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Introduction

Present in nearly 30% of men and 3% of women, hernia pathology remains one of the first indications of surgery in France [START_REF] Fitzgibbons | Clinical practice. Groin hernias in adults[END_REF]. In case of surgery, the risk of short-term complications is moderate. Nevertheless, 10% of patients will develop chronic parietal pain that is sometimes disabling [START_REF] Wright | Five-year follow-up of patients undergoing laparoscopic or open groin hernia repair: a randomized controlled trial[END_REF].

In case of strangulated hernia, the indication in urgency is indisputable. For patients with painful or embarrassing hernias, surgery, compared with watchful waiting, limits the occurrence of disabling pain and the development of bulky hernias that are difficult to reduce [START_REF] Chung | Long-term follow-up of patients with a painless inguinal hernia from a randomized clinical trial[END_REF][START_REF] Fitzgibbons | Long-term results of a randomized controlled trial of a nonoperative strategy (watchful waiting) for men with minimally symptomatic inguinal hernias[END_REF]. Finally, the management of a perfectly asymptomatic hernia and fortuitous discovery during a clinical examination remains debatable. Indeed, the risk of acute hernia complication is estimated at 2% after 10 years of follow-up [START_REF] De Goede | Watchful Waiting Versus Surgery of Mildly Symptomatic or Asymptomatic Inguinal Hernia in Men Aged 50 Years and Older: A Randomized Controlled Trial[END_REF] and therefore needs to be weighed against that of an intervention. The predictive criteria for complications in case of surgical abstention are not established [START_REF] Group | International guidelines for groin hernia management[END_REF] and the current recommendations concerning the management of asymptomatic hernias remain unclear. In the absence of specific recommendations, the surgeon is led to choose between therapeutic abstention, watchful waiting or surgery.

The objective of this study was to evaluate practices in a large population of digestive surgeons with asymptomatic hernia.

Methods

Between October 2016 and March 2017, French speaking surgeons were invited to participate in an online survey.

The survey consisted of general questions about the surgeons' activity and then 13 clinical situations where a decision was requested (Tables 1 to 3). The clinical cases were developed by the authors of the study in order to solve the frequent problems with the treatment of hernias and incisional hernias:

-asymptomatic inguinal hernia: cases 1 to 7 -asymptomatic umbilical hernia: case 8 to 11 -asymptomatic incisional hernia: cases 12 and 13 -discovery of an asymptomatic hernia in a patient going to be operated from another hernia: case 1 -comorbidities at high risk of postoperative morbidity and mortality: cases A consensus attitude was defined arbitrarily by the retention of an identical therapeutic attitude by more than 75% of the surgeons surveyed: surgical repair versus abstention. Expertise in parietal surgery was arbitrarily defined by performing more than 15 parietal repair procedures per month. This work has been reported in line with the Standards for Quality Improvement Reporting Excellence (SQUIRE) criteria.

Quantitative data were expressed as median values (extreme values) and compared using a non-parametric Mann-Whitney test. Qualitative data were expressed in numbers and percentages, the latter being calculated on all completed responses collected by question after exclusions from missing data. Qualitative data were compared using the Pearson Chi-2 test or Fisher's exact test, based on the numbers expected in the contingency tables.

Results

Surveyed population

Two hundred and four French-speaking digestive surgeons responded to the study. Among them, 202 practiced in France and 2 in Switzerland. Forty-six surgeons were under 35 (22.5%), 42 between 35 and 44 (20.6%), 49 between 45 and 54 (24%), and 67 were 55 or older (32,8%). Eighty-four surgeons practiced in University Hospital Center (41.2%), 44 in General Hospital (21.6%), 8 in Center participating in the public service (3.9%), 69 in private clinics (33,8%), and 6 in other structures (2.9%). A parietal repair was performed less than 5 times per month by 42 surgeons (20.6%), from 5 to 14 times per month by 123 surgeons (60.3%), and more than 15 times per month by 39 surgeons (19,1%).

