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Introduction: In publications on ventral incisional hernia repair, the Chevrel technique

and the onlay operation are often equated. This present review now aims to present the

difference between these surgical techniques and analyze the findings available on the

Chevrel technique.

Materials and Methods: A systematic search of the available literature was performed

in January 2019 using Medline, PubMed, Scopus, Embase, Springer Link, and the

Cochrane Library, as well as a search of relevant journals, books, and reference lists.

Thirty-four publications were identified as relevant for this review. For assessment of the

Chevrel-technique with other surgical procedures there are no randomized controlled

trials, prospective or retrospective comparative studies available but only case series. In

the majority of case series the follow-up procedure is not reported.

Results: In the onlay technique the defect is closed with direct suture or it is omitted

altogether. Whereas, in the Chevrel technique this is done with sliding myofascial flaps

harvested from the rectus sheaths. In the few case series available this appears to result

in a lower recurrence rate for the Chevrel technique compared with the onlay technique.

However, the rates of postoperative complications, surgical site occurrences (SSOs),

surgical site infections (SSIs), seroma, and skin necrosis are as high as in the onlay

technique. The reason for this is that both techniques require subcutaneous undermining

with severance of perforator vessels.

Conclusion: If mesh placement in onlay position has been chosen for specific reasons,

preference can be given to the Chevrel technique over the standard onlay technique,

although the study quality is limited.

Keywords: Chevrel technique, onlay technique, incisional hernia, recurrence, surgical site occurrence

INTRODUCTION

In publications on ventral incisional hernia repair, the Chevrel technique and the onlay operation
are often equated (1, 2). Onlay repair places the mesh on the anterior fascia, which typically
involves dissection and primary closure of the fascia or a bridging situation below the mesh (3–5).
By contrast, in the Chevrel technique the defect is first closed tension free through overlapping
herniorrhaphy and then reinforced with an onlay prosthetic implant (6, 7). Because of defect
closure with slidingmyofascial flaps harvested from the incised anterior layers of the rectus sheaths,
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the Chevrel technique differs greatly from direct defect closure or
bridging as used in the onlay technique (8, 9). Therefore, these
different techniques should be clearly distinguished from each
other and analyzed separately (5, 8, 9).

This review now summarizes the publications available to
date for the Chevrel technique and analyzes the findings. The
historical evolution of this technique and its variations will also
be discussed.

MATERIALS AND METHODS

A systematic search of the available literature was performed in
January 2019 using Medline, PubMed, Scopus, Embase, Springer
Link, and the Cochrane Library, as well as a search of relevant
journals, books and reference lists. The following search terms
were used: “Chevrel technique,” “Onlay technique,” “incisional
hernia and onlay technique,” “incisional hernia and Chevrel’s
technique.” The abstracts of 111 publications were screened
(Figure 1). Only case series and no comparative randomized
controlled trial, prospective, and retrospective studies were
available. The published case series contained mostly insufficient

FIGURE 1 | Prisma flow diagram of study inclusion.

information concerning the follow-up procedure. For the present
analysis, 34 publications were identified as relevant for the key
question (Figure 1). A systematic presentation and synthesis of
the characteristics and findings of the included studies have been
made in accordance with the Prisma guidelines (10) (Table 1).

RESULTS

Evolution of the Chevrel Technique
In 1929, Gibson first described a tissue hernia repair using
the anterior rectus sheath by relaxing incisions for tension free
defect closure (21). According to Gibson the main principle of
the operation is to close the gap chiefly by approximating the
refreshed edges of the rectus sheath, tension being relieved by
relaxing incisions parallel to the line of suture on either side (21).

Rothschild described in 1933 a procedure which “was done
through a misunderstanding of the Gibson technique” (22).
After cleaning of the anterior rectus sheath of all adipose tissue,
transverse incisions above and below are made in the sheath
and these transverse incisions are connected by longitudinal
incisions. These lateral flaps are raised and hinged along their
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medial border (22). They are then sutured by a continuous
stitch (22).

Dixon reported in 1929 his addition of a shoelace suture
technique (23). The shoelace operation reconstructs a strong new
linea alba, straightens the rectus muscles to lie side by side at the
midline, reconstructs the anterior rectus sheath by a long suture,
and fixes them to the new linea alba (23). For the shoelace suture,
a 6m length of No. 0 or 1 monofilament polyamide is used by
Abrahamson, doubled to form a loop 3m long (24).

