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Abstract
Introduction Mesh implants are regularly used to help repair both hiatus hernias (HH) and diaphragmatic hernias (DH). 
In vivo studies are used to test not only mesh safety, but increasingly comparative efficacy. Our work examines the field of 
in vivo mesh testing for HH and DH models to establish current practices and standards.
Method This systematic review was registered with PROSPERO. Medline and Embase databases were searched for relevant 
in vivo studies. Forty-four articles were identified and underwent abstract review, where 22 were excluded. Four further 
studies were excluded after full-text review—leaving 18 to undergo data extraction.
Results Of 18 studies identified, 9 used an in vivo HH model and 9 a DH model. Five studies undertook mechanical testing 
on tissue samples—all uniaxial in nature. Testing strip widths ranged from 1–20 mm (median 3 mm). Testing speeds varied 
from 1.5–60 mm/minute. Upon histology, the most commonly assessed structural and cellular factors were neovascularisation 
and macrophages respectively (n = 9 each). Structural analysis was mostly qualitative, where cellular analysis was equally 
likely to be quantitative. Eleven studies assessed adhesion formation, of which 8 used one of four scoring systems. Eight 
studies measured mesh shrinkage.
Discussion In vivo studies assessing mesh for HH and DH repair are uncommon. Within this relatively young field, we 
encourage surgical and materials testing institutions to discuss its standardisation.
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Introduction

A hiatus hernia (HH) is defined as the protrusion of an organ 
(typically the stomach) through the oesophageal hiatus. They 
are generally sub-categorised into types I–IV depending on 
the position of the gastro-oesophageal junction as well as the 
gastric fundus and other viscera.1 Together with the presence 

or absence of symptoms, the type of HH will be a key factor 
behind the decision for surgical treatment. Type I “sliding” 
hernias will generally only be repaired if symptomatic.1,2 
Types II–IV or so called “paraoesophageal” hernias are less 
common, but carry a higher risk of future complications.1 
As such, these are more likely to be surgically managed even 
if asymptomatic. Diaphragmatic hernias (DH) are a differ-
ent pathology involving the protrusion of viscera through a 
primary defect in the diaphragm. This pathology can either 
occur congenitally or secondary to trauma, and urgent surgi-
cal repair is indicated in both.3,4

Surgical repair of HH has been practised for many years, 
and typically involves reduction of the hernia, excision of 
the hernia sac, approximation of the crus and a concomitant 
fundoplication procedure. Some surgeons will choose to 
augment this cruroplasty with the placement of a mesh—
usually encircling the oesophagus. Congenital DH should 
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be repaired with a mesh patch if primary approximation is 
not possible.3

Similar to conventional hernia mesh, clinicians and medi-
cal device companies continue to search for the ideal mate-
rial for the purpose of repairing DH and HH. Whilst mesh 
use for conventional hernia repair is not controversial, mesh 
repair for HH is made contentious by the dynamic nature 
of the diaphragm and its relationship with the oesophagus. 
Some reviews have claimed that mesh use may be helpful 
in the prevention of recurrence when treating large hiatus 
hernias,5 whereas a more recent systematic review has found 
no significant advantage in the use of mesh.6

Whether or not mesh augmentation is helpful, its use is 
certainly associated with complications such as migration 
and erosion.7,8 Reviews of the literature have highlighted a 
variety of ways to manage such complications, some result-
ing in gastrectomy or oesophagectomy. Whilst such com-
plications are not an issue for congenital DH repair, other 
problems such as recurrence and visceral adhesions may 
have serious consequences given the young patient cohort.

Given these potential complications behind mesh materi-
als, pre-clinical in vivo testing represents an essential tool 
in optimising performance and is a legal requirement across 
the world. Following our group’s recently published review 
of hernia mesh testing, which revealed a significant varia-
tion in studies,9  we have conducted a new systematic review 
of in vivo studies assessing meshes for HH and DH repair.

Methods

Registration

This systematic review was registered through the interna-
tional prospective register of systematic reviews (PROS-
PERO) and given ID number CRD42021231744. A protocol 
was developed and submitted to PROSPOERO as per the 
PRISMA guidelines.

