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Abstract

Purpose
Lumbar incisional hernias are a defect of the posterolateral region on the abdominal wall frequently originated on previous surgical
incisions in the area. Surgical approach is challenging due to low incidence and the lack of enough publications on the topic, which
generates controversies among surgeons. The purpose of this paper is to show our laparoscopic approach experience using the
IPOM and IPOM Plus procedures for the treatment of lumbar incisional hernias.

Materials and Methods
A descriptive analysis of ten patients with lumbar/posterolateral incisional hernias, diagnosed by computer tomography (CT) scan
and surgically treated with the IPOM laparoscopic technique in one case and IPOM Plus in nine cases between 2014–2021.
Demographic data and baselines characteristics of enrolled patients were assessed, as well as perioperative data, surgical time,
length of hospital stay and relapse during an average 38,6 month follow-up.

Results
In the series assessed, the defect size ranged between 24–72 cm2. Surgery lasted 120–180 minutes. There were no cases of
conversion or intraoperative visceral lesion. Nine patients were discharged on an average 40,3 hours after admission, and one
patient stayed for 64 hours. Postoperative morbidity was a case of hematoma and postoperative acute pain. There was one case of
relapse.

Conclusion
The results of our experience have shown the bene�ts of the laparoscopic approach with the IPOM Plus method for the treatment of
lumbar incisional hernias, including short hospital stay and low incidence of postoperative complications. Accordingly, this
mainstream technique, which has shown good outcomes both for the short and the long term, appears to be a simple and safe
procedure.

Introduction
Lumbar hernias are an anatomical defect on the posterior abdominal wall through which abdominal or retroperitoneal content
protrudes. Due to their low frequency, there are only a few hundred cases reported in the literature since Garangeot published the �rst
case in 1731. They represent barely 1.5% to 2% of all abdominal hernia cases [1, 2]. 

They are located in the posterolateral abdominal region, limited by the iliac crest bone inferiorly, the 12th rib superiorly, the spinal
muscles medially and the external oblique muscle laterally. Congenital or spontaneous origin hernias and primary acquired hernias
originate in the two weak anatomical locations of the region: the superior (Grynfeltt-Lesshalft) and inferior (Petit) lumbar triangles.
Instead, secondary acquired lumbar hernias, also known as diffuse lumbar hernias, are related to trauma, infection or lumbotomy
incisions (incisional lumbar hernias) for nephrectomy, abdominal aorta aneurism, iliac crest bone resection, or spine anterolateral
surgical approaches [3].

Patients with these hernias generally seek medical assistance because of a lateral pathological bulge, sometimes accompanied by
some discomfort or tenderness in the area.

Surgical treatment still poses a surgical challenge, due to their low incidence and the resulting lack of expertise in the treatment of
this pathology, as well as the di�culty in clinically de�ning the limits of the defect, the presence of atrophy in the muscles involved
and their vicinity to bone structures.
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Since there is no surgical approach accepted worldwide, new controversies arise as a result of the lack of consensus [4]. However,
although there are series of published cases that support the results of both open and minimally invasive procedures, the latter may
appear to be more convenient due to the fewer complications related to large incisions, less postoperative pain, shorter length of
hospital stay and faster return to daily life activities.

There is also discussion about the best endoscopic approach: IPOM and IPOM Plus, Transabdominal Preperitoneal (TAPP), Trans-
abdominal Partial Extra-peritoneal (TAPE), extended Totally Extraperitoneal (eTEP), and the robotic replication of all the above [5].

However, most of the literature is about case presentations and there are practically no prospective studies with a number of cases
that compare both techniques and allow for categoric statistical conclusions.

The purpose of this paper is to share our experience using a laparoscopic approach with IPOM procedure for lumbar/posterolateral
incisional hernias which, based on our outcomes, and in spite of the emergence of new methods, must remain as a relevant option
among laparoscopic procedures.

Materials And Methods
Ten patients diagnosed with lumbar/posterolateral incisional hernias underwent elective minimally invasive laparoscopic repair
surgery with IPOM and IPOM Plus methods from July 2014 to October 2021. 

