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CONCLUSIONS

Inguinal hernia surgery in Scotland and measured compliance
with British Hernia Society Guidelines (2013)

-Laparoscopic repair was used in 33%

-Open repair was used in 67%

-Guideline compliance for elective bilateral hernia was 97%
(laporoscopic repair)

-Guideline compliance for elective recurrent hernia was 77%
(laparoscopic repair)

-Laparoscopic repair for elective primary unilateral hernias
varied significantly by region (South East 43%,North 14%,
East 7%,West 6%,p<0.001)
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CONCLUSIONS

A survey of north american general surgeon regarding
laparoscopic inguinal hernia repair LIHR (2014)

- 46%of respondents never perfor LIHR (one quarter are
interested in learning)

- The other half offer it selectively (bilateral 48%,
recurrent 44%)

- Surgeons (70%) and residents (73%) agreed that the best
educational method would be a course followed by expert

proctoring.
Trevisonno M Hernia 2014
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E’' ormai un dato di fatto che I' impiego di una
protesi riduce in modo significativo il tasso di
recidiva dopo trattamento chirurgico di
un’ ernia indipendentemente dal tipo di
accesso usato per posizionarla (dal 12-54% al
2-36%).

EU Hernia Trialists Collaboration. Mesh compared with non-
mesh methods of open groin hernia rapair: systematic review
of randomised controlled trials. (Br J Surg 2000)

Resta aperto il confronto sulla via di posizionamento
open(Lichtenstein,Stoppa, TIPP ) o laparoscopica
(TEP, TAPP).
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Name Publisher | Link

European Hernmia Society Hernia http://download.springer.

guidelines on the treatment com/static/pdf/620/art%2

of inguinal hernia in adult 53A10.1007%252Fs1002

patients. 9-009-0529-7 pdf?auth66
=1363805022_d9137efaa
b6a%9ef2caldBal438e5d0c3
décext=.pdf

Guidelines for laparoscopic Surgical http://www.ncbi.nlm.nih.

(TAPP) and endoscopic endoscopy | gov/pmc/articles/PMC3 1

(TEP) treatment of inguinal 60575/pdf/464_2011_Art

Hernia [International icle_1799 pdf

Endohernmia Society (IEHS)]

Laparoscopic surgery for Health http://www.hta.ac.uk/pdfe

mnguinal hernia repair: Technology | xecs/summ?914.pdf

systematic review of Assessment

effectiveness and economic

evaluation

Surgical Options for Agency for | http://www._effectivehealt

Inguinal Hermia: healthcare | hcare.ahrg.gov/ehc/produ

Comparative Effectiveness research cts/244/1176/CER70_Ing

Review and guality | winal-Hermia_FinalReport

_20120816.pdf



EHS Classification for Inguinal Hernia
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Tick the appropriate box:

| | | [P[R[ |
P = primary hernia
R =recurrent hernia 01

2 |3 |x

0= no herma detectable
1=<15cm (one finger)

2=<3 om (two fingers)

3=>=3 cm ( more than two fingers)
X = not investigated

=

g1

L =lateral/ indirect hernia
M = medial/ direct hernia
F =Femoral hernia

Dhagnosis:

Operation:

2007

Type of mesh vsed:

For future database items

© Euvropean Herma Society 2007
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Abstract Guidelines are increasingly determining the
decision process in day-to-day clinical work. Guidelines
describe the cument best possible standand in diagnostics
and therapy. They should be developed by an international
panel of experts, whereby alongside individual experience,
above all, the results of comparative studies are decisive.
According 1o the results of high-ranking scientific studies
published in peer-reviewed journals, statements and rec-
ommendations are formulated, and these are gmded strictly
according to the criterin of evidence-based medicine.
Guidelines can therefore be valuable in helping particularly
the young surgeon in his or her day-to-day work to find the

Ekcironic supplementary material The online version of this
article (dod: 10 1007/s00464-013-3170-6) contains supplementary
matertal which is available o suthorized users
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best decision for the patient when confronted with a wide
and confusing range of options. However, even experi-
enced surgeons benefit because by virtee of a heavy
workload and commitment, they often find it difficult to
keep up with the ever-increasing published literature. All
guidelines require regular updating, usually every 3 vears,
in line with progress in the field. The current Guidelines
focus on technigue and perioperative management of lap-
amscopic ventral herma repair and constitute the first
comprehensive guidelines on this topic, In this issue of
Surgical Endoscopy, the fist part of the Guidelines is
published including sections on basics, indication for
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open or laparoscopic surgery?

