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INTRODUCTION

Paraumbilical hernias (PUH) constitute 19% of ventral
hernias and less than 10% of overall hernias (Dabbas et
al., 2011). They are commonly found in patients in their 50s
and 60s, and risk factors include female gender, obesity,
underlying cirrhosis or renal failure, and multiple pregnancies
(Abdel-Baki et al., 2007).

Laparoscopic repair has been advocated since 1993, with
advantages including smaller incisions and better delineation of
the defect via an intraperitoneal view and recently via
preperitoneal repair. Also, occult hernias are easily identified
via laparoscopy compared to open repairs, studies have shown
a lower incidence of wound infection in laparoscopic repairs
than in open repairs, but the rate of visceral injury is higher.
The former is theorized to be because of reduced tissue
dissection during laparoscopy, which allows for Dbetter
postoperative recovery. The latter complication is higher
particularly in patients requiring extensive adhesiolysis and
therefore longer operative times (Zaghloul, 2004).

The standard procedure for paraumbilical hernia is
implantation of prosthetic mesh. Various studies have
concluded that mesh repair is superior to suture repair which
has 85 % higher recurrence risk compared to mesh repair. This
can be done laparoscopically using various techniques like
Intraperitoneal approach and transabdominal preperitoneal

1
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approach (Hajibandeh et al., 2017). The laparoscopic TAPP
approach for umbilical hernia and rectus diastasis may be a safe
surgical option when trying to avoid potential complications
related to intraperitoneal approach (Prasad et al., 2011).
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AIM OF THE WORK

The aim of this study is to assess the outcomes, benefits and
complications of laparoscopic hernial repair of primary
paraumbilical hernia through Transabdominal preperitoneal

technique.
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%te/vi
SURGICAL ANATOMY RELATED TO
VENTRAL HERNIAS

The surgeon’s understanding of the anatomy of the anterior
Iabdominal wall is critical for successful hernia repair.
Although the clinical anatomy of the inguinal region has
traditionally been a focus for hernia surgeons, increasing
attention is now applied to abdominal wall clinical anatomy for
abdominal wall reconstruction.

A- Embryology of the Abdominal Wall:

The ventral body wall first begins to form during the
third week of development. This process begins with the
differentiation of the mesoderm, located between the ectoderm
and endoderm. At this stage, the embryo is a flat disc, the
circumference of which will eventually become the umbilical
ring. The embryo begins folding during the fourth week of
development, characterized by proliferation of the
neuroectoderm and mesoderm, but at the same time, cell death
and subsequent growth arrest occurs at the umbilical ring
(Sadler, 2004).

At the fifth week, the umbilical vessels (2 arteries and 1
vein), the allantois, the yolk stalk, and the canal connecting the
intraembryonic and extraembryonic cavities pass through the
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umbilical ring. This is also the period when there is rapid
growth and expansion of the liver, which temporarily makes the
abdominal cavity too small to contain all of the intestinal loops,
which then enter the extraembryonic cavity through the
umbilical ring, referred to as the physiologic umbilical
herniation, during the sixth week of development (Sadler,
2004).

The intestines remain herniated until the 10th week, when
they begin returning to the abdominal cavity. Abnormalities in
this process can lead to congenital defects of the abdominal wall.
The umbilical ring remains located at the center of the abdomen
and is a transition zone between the body wall and the amnion.
By the 10th week, the epithelial tissues have fused in the midline
of the embryo, leaving only the umbilical vessels in the region of
the umbilical ring. At this time, the umbilical cord has formed.
The cord contains 2 umbilical arteries, 1 umbilical vein, and the
remnants of the allantois, which is referred to as the urachus
after it becomes obliterated.9 These structures all have remnants
in the adult abdominal wall and can be used as surgical
landmarks (Figure 1) (Loukas et al., 2008).