The procedure of Welti and Eudel was used in France for
midline repair and consists of making two lateral incisions
parallel to the midline through the anterior rectus sheath (25).
The two resulting medial aponeurotic flaps are then rotated
medially and sutured together over the midline defect (25).

Rehn described for the first time in 1957 his cutisplasty (26)
where for incisional hernias the defect is closed at both sides
with segments harvested from the anterior layer of the rectus
sheath. The two medial segments of the rectus sheath are sutured
together at themidline to create a new linea alba. The defect in the
anterior layer of the rectus sheath with exposed rectus muscles is
replaced with a cutisplasty harvested from the thigh (26). Hence,
the cutisplasty reinforces the abdominal wall reconstruction by
relieving tension of the median gathering sutures, resulting in
anatomic reconstruction (26).

In 1979, Chevrel in France, Browse in the UK and Deitel in
Canadafurthermodifiedtheanteriorrectussheathrepairbyadding
an“overcoat”of syntheticmesh, thus recreating the anterior rectus
sheath and reinforcing the midline repair (6, 13, 27, 28).

Browse described his technique for the repair of large midline
abdominal incisional hernias using reflected flaps of anterior
rectus sheath reinforced with Marlex mesh (27). Deitel and
Vasic (28) used the technique described by Gibson (21) with
longitudinal incisions through the anterior rectus sheath on each
side for relieve of tension. A Marlex mesh is trimmed to a
properly fitting ellipse and the margins of the mesh are sutured
securely to the lateral margins of the relaxing incisions (28).

Chevrel reported in 1979 about 12 cases with good functional
results having used a combination of an “overcoat” plasty of the
anterior layer of the rectus sheaths, reinforced by a pre-muscular
Mersilene patch (6).

In 1997, Chevrel and Rath (7) published details of a series
of operations for incisional hernia treated either by primary
suture or by a plasty reinforced with a Dacron (Mersilene R©) or
Polypropylene (Prolene R©) mesh placed anterior to the rectus
sheath, and fixed by a new method involving a spray of
fibrin glue. The use of a prosthesis fixed with fibrin glue
reduces the definitive recurrence rate to 0.97% against 9.02%
for techniques without a prosthesis in an overall series of 389
operations (7).

Surgical Technique
In 2001, Chevrel once again demonstrated his technique in detail
(13). Following complete excision of the scar, the hernia sac is
dissected and resected (Figure 2). The anterior layer of the rectus
sheath is exposed at both sides through resection of the skin and
subcutaneous tissue. The anterior rectus sheaths are vertically
incised 2 cm from theirmedial borders, creating twomedial strips

that are freed on their undersurfaces from the recti, mainly at the
fibrous intersections that cross the recti at three or four levels
(13). Several perforating vessels will be identified, and careful
hemostasis must be observed (13). The peritoneum is closed
with a continuous absorbable suture (13). The medial edges
of the defect are now approximated with 2-0 non-absorbable
sutures (13). The new linea alba is then sutured with two rows
of interrupted non-absorbable u-sutures (13). This plasty is then
reinforced by a prosthesis that is anchored 3–4 cm lateral to the
medial border of the remaining rectus sheath (13).

RESULTS OBTAINED WITH THE CHEVREL
TECHNIQUE

Whiteley et al. (11) in 1998 published a series of 10 cases
with large incisional hernias repaired in the Chevrel technique
using polypropylene meshes. No wound complication and no
recurrence (median follow-up of 17 months) was seen.

Khaira et al. (12) in 2001 performed 35 incisional hernia
repairs in the Chevrel technique using polypropylene mesh.
Postoperative complications included seroma formation in six
patients, deep vein thrombosis in one, a non-fatal pulmonary
embolism in another. One patient developed a wound hematoma
and one had a superficial wound infection (12). Follow-up was
a median of 20.3 months (range 6.0–54.1 months). Two of these
(6%) patients reported a persistent lump and one (3%) reported
persistent pain, but none was found to have a recurrence (12).

In 2001, Chevrel (13) himself published a case series on
143 incisional hernia operations in his technique. Ninety three
percent of his patients were followed up for one to 20 years. The
overall morbidity rate was 10.5%. There were two hematomas
(1.4%), nine seromas (6.3%) and four superficial infections
(2.8%). Seven recurrences had been noted (4.9%).

