament repair
TArEe parts:

Dissection of the Inguinal canal

Repair of the myopectinal orifice

Closure of the inguinal canal

\



PIssEctionrelithe IC consist of

OpeEninglorrtnerlC
Hre,ervcmom PIFtENIBINgUINall nerve

DIVISIonIGIT e cremaseter muscle (often omitted by
SUrgeest) |

EX[9OSUNEROI L : .
Viobilizationsel the spermatic cord

Division| + excision of the weak area in post wall of
the inguinal canal (often omitted by surgeons!)

Elimination of the peritoneal sac
Removal of the cord lipoma
DISSECTION IS AS IMP AS REPAIR






SERREPEIROIRtENmyopectinal orifice
“NEENUEI/ LORIIENIE]IET Of Some
SUIOEOHEREIE anatomy of the deep ring
S| SUEIgRtiget Stirangulation of the
SPEmauEEord Py reconstruction of the
- posteror wall of the inguinal canal is
V|rtuaII Fimpossible.
Indeed, insufficient repair of the deep

ring Is the principal cause of indirect
recurrence

\



VI EUECN/ Refhr Ir

SallE@ SIMPIE INGREIosure
[ CONSISLS 0] rJJrrUJJr g an enlarged deep

rJfJJ omly
shindtatedin men and women who have

‘I

Indirecthermia withr enly: minimal damage to
- the deep ring
Is the hernic p@!sty of choice for women with
Indirect inguinal hernia

After dividing the round ligament and
eliminating the sac, the deep ring Is abolished

with a few permanent sutures
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HEWICICE Hernioplasty

adicatealin allindirect hernia repair

_NE

NS CORSISINeIIgn: 'I}.g#_ on of the sac and

210 oroxjmauon off the conjeined tendon and
E'rJH nemalobligue muscle to the shelving of
the Ing umrnl Igament with  interrupted sutures
0)06)\ 4,3 acise Imbrication with continuous
sutures (shoeuldice)

Does not repair the femoral canal

Repair Is none anatomic because the
transversalis aponeurosis Is sutured to the
iInguinal ligament
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VicVay Repair

sellEaNCOOPEMIgamEnt hernioplasty
REPISIENCIEE ﬂ?]m asselbash’s
ticneieranal thesfemoral canal

Aree common types

Require the excision of the medial
portion of the iliepubic tract
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below the |
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In men er Wien
large hernia exist
the use McVay.
cooper ligament
repair or with a
prosthesis




IENCPORELESISIOf e external oblique
[SHEcIgPIEXmated

tell stu‘r*o of a divided cremaster
pbe attached to the

0
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- Versiene s an open-knitted mesh composed of
Icoatedibraided fibers of polyester Dacron
re-Te, £ or Teflon) Is nonporous,
upple through which no fluid can
.

Gore-Tex does not incite fibroplasia or
Inflammation

Polyester and polypropylene should never
contact the viscera



IRIECHERNEI thE prosthesis

Venoehilamentiilament tolerate infection

_ ey get ]ntegres'sgl 6 @r than infected
Gerediexistintelerant of early infection
PECAUSENOIFtIIE slow! integration

omplete integration ofi the monofilament
can be expected in 3 to 4 weeks

When delayed infection exist excise only
the exposed part

\



N KROWRras Glanttpresthetic reinfercement of the

vu errlJ el
| Ircumterentially to the internal
JOJJrJI t " 1 and the shelving edge of

the JfJJllJrJrll

| | _ Mthe genitofemoral nerve is
allowed to pass |th he cord through the newly
fashionedl deep ring in the prosthesis

May or may not be sutured ( Gilbert’s suturless tech)

Contraindicated when hernia resulting from a
connective tissue disease

Not needed in women with indirect hernia
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ROSIENOIMPIESIMELIC hernioplasty

| Proogr]‘roneal or S"ro'oe)rr—i"“.

Lne OroJrnes] afe to the peritoneum and

el rler IEXE €S0 It cannot protrude
iSilenenspreferanie)

Repair ofi the:wall defect is unnecessary

Can be performed unilaterally or bilaterally

Use Transverse or ant groin incision for
unilateral approach

Use Pfannenstell incision for bilateral approach



v _1 errlll Y. e/'rrrloerJrJ,!Tegll dpproach (TEPA). (access to the
Ol eoerlromesnl S|9EICE V |tim; entering the peritoneal cavity).

