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Introduction: Surgical planning for repair of giant hernias with loss of domain needs to
consider patient comorbidities, potential risks and possible postoperative complications.
Some postoperative complications are related to the increase in intra-abdominal pressure
caused by the reintroduction of abdominal contents into the peritoneal space.
Preoperative progressive pneumoperitoneum (PPP) increases the capacity of
abdominal cavity prior to hernia repair and allows for better physiological postoperative
adaptation. The aim of this study is to analyze perioperative and intraoperative
characteristics as well as outcomes of a cohort of patients treated with PPP prior to
giant hernia repair at a single, high volume center.

Methods: Prospective, descriptive, observational single-center study including
50 patients undergoing PPP prior to hernia with loss of domain repair between
January 2005 and June 2022. We analysed epidemiological, surgical and safety variables.

Results: Fifty patients were included: 43 incisional hernias, 6 inguinal hernias and
1 umbilical hernia. Mean age was 66 years (36–85). Median insufflation time was
12 days (4–20) and median insufflated volume of ambient air was 10,036 cc. There
were complications during PPP in nine patients: 2 decompensation of chronic respiratory
disease and 7 subcutaneous emphysema. PPP was prematurely suspended in patients
with respiratory decompensation. All patients with incisional and umbilical hernias
underwent open repair with mesh placement. Preperitoneal repair was performed in
inguinal hernias. Three cases of hernia recurrence were reported during the follow up.

Conclusion: PPP is a safe and effective tool in the preoperative management of patients
with giant hernias. It helps to achieve the decrease or absence of abdominal wall tension
and can favour the results of complex eventroplasty techniques.
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INTRODUCTION

Patients with large hernia defects with loss of domain have a
chronic and progressive weakness that changes the physiology of
the abdominal wall and can affect the biomechanics of other
organs (1).

Repair of these defects can lead to several pathophysiological
alterations in the postoperative period related to the
reintroduction of abdominal contents into a reduced
abdominal cavity including abdominal compartment syndrome
and acute respiratory failure secondary to an increase of intra-
abdominal pressure, elevation of the diaphragm and decrease in
venous return (2).

The treatment of these patients should begin in the
preoperative period, aiming at achieving a progressive
enlargement of the abdominal space and leading to improved
tolerance to the introduction of visceral content and the
reconstruction of the abdominal wall during hernia repair.

Different methods have been described to achieve primary
fascial closure in patients with complex incisional hernia with loss
of domain and to minimise the morbidity of abdominal wall
reconstruction by reducing the risk of compartment syndrome.
The most popular techniques include release of fascia: external
oblique myofascial release (component separation of the external
oblique aponeurosis) or release of the transversus abdominis.

Other techniques have focused on the expansion of the
amount of tissue within abdominal wall. This has been
achieved by the use of progressive preoperative
pneumoperitoneum (PPP), tissue expanders and Botulinum
toxin (3–5).

In 1940, Goñi Moreno (6) described for the first time the
technique of preoperative progressive pneumoperitoneum (PPP)
for the treatment of large hernias with the objective of expanding
the abdominal space preoperatively and allowing for a gradual
adaptation of visceral contents thereby reducing
cardiorespiratory complications in the immediate postoperative
period.

PPP attempts to restore part of lost abdominal cavity space to
enable the reintroduction of chronically out-off domain viscera in
order to avoid compartmental syndrome and allow linea alba
closure.

There are no data on long-term results or randomized
controlled studies of this technique because giant hernias are
rare and have special characteristics. Despite being a well-known
procedure, it is sporadically used and only by specialized
groups (7,8).

The aim of this study is to analyze the use of PPP as a
prehabilitation tool prior to repair of giant hernias with loss of
domain in 50 patients.

METHODS

A descriptive, prospective, observational, single-center study was
designed and developed. It was approved by hospital’s ethics
committee and followed the good clinical research
practice (GCP).

Inclusion criteria were patients older than 18 years with
incisional hernia, umbilical hernia or groin hernia with loss of
domain (Tanaka Index >25%) diagnosed by abdominal CT that
underwent preoperative progressive pneumoperitoneum prior to
elective surgery.

All patients meeting inclusion criteria treated at our center
between 2005 and 2022 were included in the study. Patients with
significant cardiorespiratory comorbidities with contraindication
to PPP that did not allow to perform preoperative progressive
pneumoperitoneum and active oncological patients were
excluded.

