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Dr. Sorge has implanted thousands of ProGrip meshes for inguinal hernia repair.
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BRIEF HISTORY
In 2006, the French surgeon Philippe Chastan, using the principle of Velcro, came up with the idea of applying a self-fixating 
flap to a pre-shaped mesh in order to fix it around the spermatic cord.
From there, he began to apply this principle to the entire fixation surface of the mesh. He wove the polypropylene 
monofilaments of the mesh with absorbable polylactic acid monofilaments and modified their distal end so they would remain 
anchored when they penetrated through the muscle tissue fibers. This step enabled the Bordeaux surgeon to reduce as far 
as possible damaging the nerve tissue and adherence to the aponeurotic structures.
From 2006 until 2008, Prof. Chastan used this experimental technique in 70 patients. In 2009, he published the results on the 
journal "Hernia", which showed zero recurrence, reduced operating times, and postoperative pain, and no cases of chronic 
pain.
Since then, thousands of inguinal hernia repairs using self-gripping mesh have been performed all around the world, 

RATIONALE
The use of self-gripping mesh allows inguinal repair with the advantage of making the mesh fully adhere to the wall of 
the inguinal floor without using any fixings.
Essentially, it promotes the ideal conditions for the uniform distribution of tension and optimal healing, as the mesh acts 
simultaneously for reinforcement and fixing.

TECHNICAL FEATURES
Meshes using PROGRIP™ technology are partially absorbable, macroporous surgical meshes with polylactic acid 
(PLA) micro-anchors composed of lightweight monofilament polyester fibers (38 g/m² once the micro-anchors have been 
absorbed) in the case of Parietex™ ProGrip™ meshes, or of lightweight monofilament polypropylene fibers (40 g/m² once the 
micro-anchors have been absorbed) in the case of Parietene ProGrip™ meshes.

The polylactic acid micro-anchors enable ProGrip™ meshes to lock to the tissues without the use of fixation elements and/
or sutures, thereby minimizing chronic pain caused by anchoring the mesh.
In addition, PROGRIP™ technology, through the use of polylactic acid micro-anchors, ensures the mesh is fixed with a 
uniform distribution of force across its surface in order to limit the creation of empty spaces that could cause further 
seromas. The polylactic micro-anchors are absorbed completely in one year.
Meshes using PROGRIP™ technology are a new concept of lightweight superficial meshes that offer effective treatment of 
inguinal and/or abdominal defects, guaranteeing minimal implantation of mesh material without the use of fixation 
techniques and minimizing fibrotic reaction.
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01 
ACCESS

1.
Access is achieved with an oblique 
(preferred over horizontal) para-
inguinal incision, which allows the size 
of surgical incision to be reduced by 
offering better exposure of the planes.

The incision is made over the 
superficial inguinal ring, which should 
be examined and identified beforehand.
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02 
OPENING OF THE FASCIA OF THE 
EXTERNAL OBLIQUE MUSCLE
2.
Having opened the subcutaneous 
tissue, the fascia is prepared. This 
should be incised along an imaginary 
line that divides the superficial inguinal 
ring in two.

The external inguinal ligament should 
be moved away beforehand, exposing 
the crural region in order to make 
sure there are no crural hernias. This 
preparation will again be useful at the 
time the fascia is reconstructed, by 
reducing tension.

The fascia is opened downward, 
under the protection of anatomical 
forceps introduced through the 
incision to beyond the superficial 
inguinal ring, so as to avoid the risk of 
damaging any nerves that may have 
adhered to the fascia itself.
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3.1
The opening is completed in the upward 
direction under visual control and 
after having used a finger carefully to 
separate the fascia from the floor of 
the inguinal canal. 

Having opened the aponeurosis, and 
continuing to use a finger as support, a 
large pouch is prepared by separating 
the tissues in order to create sufficient 
space to house the mesh. The pouch is 
extended upward beyond the incision of 
the aponeurosis, laterally to the inguinal 
ligament, medially to the fascia of the 
rectus muscle, and downward past the 
pubic tubercle.

3.2
Having opened the fascia and packed 
the pouch, the spermatic cord is 
separated from the floor of the inguinal 
canal.

03 
PREPARATION OF THE POUCH
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4.1 
The three sensory nerves are 
identified.
First, the ilioinguinal and iliohypogastric 
nerves are identified.