Literature Search

The OVID interface was used to conduct a search of Med-
line and Embase databases. The purpose of the search was 
to identify in vivo studies in which mesh prostheses were 
implanted into animal subjects for the purpose of repairing 
HH or DH. The prosthesis and/or surrounding tissue should 
be subsequently extracted for the purposes of testing. Arti-
cles in the English language were selected between January 
2000 and December 2021. Specific search terms used for 
both Embase and Medline can be found in our supplemen-
tary material (supplementary Fig. 1).

Article Screening

Our initial search produced 62 articles; of which, 18 
duplicates were excluded. Details of all remaining 44 
papers were uploaded to Covidence online system-
atic review software (Covidence systematic review 
software, Veritas Health Innovation, Melbourne, 
Australia, www. covid ence. org). Using this platform, 
the remaining articles underwent abstract review. 
Abstracts were assessed by 4 of the authors (T.W.C., 
V.B., J.B., R.K.). Each abstract was screened inde-
pendently by two reviewers and was automatically 
included or excluded if there was consensus. In the 
case of disagreement, the final decision was referred 
to the lead author (T.W.C.). Specific inclusion/exclu-
sion criteria were disseminated amongst the authors 
to standardise the process. Following abstract review, 
22 articles were excluded. The remaining 22 papers 
were distributed equally between the four authors 
(T.W.C., R.K., J.B., V.B.) for full-text review and 
data extraction. During this final stage, 4 further 
papers were excluded. Full details of the inclusion 
and exclusion criteria and selection process are pro-
vided below.

Inclusion Criteria

– In vivo studies
– Single arm studies and comparative studies that look to 

assess the performance of mesh used for the repair of 
hiatus or diaphragmatic hernias

– Studies where the mesh and tissue sample is explanted 
from the animal for testing. The only exception being 
adhesions which can be tested in vivo

– Studies looking at any type of mesh or novel coating 
including both synthetic and biological meshes

– Studies that examine a mesh/tissue sample for inflamma-
tory, structural, adhesional or biomechanical properties, 
as well as those that assess mesh shrinkage

– Studies published between January 2000 and December 
2020 inclusive

– Studies published in the English language

Exclusion Criteria (in Order of Relevance)

– Human studies
– In vitro studies
– Ex vivo studies (where meshes are not implanted into a 

living animal)
– Studies where the primary subject of investigation is not 

mesh performance
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– Studies that compare or assess different fixation tech-
niques or adjuncts that are not meshes

– Studies testing new pharmacological products
– Studies that only measure systemic inflammation in the 

form of inflammatory markers
– Studies that only assess the extent to which a mesh is 

resistant/susceptible to infection

A summary of the abstract and full-text screening process 
can be seen in Fig. 1.

Data Extraction

Data extraction was undertaken using a standardised online 
spreadsheet. Before data extraction began, a meeting was 
held between the four authors responsible for data extrac-
tion (T.W.C., V.B., J.B., R.K.) to standardise the process. 
The same four authors from our group had previously col-
laborated on a similar project,9 which created a good under-
standing of the process. Data collection forms were adapted 
during the process to reflect the results being collected. As 
new relevant variables came to light, the standardised form 
was adjusted, and alterations made to our standardised data 
collection form and our online protocol. A full list of the cat-
egories and variables that were measured is outlined below.

Study/Experimental Data

– Pathology mimic (hiatus/ diaphragmatic hernia)
– Study with/without non-mesh control

– Animal species used
– Animal subspecies used
– Number of animals used
– Weight of animals used (mean/range)
– Age of animals (mean/range)
– Defect formed in diaphragm (yes/no)
– Shape of defect (linear/2D)
– Nature of defect (acute/chronic)
– Size of mesh overlap
– Defect closure (yes/no)
– Time between mesh implantation and explantation

Mechanical Testing

– Was this assessed?
– Type of testing (Uniaxial/ball burst, etc.)
– Testing speed (mm/minute)
– Units of measurement taken (pascals/Newtons, etc.)
– Width of testing strips
– Thickness of testing strips
– Constitution of testing strips (with regards to mesh and/

or tissue tested)
– Inter-clamp distance

Histology—Structural Assessment

– Was the interaction between oesophagus and mesh 
assessed?

