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HERNIA IS ONE OF THE MOST COMMON SURGICAL
PROBLEM BUT GAINT HERNIAS ARE VERY SELDOM TO
ENCOUNTER AND CHALLENGING TO TREAT

GAINT INGUINAL HERNIAS
LARGE VENTRAL HERNIAS




WHAT IS A GAINT
INGUINAL HERNIA

A GAINT INGUINAL HERNIA IS DEFINED

s THE HERNIA
WHICH EXTENDS
BELOW THE
MIDPOINT OF THIGH
IN STANDING
POSITION™




'
--== Mia inner th -'II
-« = Mid between mid inner thigh and suprapatellar lines

= Superior border of patellar bone

Recommended procedures

Hernoplasty with forced reduction s feasible,

GAINT INGUINAL

monitoring are required

last cases demand Resection of content or
( LASS | F | < ATl O N ? =2 noreased intraabommnal volume Iﬁliﬁ‘l.'.'d:”t"a

Resection of the contents or Increased
ntraabominal volume procedures are indicated
fernioplasty with forced reduction is

contradicted




GAINT
VENTRAL
HERNIA







ANY
STANDARD
TECHNIQUE




WHAT
ARE THE

OPTIONS
¢

BEFORE WE
THINK OF
OPTIONS WE
SHOULD KNOW
ABOUT THE
COMPLICATIONS
WHILE DEALING
WITH SUCH
PROBLEMS

KNOWLEDGE
ABOUT THE
COMPLICATIONS
WILL GUIDE US
TO TAKE A
PROPER
DECISION




WHAT TO
KNOW
WHICH

MAKES OUR

LIFE EASY




WHAT IS IT
ANY
SURGEON
IS WORRIED
ABOUT

aTET L /N IR
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* ITS EVERY SURGEONS
NIGHTMARE --—-—-WHEN WE
DONT FIND A WAY TO
COME OUT OF THE
SURGERY

INTRA
ABDOMINAL
HYERTENSION

(IAH)






~ WHAT ARE THE CONCERNS ABOUT
THE IAP22







/I-IOW 10
STANDARD

TECHNIQUE
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MONITOR |AP BY
TRANSVESICULAR

4




PHYSIOLOGICAL CHANGES
INCREASE

Increasing Physiologic Compromise
IAP 12 - 15 mmHg

WITH

D |AP

Increased IAP against Decreased
Systemic Vascular diaphragm makes Decreased gut perfusion wound perfusion
Resistance (SVR) breathing difficult Increased Ischemia (poor healing)

Lower extremity
Venous Pooling
(DVT risk)

Decreased Decreased Vena caval Decreased Urinary Increased SIRS/
Cardiac Output preload compression Output (UOP) Cytokine release




Central Nervous System

TICP
4 CPP

Thoracoabdominal
elevated diaphragm
™ITP
IVC distortion
J-chest wall compliance
Jabdominal wall compliance
Jabdominal wall blood flow

Hepatic
Jportal blood flow
Jlactate clearance

astrointestinal
J-celiac blood flow
L SMA blood flow
<L mucosal blood flow
L pHi
L APP

Pulmonary
J-compliance
T~ PIP
TPaw
\PPGO":
'bPaC02
TQs/Qt
TVd/ivt
atelectasis

Cardiovascular
hypovolemia
4 CO
4 venous return
4 IVC blood flow
TSVR
TPVR
T~PAOP
T~CVP

Renal
<J-renal blood flow
Jurinary output
L GFR




Onset of Multiple Organ Dysfunction Syndrome (MOD
IAP = 20 mmHg
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PRE OPERATIVE PROGRESSIVE
PNEUMOPERITONEUM

DISADVANTAGE:PROLAN GED
PREOP HOSPITAL STAY 7 TO 10
DAYS ,/ ENTRAPEMENT OF GAS
IN THE HERNIAL
SAC/STRANGULATION DUE TO
NARROW NECK OF THE DEFECT
ECT.

N
IN

USIN

NG A CATHETER PLACED

INTRAABDOMINALLY —
SUFFLATE THE ABDOMEN

DAILY UPTO 500 TO 2000CC
G CO2 /OXYGEN/NITROUS

OXIDE .







RECONSTRUCTION
OF THE

ABDOMINAL WALL
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ABDOMINAL

WALL
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Serratus antenor

Transversus abdominis

Internal oblique

External oblique

Linea alba

Tendinous intarsaction

Reclus abdominis




' COMPONENT
SEPARATION

- TECHNIQUE

Anterior rectus abdominis sheath
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Reclus abdominis N Obliquus extemus

Posterior rectus abdominis sheath " Obliguus Intermus

" = Transversus
Peritoneum Transversus

;3'1":"'1




& —_ Incision of posterior
rectus sheath

Linea semilunaris
anterior and posterior
rectus sheath junction)

Disseclion of
retromuscular space
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PROCEDURE
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Transversus
abdominis fibers

Tendinous portion of
transversus abdominis

Exposed transversus
abdominis muscle
fibers

Neurovascular
bundles

Posterior rectus
sheath
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LAP
VIEW OF
A LARGE
HERNIA




\TECHNIQUE
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LAP VIEW OF COMPONENT
SEPARATION TECHNIQUE




COMPLICATIONS
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CONCLUSION
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