The responses to the "inguinal hernia", "umbilical hernia" and "incisional hernia" questionnaires are summarized in Tables 1, 2 and 3 of the Appendix. A consensual attitude was found only in cases 3 (asymptomatic inguinal hernia in an elderly patient with heavy comorbidities, in favor of surgical abstention) and 13 (asymptomatic hernia in a young patient in remission of pancreatic cancer, in favor surgery). A surgical indication was mainly retained in cases 1 (asymptomatic contralateral inguinal hernia of a symptomatic hernia), 2 (asymptomatic femoral hernia), and 11 (asymptomatic umbilical hernia in a well-compensated cirrhotic patient). Watchful waiting was offered in 29% of situations. The cases where watchful waiting was most frequently proposed were case 12 (incisional hernia one year after colectomy for cancer: 50%) and case 4 (asymptomatic inguinal hernia following the discovery of a prostatic adenoma: 38%).

Surgeons younger than 45 years of age were more likely to perform surgical repair than surgeons over 45 years of age (5 cases out of 13 vs. 4 out of 13, p=0.03) (Table 4 in the Appendix). The surgical proposal was particularly common among surgeons younger than 45 years in cases 8 (postpartum asymptomatic umbilical hernia: 21 (35.6%) vs 29 (19.6%), p=0.002), 12 (asymptomatic incisional hernia one year after colectomy for cancer: 40 (48.8%) vs 29 (27.1%), p=0.002) and 13 (asymptomatic incisional hernia in a young patient in remission of pancreatic cancer: 70 (85.4%) vs 75 (70.1%), p=0.015). In all cases, age did not influence the laparoscopic proposal except for cases 9 (asymptomatic umbilical hernia at 2 years postpartum: 1 (3.1%) vs 6 (22.2%), p=0.04) and 11 (asymptomatic umbilical hernia in a well-compensated cirrhotic patient: 3 (6.4%) vs 15 (23.8%), p=0.018) where the difference was significant in favor of the more than 45 years. The age of the surgeon did not influence the decision to provide watchful waiting on all clinical cases except for the 12th case (incisional hernia one year after colectomy for cancer): 65 (60.7%) vs 30 (36.6%), p=0.001) where surgeons over 45 years of age offered more watchful waiting.

Public or liberal activity did not influence the management of all 13 clinical situations except for cases 8 (postpartum asymptomatic umbilical hernia: 12 (17.1%) vs 38 (31.9%), p=0.028) and 9 (asymptomatic umbilical hernia at 2 years postpartum: 13 (18.6%) vs 46 (38.7%), p=0.005), where the liberal surgeons offered significantly less surgical repair (Table 5 of the annex).

The expertise in parietal surgery (Table 6 of the appendix) did not influence the management of all 13 clinical cases except in cases 9 (asymptomatic umbilical hernia at 2 years postpartum: 5 (14, 3%) vs 54 (35.1%), p=0.016), 10 (asymptomatic umbilical hernia evolving for 20 years: 4 (11.4%) vs 47 (30.5%), p=0.021), and 13 (Asymptomatic incisional hernia in a young patient with a remission pancreatic cancer: 22 (62.9%) vs. 123 (79.9%), p= 0.045), where expert surgeons less often offered surgical repair. Expert surgeons more often proposed laparoscopy in cases 10 (asymptomatic umbilical hernia evolving for 20 years: 2 (50%) vs 3 (6.4%), p=0.043) and 11 (asymptomatic umbilical hernia in a well-compensated cirrhotic patient): 8 (42.1%) vs 10 (11%), p=0.03).

Discussion

The hernia cure remains one of the surgeries most practiced in the world with 20 million acts performed annually [START_REF] Rutkow | Demographic and socioeconomic aspects of hernia repair in the United States in 2003[END_REF]. It therefore seems important, both in terms of the management of patients, and the economic cost represented, that the surgical indication is consensual and rational. However, this study has revealed a great heterogeneity in the potential management of abdominal wall pathology. Indeed, a consensual attitude (> 75% agreement) was only found in 15.4% of the proposed situations (2 cases out of 13): 1-in an elderly patient with heavy comorbidities presenting with an asymptomatic inguinal hernia, the consensus was in favor of surgical abstention and 2-in a young patient in a remission pancreatic cancer with asymptomatic incisional hernia, the consensus was in favor of surgery. Moreover, the majority of surgeons questioned retained a surgical indication in 23% of cases (3 of 13): 1-for a patient with contralateral asymptomatic inguinal hernia of operated symptomatic hernia, 2-in a woman with asymptomatic femoral hernia and 3-for a well-compensated cirrhotic patient with asymptomatic umbilical hernia.