– Was collagen assessed
– How was collagen measured

Fig. 1  PRISMA diagram of 
abstract and full-text review
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– Other structural factors assessed (vascularisation/fibrosis/
inflammation/new tissue formation, etc.)

– How were factors visualised (staining/microscopy)
– How were factors measured (qualitatively/quantitatively 

with or without a scoring system)

Histology—Inflammatory Cellular Analysis

– Was the interaction between oesophagus and mesh 
assessed?

– Which cells were assessed (macrophages/leucocytes/
fibroblasts, etc.)

How were factors visualised (staining/microscopy)
How were factors measured (qualitatively/quantitatively 

with or without scoring system)

Assessment of Adhesions

– Was the interaction between oesophagus and mesh 
assessed?

– Were adhesions assessed?
– How were they assessed? (scoring system/mechanical 

testing, etc.)

Assessment of Mesh Shrinkage

– Was this assessed?
– How was this assessed? (scoring system/reduction in 

size, etc.)

Results

In total, 18 studies were reviewed. Results are divided into 
six sections as described in our methods.

Experimental Methods

Of the 18 studies, 9 used an in vivo model of HH repair, 
whilst 9 others used a model of DH repair. The most com-
mon animal models used were pigs (n = 7) and rabbits (n = 7) 
then dogs (n = 2) and finally sheep (n = 1) and rats (n = 1). 
Animal size was not reported in 2 of the studies and 11 did 
not report the animals’ age. One study failed to report either. 
A non-mesh control was only used in 6/18 studies.

Of the 9 DH mesh studies, 8/9 had a defect made in 
the diaphragm. One study closed the defect with sutures 
before mesh application, and another used closure for only 
some animals. Median defect size was 1.5  cm2, and mean 
mesh overlap was 1 cm. All repairs were undertaken dur-
ing the same operation as defect formation. Explantation of 
mesh and tissue took place from 30–180 days. Four studies 

explanted tissue at multiple time points; 5 studies at one 
single time point.

Of the 9 hiatal studies, 3/9 deliberately produced a 
more prominent hiatal defect (around 4 cm width) and 6/9 
involved cruroplasty. All hernia models were produced and 
repaired in a single procedure, apart from one study in which 
the hernia model was allowed to mature over time before 
repair in a later procedure. Explantation of tissue took place 
anywhere from 4 weeks to 1 year, but all studies had a single 
time point for tissue explantation.

Mechanical Testing

Mechanical testing of tissue samples was undertaken in 5 
of the 18 studies. All mechanical testing took the form of 
uniaxial tensile strength testing. The most common factor 
measured was the stiffness or modulus of the tissue (n = 5). 
This was followed closely by the strain at rupture (n = 4) and 
stress at rupture (n = 4). Full details of the mechanical testing 
variables can be seen in Fig. 2.

The width of testing strips was documented in every 
study (median 3 mm, 1–20 mm). Depth or thickness of test-
ing strips was recorded in one of the studies, and speed of 
testing recorded in 3 of the studies. Only one of the stud-
ies described the nature of the tissue that was being tested 
mechanically. Full details of these mechanical testing data 
can be seen in Table 1.

Histology—Structural Assessment

The vast majority of studies (17/18) carried out a histological 
structural assessment of the tissue. The presence or absence 
of collagen was reported in 10 studies, of which 5 assessed 
collagen abundance and 5 described collagen organisation 
or alignment (1 study assessed both). The ratio of type I and 
type III collagen within the sample was examined by 5 of 
the studies. The most common histological assessments were 
that of that of inflammation and neovascularisation (n = 9). 
Qualitative analysis was twice as common as quantitative 
analysis. Scoring systems of various types were used in 10 
studies. Of those, 2 studies described the use of a previously 
published scoring system. With regard to HH studies, 7/9 
assessed interaction between implants and the oesophagus. 
Further results are provided in Fig. 3.