This study was approved by the Rosario Private Hospital Scienti�c and Ethics Committee (Comité Cientí�co y de Ética del Hospital
Privado de Rosario). Informed consent for patient inclusion was obtained during clinical follow-up. Data was retrospectively
collected through review of Health Records and postoperative follow-up.

Every procedure was performed by the same surgical team, which consisted of two senior surgeons from the Abdominal Wall Hernia
and Surgical Pathology Assistance Unit of the Hospital Privado de Rosario. Every patient was assessed with a CT scan (Figure 1) in
order to plan the best surgical approach. 

 

Patients were placed on a lateral decubitus position on the opposite side of the hernia on a 30-degree �exed table to widen the
distance between the 12th rib and the iliac crest. The �rst access port, 10 mm, is on the umbilical scar, with open access, and the
other two working ports, 5 mm and 10 mm, are accessed under direct eyesight based on the imaginary rhombus, an ergonomically
useful positioning for surgeons’ convenience. Omental, intestinal loop, and other viscus adhesions to the sac and its surroundings
are released, creating a retroperitoneal and parietal peritoneal clearance for a ≥5-cm overlap from the ring borders. This also
includes descending or ascending colon medialization, which is always necessary (Figure 2), Cooper Ligament identi�cation and
extended dissection when required by the hernia location. In this way, we can assure that the mesh is correctly positioned.

 

Except for a case where the ring could not be closed because one of its sides was �xed to the 12th rib, the ring was closed by
endoscopic intracorporeal uninterrupted suture for all the other cases, using unidirectional slow reabsorption number 0 barbed
suture. When the ring was too large, it was closed with a polypropylene subdermal transfacial extracorporeal interrupted number 1
suture, and then reinforced with an intracorporeal surget using the barbed suture mentioned above (Figure 3 and 4). When we closed
the ring, we incorporated the sac fundus in the suture to minimize dead space and the potential for seromas.

All closures were reinforced with a compound double-face mesh prosthesis for visceral contact creating an overlap along the ring
borders ≥5 cm. Mesh �xation was performed with “double crown” reabsorbable tackers, except for some segments in order to avoid
costal arches, the diaphragm and vascular, urethral, or nervous damage in the retroperitoneum. In these cases, �xation was
completed with endoscopic stitches of reabsorbable 3-0 suture (Figure 5). When deemed necessary, we sometimes added
transfacial subdermal stitches for an appropriate �xation.

Results
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Tables 1 and 2 present patient demographic data, hernia features and intraoperative and postoperative details. The series of cases
consists of ten patients with lumbar incisional hernias, 48-87 years of age, 5 females and 5 males. BMI values ranged from 22 to 36,
with �rst degree obesity as the predominant nutritional state in 6 of the 10 cases. No comorbidities were reported, except for
hypertension in 6 cases, 3 of which were also diabetic patients (Table 1).

ASA predominant score was II, in 7 cases. Nephrectomy was the most common etiology (7/10 cases), due to a renal tumor (5 of the
7 cases). Every patient was diagnosed with a unilateral lumbar hernia, 5 of which were localized on the left side, and 5 on the right.
The size of the defect was 24-72 cm2, with an average of 46 cm2 (Table 2). 

In 9/10 cases, an IPOM Plus surgery was performed, and in one case an IPOM surgery was done. Likewise, 9/10 were primary
surgeries and only one relapsed. Surgical time was between 120-180 minutes, with an average of 144 minutes. There were no cases
of conversion or intraoperative visceral lesion. Every patient was discharged within 40,3 hours of admission, except one whose stay
was almost 64 hours. Patient follow-up time was 4-85 months, with an average of 38,6 months (Table 2) and only one case of
relapse.

Discussion
According to hernia classi�cation as acquired and secondary, incisional lumbar or posteromedial hernias always present a history of
incisions like lumbotomy for nephrectomy, approach for abdominal aorta aneurisms, access to spine corrections, or iliac crest graft
material collection and, at a lower ratio, history of trauma and infection.

