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CASE REPORT

Laparoscopic repair of incisional hernia
YRimERRES

A 75-year-old man developed an incisional hernia over the upper
abdomen following a wedge resection of a gastric stromal tumour in
1996. Thisisthefirst published report of a successful repair of an
incisional herniavia a laparoscopic intraperitoneal on-lay technique
using GORE-TEX DualM esh material in Hong Kong. Compared with
conventional open repair of incisional hernia, long incisions and
wound tension are avoided using the laparoscopic approach. This
translatesinto a reduced risk of wound-related complications and
facilitatesrecovery. In selected cases, minimally invasive surgery isa
safetechnique for therepair of incisional hernias.
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Incisional herniais one of the most common surgical pathologies and has
been achallenge to surgeonsfor years.! Thisclinical complication occurs
in 2% to 10% of abdominal operations. Early experience of endoscopic
repair of incisional hernia has been hampered by the complications of
adhesions and enterocutaneous fistula formation related to the choice of
graft material.2® The recent introduction of a GORE-TEX DualMesh
material (GORE-TEX DuaMesh Biomaterial, WL Gore & Associates,
Flagstaff, Arizona, US), which evokes minimal inflammation has given a
new dimension to the endoscopic repair of incisional hernia.* We report
on a patient who underwent laparoscopic repair of incisional herniausing
GORE-TEX DuaMesh in Tung Wah Hospital.

Casereport

A 70-year-old man underwent partial gastric resection in 1996 for agastric
stromal tumour. The operation was followed by the development of an
incisona herniaover theleft lateral end of the rooftop incision. The hernia
had been increasing slowly in size and caused intermittent discomfort.
With regard to hismedical history, the patient had ischaemic heart disease,
renal calculi, and benign prostatic hyperplasia. His body weight was
61 kg.

The operation was performed with the patient in a supine position
using general anaesthesia. The first subumbilical 10-mm trocar port was
placed by open dissection technique. A 30° telescope was then introduced
after insufflation of the peritoneal cavity with carbon dioxideto apressure
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Fig 1. Incisional hernial defect with contents reduced

of 12 mm Hg. Two additional 5-mm trocars were
inserted into the right side of the abdomen under direct
visualisation. The contents of the hernia sac were
reduced into the peritoneal cavity after lysis of adhe-
sions. The edges of the hernia defect were ascertained
by direct vision and palpation (Fig 1). The location
was drawn on the abdomen and the size of the hernial
defect was 4 x 4 cm. The GORE-TEX DuaMesh was
cut to a size that would overlap the defect by at |east
3 cmin all directions. Non-absorbable sutures were
placed at 5-cm intervals along the edge of the mesh.
The mesh was then inserted into the peritoneal cavity.
Small stab skin incisions 2 mm in length were made
with a scalpel along the circumference of the mesh,
which had been marked on the abdominal wall.
An endoscopic suture passer was inserted through
the abdominal wall into the peritoneal cavity. This
was used to grasp the sutures of the mesh under direct
vision and pull them through the abdominal wall.
The sutures were then tied extra-corporeally and
subcutaneously buried. The gaps between the sutures
were closed by tacking the mesh to the peritoneum
and transversalis fascia at 1-cm intervals to avoid
bowel obstruction (Fig 2). The operative time was 1
hour 20 minutes.

The postoperative course was uneventful. The
visual analogue pain scores at rest were six and four
on postoperative days 1 and 2, respectively. The patient
resumed a normal diet and ambulated comfortably on
the first day after operation. He was discharged on
postoperative day 2. During follow-up at 1 month, the
patient was well and asymptomatic. There was no
clinical evidence of recurrence.

Discussion

The technique for repair of incisional hernia has
evolved in the 20th century. Primary closure of
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Fig 2. Completed repair with the GORE-TEX DualMesh
being anchored in place by transabdominal sutures
and spiral tackers

incisional herniais associated with a high incidence
of recurrence ranging from 30% to 50%, which is
mainly related to the wound tension.* Prosthetic repair,
which allows a tension-free closure of the defect, is
thus advocated, particularly in the presence of alarge
hernial defect. Mesh repair of incisional hernia has
been shown to reduce the recurrence rate to less than
10%.* Placement of a mesh, however, requires
extensive dissection of thefascid planeswith increased
risk of wound complications.

With the advances in the technology of minimally
invasive surgery in the 1990s, |aparoscopic repair of
incisional hernia has been gaining in popularity.® The
main benefits of minimally invasive surgery include
diminished postoperative pain, reduced risk of wound
complications, faster recovery, and arapid return to
normal activity. Compared with the open technique,
the laparoscopic approach can clearly delineate the
extent of the anatomical defect and allows a posterior
repair of the hernia.® As the trocars are placed away
from the site of the hernia, the risk of bowel injury is
also reduced.

Mesh material has been shown to be the most
important factor contributing to the long-term
complications of prosthetic incisional herniarepair. 2
Mersilene mesh had a significantly higher incidence
of enterocutanous fistula compared with other mesh
materials and it should no longer be used for the
prosthetic repair of abdominal hernias. Polypro-
pylene mesh is also associated with a high incidence
of adhesions and bowel erosionsif it is placed intra-
peritoneally.” GORE-TEX DuaMesh hastwo different
surfaces: the visceral surface has alow porosity that
evokes minimal inflammation and limits tissue
attachment; whereas the parietal surface is made of



high porosity expanded polytetrafluoroethylene,
allowing fibrous adhesions and ingrowth.? GORE-TEX
DualMesh isthe best contemporary choice of materia
for laparoscopic repair of incisional hernia.

Park et al® reported alower perioperative compli-
cation rate and a shorter hospital stay in patients who
underwent laparoscopic repairs (n=56), compared with
those who had conventional open repairs (n=49). In
addition to these advantages, decreased hospital costs
were noted by Holzman et al.*° A recurrence rate of
0.8% among 112 patients who underwent |aparoscopic
repair of incisional hernias with a mean follow-up of
2.8 years, was reported by Franklin et al.** A follow-
up period of at least 3 years was recommended to
evaluate the recurrence rate of incisional hernias.*
Early outcomes of minimally invasive repair appeared
to be superior to that of conventional open repair.* No
prospective randomised study, however, has been
conducted to compare the results of Iaparoscopic and
open repair of incisional hernia. The long-term benefits
of laparoscopic repair of incisional herniaremain to
be proven by future trials.

The laparoscopic approach is a promising novel
technique for the repair of incisional hernia. Patients
who have an incisional hernia larger than 4 cm in
diameter are suitable surgical candidates.® Laparo-
scopic lysis of adhesions is the most challenging
step of the entire operation, as inadvertent enterotomy
will lead to conversion to open repair. To ensure agood
surgical outcome, this procedure should be performed
by surgeons who have sufficient experiencein laparo-
scopic surgery.

Thisis the first report of laparoscopic repair of
incisional hernia using GORE-TEX DualMesh in
Hong Kong. We believe this approach confers signifi-
cant benefits to selected patients. With experience,
the laparoscopic approach is a safe alternative to
conventional open repair of incisional hernia.

L aparoscopic repair of incisional hernia
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