Schug-Pass reported in 2006 (14) on 39 incisional hernia
repairs in the Chevrel technique. In a median follow-up of 25.8
months (range 6.0–54.1 months) the recurrence rate was 5.1%.

Licheri et al. (15) in 2008 reported on a case series of 64
midline incisional hernia repairs in Chevrel technique. Nineteen
were operated in emergency and 45 electively. Prosthetic material
was polypropylene (53%), polyester (42%), and polypropylene
and polyglactin 910 (5%). The mortality rate was 1.8%.
Postoperative complications were exclusively parietal in 17
patients (25.5%), i.e., seroma, skin necrosis and superficial wound
infection. No deep infection or intra-abdominal complications
were observed (15). In a mean follow-up of 54 months (range
4–120 months) two recurrences (3%) were detected (15).

In a prospective randomized trial at four Veterans Affairs
hospitals with 86 incisional hernia repairs in Chevrel technique
and 59 laparoscopic IPOM technique the seroma rate for the
open approach was 23.3% (16).

Joshi et al. (17) in 2015 published a series of 30 patients
with midline incisional hernia treated with the Chevrel technique
using a polypropylene mesh for reconstruction of the anterior
rectus sheath. Immediate postoperative complications were seen
in 13.33% of patients. The recurrence rate was zero at a minimum
follow-up of 12 months (17).
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FIGURE 2 | Incisional hernia repair in Chevrel technique.

Mladenovikj et al. (18) in 2016 reported their experiences
with 319 patients with midline giant incisional hernias electively
operated in the standard Chevrel technique with the creation of
a new linea alba. The defect on the anterior rectus sheath was
covered with polypropylene mesh. Surgical site infections were
rated in 56 (17%) patients. Seroma was a leading complication
in this series. Partial necrosis of the skin was seen in 12 patients
(4%). Hernia recurrence was observed in 7 patients (2.1%)
during the follow-up period (6–48 months) in the controlled
284 patients.

Mommers et al. (19) published in 2017 a series of 154
patients operated in the Chevrel technique from 1979 (6).
This technique does not require such large subcutaneous
dissection, since the mesh is sutured to the remnant of the
anterior rectus sheath with onlay one-and-a-half centimeters

overlap (6, 19). Within 30 days postoperative 36 patients
(23.2%) had 39 postoperative complications, of which 30
were mild, and nine severe (19). Thirty-one surgical site
occurrences (SSOs) were observed in thirty patients (19.4%),
of which the majority were seroma (16 patients; 10.3%). The
recurrence rate was 1.8% after a median follow-up of 52 months
(12–128 months) (19).

Hodgman in 2017 published a series of 123 patients with
incisional hernia repair in Chevrel technique (20). Twelve
patients had a lateral component release in addition to release
of the anterior rectus sheath (20). In 81% of the patients a
synthetic and in 19% a biologic mesh was used (20). Seroma
formation in 21% and skin breakdown in 30% were the most
common complications (20). The recurrence rate for patients
with a follow-up of more than 36 months was 7% (20).
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DISCUSSION

The Chevrel technique used to repair incisional hernias differs
in terms of operative details from the onlay technique and should
therefore be analyzed separately. Whereas, in the onlay technique
the defect is closed with direct suture or left open as a bridging
(5), in the Chevrel technique the defect is closed with sliding
myofascial flaps obtained from incision of the anterior layers of
rectus sheaths (6, 7). A common feature of both techniques is
placement of the mesh in the onlay position on the fascia (5–7).

Compared with the onlay technique, the Chevrel operation
appears to have a lower recurrence rate. In a maximum follow-
up of 52 months the recurrence rate was 0–7% with a mean value
of 2.7%.

The onlay technique has a range of 0–32% and a mean value
of 9.9% (5). That difference can most likely be explained by the
more tension-free defect closure in Chevrel technique. Hence, in
that respect the Chevrel technique appears to be superior to the
onlay technique.Myofascial defect closure reduces the recurrence
rate compared with direct defect closure or a bridging situation.

Surgical site infections and seromas are the Achilles heel of
all types of abdominal wall hernia reconstruction (29). As in the
onlay technique, high rates of surgical site infections and seromas
are also seen in the Chevrel technique.