Though lumbar incisional hernias could occur in healthy individuals, several factors may contribute to their occurrence, including old
age, undernourishment, obesity, chronic obstructive pulmonary disease (COPD)/Asthma, and surgical time. [6]

The scarce number of publications, mostly Case Reports, the lack of signi�cant statistical serial data and the great number of repair
techniques that have been described in the literature make lumbar/posterolateral incisional hernias a challenge for the surgeon.
These circumstances underlie the fact that neither a gold standard surgical procedure nor recommendations have been identi�ed [3,
7].

A CT scan is routinary in our practice after the clinical diagnosis, in order to assess ring size, relation to neighboring organs, possible
content and, above all, to rule out the presence of a bulge by denervation as the only cause of clinical manifestation.  It is important
to see the differences: when there is an incisional hernia, disruption of the three layers of the �at muscles creates a passage of
abdominal content outwardly. When there is only denervation, though the three layers become thinner, there is no interruption [4].

The importance of this detailed examination lies in the fact that the denervation bulge or pseudohernia, as expressed by its name, is
not a hernia and, as such, should not to be treated by laparoscopic surgery [8].

Without clear recommendations as to which technique is the most e�cient for its treatment, there are two methods for approach
and surgical correction. The �rst one, direct open approach through skin incision where the hernia is located, and the second one, the
minimally invasive videolaparoscopic approach [9].

As regards the open approach, apart from the di�culty to de�ne the defect scope, it is necessary to perform large incisions and soft
tissue dissection to go beyond bone structure margins, like costal arch and iliac crest [10]. This, in turn, increases wound
complications, such as hematomas, seromas and infection, postoperative pain and a longer hospital stay [11].

The signi�cant postoperative morbidity and the long postoperative recovery caused by a large dissection as mentioned above make
us prefer the videolaparoscopic approach.

Burick and Parascandola [12], in 1996 published the �rst traumatic lumbar hernia repair by transabdominal laparoscopic approach.

Moreno-Egea et al [13] in 2005 published a non-randomized prospective study comparing both approaches: videolaparoscopic vs
open. This study revealed fewer complications in the laparoscopic group, as well as all the other known bene�ts of this minimally
invasive technique. That is, shorter hospital stays, lower postoperative pain, early mobilization and return to normal living. Besides, it
proved to be more cost-effective, considering the higher incidence of subsequent hospital admissions in the open approach group.
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Thus, the International Endohernia Society Guidelines for laparoscopic treatment of ventral and incisional abdominal wall hernias
[14] established at a 2b Level that laparoscopic repair with a mesh is superior to open repair with a mesh in terms of morbidity and,
recommends laparoscopic repair with a grade B taking into account its lower morbidity compared to the open technique.

The development of minimally invasive techniques is advantageous for ventral hernia repair. TAPP, eTEP and IPOM approaches are
the most widely used techniques for lumbar hernias due to their signi�cant bene�ts [15, 16]. Mention should also be given to TAPE
method, as well as the replicability of all of these procedures by robotic approaches.

Although the TAPP and eTEP methods show a strong theoretical advantage, like the mesh location far from the peritoneum and
below the abdominal wall muscles, the series presented fall short and currently follow-up is limited, which still makes it di�cult to
�nd statistically signi�cant and clear advantages over the IPOM procedure [17, 18].

Based on our experience, IPOM Plus is the preferred method, as it is simple to be performed by laparoscopic surgeons and has
shown good results both for the short and the long terms regarding relapse and complications [19, 20]. 

Following EHS classi�cation, incisional lumbar hernias cannot be classi�ed exclusively as L4, which is possible for congenital
hernias, considering that for the retroperitoneal approach most surgeons’ incisions go beyond that anatomical site towards L3.

So, incisional hernia features differ completely from primary lumbar hernias, as the latter always present with their ring in the
retroperitoneum, making them extraperitoneal and more suitable for TAPP because the �ap is simpler to perform in the area
surrounding extraperitoneal spaces. However, in incisional hernias, lumbotomy extension, which always includes lateral abdominal
muscles, makes the ring lie completely or almost completely in the abdominal cavity, ventral to the colonic frame.