4.2
Then, the genital branch and the 
genitofemoral nerve are identified.

04 
IDENTIFICATION OF NERVES
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05 
REMOVAL OF THE CREMASTER MUSCLE

5.
When a self-gripping mesh is used, the 
cremaster muscle is usually removed to 
allow optimal adherence of the mesh to 
the floor of the inguinal canal in the area 
immediately adjacent to the spermatic 
cord.

The cremaster is moved 180° laterally 
and then 180° medially, and removed for 
a length of at least 2–3 cm, paying 
particular attention to hemostasis and the 
nerves that often run along the cremaster.
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6.1
Having removed the cremaster, the 
hernia sac is identified, which may be 
lateral or medial to the deep epigastric 
vessels. in the first case we will have an 
"indirect hernia” (L123), in the second 
case we will have a "direct hernia" (M123).

The sac must be brought through the 
neck in the case of indirect hernias 
(figure A) and up to the neck for direct 
hernias.
The lateral hernia sac can simply be 
pushed down and held in place by 
inserting one or two oxidized cellulose 
tapes and returned through the deep 
inguinal ring (figure B).

figure A

figure B

6.2
The medial hernia sac can be left untreated if small in size (the self-gripping microgrips do the work for you) or, if of a 
considerable size, reduced with plication of the fascia transversalis or a purse-string suture. In both cases, 
absorbable suture thread is used and, where possible, the sac is never resected and/or opened.

06 
IDENTIFICATION  
AND PREPARATION OF THE SAC



07 
MESH PLACEMENT

7.1
This is undoubtedly the most delicate 
stage of the procedure.
The pubic tubercle is identified easily 
by applying finger pressure, and a 
suture stitch is applied to a small 
amount of the loose overlapping tissue.
Doing so creates an indispensable 
guidewire with which to position the 
marker present on the mesh in line with 
the pubis so as to ensure an overlap of 
at least 2 cm.

7.2
To implant the mesh correctly, it is 
folded in on itself as shown on page 
11 and described below: unstick the 
flap from the surface of the mesh and 
first fold it in half onto its smooth 
surface, then, while still folded, flip it 
onto the surface of the mesh, where it 
will adhere as a result of the self-
gripping microgrips coming into 
contact with it. It is then necessary to 
flip the part where the flap is stuck 
down onto the opposite side, this 
comprising the fold in the mesh.

This will remain folded due to the 
contact between the self-gripping 
microgrips of the flap and the smooth 
surface of the mesh.
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SEQUENCE TO 
FOLD PROGRIP™  
SELF-GRIPPING MESH
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7.3
Once the mesh is folded, it is ready to 
be implanted.
Using a ribbon or tape, it is then 
necessary to raise the cord and slide 
the distal, unfolded part of the mesh 
between the floor of the inguinal canal 
and the spermatic cord (figure C). 
Avoiding direct contact between the 
rough side of the mesh and the floor of 
the inguinal canal, it is then orientated 
to be parallel to the longitudinal axis of 
the canal itself.

The two ends of the guidewire inserted 
previously will be passed through two 
small adjacent mesh pores, just inside 
the blue marker (figure D).

figure C

figure D



Holding the suture thread guide taut 
with one hand, the mesh is guided by 
the other, making it adhere to the pubic 
tubercle. In this way, we are guaranteed 
to have an overlap of about 2 cm, 
which protects against recurrence. 
Carefully, using a finger, stick the mesh 
to the floor, first medially and then 
laterally, between the pubic tubercle and 
the spermatic cord of the deep inguinal 
ring, covering Hesselbach's triangle 
(figure E).

The mesh is now unfolded around 
the cord, making the flap adhere to the 
upper surface of the medial part of the 
mesh that is already fixed, adjusting the 
residual orifice to allow the elements to 
pass through. 
Using two fingers, the fascia of the 
external oblique muscle is then lifted 
and the other hand is used to slide the 
mesh under it, “as though tucking a shirt 
into pants”. The mesh will gradually 
adhere to the floor of the canal entirely. 

Lastly, check that the mesh is adhering 
uniformly across its entire surface. 
Smooth out any creases with small tugs 
with the help of anatomical forceps 
(figure F).

figure E

figure F
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08 
CLOSURE OF THE 
SURGICAL INCISION

8.
The fascia of the external oblique 
muscle must be closed with a running 
suture, leaving the element in the 
subfascial [plane]; convergence is 
achieved by suturing the Scarpa fascia 
with interrupted stitches.

The skin is closed intradermally.
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IMPORTANT: Please refer to the package insert for complete instructions, contraindications, warnings and precautions.
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