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This paper includes a general part, which contains two chapters: the first with three
subchapters, which deals with the problem of parietal anatomy addressed to the inguinal and
anterolateral regions, and the second with six subchapters, which refer to the classifications of
hernias and events, along with the nomenclature of techniques for cleaning parietal defects and
description of the Rives-Stoppa standard procedure, as well as a modified technique for

incisional hernia treatment.

The anatomy section includes a description of the triangle of F. K. Hasselbach, which
is one of the bases of inguino-femoral hernia classifications and has returned to the spotlight

of parietal surgeons with increasing interest in laparoscopic hernia surgical anatomy [10].

Current anatomical changes originally described by Hasselbach included direct and
indirect hernias of the superviseal hernias, thus altering the bipartite concept to a tripartite one

of the posterior wall of the inguinal canal.

Another structure described by Fruchaud is the myopectineal orifice (MPO), which
influences the correct repair of inguinofemoral hernias. The hernial sac must be dissected from
the MPO area, and the prosthetic material must extend at least 3-5 cm beyond the limits of the

MPO to prevent migration of the mesh, which can lead to recurr [12].

Another highly disputed structure is the transversalis fascia, which has a distinct
importance in the total extraperitoneal process (TEP) [11]. Laparoscopic surgical treatment
also led to the definition of two ‘hot’ areas called trigons: the pain triangle (‘triangle of pain’)
and the danger triangle (‘triangle of doom’), and, by whose recognition can reduce the risk of
neurovascular complications [18]. Vascularization of the abdominal anterolateral wall is

another theme discussed in a separate chapter.

Of the classifications described, we adhered to those proposed by the EHS for inguin-

femoral hernias [29], but also for incisional hernias [33].

In the chapter on the modification of the Rives-Stoppa (RS) process, we also dealt with
the indications of the process, along with its advantages and disadvantages [70]. Indications
for the modified RS process are complex events associated with predisposing factors for
recurrence (parietal defect>5 cm, multisacular hernias, and associated comorbidities), events

with various localizations (median, subcostal, paramedian, transverse, transverse, flank,



parastomal, etc.), and events in obese patients with an increased recurrence rate in other

surgical procedures.

Another chapter described the anatomical plans for mounting the prosthetic material:
onlay, inlay, sublay-preperitoneal, and sublay-intraperitoneal. The sublay-retromuscular

procedure had the lowest recurrence rate.

In the last chapter, we referred to the application of the RS procedure in open and
laparoscopic hernia surgery. I mention here the special contribution [8] of Jorge Daes, by
describing and applying the eTEP (extended TEP) process, which led to the emergence of the
eTEP-RS, process, with the addition of TAR (release of the abdominal transverse), in certain

situations, popularized in Romania recently and robotically through the efforts of Victor Radu

9.

Hernioplasty can be performed in an open or minimally invasive manner (laparoscopic
or robotic surgery). The current recommendation of HerniaSurge [35] (a group of herniologists
supported by EHS) is that hernial repair be performed with prosthetic (mesh) material; it is also
recommended that the parietal surgeon be able to provide the patient with both types of

approach (previously and posteriorly [1, 2]).

Of the open procedures, in the cure of inguino-femoral hernias, the Lichtenstein
technique is the standard of care; however, in certain situations, one can opt for a tissular
procedure such as Shouldice. When there are resources and the surgeon masters the technique,
re-order minimally invasive procedures (preperitoneal transabdominal [TAPP], TEP, and

robotic variants) [36].

The recent introduction of robotic surgery in hernioplasty (rTAPP, rTEP) has led to a
better understanding of anatomy, and Jorge Daes’s contribution through the critical view of the
myopectineal orifice, a recent study, viewed as an application of the critical view of safety
(CVS) from other surgical areas, which states the principles of anatomy that can guide a correct
hernial cure [173].

Understanding the anatomy of the preperitoneal space and the posterior inguinal
anatomy leads to a minimally invasive procedure without complications. In addition, a good

and sufficient dissection will help lay the prosthetic material, the size of which was set at 15 x



11 cm (or 15 x 10/12 cm), thus completely covering all hernial defects. The purpose of these

principles is to reduce recurrence, a constant concern in parietal surgery.