IS sin n boeth these techniques.

ne,r1or epigastric vessels, the mesh is
secured to th Cooper ligament, the lacunar ligament,
the posterior rectus musculature, and the transversus
abdominis aponeurotic arch.

Laterally, the mesh is attached to the lateral extension
of the transversus aponeurotic arch and the superior
edge of the iliopubic tract.



-

“ESiapIEsSIseuldNIeeENelaced below the lateral
lIelis)eAliEiCINIECALSENOIF potential injury to the
JERIEIEINBIEINIEN the lateral femoral cutaneous
NENENNItRISNIEYIoN.

Staplinepsklseravoided!in the triangular area inferior

to the intermalNinoet nal 1ing, called the triangle of

The triangle Is berdered by the ductus deferens
medially and the spermatic vessels laterally in the
male where the external iliac artery and vein and the
femoral nerve are located.

The obturator artery Is located medial to the triangle
of doom but should also be avoided when securing
the mesh to the Cooper ligament
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edge first o
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Figure 40-7 Continued G, The mash is stapled to Cooper figament, (he posterior
rectus abdominis, the tansversus abdominis epongurctic arch, and the lateral
liopubic tract. Staples are avoided in the region of the inferior epigasiric vessels,
the “angle of doom,” and belaw the lateral ilopuble ract H, The pertoneum s
closed over the mesh, |, A completed repalris demonsirated. (4, B, E, G, H |, From
Shadduck PP, Schwarz LB, Eubanks WS: Laparoscapic inguinal hemiohaphy. In
Pappas TN, Schwartz LB, Eubanks WS [eds): Ates of Laparoscopic Surery.
Philadelphia, Current Medcing, 1995. Copyright © 1096 by Curren! Medicine.
Reproduced by permission of the publisher,) €, D), F, From Akier SA, Eubanks 5
Laparoscopic inguinal heriorhaphy. In Pappas TN, Chekan EG, Eubanks § [ods]
Atias of Laparoscopic Surgery, 2nd ed. Phiadelphia, Current Madicine, 1999,
pp. 3.1-3.14. Copyricht © 1999 by Current Medicine. Reproduced by pemission
of the publisher,)



Pubis

Peritoneum

Bladder

Endoscope with balloon in

Balloon inflated in
preperitoneal space

preperitoneal space

C

E

deferens

Spermatic
vessels

Peritoneum

B

Endoscope with balloon advanced
inferiorly in preperitoneal space

Expanded preperitoneal space
maintained with insufflation

Figure 40-8. A, The totally extraperitoneal approach for laparoscopic her-
nia repair is demonstrated. Access to the postarior rectus sheath is gained
in the periumbilical region. A balloon dissector is placed on the anterior
surface of the posterior rectus sheath. B, The balloon dissector is advanced
to the posterior surface of the pubis in the preperitoneal space. C, The
balloon is inflated, thereby creating an optical cavity. D, The oplical cavity
is insufflated by carbon dioxide, and the posterior surface of the inguinal
fipor is dissected, E, The placement of the mesh is identical to that demon-
strated for the transabdominal preperitoneal technigque (see Fig. 40-7F)
Some surgeons prefer to place a slit in the mesh through which the
spermatic cord structuras andfor the epigastric vessels are placed. (Ato E
From Shadduck, PP, Schwartz LB, Eubanks WS: Laparoscopic inguinal
harniorrhaphy. in Pappas TN, Schwartz LB, Eubanks W5 [eds]: Atlas of
Laparoscopic Surgery, Philadelphia, Current Medicine, 1996. Copyright ©
1986 by Current Medicine. Reproduced by permission of the publisher.)




=EXCEIENEVIstialization, n "nrr al pain, rapid return
to v\/or" 'lmrl MU 1 5, Small incisions that

| #neral anesthesia, the operative
costs, the vielation of the peritoneal cavity (with
the TAPP repair), the necessity for advanced
laparoscopic skKills.



VIS HCAT™ J—‘I RNIAS

|
INENAST M| OriLy. 0l umb]l]ca!' are congenital in
e)fiejin) | .
EIgNL UIESHIONEN ]n‘;aklr inf&s than In white infants
Umsllicaifermias presenting during adulthood are
considered acauired hemias.
'ba_rc?a;t]on and strangulation are unusual; rupture can
- also rarely: eccur
Repaired withi a ﬁ'riety of techniques:

Pants over vestmanner as proposed by Mayo

Simple transverse closure of an adult umbilical hernia

Occasionally, mesh reinforcement is required for adequate repair
of umbilical hernias.