The laparoscopic approach may be beneficial in patients

at risk of chronic pain (younger patients, other chronic
pain problems, pre-operative presentation of severe
groin pain with only a small hernia on palpation).

The open approach under LA may be beneficial in
older patients or those with significant co-morbidity.

In the management of unilateral primary inguinal
hernias (general population), there 1s conflicting
information on whether laparoscopic repair reduces the
incidence of chronic pain and improves other outcomes.
The majority of meta analyses conclude that the
incidence and severity of pain (both acute and chronic)
are lower after laparoscopic repair compared to open
repair, but there are limitations in the studies used. See
below for bilateral and recurrent inguinal hermas.

The resource cost at the time of surgery 1s higher for
laparoscopic surgery (TEP and TAPP) compared to

OpEn SUrgery.

Do certain patient sub-groups significantly benefit from either

D (GPP)

D (GPP)

Is there benefit of one laparoscopic approach over another (i.e.

TAPP vs TEP)?
There i1s no evidence supporting TEP ahead of TAPP or

vice versa.

TAPP may be beneficial if there 1s diagnostic
uncertainty in cases of groin/lower abdominal pain,
since it can be used to grossly assess intra-abdominal
structures.

C

D (GPP)

Do certain patient sub-groups significantly benefit from either

local anaesthetic versus general anaesthetic?

Local anaesthesia is recommended for groin hernia
repair in elderly patients, and patients with co-
morbidities.

What prosthetic material(s) (meshes) should be used?

All adult inguinal hernias should be repaired using flat
mesh (or non-mesh Shouldice repair, if experience is
available).

There is no clinical advantage of plugs compared with
flat mesh for open inguinal hernia repair.

A cost-effective “lightweight’ (large pore) mesh should
be used.
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2.3 SPECIAL GROUPS
Groin hernias in women

Groin hernias in women should be repaired B
laparoscopically.

Recurrent groin hernias

The technique used in the index hernia repair should be
taken into account when choosing the technique for

repair of recurrence. If the initial approach was an B
open anterior repair, then the recurrent operation

should be a laparoscopic repair and vice versa.

There 1s no evidence to promote one laparoscopic
approach ahead of another (TEP or TAPP), and the
choice should be dependent on surgeon expertise and
preference.



It has been suggested that primary repairs, such as
Kugel patch, Prolene Hernia System, and plugs, that
place mesh in the preperitoneal space, make
subsequent laparoscopic repair more difficult.
Similarly, patients who have had previous
preperitoneal dissection, such as for a prostatectomy,
or operations involving the iliac vessels or a
preperitoneally located transplanted kidney, may
make laparoscopic repair technically difficult. In
these groups open anterior repair is recommended.

Patients with severe cardiac or pulmonary diseases
may be better treated with open repair with local

anaesthesia, and open preperitoneal repair should be
considered.

Patients who are anticoagulated or are at risk for
bleeding may be better suited to open repair.

Recurrent hernias in women should be repaired
laparoscopically because the repair may represent a
femoral hernia.

Bilateral groin hernias

Bilateral inguinal hermias should be repaired
laparoscopically from a cost-utility and patient
perspective.

Current evidence does not show significant difference
in outcomes after open versus laparoscopic repair of
bilateral inguinal hernias.

We could not find evidence for a particular approach to
groin hernia repair in morbidly obese patients.
Groin hernias in the morbidly obese

Obesity appears to reduce the nisk of groin hernia
development, rather than increase it.

We could not find evidence for a particular approach to
groin herma repair in morbidly obese patients.

D (GPP)

D (GPP)

D (GPP)

D (GPP)

C

D (GPP)
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Laparoscopy vs Ope%’outcgmes

Trials randomizzati X
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Schrenk 1996 Br J Surg
Kald 1997 Eur J Surg
Wellwood 1998 BMJ]

Wright 2002 Ann Surg
Thumbe 2001 Surg Endosc
Sarli 2001 Surg Endosc
Bringman 2003 Ann Surg
Neumayer 2004 N Engl J Med
Hamza 2010 Int J Surg

» riduzione del dolore postoperatorio acuto e cronico

» degenza piu breve
Publication bias  [Livello'di evidenza: 1B
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Laparoscopy'vs Op&outépmes Grosseto ACO!

