MP: membranous porfion of attenuated posterior rectus sheath
(Posterior lamina of the fransverse fasciq)
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mesh position (Fig. 1, 2, 7, 10) . In cases of sliding hernia, adding one [ - . a0

more port allows for traction of the prolapsed portion.
Dissection based on fascial anatomy: Under monitor observation,
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divided into the tendon, attenuated tendon and membranous
portion (MP). The MP is incised on the medial side of the inferior ._ . N e e W
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epigastric vessels (IEV) to enter the preperitoneal space, and the LG - s -

peritoneum is further pushed down toward the dorsal side, cutting mphangiography-guided pariefalizafion
up toward the semilunar line to find the peritoneal edge on the
lateral side. During this process, a part of the MP is left to cover and
protect the IEV (Fig 1-7).

From the outside, dissection of the fatty tissue attached to the
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hernia sac is started, and parietalization is continued. From the EV: Inferior epigastric vessels Cooper's ligaments

inside, dissection is performed between the sling of the PRS: posterior rectus sheath VHGF

preperitoneal fascia and the hernia sac, the VAS is identified, and APRS: attenuated posterior rectus sheath | , Yy d

dissection is performed up to the umbilical artery, and the RM: rectus muscle Components of spermatic cords s ' o N
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prosthesis IEV (Fig 4-6). Fig. 1 Operative position and anatomy _ I — _ = oS |
Dissection and hemostasis with bipolar forceps(Fig.11): Small blood Ttk w‘fﬁu*& >

vessels are individually hemostated using LAP BiSect to prevent : MJF—J‘%“
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Lymphangiography using ICG: Identifying and protecting the
lymphatic vessels prevents scrotal edema and helps preserve the
spermatic cord components during complex dissection of scrotal
and sliding hernias(Fig. 4, 6, 8, 9, 10).

Inguinal canal closure by ligation and resection at the internal
inguinal ring of the hernia sac. This eliminates unnecessary
dissection within the inguinal canal, prevents mesh displacement
during a period when early fixation is unstable, and further
simplifies difficult cases of scrotal hernia(Fig5, 10c-d).
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Fig. 10e Confirmation of the lymphatic vessels
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By using the above techniques, TEP can be performed without P ' J S :
complications. ,

Fig. 11 LAP BiSect (Erbe) Fig. 7 The mesh is placed and its position is confirmed from the albodominal cavity side.
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