Another problem encountered by parietal surgeons is chronic postoperative pain, which
can be limited by viewing and protecting the nerve filaments. In addition, the limitation of
fixation in minimally invasive procedures, proposed by the EHS, since 2014 protects the
femurocutaneous lateral nerve, genital branch, and femoral branch of the genitofemoral nerve

when fixation can damage the ilioinguinal and iliohypogastric nerves.

Of the minimally invasive procedures, the TEP procedure is the application of the
principles developed by Rives-Stoppa for inguino-femoral hernias [34]. The advantages of
minimally invasive procedures are on the one hand, for the patient (socio-professional
reintegration, small incisions, absent wound complications, etc.), and on anothern hand, for the
surgeon. Familiarity with inguinal anatomy from a previous perspective will be understood
through practice and improvement, the posterior inguinal anatomy, which leads to the

mastering of hernias and their complications.

The special part of the personal contributions includes six chapters and one last chapter,
which includes the general conclusions of the thesis. The first chapter of the special part refers
to personal considerations of the total extraperitoneal procedure (TEP), along with the seven
steps proposed by G. Ferzli [34]. For the proper conduct of the TEP procedure, we add another

three steps, in which I refer to the hernial sac issue and treatment of the parietal defect.

The second chapter of the special part includes the first working hypothesis, namely,
whether the laparoscopic approach using the TEP technique is optimal for the cure of bilateral
inguinal hernias. This study shows the characteristics and results obtained in our department
of general surgery. The European guidelines, Herniasurge and EAES (The European
Association for Endoscopic Surgery), propose a minimally invasive approach in patients with
bilateral inguinal hernias as recommended and optimal, given the surgeon's experience, as well

as the available resources [35, 36].

This chapter describes the TEP technique in detail, with personal additions, and
emphasizes the idea of exhaustive dissection of the myopectineal space, reduction of the bag,
parietalization of the spermatic funicle, and the use of nets of 10 x 15 cm, bilaterally mounted,

overlapping on the midline. Technical additions and mesh placement are described for hernias



with large defects (type L>3 according to the current EHS classification). The study involved
83 patients with 158 hernias (12 non-inguinal: 2 femoral, 2 obturatorial, and 8 umbilical). The

inclusion criterion was a symptomatic bilateral inguinal hernia.

The retrospective statistical analysis evaluated quantitative and qualitative variables
(the combination of variables was determined by the chi-squared test), with reference to the
characteristics of the patients in the study (sex, age, associated comorbidities, ASA score, etc.),
the characteristics of the hernia (type of hernia, associated interventions), and the process used
(operator time, type of prosthetic material used, intra-and postoperative complications,
hospitalization time). Postoperative seroma was present in six patients (7.23%), but all these
cases were managed conservatively. There were two bleeding complications requiring
reintervention, two complications described as ‘sensation of mesh, ’ and one patient

experienced recurrence (1.2%).

Therefore, we conclude that the TEP procedure is an excellent option for the treatment
of bilateral inguinal hernias, with a low recurrence rate and considerable advantages for the
patient from a minimally invasive perspective. The advantage of TEP over open procedures is

the identification and concomitant treatment of other hernias.

What I would like to point out is that ‘internal’ beauty of the TEP technique; thus, a
number of terms are introduced ‘angel hair,” ‘lighthouse,’ are introduced, which by observing

and defining them allows the surgeon to be familiar with the dissected preperitoneal space.

Another important advantage of TEP over other techniques is the location of the
extraperitoneal dissection, which protects the intraperitoneal organs. | should also emphasize
the comparison with the rTEP process (roboticTEP), which involves time on the console and
another docking time, which increases the total time of the intervention. Therefore, TEP

remains superior from this perspective as well as in terms of intervention costs.

Of course, minimally invasive operations decrease the duration of hospitalization due
to the absence of complications related to the morbidity of the wound, but also the risk of nerve
damage; however, the subjectivity of patients must also be noted. Sometimes, general
anesthesia is more difficult for some patients to tolerate, especially if they are elderly and have

comorbidities.