Microsoft® Access 2007 database and SPSS v16 programs were
used for data collection and statistical analysis.

30 of the 50 cases were also included in the Registro Nacional
de Eventraciones (EVEREG), a database led by the Abdominal
Wall Surgery section of the Asociación Española de Cirujanos
(AEC) with the objective to study the implementation of surgical
techniques, clinical characteristics and results of surgical
treatment.

Demographic and clinical variables studied were: age, gender,
body mass index (BMI), hernia type (incisional, groin or
umbilical) and history of previous hernia repair.

The following treatment related variables were collected:
duration of PPP (days), volume of insufflated air, days of
preoperative hospital or home hospitalization unit (HHU)
admission, complications during PPP treatment,
measurements of hernia defect (using EHS classification),
hernia repair surgical technique, placement of prosthetic
material, postoperative complications, postoperative length of
hospital stay and hernia recurrence during follow-up.

All patients were informed of the intervention and the
procedure, authorizing them with the signature of the
informed consent.

Technique
Patients selected for PPP prior to elective hernia repair were
referred for pre-anesthetic evaluation and scheduled for hospital
admission 1–3 weeks prior to surgery.

Patients underwent CT-guided catheter placement in the
interventional radiology suite. The catheter was placed at a point
away from the hernia sac, always taking into account previous
incisions and looking for adhesion-free locations. For patients who
could not undergo CT guided catheter placement, the procedure was
performed in the operating roomunder local anesthesia and sedation,
by initially creating a small pneumoperitoneum with a Veress needle
to place the intraperitoneal catheter.

Following successful catheter placement, 500 cc of ambient air is
slowly administered into the peritoneal cavity during the first post-
puncture day. If well tolerated, daily insufflations are performed
either at home, under the care of a HHU or as an inpatient. An
average of 4–5 sessions per week are performed by trained nurses,
administrating between 500–1,000 cc of air per session and
monitoring tolerance. Insufflation is suspended in case of pain,
tachycardia, hypertension or hypotension, or desaturation. Total
volume at the end of the insufflation varies depending on the size of
the defect and the adaptability of each patient, ranging between 5 and
16 L. This volume is usually reached in 2–3 weeks.
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Follow-up is performed mainly by clinical examination of the
abdominal wall, evaluating the tension of the musculature in the
lateral parts of the abdomen. The optimal timing of hernia repair is
when the lateral muscles of the abdomen are completely distended.

Patients are instructed to perform respiratory physiotherapy
exercises, stop smoking and employ skin hygiene measures
during PPP therapy.

Once optimal abdominal muscle distention is achieved,
surgical repair is carried out using standard hernia repair
techniques with mesh according to each patient’s type of deffect.

Postoperative follow-up was at 30 days, 6 months, 1 year and
2 years after surgery with clinical exam. Radiographic control is
performed with an abdominal CT only if it is necessary in case of
suspected hernia recurrence or complications like seroma or
hematoma, but not systematically.

RESULTS

Patient Demographics and Hernia
Characteristics
From 2005 until 2021, 50 patients met inclusion criteria and were
included in the study. There were 24 men and 26 women with a
mean age of 66 years (range 36–85). The most frequent
comorbidity was obesity, with an average BMI of 34 (range
24–50). Other common comorbidities were chronic obstructive
pulmonary disease, diabetes and high blood pressure.

The majority of patients (43) had incisional hernias, 6 had
inguinal hernias and 1 patient had an umbilical hernia. All
patients had large defects with associated loss of domain. The
average size of the hernia defect was 15 cm length × 20 width
(W3 of EHS classification (range 4–35/5–35).

18 of the 50 cases (36%), had recurrent hernia: most of them had
original repair with mesh while 2 patients (11%) had hernia repair
without mesh (Table 1).

Preoperative Progressive
Pneumoperitoneum
84% of patients (42/50) had successful placement of the
peritoneal catheter under CT guidance. The remaining
8 patients had catheter placement in the operating room.

In 15 patients (30%) progressive preoperative pneumoperitoneum
was performed by HHU and in 35 (70%) the patient was admitted to
hospital (Table 2).

Mean insufflation time was 12 days (range 4–20) and mean total
volume of insufflated ambient air was 10,036 cc (range 4,080–15,900).

