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Abstract

Hernia Is The Latin Word Means Ruptufihere Are Various Types Of Hernias Based On The Location And
Etiology. The Only Method Of Treatment For Hernia Is Surgery, Open Anatomical Repair Or Laparoscopic
Repair With Mesh Reinforcements, There Is Increased Recurrence Rate With Primary Anatempésal R
LaparoscopidntraperitonealOnlay MeshRepair(Ipom) NowDaysls A MethodOf ChoiceFor VentralHernia
RepairOf VariousCauses .Laparoscopic Incisional And Ventral Hernia Repair Was First Reported Bgrie

And Booth In 1993. . IHas BenefitsOf LesserPain Also And Fixation Of A Large SizedMesh ApartFrom

The Cosmetic Benefilthough,It Remains A Challenging Procedur®lore So In ReOperativeAbdomenAnd
Malignancy. Many Research Studies Have Suggested That Minimal Access Repair Of Nérnies Has A

Lower Recurrence Rate AghorterHospital Stay WithQuick RecoveryThis Is AProspective Study Conducted

In Department Of Surgery, Mahatma Gandhi Medical CollegeAnd Hospital Jaipur FromJanuary2017

To Septembe2018.In Our Stug, Of The Total 30 Patients, 20 Were Female And 10 Were Male Where The
Female Outnumbered The Male Group And Constitute About 67% Of The Total Study Population. In Our Study
Maximum Number Of Patients Were Betweeit@Age GroupThe Mean Age Is 47.7 Wikge Ranging From

30-70 Years. Average Duration Of Stay Was 3.4 Days. 2 Patients Had To Be Admitted For Longer Duration
Because Of Complications Developed Intraoperative And Postoperatively. The Incisional Hernias Are Most
Commonly Seen In Patient Who Hadvyedergone Previous Gastrointestinal Surgeries And Sasgical Site
InfectionsVentral AbdominalHernias Mainly Presentin Middle Age Group And MostlyAfter Previous History

Of Surgery. LaparoscopiBepairHaveEarly Recoveryl essWoundinfections,LesRecurrencéAnd Has More
Patient Compliance. A3he Duration Of Surgeryls Longer, AppropriateChoice Of PatientsIsNecessaryio
Prevent MorbidityOf Patients. TheSize Of DefectIncreasesThe Size Of The PolypropyleneMesh Used And
Further The Duration Of Surgery. Previou$urgeriesHave IncreasedThe Duration Of SurgeryAs ThereWas

Needf Adhesiolysis In ManZases. WithThe Learning Curve The Duration Of SurgeryHas ReducedAnd
TheMorbidity Has Reduced.Sindéhe Cost OfTheProcedurels High, TheAffordability Is Less
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. INTRODUCTION:

Herniaword is derived from latin languagemeaningil r u p tVentra @dominal wall hernias are
defined as protrusion of a portion of orgartissuethrough arabdominalwall defect!-? Ventral hernias are one
of the common problems especially the incisidmainias are seen in D% of postoperative cases and there
incidence is on ris€3,4)

Incisionalherniais a commonlong-term complicationof abdominalsurgery. Almost 50% of incisional
hernias develop within the first 2 years after phienarysurgery, and 74%evelop afteB years>®.

Surgicalinterventionis the only methodof repair: with two techniquesavailable:openanatomical
primary repairwith or without meshreinforcementand laparoscopimesh repair.

Therecurrenceateof incisionalherniaafter primaryanatomicalsutureepair is more than 50%n long
term follow up. The traditional repaiequire laparotomy with suture approximation of strong fascial sutures on
either side and the recurrence rate has been reduced 28%0Qafter theintroductionof prostheticmaterials
(meshes)n herniarepair?

Unfortunatelypositioningof meshmakesit necessaryo performan extensive soft tissue dissection in
open technigue which leads to increaseridence of postoperative pain, seroma formation, haematomas and
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woundinfection1®214 Despite the improvemei the methods of repair, there is still significambrbidity and
even mortalityassociated with repai®s

There are a wide variety of surgical techniques which have been devalopagdgradedveraperiod
of timerangingfrom fascialsuturerepairfollowed by reinforcementvith prosthetic mesthenby minimalaccess
approachwith meshandfixation devicesfollowed by improvementsn syntheticmeshes and usd biosynthetic
meshes.