The literature reports seroma rates of up to 21% and surgical
site infection and skin necrosis rates of up to 30% (20). That
somewhat corresponds to the wound complication rates reported
for the onlay technique (5). Hence, when applying that outcome
criterion, no relevant difference is seen between the onlay and
Chevrel techniques.

In the case of onlay or Chevrel mesh repair of an incisional
hernia, significant subcutaneous undermining is necessary to
place the mesh and achieve adequate overlap (30). Skin

undermining of more than 2 cm has been shown to increase
the risk of SSOs (30). Maximal perforator preservation has been
shown to reduce the rate of wound healing complications (30).

Other measures that can help to avoid seromas after Chevrel
repair include drains (31, 32), wearing an abdominal binder
(33) and fixation of the skin-subcutaneous flaps to the mesh
with fibrin glue at the end of the operation (34). But sufficient
evidence is not available to date for any of these measures.
Limitation of this review is the non-availability of comparative
data. Additionally, the existing case series mostly contain no
sufficient information concerning the follow-up of the patients.

In summary, it can be stated that compared with the onlay
technique, the Chevrel technique for ventral incisional hernia
repair appears to have a lower recurrence rate. That can be
explained by themore tension-free defect closure withmyofascial
sliding flaps harvested from the rectus sheaths. However, as
in the onlay technique, for mesh reinforcement subcutaneous
undermining with severance of perforator vessels is needed,
thus resulting in reduced perfusion of the skin flaps. That is
thought to be the reason for the higher incidence of SSOs
(surgical site infections, seroma, skin necrosis) identified for
mesh placement in the onlay position. Therefore, preference
should be given to techniques without the need for creation
of skin flaps (sublay, transversus abdominis release) over the
onlay and Chevrel techniques. Nonetheless, these techniques
too may have advantages under certain conditions. In this
case, all measures should be taken to reduce the risk of
postoperative complications.

AUTHOR CONTRIBUTIONS

The author confirms being the sole contributor of this work and
has approved it for publication.

REFERENCES

1. Marchesi F, Pinna F, Cecchini S, Sarli L, Roncoroni L. Prospective

comparison of laparoscopic inciosnal ventral hernia repair and chevrel

technique. Surg Laparosc Endosc Percutan Tech. (2011) 21:306–10.

doi: 10.1097/SLE.0b013e31822b09a4

2. Haskins IN, Voeller GR, Stoikes NF, Webb DL, Chandler RG, Philipps

S, et al. Onlay with adhesive use compared with sublay mesh placement

in ventral hernia repair: was chevrel right? An Americas hernia Society

quality collaborative analysis. J Am Coll Surg. (2017) 224:962–70.

doi: 10.1016/j.jamcollsurg.2017.01.048

3. Holihan JL, Nguyen DH, Nguyen MT, Mo J, Kao LS, Liang MK. Mesh

location in open ventral hernia repair: a systematic review and network

meta-analysis. World J Surg. (2015) 40:89–99. doi: 10.1007/s00268-015-

3252-9

4. Albino FP, Patel KM, Nahabedian MY, Sosin M, Attinger CE, Bhanot P. Does

mesh location matter in abdominal wall reconstruction? A systematic review

of the literature and a summary of recommendations. Plast Reconstr Surg.

(2013) 132:1295–304. doi: 10.1097/PRS.0b013e3182a4c393

5. Köckerling F. Onlay technique in incisional hernia repair – a systematic

review. Front Surg. (2018) 5:71. doi: 10.3389/fsurg.2018.00071

6. Chevrel JP. Traitement des grande éventrations médianes par plastie en

paletot et prothèse. Nouv Presse Med. (1979) 24:695–6.

7. Chevrel JP, Rath AM. The use of fibrin glues in the surgical treatment of

incisional hernias. Hernia. (1997) 1:9–14. doi: 10.1007/BF02426381

8. Meissner K, Jirikowski B, Szecsi T. Repair of parietal hernia by overlapping

onlay reinforcement of “gab-bridging” replacement polypropylene mesh:

preliminary results. Hernia. (2000) 4:29–32.