Adverse events occurred in 9 patients during PPP: 2 patients
developed acute exacerbations of their underlying chronic
respiratory disease and 7 patients developed subcutaneous
emphysema. All observed adverse events were Grade I or II
by the Clavien-Dindo classification. There were no Grade III or
higher adverse events during PPP. In patients with respiratory
decompensation, PPP was suspended. Both patients
underwent successful PPP therapy several months later
without incidences. Subcutaneous emphysema disappeared
spontaneously in all patients over a period of several weeks
(Table 3).

Hernia Repair Surgery and Outcomes
All patients with incisional or umbilical hernia underwent open
hernia repair with mesh placement. In 40 of the 44 incisional and
umbilical hernias, modified anterior component separation
(SAC) technique described by Carbonell and Bonafé (9) was used.

In 13 cases we had to use a sandwich technique with double
mesh placement because a primary closure was not possible to
develop despite SAC.

In 4 of the 44 cases the mesh was placed in an onlay position,
with a primary fascial closure.

TABLE 1 | Epidemiological variables.

Characteristics PPP n: 50

Mean age 66 (36–85)
Sex
Male 24 (48%)
Female 26 (52%)

BMI 34 (24–50)
Type of hernia
Incisional hernia 43 (86%)
Umbilical hernia 1 (2%)
Groin hernia 6 (12%)

Previous hernia repaired 18 (36%)
With mesh 16 (88%)
Without mesh 2 (11%)

TABLE 2 | Surgical variables.

Characteristics PPP n: 50

Median diameter of hernia repair (cm) 15 × 20 cm (4–35/5–35)
Insufflation time 12 days (4–20)
Mean insufflated volume of air (cc) 10,036 cc (4,080–15,900)
Hospitalization during PPP days
Conventional hospitalization 35 (70%)
Domiciliary hospitalization 15 (30%)

Abdominal Wall repair technique
Anterior CST 40
Preperitoneal approach (inguinal hernia) 6
Primary closure and onlay mesh 4

Mean hospital stay after surgery 19 days (6–70)
Recurrence 3 (6.8%)

TABLE 3 | Complications associated with the PPP and surgical repair according
to Clavien-Dindo Classification.

Associated with PPP Associated with repair

Total 9 (18%) 30 (60%)
Grade I Subcutaneous emphysema 7 Seroma 7

Respiratory decompensation 2 Wound infection 3
Wound necrosis/dehiscence 8
Adynamic ileus 4

Grade II Pneumonia 2
Urinary infection 2
TEP 2

Grade III Intestinal perforation 1
Grade IV Compartment syndrome 1
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Preperitoneal repair was used for inguinal hernia repair.
Mean postoperative hospital stay was 19 days, with a range

between 6 and 70 days.
Regarding medical complications during the postoperative

period while patients were admitted, 2 patients developed
pneumonia, 2 developed urinary tract infection and 2 patients
developed pulmonary embolism in the postoperative period
despite receiving low-molecular weight-heparin. There was a
case of unrecognized intestinal perforation during hernia
repair that required surgical reintervention with good
outcome. One of the 50 patients died after repair of giant
inguinoscrotal hernia due to postoperative severe respiratory
insufficiency and compartment syndrome evolving to
multiorgan failure (Table 3).

Eighteen patients (36%) presented skin complications:
7 patients developed a seroma, 8 had skin necrosis and
3 patients developed wound infections that were treated with
antibiotics.

During follow-up, 6 patients developed cutaneous dehiscence
of the surgical wound that was treated with negative pressure
therapy with good results. At 12 months after surgery, 3 patients
(6%) had recurrence of their incisional hernias.

DISCUSSION

The high complexity of patients with large abdominal wall
hernias lead the surgeons to have a better knowledge of
organs and systems affected by an absence of a functional
abdominal cavity (10).

Progressive preoperative pneumoperitoneum technique has
improved the treatment of patients with hernias with loss of
domain since the abdominal cavity can be expanded in order to
maintain the herniated volume in place and improve respiratory
adaptation, so that the repair can be carried out with appropiate
safety and the risk of abdominal compartment syndrome can be
reduced (11).

Although its use has not been fully widespread in most hospitals,
teams of specialized abdominal wall surgeons who have incorporated
this technique in the treatment of complex abdominal wall diseases
have reported good results with an acceptable risk (12).

One of the main controversies is defining which patients will
benefit from this technique. Patients with loss of domain are
considered tributaries of preoperative progressive
pneumoperitoneum but there is no consensus in the literature
on the definition of hernias with loss of domain or the amount of
gas that should be insufflated in each patient (13).