The objective of hernia surgery is twofold: to eradicate pain associated with symptomatic hernia and to limit the risk of hernia strangulation. Regarding pain, a frequent reason for consultation, it alone justifies the intervention. However, chronic pain after hernia repair is common. This risk may affect 63% of patients after simple remission at one year [START_REF] Cunningham | Cooperative hernia study. Pain in the postrepair patient[END_REF]. The use of tension-free prosthetic mesh decreases chronic pain rates by between 13% and 37% in the case of direct approach surgery [START_REF] Wright | Five-year follow-up of patients undergoing laparoscopic or open groin hernia repair: a randomized controlled trial[END_REF]. Similarly, laparoscopic surgery seems to reduce this complication [START_REF] Wright | Five-year follow-up of patients undergoing laparoscopic or open groin hernia repair: a randomized controlled trial[END_REF]. In a randomized trial involving 1370 patients, 9% of patients had chronic pain at 5 years after laparoscopy and 19% after Lichtenstein repair [START_REF] Eklund | Swedish Multicentre Trial of Inguinal Hernia Repair by Laparoscopy (SMIL) study group, Chronic pain 5 years after randomized comparison of laparoscopic and Lichtenstein inguinal hernia repair[END_REF]. In another study, at 1 year, 25% of patients had chronic pain after PET vs. 29% after Lichtenstein [START_REF] Langeveld | Total extraperitoneal inguinal hernia repair compared with Lichtenstein (the LEVEL-Trial): a randomized controlled trial[END_REF]. These results are to be weighted with the recent results of a large US registry study finding less resting pain after PET vs. Lichtenstein (4.3 vs 5.2%, p = 0.03) and exercise (7,7 vs 10.6%, p <0.001) [START_REF] Köckerling | Lichtenstein Versus Total Extraperitoneal Patch Plasty Versus Transabdominal Patch Plasty Technique for Primary Unilateral Inguinal Hernia Repair: A Registry-based, Propensity Score-matched Comparison of 57,906 Patients[END_REF]. While the recurrence rate of umbilical hernias is lower in prosthetic mesh repair compared to simple suture, morbidity is similar in a recently published randomized-trial meta-analysis [START_REF] Shrestha | Open mesh versus suture repair of umbilical hernia: Meta-analysis of randomized controlled trials[END_REF].

In view of this high risk of chronic pain, the systematic implementation of an elective repair in an asymptomatic patient appears very questionable. Two randomized trials go in this direction with no significant difference in pain at 6 months, 1 year and 2 years between watchful waiting and elective repair [START_REF] Fitzgibbons | Watchful waiting vs repair of inguinal hernia in minimally symptomatic men: a randomized clinical trial[END_REF][START_REF] O'dwyer | Observation or operation for patients with an asymptomatic inguinal hernia: a randomized clinical trial[END_REF]. Concerning the risk of strangulation, it remains limited, and is estimated at 7% on average (2.4% to 18%) if we use an indirect parameter consisting in dividing the number of patients operated on emergency on the number of patients operated on electively [START_REF] Palumbo | Primary inguinal hernioplasty in the adult[END_REF][START_REF] Oishi | Complicated presentations of groin hernias[END_REF][START_REF] Primatesta | Inguinal hernia repair: incidence of elective and emergency surgery, readmission and mortality[END_REF][START_REF] Gallegos | Risk of strangulation in groin hernias[END_REF]. But, this risk seems much lower, of the order of 4 patients per 1000 per year according to a study of civilian samples over 5 years [START_REF] Neutra | Risk of incarceration of inguinal hernia in Cell Colombia[END_REF]. However, herniary strangulation has been shown to increase morbidity and mortality in emergency patients. In this population, morbidity and mortality average are 32% and 6%, respectively [START_REF] Oishi | Complicated presentations of groin hernias[END_REF][START_REF] Primatesta | Inguinal hernia repair: incidence of elective and emergency surgery, readmission and mortality[END_REF][START_REF] Gallegos | Risk of strangulation in groin hernias[END_REF][START_REF] Rai | A study of the risk of strangulation and obstruction in groin hernias[END_REF][ [START_REF] Palumbo | Primary inguinal hernioplasty in the adult[END_REF][START_REF] Oishi | Complicated presentations of groin hernias[END_REF][START_REF] Primatesta | Inguinal hernia repair: incidence of elective and emergency surgery, readmission and mortality[END_REF][START_REF] Neutra | Risk of incarceration of inguinal hernia in Cell Colombia[END_REF]]. Nevertheless, this risk of strangulation is probably counterbalanced by the considerable morbidity of elective surgery estimated between 5% and 38% [START_REF] Van Den Heuvel | Is surgical repair of an asymptomatic groin hernia appropriate? A review[END_REF][START_REF] Lichtenstein | Herniorrhaphy. A personal experience with 6,321 cases[END_REF][START_REF] Ponka | Experiences with the repair of groin hernia in 200 patients aged 70 or older[END_REF], implying an important public health cost. Regarding asymptomatic hernias, intervention or watchful waiting decision should be based on the evaluation of the long-term complications risks in case of abstention compared to surgery which would make ones choose watchful waiting instead if they are high [START_REF] Wolf | Management of Reducible Ventral Hernias[END_REF].