Thus, in our daily practice, with the treatment of midline incisional ventral hernias, it was not di�cult to extend the IPOM Plus
indication to lumbar incisional hernias which, based on our experience, have two advantages over the �rst one. As in posterolateral
incisional hernias there is no lateral traction exerted by the Flat Muscles as it occurs in the midline, this allows the indication for
incisional hernias with larger rings as these present less tension in the suture line. Besides, they rarely present di�culty to release
adhesions since their presence is not frequent. We found two cases of empty sacs once the patient was positioned on its lateral
decubitus on the hernia opposite side. Even when present, adhesions tend to be lax. 

The lumbar hernia laparoscopic approach offers some advantages, such as the easiness to locate the defect and the perfect
anatomical sight of the region, which avoids excessive dissection of the lumbar region through large incisions [16]. 

Based on our experience, the transabdominal approach enables accessing the retroperitoneum from the cavity since there is always
colon medialization in order to expose the defect completely and to suture it. This is always done to enable a �eld clearance that
could allow for a 5-cm overlap as well as to get an adequate and safe position to perform tacker mesh �xation to muscle tissue
and/or Cooper ligament, avoiding vessels, nerves or urinary organs damage [21]. 

Because of this, in most cases, the mesh remains covered, partly by the peritoneum. Nevertheless, we cannot consider it a TAPE
procedure because, in this case, the peritoneum is sutured or �xed with tackers to the mesh.

In our series of 10 cases, after a follow-up that ranged from 4 to 85 months, there was a case of partial relapse in the medial margin
of an incicsonal hernia which extended up to a rectus abdominis diastasis. We believe this condition was overlooked and probably
the mesh overlap should have exceeded the midline. The rest of the scar presents no sign of protrusion and is well contained.

The average length of hospital stay was 40,3 hours and there were no peri-operatory complications, like seromas, readmissions, or
chronic pain. There was only one postoperative case of acute pain which extended the length of hospital stay to 64 hours and
presented a hematoma near a port, which was solved by non-surgical means.

By analyzing mid-sized hernias, whose ring area averages 46 cm2, comorbidities low index and ASA classi�cation, patients were low
risk, which would explain the low number of complications and relapse.

Sample heterogeneity, the absence of case series with signi�cant statistical value and of randomized prospective studies make it
di�cult to reach to conclusions; however, we can state that our experience  matches other authors’ in that the lumbar incisional
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hernia laparoscopic approach is a safe and convenient method, which offers all the advantages of the minimally invasive procedure,
for small and medium-sized hernias with low index of comorbidity, leaving the open approach is for the large ones [4, 9, 10, 11, 12,
13, 15,16, 20, 21].

Our experience in the chronological use of the technique IPOM Plus, using it �rstly for primary midline hernias, then for incisional
midline and lateral hernias, and �nally, for lumbar incisional hernias, makes this procedure a valid tool available today as a
minimally invasive therapeutic option for the treatment of posterolateral incisional hernias.

Conclusion
Despite the scarce literature published and the lack of surgeons’ expertise for the treatment of lumbar incisional hernias, in our case
series with the IPOM laparoscopic approach, our results match those of other authors - this approach presents all the advantages of
the minimally invasive access, such as short length of hospital stay and low incidence of complications as it offers an excellent
presentation and dissection of the ring and its anatomical boundaries which, in turn, enables closing the defect and its effective and
secure reinforcement with a mesh in medium sized hernias and in patients with low comorbidities. Despite the emergence of other
endoscopic procedures that could offer more advantages than the IPOM Plus, this is still a reliable technique, simple to perform for
laparoscopic surgeons, with good results both for the short and long terms in terms of relapse and complications.

The design and development of future randomized prospective studies with homogeneous samples and long follow-up might
improve the conclusions and offer more support for decision making.

Declarations
DISCLOSURE

Drs.Germán A. Giacosa, Martín Rodríguez, Álvaro Juárez, Santiago Sylvestre Begnis and Álvaro Tabares, have no con�icts of interest
or �nancial ties to disclose.

Funding: The author(s) received no �nancial support for the research, authorship, and/or publication of this article.