One of the most accepted definitions of hernias with loss of
domain is when the hernia sac contains more than 20% of the
abdominal content or when the hernia defect is larger than 10 cm
in transverse diameter (14).

Tanaka et al. (15) described a technique for calculating the
hernia sac volume and the abdominal cavity volume based on
abdominal computerized thomography that eliminates the need
for subjective criteria for inclusion in a PPP program and predicts
the amount of gas that must be insufflated into the abdominal
cavity.

This group suggests that the PPP only has to be performed if
the volume ratio HSV/ACV is more than 25%.

Our group include patients with huge incisional hernias
with >25% of abdominal visceral content herniated, although
the main inclusive criteria is based on clinical examination.

In our experience CT can underestimate, in some cases, the real
volume of the hernia sac content because of the patient position.

Dumont et al. described that one of the additional effects of
pneumoperitoneum is that increases the length of the rectus
abdominis muscles, which could be determined by topographic
measurements by CT scan (16). They report that this increase
could facilitate fascial repair in large hernias and eventrations,
with minimal tension closures.

In our opinion it is not necessary to carry out a radiographic
control with CT sistematically although it would be interesting to
know the amount of increase in muscles length.

Follow up with clinical examination is enough to evaluate
musculature tension.

Abdomen CT should be done only in selected cases or in
complications.

Some studies use CO2 and oxygen to performPPP but it is known
to have an absorption 4 times faster in the intraperitoneal space than
the ambient air (17). In all our patients ambient air is administered.

No complications have been reported with ambient air
insufflation. The expected complications could be bacterial
peritonitis or intraabdominal abscesses but we did not find
these in our study.

To control the volume of insufflation, some authors perform
intra-abdominal pressure measurements. In our case, we place a
daily volume of air that can vary between 0.9 and 1 L, depending
on the patient’s tolerance and evaluating respiratory difficulty,
pain or nausea, which correlates directly with the increase in
abdominal pressure.

Several authors consider that, after monitoring the abdominal
circumference and respiratory function of the patient, there is no
benefit of maintaining pneumoperitoneum beyond 6–10 days of
insufflation (18).

In our experience, the average insufflation time was 12 days, with
individual variability depending on the tolerance of each patient.

Moreover, we think that PPP allows muscular relaxation by
progressive distention of the abdominal wall musculature that is
retracted and also acts as the pneumoperitoneum performed in
laparoscopic surgery, facilitating the dissection of adhesions in a
non traumatic way.

In addition, it has been described that from the second week it
stimulates the immune system and improves the macrophage’s
cellular response, favoring subsequent wound healing (2).

Most studies only describe the use of progressive
pneumoperitoneum for large incisional hernias repair. In our
group we also use it to solve giant inguinal and umbilical hernias,
with good results.

Coehlo et al. (19) used the pneumoperitoneum to allow the
adaptation of the abdominal wall and avoid the placement of
prosthetic material in 30 of the 36 patients in whom they used
PPP. Currently, use of meshes has become widespread, especially
in complex abdominal walls. In all our patients placement of
prosthetic material was performed.
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Recurrence rate of incisional hernia after simple closure ranges
between 7% and 24%. We believe that it is necessary to associate
prosthetic material in hernia repair with preoperative
pneumoperitoneum.

Complications described related to this technique are mainly
local. They can appear at puncture time or during the
pneumoperitoneum maintenance. Those related to puncture are
perforations, intraluminal placement in the GI tract or bleeding.
Those related to maintenance are shoulder pain, GE reflux, satiety,
respiratory distress, subcutaneous emphysema. In these situations
the frequency and amount of insufflated air should be reduced.
Other complications include bleeding caused by traumatic lysis
adhesions, pneumatic dissection of the gallbladder bed, splenic
rupture or puncture site infection (20). In our series we have
shown mild complications, most of them subcutaneous
emphysema and in 2 cases respiratory decompensation that
could be solved without incidences.

The low incidence of serious complications arising from the
progressive pneumoperitoneum, all of them less than grade II in
Clavien Dindo classification (21), and the long hospital stay to
complete the procedure, made us consider to perform it by the
Home Hospitalization Unit.

HomeHospitalizationisaneffectiveandefficienthealthcaremodality
inmedical and surgical pathology inwhich, for a limited time, health
practitionersprovideactivetreatmentatthepatient’shome(22,23).