Chapter 5 came in this note, through the second study to bring clarification: age>65
years can be regarded as a factor influencing the surgical approach; in other words, can we

operate minimally invasive and patients older than 65 years? (another hypothesis).

The advantage of the open process, for example, the Lichtenstein process, is that it can
be performed safely under local anesthesia. But other techniques, such as Stoppa or TREPP
(preperitoneal trans-teaca abdominal right) can be performed with loco-regional anesthesia.
Therefore, if we reduce the discussion to anesthesia, open procedures will win (although some

authors have described TEP as having good results with spinal anesthesia [174]).

This second case-control study comprised the control group of laparoscopic patients
operated on by the TEP technique, thus trying to determine the risk of open surgery in these
patients, with a risk factor of > 65 years. In our study, we considered the case group as patients
who underwent open-label surgery, and the control group as patients who underwent

laparoscopic surgery, following the risk factor age of > 65 years.

In the control group (laparoscopic), 82 patients underwent laparoscopic TEP surgery
under general anesthesia, while in the case group, 23 patients underwent open surgery through
one of the known techniques (Lichtenstein, Germany, Rives, Stoppa), using local or spinal
anesthesia. For all patients analyzed, prosthetic materials were used: 3D bard, ultralight, or

polypropylene monofilament (PPMF).

Several variables with statistical significance were studied and subjected to multivariate
analysis: age >65 years, neoplastic status, use of anticoagulants, and inguin-scrotal hernia
status. Risk factors were compared between the two groups: cases and control, using
multivariate logistic regression analysis. The relative risk (RR) for cases versus controls was
estimated by calculating the Odds Ratio (OR) with 95% confidence intervals (Cl 95%). We
used Microsoft Excel 2023 ® and SPSS 23.0, for data collection and analysis.

It can be noted here that at the age of > 65 years, these statuses are commonly
associated: many patients have had or currently have neoplasia; also, a large number of patients
have a strong cardiology, which requires treatment with anticoagulants; moreover, in old age,
we encounter more frequently bulky inguino-scrotal hernias, evolutive, and in some situations,

complicated.



Adjusted risk (aOR) showed that patients aged > 65 years had a four times higher risk

of open surgery than minimally invasive surgery.

Similarly, the use of anticoagulants has been found to have at least a 38 times higher
risk of open surgery. How age affects the choice of the open technique at the expense of the
minimally invasive technique is an aspect that must be correlated with the risk factors

associated with age — a theme to explore in future studies.

Starting with the problem of large inguino-scrotal hernias, Chapter 6 discusses one of
the complications of hernioplasty, namely postoperative seroma. The working hypothesis
refers to the existence of ways in which seroma can be prevented after laparoscopic hernial

cure of inguin-scrotal hernias; it also addresses the issue of the hernial sac.

Usually, postoperative seroma is asymptomatic and self-limiting; however, when
treatment is necessary, it usually refers to conservative therapy, which can be accompanied in
particular situations by aspiration puncture. However, in some patients, it can be a problem
with persistent pain symptoms despite the conservative therapy mentioned, as well as anxiety

for the parietal surgeon, through the prospect of confusion with a herniated relapse.

Therefore, there is also a problem with the hernial sac, because reducing the rate of
seroma formation and improving healing can be achieved through good management of the
hernial sac. Many techniques have been described for solving this hernial sac and false sac,
called the pseudosac, which is the remaining portion of the sac created by inflammation and

hernial progression at the scrotal level.

Primary abandon-of-the-sac, which often gives good results, in some patients has the
defect of continuation of sacular inflammation; hence, the progression of the seroma, as was

the case presented in the third study [126].

As variants, Daes describes the high ligation of the bag [120], Berney presents the
technique with endoloop [128], the aspiration type drainage is mentioned with very good
results [130-134], Li J. like Petersen they close the defect [135,136] and others.

There is no perfect technique, but criticism is made of the closure of the defect and

ligatures of the sac by ischemia, which causes inflammation; therefore, the progression to
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seroma, as well as the increase in operative time and postoperative pain, which occur through

the traction and adhesion of these ligatures/sutures.