Thecommonsitesfor meshplacemenaresublay(retromusculandpreperitoneal) onlay (overlying the
muscle and fascia) and intraperiton@alay-meshis suturedto both edgesf fasciaandunderlyingperitoneum)

Laparoscopidntraperitonealonlay meshrepair (IPOM) now daysis a methodof choicefor ventral
herniarepairof variouscausesLaparoscopic incisional and ventral hernia repair was first reported Bjabe
and Booth in 199822 There is considerable learning curve of precedureand thesurgeryis not without
complications.

Laparoscopic ventral hernia r@p (IPOM) has gained popularity in recquast, there is still debate or
difference in opinion about the optimal approaehentral herniaepair. Many research studies have suggested
that minimal access repair of venttarniashasa lower recurrenceate andshorterhospitalstay withquick
recovery+1s

Indications for laparoscopic incisional ventral hernia repair may depertkfect size and site. As
regards to size, a recent American review reportshthdbtal percentageof laparoscopicincisional ventral
hernia repair is lessthan 10 % and that a prosthesis used only by half of all surgeons in defdet8 cmin
diameter.Therefore,this is an indirect indication of a minimum size limit for laparoscopyAs regardsthe
maximum limit, literature values vary widely. Several groups report positive experiencegenttal hernias
largerthan 15 cm irdiameter. Ithasbenefitsof lesserpain also and fixation of a large sized meshaparfrom
the cosmetic benefitAlthough, it remains a challengingproceduremore so in reoperativeabdomenand
malignancy.

As laparoscopic repair reduced the length of hospital stay comparedpeithrepair, mainly owing to
the disadvantages of the open techniqueitt@tide the needfor soft-tissuedissectiorandunderminingto raise
subcutaneouskin flaps, which have the potential for increasedmorbidityandprolonged convalescenég

The laparoscopic procedure is expensive as the mesh used is costlyidhoiteg) fixation devices. The
recurrence and morbidity teis usually higher initially when surgeoase gaining experience as is the risk of
enterotomy, which is probably relatedhelearningcurve?!

1. AIM AND OBJECTIVES:
The aim of this studyis to evaluateour initial experienceof Laparoscopigentralhernia repairon various
parameters suchs:

i postoperativgain,

1 requiremendf postoperativanalgesia,
i Operatingime andcomplications
 Timeof hospitalstay, recovery

9 Outcomeandrecurrence.
To analysethe influenceof pastoperativeinterferencen effeding thedurationof surgery.
Thesizeof meshandeaseof its placementffectingdurationof surgery.

. MATERIALS AND METHODS:

This is aProspective study conducted in Departmenf Surgery, Mahatma Gandhi Medical
Collegeand HospitalJaipur flom Januar2017 to Septembe018.

Institute Ethics Committee Clearance was obtained before start of gtitkgen and informed consent
of all the patients was taken prior to their enrolmetitastudywith a sample size 30 patients. Patieptesenting
to surgical OPD with hernia on the ventralaspectbof the abdomemxcluding inguinaherniavasevaluated.
Any patientwith ventralherniawho wasfit for generanaesthesia are included in this stutlyosePatientwho
areunfit for generabnaesthesiancarcerated or strangulated bowel loops or any evidence of vasmajaomise
on imaging and with pregnancinguinal herniawere excluded.UncontrolledhypertensionUnfit for general
anaesthesiandpneumoperitoneum.