Only 27% of the patients in our series benefited from the HHU
regime because we started including patients on it in 2016,
obtaining the same final results, with a good acceptance by the
patient and showing a decrease in health costs.

Bueno Lledó’s group developed a study in which they showed the
results of combining preoperative progressive pneumoperitoneum
with botulinum toxin infiltration for the preparation of patients with
giant hernias with loss of domain (11). They propose that the
administration of botulinum toxin helps to reduce lateral tension
forces on the hernia defect and increases the elongation of the lateral
muscles of the abdomen with a subsequent increase of the volume of
the abdominal cavity, which will allow a tension-free abdominal
reconstruction with PPP.

Usually botulinum toxin infiltration is used in smaller hernias as
a single technique to achieve a better and easier closure. We think it
can be helpful in reducing muscular tension and the combination of
these two techniques can help us to achieve better results, allowing a
wall abdominal closure without tension and a decrease of recurrent
incisional hernias but more studies are needed.

Although there is no consensus in the literature for the treatment
of patients with complex abdominal wall disease, the published series
in recent years, suggest that PPP can be used safely, providing better
surgical results than primary repair techniques.

Finally, other factors that influence and can provide better
results are respiratory physiotherapy, stop smoking, weight loss
and hygienic skin care in these patients (24).

CONCLUSION

Surgical repair of giant abdominal wall defects requires a specific
preoperative preparation with hygienic-dietary measures and

techniques that increase thoracoabdominal capacity. We
demonstrate that progressive preoperative pneumoperitoneum
is a safe and easy technique, which can complement complex
eventroplasty techniques such as component separation,
providing advantages in the optimization of patients with large
abdominal wall defects and obtaining good results, regarding the
operative technique and the multisystemic adaptation of the
patient.

Catheter placement procedures and pneumoperitoneum
maintenance are well tolerated by patients and with few
associated complications. They are also easily reproducible in
specialized centers, with abdominal wall surgeons and intensive
care unit.

DATA AVAILABILITY STATEMENT

The original contributions presented in the study are included in
the article/supplementary material, further inquiries can be
directed to the corresponding author.

ETHICS STATEMENT

The studies involving human participants were reviewed and
approved by Hospital Sant Joan Despí Moisès Broggi ethics
committee and followed the good clinical research practice
(GCP). The patients/participants provided their written
informed consent to participate in this study.

AUTHOR CONTRIBUTIONS

Study conception and design: HS, JaC, and OC. Acquisition of
data: HS, JaC, OC, JB, JR, AD, and CB. Analysis and
interpretation of data: HS, JaC, OC, and JoC. Drafting of
manuscript: HS, JaC, and OC. Critical revision: HS, JaC, OC,
AD, CB, and JoC.

CONFLICT OF INTEREST

The authors declare that the research was conducted in the
absence of any commercial or financial relationships that
could be construed as a potential conflict of interest.

PUBLISHER’S NOTE

All claims expressed in this article are solely those of the
authors and do not necessarily represent those of
their affiliated organizations, or those of the publisher, the
editors and the reviewers. Any product that may be evaluated
in this article, or claim that may be made by its manufacturer,
is not guaranteed or endorsed by the publisher.

Journal of Abdominal Wall Surgery | Published by Frontiers April 2023 | Volume 2 | Article 112305

Subirana et al. Preoperative Progressive Pneumoperitoneum in Giant Hernias



REFERENCES

1. López MC, Robres J, López Cano M, Barri J, Lazoya R, López S, et al.
Neumoperitoneo preoperatorio progresivo en pacientes con hernias
gigantes de la pared abdominal. Cir Esp (2013) 91(7):444–9. doi:10.1016/j.
ciresp.2012.08.004

2. Rodríguez OrtegaM, Garaulet González P, Ríos Blanco R, Jimenez Carneros V,
Limones Esteban M. Neumoperitoneo en el tratamiento de las hernias
gigantes. Cir Esp (2006) 80(4):220–3. doi:10.1016/s0009-739x(06)70961-7

3. Alam NN, Narang SK, Pathak S, Daniels IR, Smart NJ. Methods of Abdominal
wall Expansion for Repair of Incisional Herniae: a Systematic Review. Hernia
(2016) 20(2):191–9. doi:10.1007/s10029-016-1463-0