Histology—Inflammatory Cellular Analysis

Of the HH papers reviewed, 6/9 papers assessed the cellular 
inflammatory reaction between the mesh and the oesopha-
gus. Out of all 18 papers, 12 analysed the presence or abun-
dance of inflammatory cells around mesh implants. The 
most commonly assessed cells were macrophages (n = 9) fol-
lowed by foreign body giant  cells6 and lymphocytes.5 There 
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Fig. 2  Number of studies in 
which different mechanical 
testing variables were measured 
and their units

Table 1  A summary of 
mechanical testing variables 
during uniaxial testing in 5 
studies

Authors Variables

Thickness of strip (mm) Width of strip 
(mm)

Inter-clamp dis-
tance (mm)

Testing speed 
(mm/minute)

Altieri et al.10 1–2 (varying) 1 Unknown Unknown
Böhm et al.11 Unknown 20 20 10
Mayer et al.12 Unknown 10 15 60
Amigo et al.13 Unknown 3 Unknown 1.5
Eastwood et al.14 Unknown 2 Unknown Unknown

Fig. 3  The number of studies 
analysing various structural fac-
tors on histology
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was an equal division between cells assessed quantitatively 
and qualitatively (6 each). Scoring systems were used to 
assess inflammatory cellular activity in 8 articles, only one 
of which described a system previously used in the literature. 
Further results are provided in Fig. 4.

Assessment of Adhesions

The development of adhesions was assessed in 11 articles, of 
which 3 studies provided a qualitative description of adhe-
sions and 8 others used a scoring system. Four different scor-
ing systems were cited from the literature.15–18

Assessment of Mesh Shrinkage

Mesh shrinkage was assessed in 8 studies, 6 of which 
reported the relative reduction in mesh size. One further 
study discussed their findings qualitatively and another 
summarised their findings using their own binary scoring 
system.

Discussion

Over the 20 years reviewed, 18 in vivo DH or HH mesh 
testing studies were conducted. Unlike previous studies that 
reviewed in vivo models of ventral hernia repair,9,19 porcine 
models were used most frequently (39% of studies) and rat 
models were least frequent (6% of studies). This finding is 
reassuring given that porcine models should provide a more 
accurate representation of human physiology.

The majority of studies (94%) provided sizes of the ani-
mals used; however, the majority also failed to document the 
animals’ age (61%). Whilst potentially trivial, such details 

are important in the testing of certain biomaterials, particu-
larly those used in congenital DH. DH patients are frequently 
neonates and therefore rapidly growing. Certain studies keep 
this at their forefront, making reference to a “growing animal 
model” and noting animals’ significant increase in size over 
the course of the study.20 Given that materials for paediatric 
use will need to work through periods of rapid growth, the 
use of younger (and therefore growing) animal models may 
provide more representative results.

Unlike previous work,9 the comparators used for uniaxial 
tensile testing were mostly consistent. One hundred percent 
of mechanical testing studies measured tissue modulus and 
80% measured the stress or strain at point of rupture. Con-
cerningly, however, there remains significant variation in 
the units used to measure these factors. Stress at rupture, 
for example was measured with 3 separate units (N, N/cm 
and Pascals). Whilst these units are translatable between 
one another, such translation depends upon knowing both 
the testing strip width and thickness. Given that none of 
the studies clearly documented testing strip thickness, it is 
impossible to compare the results of different studies.

Mechanical testing speed also varied greatly, ranging 
between 1.5 and 60 mm/minute. This sort of variability in 
testing speeds makes it difficult to establish a large-scale 
data set for the purposes of systematic review. Whilst no 
guidelines exist for the testing of such samples, there are 
guidelines available for the tensile testing of soft plastics 
from ASTM international—suggesting testing speeds of 
either 50 mm/500 mm per minute.21 Most importantly per-
haps, only 1 study gave an exact description of what their 
testing strips were made of (mesh/tissue interface, tissue/
tissue interface, etc.). Such a lack of clarity leaves it difficult 
to assess what is actually being tested—whether that be the 
in-growth of the mesh or the healing between the tissues.