- tempo operatorio piu lungo

- cost cevat el o eviderz: D

- tasso di recidiva sovrapponibile

Inoltre si associano alla VLS alcune complicanze, rare, ma molto gravi:
- danni vascolari maggiori

- lesioni/occlusione intestinali

- lesioni vescicali

- lesioni nervose

Kald A. Surgical outcome and cost-minimization-analyses of laparoscopic and open
hernia repair: a randomised prospective trial with one year follow up.
Eur J Surg. 1997;163:505-10.

Neumayer N Engl J Med 2004



Sistematic reviews/| metaa naly:

Autore
Chung
EU Trialists

Collaboration

Randle

McCormack

Memon
Kuhry

Karthikesalin

Dedemadi
Al Kandari

Anno
1999
2000

2002
2003

2003

2006
2010
2010
2011

Surg Endosc

Br J Surg

Am J Surg
Cochrane

Database Sis Rev

Br J Surg

Surg Endosc

Br J Surg
Am J Surg

J Coll Physician

Surg PaK

N. studi
14
15 RCT

27 RCT
41 RCT/CT

29 RCT

23 RCT

4 RCT
12RCT/CT
100 RCT

Tecnica
TAPP/TEP
TAPP/TEP

TAPP/?
TAPP/TEP

TAPP/TEP

TEP
TAPP/TEP
TAPP/TEP
TEP

N. pazienti
1471

7161

5588
4231

1542

Publication bias
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Publication bias

* Solo per la TAPP

Tempo operatorio
Tasso di recidiva

Dolore postoperatorio
acuto e cronico

Complicanze minori

- infezione ferita
- ematoma

- sieroma *

- infezione protesi

Complicanze maggiori
Degenza ospedaliera
Costo intervento

Ritorno all’ attivita
lavorativa

AUSL9

Grosseto o

4

A4

< b p AP q <y

>

< pdP b

> 4



open or laparoscopic surgery?

The laparoscopic approach may be beneficial in patients

at risk of chronic pain (younger patients, other chronic
pain problems, pre-operative presentation of severe
groin pain with only a small hernia on palpation).

The open approach under LA may be beneficial in
older patients or those with significant co-morbidity.

In the management of unilateral primary inguinal
hernias (general population), there 1s conflicting
information on whether laparoscopic repair reduces the
incidence of chronic pain and improves other outcomes.
The majority of meta analyses conclude that the
incidence and severity of pain (both acute and chronic)
are lower after laparoscopic repair compared to open
repair, but there are limitations in the studies used. See
below for bilateral and recurrent inguinal hermas.

The resource cost at the time of surgery 1s higher for
laparoscopic surgery (TEP and TAPP) compared to

OpEn SUrgery.

Do certain patient sub-groups significantly benefit from either

D (GPP)

D (GPP)

Is there benefit of one laparoscopic approach over another (i.e.

TAPP vs TEP)?
There i1s no evidence supporting TEP ahead of TAPP or

vice versa.

TAPP may be beneficial if there 1s diagnostic
uncertainty in cases of groin/lower abdominal pain,
since it can be used to grossly assess intra-abdominal
structures.

C

D (GPP)

Do certain patient sub-groups significantly benefit from either

local anaesthetic versus general anaesthetic?

Local anaesthesia is recommended for groin hernia
repair in elderly patients, and patients with co-
morbidities.

What prosthetic material(s) (meshes) should be used?

All adult inguinal hernias should be repaired using flat
mesh (or non-mesh Shouldice repair, if experience is
available).

There is no clinical advantage of plugs compared with
flat mesh for open inguinal hernia repair.

A cost-effective “lightweight’ (large pore) mesh should
be used.