References
1. Kadler B, Shetye A, Patten DK, Al-Nowfal A (2019) A primary inferior lumbar hernia misdiagnosed as a lipoma. Ann R Coll Surg

Engl 101(4):e96–e98. https://doi.org/10.1308/rcsann.2019.0009

2. van Steensel S, Bloemen A, van den Hil LCL, van den Bos J, Kleinrensink GJ, Bouvy ND (2019) Pitfalls and clinical
recommendations for the primary lumbar hernia based on a systematic review of the literature. Hernia 23(1):107–117.
https://doi.org/10.1007/s10029-018-1834-9

3. Henriksen NA, Kaufmann R, Simons MP, Berrevoet F, East B, Fischer J, Hope W, Klassen D, Lorenz R, Renard Y, Garcia Urena MA,
Montgomery A, on behalf of the European Hernia Society and the Americas Hernia Society (2020) EHS and AHS guidelines for
treatment of primary ventral hernias in rare locations or special circumstances. BJS Open 4(2):342–353.
https://doi.org/10.1002/bjs5.50252

4. Yavuz N, Ersoy YE, Demirkesen O, Tortum OB, Erguney S (2009) Laparoscopic incisional lumbar hernia repair. Hernia 13(3):281–
286. https://doi.org/10.1007/s10029-009-0478-1

5. Wijerathne S, Malik S, Usmani F, Lomanto D (2021) Minimally invasive repair for lateral ventral hernia: tailored approach from a
hernia centre at a tertiary care institution. Hernia 25(2):399–410. https://doi.org/10.1007/s10029-020-02284-6

�. Marchand C, Renard Y, Avisse C, Palot JP, Larre S (2016) Éventrations lombaires symptomatiques après néphrectomies par
lombotomie: quels sont les facteurs de risque? Progrès en Urologie 26(5):304–309.
http://dx.doi.org/10.1016/j.purol.2016.02.011

7. Beffa LR, Margiotta AL, Carbonell AM (2018) Flank and Lumbar Hernia Repair. Surg Clin North Am 98(3):593–605.
https://doi.org/10.1016/j.suc.2018.01.009



Page 7/12

�. Moreno-Egea A, Olalla-Muñoz JR (2014) Doble lesión de pared abdominal: hernia incisional lumbar izquierda y seudohernia por
denervación y atro�a muscular derecha. Manejo laparoscópico conjunto. Revista Hispanoamericana de Hernia 2(4):161–168.
https://doi.org/10.1016/j.rehah.2014.05.002

9. Moreno-Egea A, Torralba JA, Morales G, Fernández T, Guzmán P, Hita G, Girela W, Corral M, Campillo A, Aguayo JL (2005)
Reparación laparoscópica de las hernias lumbares secundarias: cirugía abierta frente a laparoscópica. Estudio prospectivo no
aleatorizado. Cir Esp 77(3):159–162. https://doi.org/10.1016/S0009-739X(05)70828-9

10. Sun J, Chen X, Li J, Zhang Y, Dong F, Zheng M (2015) Implementation of the trans-abdominal partial extra-peritoneal (TAPE)
technique in laparoscopic lumbar hernia repair. BMC Surg 15:118. https://doi.org/10.1186/s12893-015-0104-3

11. Moreno-Egea A, Baena EG, Calle MC, Martínez JA, Albasini JL (2007) Controversies in the current management of lumbar
hernias. Arch Surg 142(1):82–88. https://doi.org/10.1001/archsurg.142.1.82

12. Suarez S, Hernandez JD (2013) Laparoscopic repair of a lumbar hernia: report of a case and extensive review of the literature.
Surg Endosc 27(9):3421–3429. https://doi.org/10.1007/s00464-013-2884-9

13. Moreno-Egea A, Torralba-Martinez JA, Morales G et al (2005) Open vs laparoscopic repair of secondary lumbar hernias: a
prospective nonrandomized study. Surg Endosc 19:184–187. https://doi.org/10.1007/s00464-004-9067-7

14. Bittner R, Bingener-Casey J, Dietz U, Fabian M, Ferzli G, Fortelny R, Köckerling F, Kukleta J, LeBlanc K, Lomanto D, Misra M,
Morales-Conde S, Ramshaw B, Reinpold W, Rim S, Rohr M, Schrittwieser R, Simon T, Smietanski M, Stechemesser B, Timoney M,
Chowbey P (2014) Guidelines for laparoscopic treatment of ventral and incisional abdominal wall hernias (International
Endohernia Society [IEHS])-Part III. Surg Endosc 28(2):380–404. https://doi.org/10.1007/s00464-013-3172-4