4. Ramirez OM, Ruas E, Dellon AL. "Components Separation" Method for
Closure of Abdominal-wall Defects: an Anatomic and Clinical Study. Plast
Reconstr Surg (1990) 86:519–26. doi:10.1097/00006534-199009000-00023

5. Novitsky YW, Elliott HL, Orenstein SB, Rosen MJ. Transversus Abdominis
Muscle Release: a Novel Approach to Posterior Component Separation during
Complex Abdominal wall Reconstruction. Am J Surg (2012) 204(5):709–16.
doi:10.1016/j.amjsurg.2012.02.008

6. Goñi-Moreno I. Chronic Eventrations and Large Hernias; Preoperative Treatment
by Progressive Pneumoperitomeum; Original Procedure. Surgery (1947) 22:945–53.

7. Martínez-Hoed J, Bonafe Diana S, Bueno Lledó J. A Systematic Review of the
Use of Progressive Preoperative Pneumoperitoneum since its Inception.
Hernia (2021) 25:1443–58. doi:10.1007/s10029-020-02247-x

8. Mancini A, Mougin N, Venchiarutti V, Shen Z, Risse O, Abba J, et al. Goñi
Moreno Progressive Preoperative Pneumoperitoneum for Giant Hernias: a
Monocentric Retrospective Study of 162 Patients.Hernia (2020) 24(3):545–50.
doi:10.1007/s10029-019-02113-5

9. Carbonell Tatay F, Bonafé Diana S, García Pastor P, Gomez Gavarra C,
Baquero Valdelomar R. Nuevo método de operar en la eventración compleja:
separación anatómica de componentes con prótesis y nuevas inserciones
musculares. Cir Esp (2009) 86(2):87–93. doi:10.1016/j.ciresp.2009.03.015

10. Mayagoitia JC, Suarez D, Arenas JC, Dias de Leon V. Preoperative Progressive
Pneumoperitoneum in Patients with Abdominal-wall Hernias. Hernia (2006)
10:213–7. doi:10.1007/s10029-005-0040-8

11. Bueno Lledó J, Torregrosa A, Ballester N, Carreño O, Carbonell F, Pastor PG,
et al. Preoperative Progressive Pneumoperitoneum and Botulinum Toxin Type
A in Patients with Large Incisional Hernia. Hernia (2017) 21:233–43. doi:10.
1007/s10029-017-1582-2

12. McAdory S, Cobb W, Carbonell A. Progressive Pneumoperitoneum for
Hernias with Loss of Domain. Am Surg (2009) 75:504–9. doi:10.1177/
000313480907500609

13. Parker SG, Halligan S, Blackburn SM, Plumb AAO, Archer L, Mallet S, et al. What
Exactly Is Meant by Loss of Domain for Ventral Hernia? Syestematic Review of
Definitions. World J Surg (2019) 43:396–404. doi:10.1007/s00268-018-4783-7

14. Passot G, Villeneuve L, Sabbagh C, Renard L, Regimbeau J, Verhaeghe P, et al.
Definition of Giant Ventral Hernias: Development of Standardization through
a Practice Survey. Int J Surg (2016) 28(136):136–40. doi:10.1016/j.ijsu.2016.
01.097

15. Tanaka EY, Yoo JH, Rodrigues AG, Utiyama EM, Birolini D, Rasslan S. A
Computerized Tomography Scan Method for Calculating the Hernia Sac
and Abdominal Cavity Volume in Complex Large Incisional Hernia
with Loss of Domain. Hernia (2010) 14:63–9. doi:10.1007/s10029-009-
0560-8

16. Dumont F, Fuks D, Verhaeghe P, Brehant O, Sabbagh C, Riboulot M, et al.
Progressive Pneumoperitoneum Increases the Length of Abdominal Muscles.
Hernia (2009) 13:183–7. doi:10.1007/s10029-008-0436-3

17. Willis S, Schumpelick V. Use of Progressive Pneumoperitoneum in the Repair
of Giant Hernias. Hernia (2000) 4:105–11. doi:10.1007/bf02353758

18. Piskin T, Aydin C, Barut B, Dirican A, Kayaalp C. Preoperative Progressive
Pneumoperitoneum for Giant Inguinal Hernias. Ann Saudi Med (2010) 30:
317–20. doi:10.4103/0256-4947.65268

19. Coelho JC, Brenner AS, Freitas AT, Campos AC, Wiederkehr JC. Progressive
Preoperative Pneumoperitoneum in the Repair of Large Abdominal Hernias.
Eur J Surg (1993) 159:339–41.