9. Holihan JL, Askenasy EP, Greenberg JA, Keith JN, Martindale RG, Roth JS,

et al. Component separation vs. bridged repair for large ventral hernias: a

multi-institutional risk-adjusted comparison, systematic review, and meta-

analysis. Surg Infect. (2016) 17:17–26. doi: 10.1089/sur.2015.124

10. LiberatiA, Altman DG, Tezlaff J, Mulrow C, Gotzsche PC, Ioannidis JPA, et al.

The PRISMA statement for reporting systematic reviews and meta-analysis of

studies that evaluate health care interventions: explanation and elaboration.

BMJ. (2009) 339:b2700. doi: 10.1136/bmj.b2700

11. WhiteleyMS, Ray-Chaudhuri, Galland RB. Combined fascia andmesh closure

of large incisional hernias. J R Coll Surg. (1998) 43:29–30.

12. Khaira HS, Lall P, Hunter B, Brown JH. Repair of incisional hernias. J R Coll

Surg. (2001) 46:39–43.

13. Chevrel JP. Treatment of incisional hernias by an overlapping herniorrhaphy

and onlay prosthetic implant. Abdominal Wall Hernias - Principles and

Management. In: Bendavid R, Abrahamson J, ArreguieME, Flament JB,

Phillips EH editors. New York, NY: Springer-Verlag (2001). p. 500–503.

14. Schug-Pass C, Trommer Y, Tamme C, Lippert H, Köckerling F. Dynamic

patchplasty – a tension-free reconstruction of incisional hernias. Arch Surg.

(2006) 391:403–8. doi: 10.1007/s00423-006-0053-5

15. Licheri S, Erdas E, Pisano G, Garau A, Ghinami E, Pomata M. Chevrel

technique for midline incisional hernia: still an effective procedure. Hernia.

(2008) 12:121–6. doi: 10.1007/s10029-007-0288-2

Frontiers in Surgery | www.frontiersin.org 6 April 2019 | Volume 6 | Article 15

https://doi.org/10.1097/SLE.0b013e31822b09a4
https://doi.org/10.1016/j.jamcollsurg.2017.01.048
https://doi.org/10.1007/s00268-015-3252-9
https://doi.org/10.1097/PRS.0b013e3182a4c393
https://doi.org/10.3389/fsurg.2018.00071
https://doi.org/10.1007/BF02426381
https://doi.org/10.1089/sur.2015.124
https://doi.org/10.1136/bmj.b2700
https://doi.org/10.1007/s00423-006-0053-5
https://doi.org/10.1007/s10029-007-0288-2
https://www.frontiersin.org/journals/surgery
https://www.frontiersin.org
https://www.frontiersin.org/journals/surgery#articles


Köckerling Chevrel Technique in Incisional Hernia

16. Kaafarani HM, Hur K, Hirter A, Kim LT, Thomas A, Berger DH,

et al. Seroma in ventral incisional herniorrhaphy: incidence, predictors

and outcome. Am J Surg. (2009) 198:639–44. doi: 10.1016/j.amjsurg.2009.

07.019

17. Joshi MA, SinghMB, Gadhire MA. Study of the outcome of modified shoelace

repair for midline. Hernia. (2015) 19:503–8. doi: 10.1007/s10029-014-1234-8

18. Mladenovikj D, Devaja LA, Tahir S, Nikolovski A. The Chevrel technique in

the treatment of midline giant incisional hernia. Scripta Sci Med. (2016) 48.

19. Mommers EHH, Leenders BJM, Leclercq WKG, de Vries Reilingh TS,

Charbon JA. A modified Chevrel technique for ventral hernia repair:

long-term results of a single centre cohort. Hernia. (2017) 21:591–600.

doi: 10.1007/s10029-017-1602-2

20. Hodgman EI, Watson MJ. Revisiting the anterior rectus sheath repair for

incisional hernia: a 10-year experience. World J Surg. (2017) 41:713–21.

doi: 10.1007/s00268-016-3774-9

21. Gibson CL. Operation for cure of large ventral hernia. Ann Surg. (1920)

72:214–7. doi: 10.1097/00000658-192008000-00014

22. Rothschild NS. Treatment of recurrent incisional hernia by flaps

of the anterior sheath of the rectus. Ann Surg. (1935) 101:754–58.

doi: 10.1097/00000658-193502000-00011

23. Dixon CF. Repair of incisional hernia. Surg Gynecal Obstet. (1929) 48:700–1.

24. Abrahamson J. The shoulace repair. In: Bendavid R, Abrahamson J,

ArreguieME, Flament JB, Phillips EH editors. Abdominal Wall Hernias-

Principles and Management. New York, NY: Springer-Verlag (2001).

p. 483–6.