15. Sharma A, Berger D (2018) The current role of laparoscopic IPOM repair in abdominal wall reconstruction. Hernia 22(5):739–
741. https://doi.org/10.1007/s10029-018-1820-2

1�. Edwards C, Geiger T, Bartow K, Ramaswamy A, Fearing N, Thaler K, Ramshaw B (2009) Laparoscopic transperitoneal repair of
�ank hernias: a retrospective review of 27 patients. Surg Endosc 23(12):2692–2696. https://doi.org/10.1007/s00464-009-0477-
4

17. Kumar N, Palanisamy NV, Parthasarathi R, Sabnis SC, Nayak SK, Palanivelu C (2021) A comparative prospective study of short-
term outcomes of extended view totally extraperitoneal (e-TEP) repair versus laparoscopic intraperitoneal on lay mesh (IPOM)
Plus repair for ventral hernia. Surg Endosc 35(9):5072–5077. https://doi.org/10.1007/s00464-020-07990-x

1�. Bellido Luque J, Gomez Rosado JC, Bellido Luque A, Gomez Menchero J, Suarez Grau JM, Sanchez Matamoros I, Nogales
Muñoz A, Oliva Mompeán F, Morales Conde S (2021) Endoscopic retromuscular technique (eTEP) vs conventional laparoscopic
ventral or incisional hernia repair with defect closure (IPOM +) for midline hernias. A case-control study. Hernia 25(4):1061–
1070. https://doi.org/10.1007/s10029-021-02373-0

19. Köckerling F, Simon T, Adolf D, Köckerling D, Mayer F, Reinpold W, Weyhe D, Bittner R (2019) Laparoscopic IPOM versus open
sublay technique for elective incisional hernia repair: a registry-based, propensity score-matched comparison of 9907 patients.
Surg Endosc 33(10):3361–3369. https://doi.org/10.1007/s00464-018-06629-2

20. Prabhu AS (2020) RIP IPOM? Not so fast. Am J Surg 220(4):836. https://doi.org/10.1016/j.amjsurg.2020.06.025

21. Moreno-Egea A, Guzmán P, Girela E, Corral M, Aguayo Albasini JL (2006) Laparoscopic hernioplasty in secondary lumbar
hernias. J Laparoendosc Adv Surg Tech A 16(6):572–576. https://doi.org/10.1089/lap.2006.16.572

Tables
Table 1: Demographic data and baselines characteristics of enrolled patients
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Case
No.

Age
(years)

Sex BMI
(kg/cm2)*

Nutritional
Status

HT Diabetes Dyslipidemia Smoking COPD Immuno-suppresion Ischemic
heart
disease

ASA
score**

1 66 F 27 Pre-obesity Yes Yes No No No No No II
2 48 F 31 Obesity

class I
No No No No No No No II

3 72 F 22 Normal
weight

No No No No No No No III

4 69 M 34 Obesity
class I

Yes No No No No No No II

5 59 M 36 Obesity
class II

Yes No No No No No No I

6 52 M 30.5 Obesity
class I

No No No No No No No II

7 57 F 36 Obesity
class II

No No No No No No No II

8 56 F 33.7 Obesity
class I

Yes No No No No No No II

9 76 M 31 Obesity
class I

Yes Yes No No No No No III

10 87 M 34 Obesity
class II

Yes Yes Yes No No No Yes II

*BMI: Body mass index
**ASA: American Society of Anesthesiologists
 
Table 2: Perioperative and surgical patient data

Case
No.