AUSL9
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Views
Recurrent hernias (where a previous anterior repair was performed)

Bilateral hernias (occult controlateral hernias in 10-25% pz

1|

Primary unilateral groin hernias in women

Primary unilateral hernia in young male with higher risk of
chronic pain

Femoral hernia _
Regional anaesthesiain TEP (ASA 1-2)
Morbidly obese
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Take longer

More expensive

Experience and learning curve Livello di evidenza: B

Previous surgery
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- No evidence supporting TEP ahead of TAPP or vice versa

publication bies Livello i evidenza: C

- TAPP beneficial with diagnostic uncertainty with groin

Vbt Livello i evidenza: D (GPP)
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Older patients

Patients with significant co-morbidity

Previous surgery

Patients anticoagulated



open or laparoscopic surgery?

The laparoscopic approach may be beneficial in patients

at risk of chronic pain (younger patients, other chronic
pain problems, pre-operative presentation of severe
groin pain with only a small hernia on palpation).

The open approach under LA may be beneficial in
older patients or those with significant co-morbidity.

In the management of unilateral primary inguinal
hernias (general population), there 1s conflicting
information on whether laparoscopic repair reduces the
incidence of chronic pain and improves other outcomes.
The majority of meta analyses conclude that the
incidence and severity of pain (both acute and chronic)
are lower after laparoscopic repair compared to open
repair, but there are limitations in the studies used. See
below for bilateral and recurrent inguinal hermas.

The resource cost at the time of surgery 1s higher for
laparoscopic surgery (TEP and TAPP) compared to

OpEn SUrgery.

Do certain patient sub-groups significantly benefit from either

D (GPP)

D (GPP)

Is there benefit of one laparoscopic approach over another (i.e.

TAPP vs TEP)?
There i1s no evidence supporting TEP ahead of TAPP or

vice versa.

TAPP may be beneficial if there 1s diagnostic
uncertainty in cases of groin/lower abdominal pain,
since it can be used to grossly assess intra-abdominal
structures.

C

D (GPP)

Do certain patient sub-groups significantly benefit from either

local anaesthetic versus general anaesthetic?

Local anaesthesia is recommended for groin hernia
repair in elderly patients, and patients with co-
morbidities.

What prosthetic material(s) (meshes) should be used?

All adult inguinal hernias should be repaired using flat
mesh (or non-mesh Shouldice repair, if experience is
available).

There is no clinical advantage of plugs compared with
flat mesh for open inguinal hernia repair.

A cost-effective “lightweight’ (large pore) mesh should
be used.
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- All adult inguinal hernias should be repaired using flat mesh
(or Shouldice repair if experience is avilable)

- A cost-effective “lightweight mesh should be used

- No advantage of plugs in open repair
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- Reduced risk of groin hernia recurrence and persisting pain

- Lightweight meshes with less postop.chronic pain and
foreign body sensation

- Increased bacterial adhesion with multifilament materials
and PTFE

- In laparoscopy mesh size with a greater impact on recurrence
than surgical technique (large size,15x10cm in TAPP,minimum

3cm mesh overlap,adequate preperitoneal space dissection)
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reviews - Tack fixation(titanium tacks,absorbable tacks)

RCTs/meta-A
- Fibrin glue (significant reduction in chronic pain)
Shah NS World J Surg 2014

- Cyanoacrylate glue (reduced chronic pain and hospital stay)
Burza A Minerva Chir 2014

- Self-gripping mesh (shorter operative time)
Sajid MS Updates Surg 2014

- Liquid-injection preperitoneal dissection (safe and feasible)
Mizota T Surg Endosc 2014

- Suture fixation (VLS,robotic)

None
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Abstract

Purpose  Experience with a novel hernioplasty proce-
dure—the ONSTEP approach—for inguinal hernia repair
in a large series of patients performed by two surgeons at
two institutions is described, focusing in particular on the
duration of surgery, the time taken to retum (o normal
activities, chronic pain, complication and récurrence rates.
Methods  Adult patients underwent inguinal hemia repair
using the ONSTEP . The hernia defect was
repaired using a PolySoft™ hemia patch. Patients were
followed wp for 1 yesr for pain, complications and
recurmence s,

Results A total of 693 patients underwent ONSTEP
inguinal hernia repair. The mesn duration of surgery
(45D) was 17 + 6 min; the time to discharge from hos-
pital was less than 24 hin all patients; and the mean time o
return to normal daily sctivities was 6.1 £+ 3.0 days. The
overall complication rate was 1.0% and the ovemll
recurmence rate was 006 %. Residual pain was present in 4
patients at 6 months and was cured by removal of the
memory ring in 3 patients and disappe arsd spontaneously
in one case, so that there was no case of chronic pain at
1 year.