Fig. 4  The number of studies 
analysing various cellular fac-
tors on histology
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In vivo testing of mesh devices is a vital step in prevent-
ing serious complications and with HH mesh, no com-
plication is more serious than visceral erosion. Several 
recent literature reviews describe a variety of cases of 
hiatal mesh erosion and  migration7,8 and that such ero-
sion is more common with the use of synthetic meshes.7 It 
is perhaps reassuring then that the majority of HH studies 
in our work analysed the histological reaction between 
mesh and oesophagus. Surgeons continue to explore ways 
of avoiding such complications including the use of a 
bioresorbable  mesh22 or novel techniques such as those 
described by Braghetto et al.23. Using this technique, the 
hernia sac is dissected out, brought into the abdominal 
cavity and wrapped around the abdominal oesophagus to 
prevent mesh erosion.

The ultimate prevention is of course to avoid mesh alto-
gether, and its role in HH repair is still not a matter of con-
sensus. The most recent systematic review on the subject 
from Petric et al. reviewed 7 randomised controlled trials. 
They concluded that there was no clear advantage to the 
use of hiatus hernia mesh in the reduction of recurrence 
compared to a simple suture repair.6 The two techniques 
were also found to be similar in terms of patient satisfaction 
and functional outcomes, with the only substantial differ-
ence being operative time. Another systematic review from 
2013 specifically identified that the use of biological mesh 
provided no reduction in recurrence rates when compared 
to suture repair.24 Two separate systematic reviews have, 
however, suggested that if the hiatus hernia is particularly 
large, then mesh augmentation may help reduce recurrence 
rates.5,25

DH meshes have a different complication profile, with 
issues such as recurrence and adhesion formation being of 
higher relevance. Given the young age of congenital DH 
patients, such complications can still incur serious conse-
quences. Certain current literature suggests that patch repair 
with a mesh should only be undertaken for congenital DH 
if direct closure has been unsuccessful.3 However, if a mesh 
is required, ideal product selection remains an issue of some 
debate. In an international survey of paediatric surgeons in 
2016, Gore-tex was the most frequently used material for 
congenital DH repair,26 rather than other biological materi-
als. This pattern appears to be validated by a recent study 
suggesting that porcine dermal patches are a significant fac-
tor for recurrence when compared to Gore-tex patches.27 
There is however no complete consensus; a meta-analysis 
from 2012 concluded that there is no difference in recur-
rence rates between the use of Surgisis (porcine intestinal 
submucosa) and Gore-tex when used for Congenital DH.28 
Other small studies have suggested that biological meshes 
may yet have a role. One study of 46 patients indicated that 
primary closure with biologic mesh reinforcement might 
reduce recurrence rates.29

Mesh involved in both HH and DH are usually placed 
intraperitoneally, and therefore, the potential of adhesion 
formation is an important consideration. Whilst the major-
ity of studies in our review did assess adhesion formation 
(11/18), only 8 used any form of scoring system, with the 
other 3 only commenting qualitatively. An issue going for-
ward will be identifying a singular scoring system for adhe-
sion formation, with 4 identified in this study.

For meaningful standardisation to be imposed, there must 
be organisations willing to assess the evidence and develop 
such standards. These standards will require collaboration 
between surgical organisations such as the European Paedi-
atric Surgical Association or the European Hernia society 
and materials testing organisations such as the ASTM. Such 
regulations are not beyond the scope of such organisations; 
the ASTM having already developed a host of regulations 
for medical device testing,30 even including regulations for 
testing guinea pigs for contact allergens.31 Some organisa-
tions already appear to be heading toward standardisation as 
discussed by Liu et al.32 who describe the development of 
potential new regulations by the Chinese NMPA.