25. Flament JB, Palot J-P, Burde A, Delattre J-F, Avisse C. Treatment of major

incisional hernias. In: Bendavid R, Abrahamson J, Arreguie ME, Flament JB,

Phillips EH, editors. Abdominal Wall Hernias - Principles and Management.

New York, NY: Springer-Verlag (2001). p. 508–16.

26. Fischer AW, Gohrbrandt E, Sauerbruch F. Chirurgische Operationslehre.

Leipzig: Hohann Ambrosius Barth Verlag (1957).

27. Browse NL, Hurst P. Repair of long, large midline incisional hernias using

reflected flaps of anterior rectus sheath reinforced with Marlex mesh. Am J

Surg. (1979) 138:738–9. doi: 10.1016/0002-9610(79)90364-7

28. Deitel M, Vasic V. A secure method of repair of large ventral hernias

with Marlex mesh to eliminate tension. Am J Surg. (1979) 137:276–7.

doi: 10.1016/0002-9610(79)90164-8

29. Tubre DJ, Schroeder AD, Estes J, Eisenga J, Fitzgibbons RJ Jr. Surgical

site infection: the “Achilles Heel” f all types of abdominal wall hernia

reconstruction. Hernia. (2018)22:1003–13. doi: 10.1007/s10029-018-1826-9

30. Khansa I, Janis JE. Management of skin and subcutaneous tissue in

complex open abdominal wall reconstruction. Hernia. (2017) 22:293–301.

doi: 10.1007/s10029-017-1662-3

31. Gurusamy KS, Allen VB. Wound drains after incisional hernia

repair. Cochrane Database Syst Rev. (2013) 17:CD005570.

doi: 10.1002/14651858.CD005570.pub4

32. Krpata DM, Prabhu AS, Carbonell AM, Haskins IN, Phillips S, Poulose

BK, et al. Drain placement does not increase infectious complications after

retromuscular ventral hernia repair with synthetic mesh: an AHSQS analysis.

J Gastrointest Surg. (2017) 21:2083–9. doi: 10.1007/s11605-017-3601-0

33. Rothman JP, Gunnarsson U, Bisgaard T. Abdominal binders may reduce pain

and improve physical function after major abdominal surgery – a systematic

review. Dan Med J. (2014) 61:A4941.

34. Köhler G, Koch OO, Antoniou SA, Lechner M, Mayer F, Emmanuel K.

Prevention of subcutaneous seroma formation in open ventral hernia repair

using a new low-thrombin fibrin sealant. Wolrd J Surg. (2014) 38:2797–803.

doi: 10.1007/s00268-014-2691-z

Conflict of Interest Statement: The author declares that the research was

conducted in the absence of any commercial or financial relationships that could

be construed as a potential conflict of interest.

Copyright © 2019 Köckerling. 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.

Frontiers in Surgery | www.frontiersin.org 7 April 2019 | Volume 6 | Article 15

https://doi.org/10.1016/j.amjsurg.2009.07.019
https://doi.org/10.1007/s10029-014-1234-8
https://doi.org/10.1007/s10029-017-1602-2
https://doi.org/10.1007/s00268-016-3774-9
https://doi.org/10.1097/00000658-192008000-00014
https://doi.org/10.1097/00000658-193502000-00011
https://doi.org/10.1016/0002-9610(79)90364-7
https://doi.org/10.1016/0002-9610(79)90164-8
https://doi.org/10.1007/s10029-018-1826-9
https://doi.org/10.1007/s10029-017-1662-3
https://doi.org/10.1002/14651858.CD005570.pub4
https://doi.org/10.1007/s11605-017-3601-0
https://doi.org/10.1007/s00268-014-2691-z
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://www.frontiersin.org/journals/surgery
https://www.frontiersin.org
https://www.frontiersin.org/journals/surgery#articles

	What Do We Know About the Chevrel Technique in Ventral Incisional Hernia Repair?
	Introduction
	Materials and Methods
	Results
	Evolution of the Chevrel Technique
	Surgical Technique

	Results Obtained With the Chevrel Technique
	Discussion
	Author Contributions
	References