A, Lowrengn
Faculty of Healtheare Sclencas,
Beira Inedor University, Covilhai, Pormgal

A Lowengo (50)

General Surgery Depanment, Local Healtheare Unit,
Caorperate Public Entity, Sousa Mantins Hospital,
Av. Rainha D. Amélia, 6300 Guarda, Portugal
el sugusiol cufenco @ gmal com

R.S. da Costa

Ambalstory Surgery Unit, S. Jodo Hospital Centre,
Medicine Callege of Porto, Porto, Portugal

Published online: 24 February 2003

The ONSTEP inguinal hernia repair technique:
initial clinical experience of 693 patients, in two institutions

Conclusions The ONSTEP inguinal hemia repair tech-
nique described is simple, quick o perform, produces
consistent results and is associated with very low overall
complication, chronic pain and mecurrence rates, It may
offer an alternative to both Lichtenstein and laparoscopic
inguinal hernia repair.

Keywords Inguinal hernia repair - Open hernia repair -
ONSTEP hernia repair - Chronie puin - Recurrence -
Complications

Introducton

The two main appmaches to inguinal hernia mepair are
open  repair, which currently  involves opening  the
abdominal wall and repairing the hernia defect by sutur-
ing or using a surgical mesh, and laparoscopic mepair,
which is a minimal-access technigue that allows the
hernia defect o be repaired without opening the abdom-
inal wall (Table 1) [1]. Most patients with inguinal hernia
undergo open repair using the Lichtenstein procedure [2].
However, this procedure causes chronic post-operative
pain in a large proportion (1540 %) of patiens [3].
Amnother open technigue, known as transinguinal preperi-
toneal (TIPP) repair, has recently been ntroduced. In this
techmigue, a surgical mesh is placed in the preperitoneal
space through the hernia orifice without the need o enter
the peritoneal cavity [4]. This technique is associated
with a shorter operation time and less post-operative pain
than Lichtenstein repair [5], but it is more difficult to
learn.

In luparascopic surgery, small incisions are made for the
lapamscope and operating instruments, and a surgical mesh
is used to close the hernia defect. The main appmoaches 1o

41 Springer

-uusy

AUSL9
Grosseto

A
CcCXO
I

ACOI

2013



I

AUSL9
Grosseto

ACOI

Sistematic

comparative ‘No evidence

reviews

RCTs/ - TAPP or TEP vs Lichtenstein open repair (less chronic pain,
meta-A shorter time to return to work,higher recurrence rate when
follow-up time is > 3y Bobo Z J Surg Res 2014

- TEP vs Stoppa open extraperitoneal approach (lower incidence
of total PO complication,shorter hospital stay)

Zhu X Surgeon 2014
Transinguinal preperitoneal open repair TIPP vs

Lichtenstein open repair (significant reduction in chronic pain)
Sajid MS Gastroenterol Rep 2013

TIPP vs TAPP/ TEP vs Lichtenstein (?)
Danish RCT next spring



Scelte del
paziente

Evidenze
scientifiche

Evidenze Preferenze

scientifiche del
naziente

Esperienza Contesto
clinica clinico

1996 2002

Ruolo centrale dell’ esperienza clinica nell integrare il
contesto clinico, le migliori evidenze disponibili e le scelte
dei pazienti.

Enfasi sulle scelte, non piu solo preferenze, del paziente
rispetto alle evidenze scientifiche

Haynes R.B. et al. EBM 2002 vol 8; 36-38
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CONCLUSIONI

Necessita in ogni Ospedale di una task force in grado di approcciare in sicurezza
la via posteriore laparoscopica quando mandatoria

Proporre la riparazione VLS dell’ernia inguinale primitiva monolaterale nella
donna,nel maschio ad alto rischio di dolore cronico o quando il paziente lo richiede

Un occhio di riguardo per la TIPP

Uscire serenamente dal vecchio modello EBM a favore del nuovo
(v.anche sentenze recenti di cassazione)