20. Sabbagh C, Dumont F, Fuks D, Yzet T, Verhaeghe P, Regimbeau JM.
Progressive Preoperative Pneumoperitoneum Preparation (The Goñi
Moreno Protocol) Prior to Large Incisional Hernia Surgery: Volumetric,
Respiratory and Clinical Impacts. A Prospective Study. Hernia (2012) 16:
33–40. doi:10.1007/s10029-011-0849-2

21. Dindo D, Demartines N, Clavien PA. Classification of Surgical Complications.
A New Proposal with Evaluation in a Cohort of 6336 Patients and Results of a
Survey. Ann Surg (2004) 240(2):205–13. doi:10.1097/01.sla.0000133083.
54934.ae

22. Shepperd S, Doll H, Broad J, Gladman J, Iliffe S, Langhorne P, et al. Early
Discharge Hospital at home. Cochrane Database Syst Rev (2009) 21(1):
CD000356. doi:10.1002/14651858.CD000356.pub3

23. Caplan GA, Sulaiman NS, Mangin DA, Aimonino RN, Wilson AD, Barclay L.
A Metaanalysis of "hospital in the home. MJA (2012) 197:512–9. doi:10.5694/
mja12.10480

24. Morales Conde S, BarreiroMorandeira F, Hernández Granados P, Feliu Palà X.
Cirugía de la Pared Abdominal. In: Guías Clínicas de la Asociación Española de
Cirujanos. 2nda edición (2013).

Copyright © 2023 Subirana, Comas, Crusellas, Robres, Barri, Domenech, Borlado
and Castellví. This is an open-access article distributed under the terms of the
Creative Commons Attribution License (CC BY). The use, distribution or
reproduction in other forums is permitted, provided the original author(s) and
the copyright owner(s) are credited and that the original publication in this journal is
cited, in accordance with accepted academic practice. No use, distribution or
reproduction is permitted which does not comply with these terms.

Journal of Abdominal Wall Surgery | Published by Frontiers April 2023 | Volume 2 | Article 112306

Subirana et al. Preoperative Progressive Pneumoperitoneum in Giant Hernias

https://doi.org/10.1016/j.ciresp.2012.08.004
https://doi.org/10.1016/j.ciresp.2012.08.004
https://doi.org/10.1016/s0009-739x(06)70961-7
https://doi.org/10.1007/s10029-016-1463-0
https://doi.org/10.1097/00006534-199009000-00023
https://doi.org/10.1016/j.amjsurg.2012.02.008
https://doi.org/10.1007/s10029-020-02247-x
https://doi.org/10.1007/s10029-019-02113-5
https://doi.org/10.1016/j.ciresp.2009.03.015
https://doi.org/10.1007/s10029-005-0040-8
https://doi.org/10.1007/s10029-017-1582-2
https://doi.org/10.1007/s10029-017-1582-2
https://doi.org/10.1177/000313480907500609
https://doi.org/10.1177/000313480907500609
https://doi.org/10.1007/s00268-018-4783-7
https://doi.org/10.1016/j.ijsu.2016.01.097
https://doi.org/10.1016/j.ijsu.2016.01.097
https://doi.org/10.1007/s10029-009-0560-8
https://doi.org/10.1007/s10029-009-0560-8
https://doi.org/10.1007/s10029-008-0436-3
https://doi.org/10.1007/bf02353758
https://doi.org/10.4103/0256-4947.65268
https://doi.org/10.1007/s10029-011-0849-2
https://doi.org/10.1097/01.sla.0000133083.54934.ae
https://doi.org/10.1097/01.sla.0000133083.54934.ae
https://doi.org/10.1002/14651858.CD000356.pub3
https://doi.org/10.5694/mja12.10480
https://doi.org/10.5694/mja12.10480
https://creativecommons.org/licenses/by/4.0/

	Preoperative Progressive Pneumoperitoneum in the Treatment of Hernias With Loss of Domain. Our Experience in 50 Cases
	Introduction
	Methods
	Technique

	Results
	Patient Demographics and Hernia Characteristics
	Preoperative Progressive Pneumoperitoneum
	Hernia Repair Surgery and Outcomes

	Discussion
	Conclusion
	Data Availability Statement
	Ethics Statement
	Author Contributions
	Conflict of Interest
	Publisher’s Note
	References