The principle usedin laparoscopi repairof ventralherniais the sameconcept as that of open repair
popularised by Stoppa ,Rives et®aF'32 Theseinclude using large polypropylene mesh, adequate overlap of
hernia defect (morthan3-5cm)andwith tension freeepair.All the findirgs-clinical examination, investigations,
ultrasonography, sizendCT scan/USGscanlocationof defectwasrecordedn the studyproforma Evaluation
was made in form of HeightyeightandBMI of the patientsPasthistory of operativeinterferenceto assssthe
intraabdominahdhesions. Sizeyumberandlocation ofthe defectby CT scan/USGabdomen.
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Preoperative preparatioA | | patientds det ail ed unmderdantaahbroughi st or y
general examination with estimation of size of the taeatafect. All routine blood parameters including, complete
blood counts, renal antepatic function tests, coagulation profile was evaluated. Patient with medical co
morbidities like diabetes, hypertension, underlying malignancy etc., were evahunatebiclared fit by them for
surgery by specialist physicians. CT abdomen/WBGomen was done to every patient to confirm the size of
defect and its contents b&rniaandotherassociatedhernia forestimating the size dhe prosthesito beused.
COPD patients were startedon chestphysiotherapyandincentivespirometry prior to surgery. The patients were
catherised prior to surgery especially if the deg§darge or involving the lower abdomen. Perioperative antibiotic
prophylaxis wagjiivenatthetime of induction. All the instruments used were reusable after adequate sterilisation
techniqueexcept for the polypropylene mesh and tacker used for mesh fixation. Tacker BRSIFOUNDI N
non absorbable mesh fixation device (code: MFD30N) andpthigpropyleie mesh usedis FILAPROP
polypropylenemeshmanufacturedby MERIL Life sciences.

V. SURGICAL TECHNIQUE:

The patientwasplacedin supinepositionwith armadductedandafterinduction of generadnaesthesia,
a single dose of Ingeftriaxone Igm1/V wasgiven as routine after sensitivity testing. Pneumoperitoneum was
created with veregweedle at variable position mostly away from defect (opposite side or palmersippiriding
on the location of defect and an inrshdominal pressure of 14 mm kgsconsteredsafe.Umbilicusor 2 cm
belowleft costalmargininthemid-c | avi cul ar | ine (pal merds po%®Rdart) was a
wereintroduced in previously non operated area. Usually 3 ports were used, 5 mmpadular 30 degres
telescope. It is usually the port converted to 12 mm foptheement of large size of mesh. Another two 5 mm
port for access were madepending on location and size of defect of hernia. Preoperatively, the marggnsiaf
defect were marked. Gentle reductionof contentand adhesiolysis(both omentum and bowel) was done if
adhesions were present with the help of slsarpsoror harmonicscalpel. The marginsandperipheryof hernial
defectwasevaluated by direct vision and palpation after catgteduction of contents (twibyee or four fingers).
After complete reduction of hernia contents the abdomendefiated and the margins were reconfirmed and
mesh size is ascertained and in cabenultiple defectextra meshes were used twover the diect. Primary
suturing ofthe defect was done with the help of vicryD(RB) under vision through the skin,ribt completed
repaired atleast decreased to least size. Suitable sized mesbvgvitip of 5 cm from the defect margin) was
prepared by placinpreplaced noabsorbablesuturesfor transfasciafixation. We routinelyusel centraland4
peripheralsuturesof prolene 1-0. In all patientswe usedpolypropylene mesh. Prepared mesh was rolled and
then introduced into abdomen through 12 mm pbhis is usually the optic port although any port could be
exchangedwithl2mimased on the surgeonsd preference.pofishe ti me
in the abdomen and till the final port closure. The mesh was unrolled insigledtiraen takg care of the
orientation before fixation. The preplaced sutures atpém@hery and center of mesh was pulled out using
transfascial fixation needle afteery small skin incision. We have usually picked the central fixation first as it
helpsin orienttion of a larger sized mesh. These sutures are ligated subcutaneousiyuargd! no skin sutures.
Mesh was then duly fixed with 5 mm absorbable tackerallicases. Tacker was placed at the corner at the
distance of 2.5 cm between eachtheda secomnl layerof tackerwerefired nearthe defectto securethe mesh.
Abdomen was deflated and all port sites were closed with viedy(RB) and skimapproximated with help of
Ethilon 20(CB).A ball of gauze is placed over the defantl dressed with dynaptasnd foleys catheter was
removed post operatively dteserves attention that the use of mesh and its proper placement, such as exceeding
the edge of the incision by about 5 cm, could reduce hernia recurrence, no widtterapproachis
used®5*Postopeative pain was managedwith INJ.DICLOFENAC SODIUM LV and if not controlled then
INJ.TRAMADOL wasused and postoperative pain was analysed using VAS SCALE and numbere@{rimom
pain) to 10(severe pain).Postoperative follow up was called after 1 wedhearddveeks 12 weeksand6 months
intervalandlateronwasin contacttelephonically.
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Figure 2: Crosssectionalview of bowel protruding through the defect
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Figure 3: 30 optics, tacker needle holder, grasper, needle holder, maryland amakrmonic and disposable
ports