The fact is that surgical trauma should be minimal, which is demonstrated by the
presence of elevated C-reactive protein (CRP), which could be correlated with bulky seroma

(the situation of the presented case demonstrates it).

This marker of inflammation, which is extensively used in many areas of surgery, may

be a predictor of seroma occurrence and persistence.

Conclusions of this study on a series of three cases, of which one patient had
intrachannel testicular ectopia (one patient) and the other two patients had intra-abdominal
ectopia and ectopia at the boundary with the deep inguinal orifice, showing that the TAPP
process is feasible and safe for solving both associated pathologies, with good results.
Therefore, simultaneous treatment has the advantage of a single anesthesia, and the
laparoscopic approach can additionally help to diagnose and confirm the location of ectopic

testes.

A line of study is drawn up in this regard, and we will try to present the results of this

postoperative CRP-serom association in the future.

However, there are surgeons who consider the TAPP technique superior to TEP, and

through their experience, they show the advantages of this procedure.

In this regard, the fourth study in Chapter 7 presents an application of the TAPP
technique in the hernial cure associated with cryptorchidia (testicular ectopia) in adults. In this
chapter, I describe the TAPP technique in detail, with iconography from personal experience.

It is worth mentioning here that I prefer peritoneal closure with continuous resorbable sutures.

Other applications of the Rives-Stoppa process include incisional hernias.
Retromuscular placement of the net is the positioning with the best results over time, in terms
of hernial relapse as well as postoperative complications. Surgery for these hernias can be open
or minimally invasive. The open process has evolved from the standard Rives-Stoppa technique

to its multiple modifications.
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Currently, i perform prosthetic mesh fixation at two points to avoid migration of the
prosthetic material. | also adhered to the idea of the largest possible size of the net, which

should exceed 2 x the diameter of the defect.

The laparoscopic technique is based on the indications of Jorge Daes, who developed
the eTEP [8] procedure, which applied to the events will be called eTEP-RS (applied Rives-
Stoppa), which will lead to the placement of the prosthetic material in the retromuscular space

without fixation.

However, this technique is not easy, from positioning the patient to dissecting the sac
and closing the posterior defect as well as the anterior sheath. Occasionally, the inability to
close the posterior sheath leads to abdominal release of the transverse muscle (TAR), either
uni- or bilaterally, in aid of hernia repair. This also adds to the complexity of repair. We have
carried out several such procedures using the RS-TAR technique for the treatment of incisional
hernias in a number of patients with wide defects (W3 according to the EHS classification of

events), which will be the theme of further study.

Chapter 8 refers to a process that is considered an extension of the RS process, which
involves the dissection and opening of the hernial sac, followed by the incision of the anterior
sheath on one side and the posterior sheath of the abdominal right on the opposite side in order
to create two flaps: one formed by the anterior sheath of the right and the sack on the respective
side and the other by the posterior sheath and the continuation of the sack on the same side.
Retromuscular dissection is the usual procedure, up to the crescent line, with mounting of the

prosthetic material in this space, as in the RS process.

The two flaps will thus form an anterior and a posterior layer, with the prosthetic
material being isolated on the one hand from the subcutaneous space through the previous
layer, and on the other hand, the intraperitoneal content through the posterior layer. However,
this process implies the existence of a large peritoneal sac, which will be preserved but must
have a structure that is sufficiently resistant to participate in the hernial cure. Thus, this process

is considered versatile and has shown excellent results in the literature [170,171].

Our experience is still reduced to less than 20 cases with this process, and we can report

promising preliminary results, which remains a direction for future research and application in

12



the cure of large events of type W2-W3, in which the closure of the previous layer causes

problems.

Another line of future study refers to the parastomal hernias, which have been shown
that the retromuscular process of mounting the prosthetic material has a clear benefit,
decreasing the rate of relapse of these hernias [175]. Our experience with these hernias shows
that the application of the procedure proposed by Pauli (adding the TAR to the hernial cure)
has led to promising results that will be published later.
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