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Implementing  
a CV of the  
MPO can help  
standardize an  
increasing variability in  
laparoscopic and robotic  
inguinal hernia repair. It can  
also facilitate surgeon training,  
reduce recurrence, and lower  
the risk of complications  
which helps achieve better  
patient outcomes.1 

Dextile™ anatomical mesh  
is designed for wide coverage of  
the MPO which conforms well with  
the properly dissected inguinal 
anatomy to provide efficient  
inguinal hernia repair.2,3

The critical view (CV)  
of  the myopectineal  
orifice (MPO) is appropriate 
exposure of the anatomical 
area. It must be achieved 
before the mesh is placed 
during minimally invasive 
inguinal hernia repair.1
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Figure 1. The myopectineal orifice after  
a proper dissection has been completed.



FOLLOW THE PROCESS1

There’s a list of recommendations — published in a journal article dedicated 
to CV of MPO1— that need to be fulfilled for MIS inguinal hernia repair. 
Regardless of the approach, this should happen before the mesh is placed. 
The nine steps to establish a CV of the MPO are: 

1. Identify and dissect the pubic tubercle across the midline and Cooper ligament (CL) — for 
large, direct hernias, extend the dissection to the contralateral CL.

2. Rule out a direct hernia. 
a. Visualize anatomy through the inflated balloon during totally extraperitoneal and extended totally 

extraperitoneal repairs to detect a direct hernia before dissection. 
b.  Remove unusual fat in the Hasselbach triangle. 

3. Dissect at least 2 cm between the CL and the bladder to facilitate flat placement of the medial 
and inferior edge of mesh toward the space of Retzius. This helps avoid mesh displacement 
caused by bladder distention. 

4. Dissect between CL and the iliac vein to identify the femoral orifice and rule out a femoral 
hernia.

5. Dissect the indirect sac and peritoneum sufficiently to parietalize the cord’s elements.
a. To ensure compliance, continue to dissect until the cord’s elements lie flat. 
b.  Visualize the psoas muscle and iliac vessels.
c.  Pull the sac and peritoneum upward without triggering movement of the cord’s elements and 

dissect between the cord’s elements to avoid missing a tail. 

6. Identify and reduce cord lipomas — which may appear small and unimportant  
until reduced.
a. They’re usually lateral to the cord’s elements and shouldn’t be confused  

with lymph nodes — which are generally spared.
b.  Most lipomas don’t require removal but should be placed above the mesh  

to help prevent mesh rolling upward.

7. Dissect the peritoneum lateral to the cord’s elements laterally beyond the anterosuperior iliac 
spine (ASIS), sweeping it back inferiorly well behind the mesh’s inferior border. 

8 Perform the dissection, provide mesh coverage, and ensure the mesh and mechanical fixation 
are placed well above an imaginary inter-ASIS line and any defects. So it avoids recurrence and 
nerve injury, especially to the ilioinguinal nerve. 

9. Place the mesh only when steps one to eight are complete and hemostasis is verified. 
a.  Mesh size should be minimum 15 x 10 cm. 
b  A larger piece of mesh is sometimes required to cover the MPO. So, choose mesh that adapts to 

the contour of the space and the cord’s elements — it shouldn’t have undue memory.
c. Place it without creases or folds and avoid splitting the mesh.
d.  Ensure that its lateroinferior corner lies deep against the wall and doesn’t roll up during space 

deflation — use glue or careful suturing if necessary. 



MPO CRITICAL VIEW 
 — PROPER MESH 
ALIGNMENT

The design of our Dextile™ mesh 
anatomical supports ease of 
placement and positioning for 
optimal inguinal hernia repair.4-6

We recommend performing a 
proper dissection to obtain the 
CV of the MPO as described 
in published guidelines. This 
ensures the mesh conforms 
to the inguinal anatomy which 
supports positive patient 
outcomes.1

Ensure a critical view of MPO 
through proper dissection 
before mesh insertion.

The TRANSPARENT MESH allows  
you to visualize the anatomical  
structures underneath7

The ML marking helps orient the mesh  
towards the patient’s medial plane

The MEDIAL EDGE aligns  
with the patient’s midline

The INFERIOR FLAP adapts to the 
contoured anatomical structures2,3,5,†

The UNSEALED INFERIOR  
EDGE placed in the retropubic  
space ensures wide coverage of  
the inferior-medial side of the 
myopectineal orifice.2,3,5,†

Figure 2. Shown is a right-side XL-sized mesh (16 x 12 cm).

†Depending on the size of the defect, patient conditions, and procedure.



“This is true anatomical mesh–– 
pursues the natural boundaries  
of the myopectineal orifice.” 

–– General surgeon in Colombia;  
     currently uses 3DMax™* 

“Good medial and lateral coverage in 
Dextile™ anatomical mesh leads to 
good standardization of technique”
  –– MIS surgeon in Belgium;  
        currently uses 3DMax™*

SHAPE AND COVERAGE COMPARISON
Our Dextile™ anatomical mesh has a patented 3-D anatomical shape that  
aligns with the contours of each side of the inguinal region. It also provides  
wide coverage of the MPO to minimize risk of recurrence.1,2,8

Clinician Feedback

Dextile™ mesh versus 3DMax™*

Dextile™ mesh provides wide 
anatomical coverage,2 easy 
intraoperative handling, large pore 
size for enhanced transparency and 
excellent tissue ingrowth.6,7,9 
These combined characteristics  
in Dextile™ anatomical mesh are
designed to provide more efficient 
inguinal hernia repair compared  
to 3DMax™*.2,3,5-7,9,10

Dextile™ anatomical  
mesh size L

Bard 3DMax™* 

 size L
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ORDERING INFORMATION
Qty Size Dimensions DescriptionItem Number

1Medium
13 x 9 cm
(5.1” x 3.5”)

Dextile™ anatomical 13 x 9 cm Left X1DXT1309AL

1Medium
13 x 9 cm
(5.1” x 3.5”)

Dextile™ anatomical 13 x 9 cm Right X1DXT1309AR

1Large
15 x 10 cm
(5.9” x 3.9”)

Dextile™ anatomical 15 x 10 cm Left X1DXT1510AL

1Large
15 x 10 cm
(5.9” x 3.9”)

Dextile™ anatomical 15 x 10 cm Right X1DXT1510AR

1X-Large
16 x 12 cm
(6.3” x 4.7”)

Dextile™ anatomical 16 x 12 cm Left X1DXT1612AL

1X-Large
16 x 12 cm
(6.3” x 4.7”)

Dextile™ anatomical 16 x 12 cm Right X1DXT1612AR