Recurrence of umbilical hernias iIs uncommon.



VENIRAEINCISIONAL) HERNIA
_ e
“ROPESItYAISTONENOI theNEaaing causes ofi the
JEVEIGPIERL GINREISIONal NErIas

OunErccLonsnat ]nc‘)@at‘ the risk off developing an
CISIGREINEIZ Incltide advanced age, malnutrition,
ASCIESIPESLOpErative hematoma, peritoneal dialysis,
pregnancys

Steroids and chemotherapy have been implicated in
the development ofi incisional hernias

The most common causative factor in the
development of incisional hernias Is postoperative
wound infection
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INGISIONAIEHERNIA Repair

“NEccesIonelARRITEIRAEPel: canl e accomplished.
materials:

I with the placement of an
approximated fascial edges

0/ SEVESAINCEWIIMETETS. .
— Morercommonglysprestiietic mesh is used in place of approximating the
wouna edges.
The laparescopic repair of incisional hernias has been used
wWith Increasing frequency.
Pro: Smaller wounds Iﬁve resulted in a marked reduction In
Infections and wound complications.

Cons: Extensive adhesiolysis is required in some patients to
perform the hernia repair laparoscopically.
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SIEIDINGHERNIA

OO ENIYL ™ 2

SIFIMEIEReN: RENEETT
H are e iI'T on &pes

oSt
Ime emigisac should be opened on the anteromedial
DOlAEN BECAUSENE Viscerall component most
commonly constitute the posterolateral wall of the
hernia sac

The key to successful repair of a sliding hernia is the
recognition of the visceral component and the safe
return of the viscera to the abdominal cavity, with a
careful reconstruction of the inguinal canal.




UINUSUAL NIAS

IO ASEICHSEIIES ‘
= WBrE commonly abeve the umbilicus than below
—Usiellyasieliicnaican erdifficllt terdiagnose in obese patients.
S RainnueuigssEnsaten at th wrlh 2on ning.
= Repairea wWitigssimppiessuitire: closure. MAY BE MULTIPLE
Richter's, FHeriie: ¥
— he antimeseRtenceerdert of thentestine must protrude into the hernia sac

2 MOSt cCoOmMBINBLatior '  at the site of a femoral hernia.

2 ernia Is an adeguate evaluation of the intestine

cl]
2
cl

f
Criticall te the repallt of Rich
fior viability:

Littre's Hernia:
Meckel diverticulumi as the sele component of the hernia sac
extremely difficult to diagnose due to the frequent lack of obstructive symptoms.

Spigelian Hernia:

A hernia through the fascia along the lateral edge of the rectus muscle at the
space between the semilunar line and the lateral edge of the rectus muscle
Usually successfully repaired by approximation with interrupted sutures







UINUSUALHE

Qorurgr.zgr rJHff a

JfJQc'sz‘fcl[JOfJ %
e opturaiercanal, Which) |

et PACIRICANIS CONSIGETE
ofeliglelfejefie,

| 0‘&gh various approaches:
abdominal approa open or laparescopic

The retropubic (preperitoneal) approachis preferred by many
surgeons when there are no signs of obstruction or intestinal
iInvolvement.

The obturator, inguinal, and combination approaches have been
described.

The dilated obturator foramen is repaired with interrupted sutures



UJ\JUSUAL HERNIAS

sa) peigale:
8 @) superor lumbar triangle

Azl O IENON Jum% [riang|
Piifuse I UMBZITHEIIES, arie most often 1atrogenic (kidney operations)
OverapppERRaNmnricating suture / mesh reinforcement repairs
latic Hernias

[re neJ/ upnustaifiernias, difficult to diagnose, and the patient may be
symptomyfree until intestinal obstruction occurs.

Or a mass In the g e?r Infragluteal area + discomfort on standing.
Sciatic nerve painiis rarely caused by pressure from a sciatic hernia.
Repaired transabdominally or through a transgluteal approach.

Perineal Hernia:
Very uncommon, may occur after abdominoperineal resection.
A myocutaneous flap or mesh reinforcement is frequently required