Figure 4: Cobbler needleand epidural needle
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Figure 6: Defectexternally after pneumoperitoneum
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Figure 8: Defectbeing anatomically repaired
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Figure 9: Use of cobbler needle for transfascial suture fixation

V. RESULTS:

In our study, of the total 30 patien) were female and 10 were male where the female outhumbered
the male group and constitute about 67% of the total study population. In our study maximum number of patients
were between 460 age groupThe mean age is 47.7 with age ranging fror¥B0Q/eas. Maximum incidence is
seen in incisional hernia(56%)followed by umbilical and paraumbilical hernias(36%).The hernia mostly
contained omentum as content (53.3%) as content followed by bowel and omentum together constituting 40%.The
most common associataskedical co morbidity is respiratory insufficiency followed by hypothyroid and obesity.
Average duration of stay was 3.4 days. 2 patients had to be admitted for longer duration because of complications
developed intraoperative and postoperatively. Pain agsessed by Vorgalker VAS(visual analog scale)
scoring system and mild pain was taken as cut off for assessment .most of the patients had very less pain by 2nd
postoperative day.The incisional hernias are most commonly seen in patient who have wngesyious
gastrointestinal surgeries and pestgical site infections. One patient who had undergone sterilisation later
developed port site hernia which was repaired by open mesh hernia repair came with recurrence which was
repaired laparoscopically. €hpatient had bowel injury while adhesiolysis was done and so had increased the
duration of laparoscopic surgery which caused the cardondioxide retention in the patient, postoperatively
developed DVT (deep venous thrombus)and PE(pulmonary embolism) ainedexyl the patients the corners
were fixed with suture along with the center stitch and fixed additionally with tacker to prevent the herniation of
bowel and omentum between the mesh and anterior abdominal wall. Only 1 case had to be convertedé¢o open d
to bowel injury and carbondioxide narcosis due to longer duration of pneumoperitoneum. Maximum number of
patients were satisfied only 2 patients were not

satisfied because of the postoperative complications which has substantially raised the cost of the
treatment and one patient had mortality
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VI. DISCUSSION:

The management ofewntral hernias include open anatomical ventral hemypair, mesh hernioplasty,
component separation techniques if the defect are garg@nder tension and newer techniques like laparoscopic
intraperitoneal onlay mesépair arebeingused recently.

Theminimal invasive technique or the laparoscopic techniques have ligpeiin decreased morbidity
and very good patient compliance and minimal scdtirzdso has addedbenefitsof less hospitaktayandless
chanceof meshinfection.

Sothelaparoscopiderniarepairis beingsteadilyacceptedisa betteralternativeby patients asvell as
surgeons.

In our study, 30 patients who presented to surgical OPD with ventral hegxéhsdinginguinal hernias)
werestudied.

In the present study the majority bEtventral hernias were seen in femathaéir reproductive age group
who have undergone previous gynaecological opematigastrointestinal operation with a lower abdominal scar
.The lower abdomindiernia repair has technical difficulty due to lesacgpfor mesh fixation due foroximity
to bladderand major vessels. Meage in the present study #7.7rangingfrom 30 to 70 aggroup

In our study the commonest risk factor for ventral hernia is previous histoappdominalsurgery
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