Etiology Origin

Hernia
side

Hernia
size
(cm2)

Surgery
Technique

Operative 
time (min)

Hernia content Secondary 
incision

1 Partial 
Nefrectomy

Kidney Tm.  Left 45 IPOM PLUS 135 Left colon 
+ omentum

No

2 Nefrectomy Organ Donation
(Kidney)

Right 42 IPOM PLUS 120 Right colon No

3 Posterolateral 
Approach / 
vertebral 
stabilization

Scoliosis Left 25 IPOM PLUS 135 Left colon No

4 Nefrectomy Kidney Tm Left 24 IPOM PLUS 120 -- No
5 Nefrectomy Polycystic 

kidney
Left 64 IPOM PLUS 120 Left colon 

+ omentum 
No

6 Nefrectomy Kidney TM Right 72 IPOM PLUS 180 -- Yes
7 Posterolateral 

approach / 
vertebral 
stabilization

Scoliosis Right 56 IPOM PLUS 180 Right liver 
+ ascending
colon

No

8 Retroperitoneal 
abscess
(drainage)

Sever acute 
Pancreatitis

Left 25 IPOM 135 Omentum No

9 Nefrectomy Kidney Tm Right 60 IPOM PLUS 180 Omentum
/ileum

No

10 Nefrectomy Kidney Tm Right 64 IPOM PLUS 135 Ileum No

 

Table 2: Continued
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Case
No.

Suture Mesh type

Mesh fixation Conversion Intraoperative 
visceral injury

Postoperative morbidity Hospital 
stay
(hours)

Follow
up
(months)

Seroma Hematoma

1 Endoscopic
uninterrupted
Suture - Barbed 0

Compound
double-
face 

“Double crown”
reabsorbable tacker
+ transfacial
subdermal stitches

No No No No 39.51 19

2 Endoscopic
uninterrupted
Suture - Barbed 0

Compound
double-
face 

“Double crown”
reabsorbable tacker
+ transfacial
subdermal stitches

No No No No 26.51 29

3 Endoscopic
uninterrupted
Suture - Barbed 0

Compound
double-
face 

“Double crown”
reabsorbable tacker
+ endoscopic
stitches

No No No Yes 63.75 25

4 Endoscopic
uninterrupted
Suture - Barbed 0

Compound
double-
face 

“Double crown”
reabsorbable tacker
+ endoscopic
stitches

No No No No 42.25 44

5 Endoscopic
uninterrupted
Suture - Barbed 0

Compound
double-
face 

“Double crown”
reabsorbable tacker
+ transfacial
subdermal stitches

No No No No 48.51 25

6 Subdermal
transfacial
extracorporeal
interrupted suture
- polypropylene 0 
+ Endoscopic
uninterrupted
Suture - Barbed 0

Compound
double-
face 

“Double crown”
reabsorbable tacker
+ endoscopic
stitches

No No No No 41.30 24

7 Endoscopic
uninterrupted
Suture - Barbed 0

Compound
double-
face 

“Double crown”
reabsorbable tacker
+ mesh fixation /
Cooper’s ligaments  
 

No No No No 26.32 85

8 --- Compound
double-
face 

“Double crown”
reabsorbable tacker
+ transfacial
subdermal stitches

No No No No 47.83 80

9 Endoscopic
uninterrupted
Suture - Barbed 0

Compound
double-
face 

“Double crown”
reabsorbable tacker
+ transfacial
subdermal stitches
+ endoscopic
stitches

No No No No 26.82 51

10 Subdermal
transfacial
extracorporeal
interrupted suture
- polypropylene 0
+ Endoscopic
uninterrupted
Suture - Barbed 0

Compound
double-
face 

“Double crown”
reabsorbable tacker

No No No No 40.72 4

 

Figures
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Figure 1

CT scan of an incisional right lumbar hernia. Disruption of the three layers of the Flat Muscles
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Figure 2

Intraoperative photograph of laparoscopic repair of right incisional lumbar hernia. Mobilization of the ascending colon

Figure 3

Intraoperative photograph of laparoscopic repair of right incisional lumbar hernia. Endoscopic intracorporeal uninterrupted suture of
de ring using unidirectional slow reabsorption number 0 barbed suture
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Figure 4

Intraoperative photograph of laparoscopic repair of right incisional lumbar hernia. Closing a large ring with Subdermal transfacial
extracorporeal interrupted polypropylene 0 suture

Figure 5

Intraoperative photograph of laparoscopic repair of right incisional lumbar hernia. The �xation was completed with endoscopic
stitches of reabsorbable 3-0 suture avoiding tackers structures damage