Whilst the minutiae of medical device testing may be out-
side the “wheelhouse” of many surgeons, both clinicians 
and industry stand to benefit from a broader understand-
ing of the subject. Medical devices are often advertised or 
sold directly to clinicians at hospital sites and conferences. 
Such points of sale represent an opportunity for clinicians 
to scrutinise evidence presented by medical device compa-
nies. We hope the findings of this review may empower its 
readership to enquire more deeply when discussing the sale 
of mesh products.

Whilst pre-clinical testing will benefit from standardi-
sation, ongoing post-market surveillance remains a crucial 
tool to ensure such testing yields improved outcomes. Such 
surveillance has been championed by organisations such as 
the Danish Hernia Registry, as other nations develop their 
own hernia registries. It is not yet clear if such registries will 
be developed for HH and DH devices.

Limitations

The strength of our results is limited by the low number of 
studies within the review (only 18). Our review was also 
limited to English language studies from the last 20 years. 
This limited time frame was chosen intentionally to identify 
the most recent patterns within the field.

Conclusion

Over the last 20 years, only 18 peer-reviewed studies have 
been published testing hernia mesh on in vivo HH or DH 
models. Most studies appear to use similar comparators in 
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terms of histology and mechanical testing, but how they 
measure these remains varied. Various scoring systems 
exist for histological outcomes as well as adhesion scoring. 
Further efforts could be made at this stage to standardise the 
field and therefore improve further data sets.

Supplementary Information The online version contains supplemen-
tary material available at https:// doi. org/ 10. 1007/ s11605- 021- 05227-3.

Data Availability Given that this article is a review, there is no require-
ment for a data availability statement.

Declarations 

Ethics Approval The work does not involve any human or animal sub-
jects and therefore requires no formal ethical approval.

Conflict of Interest A.W.’s potential conflicts of interest are as follows: 
Allergan—Research Grant TelaBio, Medtronic—Speaker Bureau.

Open Access This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long 
as you give appropriate credit to the original author(s) and the source, 
provide a link to the Creative Commons licence, and indicate if changes 
were made. The images or other third party material in this article are 
included in the article's Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in 
the article's Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a 
copy of this licence, visit http:// creat iveco mmons. org/ licen ses/ by/4. 0/.

References

 1. Siegal SR, Dolan JP, Hunter JG. Modern diagnosis and treatment 
of hiatal hernias. Langenbecks Arch Surg. 2017;402(8):1145-51.

 2. Dunn CP, Patel TA, Bildzukewicz NA, Henning JR, Lipham JC. 
Which hiatal hernia’s need to be fixed? Large, small or none? 
Annals of Laparoscopic and Endoscopic Surgery. 2020;5.

 3. Puligandla PS, Skarsgard ED, Offringa M, Adatia I, Baird 
R, Bailey M, et  al. Diagnosis and management of congeni-
tal diaphragmatic hernia: a clinical practice guideline. Cmaj. 
2018;190(4):E103-e12.

 4. Filosso PL, Guerrera F, Sandri A, Lausi PO, Lyberis P, Bora G, 
et al. Surgical management of chronic diaphragmatic hernias. J 
Thorac Dis. 2019;11(Suppl 2):S177-s85.

 5. Tam V, Winger DG, Nason KS. A systematic review and meta-
analysis of mesh vs suture cruroplasty in laparoscopic large hiatal 
hernia repair. Am J Surg. 2016;211(1):226-38.

 6. Petric J, Bright T, Liu DS, Wee MY, Watson DI. Sutured Versus 
Mesh-Augmented Hiatus Hernia Repair: A Systematic Review 
and Meta-Analysis of Randomized Controlled Trials. Annals of 
Surgery. 9000;Publish Ahead of Print.

 7. Spiro C, Quarmby N, Gananadha S. Mesh-related complications 
in paraoesophageal repair: a systematic review. Surg Endosc. 
2020;34(10):4257-80.

 8. Li J, Cheng T. Mesh erosion after hiatal hernia repair: the tip of 
the iceberg? Hernia. 2019;23(6):1243-52.

 9. Whitehead-Clarke T, Karanjia R, Banks J, Beynon V, Parker S, 
Sanders D, et al. The experimental methodology and comparators 
used for in vivo hernia mesh testing: a 10-year scoping review. 
Hernia. 2021.

 10. Altieri MS, Pagnotti G, Corthals A, Shroyer K, Pryor AD, Tala-
mini M, et al. Autologous augmentation of hiatal hernia repair 
with filtered platelet concentrate improves tissue remodeling in a 
swine model. Surgical endoscopy. 2017;31(4):1591-8.

 11. Böhm G, Binnebösel M, Krähling E, Schumpelick V, Steinau G, 
Stanzel S, et al. Influence of the Elasticity Module of Synthetic 
and Natural Polymeric Tissue Substitutes on the Mobility of the 
Diaphragm and Healing Process in a Rabbit Model. Journal of 
Biomaterials Applications. 2010;25(8):771-93.

 12. Mayer S, Decaluwe H, Ruol M, Manodoro S, Kramer M, Till 
H, et al. Diaphragm Repair with a Novel Cross-Linked Col-
lagen Biomaterial in a Growing Rabbit Model. PloS one. 
2015;10(7):e0132021.

 13. Amigo N, Zubieta C, Riganti JM, Ramirez M, Renda P, Lov-
era R, et al. Biomechanical Features of Reinforced Esophageal 
Hiatus Repair in a Porcine Model. J Surg Res. 2020;246:62-72.

 14. Eastwood MP, Daamen WF, Joyeux L, Pranpanus S, Rynkevic 
R, Hympanova L, et al. Providing direction improves function: 
Comparison of a radial pore-orientated acellular collagen scaf-
fold to clinical alternatives in a surgically induced rabbit dia-
phragmatic tissue defect model. Journal of Tissue Engineering 
and Regenerative Medicine. 2018;12(11):2138-50.

 15. Vandendael A, Struwig D, Nel J, Kruger T, Lombard C. Efficacy 
of fibrin sealant in prevention of adhesion formation on ovarian 
surgical wounds in a rabbit model. Gynaecological Endoscopy. 
1996;5(3):169-72.

 16. Jenkins SD, Klamer TW, Parteka JJ, Condon RE. A comparison 
of prosthetic materials used to repair abdominal wall defects. 
Surgery. 1983;94(2):392-8.

 17. Zühlke HV, Lorenz EM, Straub EM, Savvas V. [Pathophysiol-
ogy and classification of adhesions]. Langenbecks Arch Chir 
Suppl II Verh Dtsch Ges Chir. 1990:1009–16.

 18. Prophylaxis of pelvic sidewall adhesions with Gore-Tex 
surgical membrane:**Gore-Tex surgical membrane, W. L. 
Gore and Associates, Flagstaff, Arizona. a multicenter clini-
cal investigation††Supported by a grant from W. L. Gore 
and Associates, Flagstaff, Arizona. Fertility and Sterility. 
1992;57(4):921–3.

 19. Vogels RRM, Kaufmann R, van den Hil LCL, van Steensel S, 
Schreinemacher MHF, Lange JF, et al. Critical overview of all 
available animal models for abdominal wall hernia research. 
Hernia : the journal of hernias and abdominal wall surgery. 
2017;21(5):667-75.

 20. Gonzalez R, Hill SJ, Mattar SG, Lin E, Ramshaw BJ, Smith CD, 
et al. Absorbable versus nonabsorbable mesh repair of congeni-
tal diaphragmatic hernias in a growing animal model. Journal 
of laparoendoscopic & advanced surgical techniques Part A. 
2011;21(5):449-54.

 21. ASTM. Standard Test Method for Tensile Properties of Plastics1.
 22. Abdelmoaty WF, Dunst CM, Filicori F, Zihni AM, Davila-Brad-

ley D, Reavis KM, et al. Combination of Surgical Technique and 
Bioresorbable Mesh Reinforcement of the Crural Repair Leads 
to Low Early Hernia Recurrence Rates with Laparoscopic Parae-
sophageal Hernia Repair. J Gastrointest Surg. 2020;24(7):1477-81.

 23. Braghetto I, Korn O, Rojas J, Valladares H, Figueroa M. Hiatal 
hernia repair: prevention of mesh erosion and migration into the 
esophagogastric junction. Arq Bras Cir Dig. 2020;33(1):e1489.

 24. Antoniou SA, Müller-Stich BP, Antoniou GA, Köhler G, Luke-
tina RR, Koch OO, et  al. Laparoscopic augmentation of the 
diaphragmatic hiatus with biologic mesh versus suture repair: a 
systematic review and meta-analysis. Langenbecks Arch Surg. 
2015;400(5):577-83.

691Journal of Gastrointestinal Surgery  (2022) 26:684–692

https://doi.org/10.1007/s11605-021-05227-3
http://creativecommons.org/licenses/by/4.0/


 25. Furnée E, Hazebroek E. Mesh in laparoscopic large hiatal her-
nia repair: a systematic review of the literature. Surg Endosc. 
2013;27(11):3998-4008.

 26. Zani A, Eaton S, Puri P, Rintala R, Lukac M, Bagolan P, et al. 
International Survey on the Management of Congenital Diaphrag-
matic Hernia. Eur J Pediatr Surg. 2016;26(1):38-46.

 27. de Haro Jorge I, Prat Ortells J, Martín-Solé O, Muñoz Fernandez 
E, Pertierra A, Martin-Lluis A, et al. Porcine dermal patches as 
a risk factor for recurrence after congenital diaphragmatic hernia 
repair. Pediatr Surg Int. 2021;37(1):59-65.

 28. Romao RL, Nasr A, Chiu PP, Langer JC. What is the best pros-
thetic material for patch repair of congenital diaphragmatic 
hernia? Comparison and meta-analysis of porcine small intes-
tinal submucosa and polytetrafluoroethylene. J Pediatr Surg. 
2012;47(8):1496-500.

 29. Vandewalle RJ, Yalcin S, Clifton MS, Wulkan ML. Biologic 
Mesh Underlay in Thoracoscopic Primary Repair of Con-
genital Diaphragmatic Hernia Confers Reduced Recurrence in 

Neonates: A Preliminary Report. J Laparoendosc Adv Surg Tech 
A. 2019;29(10):1212-5.

 30. International A. Medical Device Standards and Implant Stand-
ards https:// www. astm. org/ Stand ards/ medic al- device- and- impla 
nt- stand ards. html: ASTM International; 2021 [

 31. International A. Standard Practice for Testing Guinea Pigs for 
Contact Allergens: Guinea Pig Maximization Test https:// www. 
astm. org/ Stand ards/ F720. htm: ASTM International; 2017 [

 32. Liu W, Xie Y, Zheng Y, He W, Qiao K, Meng H. Regulatory 
science for hernia mesh: Current status and future perspectives. 
Bioact Mater. 2020;6(2):420-32.

Publisher's Note Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.

692 Journal of Gastrointestinal Surgery  (2022) 26:684–692

https://www.astm.org/Standards/medical-device-and-implant-standards.html
https://www.astm.org/Standards/medical-device-and-implant-standards.html
https://www.astm.org/Standards/F720.htm
https://www.astm.org/Standards/F720.htm

	A Systematic Review Examining the Experimental Methodology Behind In Vivo Testing of Hiatus Hernia and Diaphragmatic Hernia Mesh
	Abstract
	Introduction 
	Method 
	Results 
	Discussion 

	Introduction
	Methods
	Registration
	Literature Search
	Article Screening
	Inclusion Criteria
	Exclusion Criteria (in Order of Relevance)

	Data Extraction
	StudyExperimental Data
	Mechanical Testing
	Histology—Structural Assessment
	Histology—Inflammatory Cellular Analysis
	Assessment of Adhesions
	Assessment of Mesh Shrinkage


	Results
	Experimental Methods
	Mechanical Testing
	Histology—Structural Assessment
	Histology—Inflammatory Cellular Analysis
	Assessment of Adhesions
	Assessment of Mesh Shrinkage

	Discussion
	Limitations

	Conclusion
	References