There are situations, excluding symptomatic hernia, where the surgical management is consensual. Among hernias in the groin area, femoral hernias affect females more frequently [START_REF] Palumbo | Primary inguinal hernioplasty in the adult[END_REF]. In a woman, any inguinal hernia should be considered as a femoral hernia because of the preoperative difficulty in distinguishing it from inguinal hernias and their high incidence in women [START_REF] Schmidt | Women with groin hernias should be referred to surgery[END_REF]. However, 30 to 50% of the femoral hernias are discovered at the stage of herniary strangulation then requiring emergency intervention [START_REF] Oishi | Complicated presentations of groin hernias[END_REF][START_REF] Gallegos | Risk of strangulation in groin hernias[END_REF][START_REF] Rai | A study of the risk of strangulation and obstruction in groin hernias[END_REF][START_REF] Mcintosh | Evidence-based management of groin hernia in primary care--a systematic review[END_REF][START_REF] Alvarez | Incarcerated groin hernias in adults: presentation and outcome[END_REF] increasing the risk of mortality. In our study, 62% of surgeons offered an elective repair in an elderly woman with dementia. The consensus threshold of 75% was however not achieved but related to the patient's debilitated terrain. Other factors for strangulation justifying elective repair are age over 60 years [START_REF] Brasso | Long-term results of surgery for incarcerated groin hernia[END_REF], time (cumulative probability) [START_REF] Gallegos | Risk of strangulation in groin hernias[END_REF], a recent beginning of signs. Indeed, in a study, two-thirds of patients undergoing emergency surgery had hernia for less than a year and 60% electively operated had a hernia for more than one year [START_REF] Rai | A study of the risk of strangulation and obstruction in groin hernias[END_REF]. In our study, an expected surgical attitude was not consensually or mostly chosen in several situations. Indeed, although it is justifiable from an anesthetic point of view to not propose surgery in an elderly patient with significant co-morbidities (case 3), elective repair should be proposed in free antecedent patients [START_REF] Brasso | Long-term results of surgery for incarcerated groin hernia[END_REF] as in case 5. Nilsson et al. have shown a high risk of mortality in emergency surgery in patients over 49 years of age with an ASA score greater than 2 [START_REF] Nilsson | Mortality after groin hernia surgery[END_REF]. Age, femoral hernia, and ASA score should therefore be considered in the surgical decision. At the opposite, the lack of selective criteria for watchful waiting results in a disparity of decision-making in the surgical community. Indeed, in our study, watchful waiting was proposed in only 29% of situations. In no clinical situation, more than 50% of surgeons offered watchful waiting. Likewise, there was a disparity in watchful waiting modalities between annual or semiannual follow-up.

Thus, randomized controlled trials between surgery and watchful waiting with a follow-up of several years seem necessary in order to refine these selection criteria and also to assess the economic impact of these two attitudes.

Our study has some limits. This is a study whose target population was Francophone surgeons belonging to the French Society of Surgery and / or the Society of Surgery of Lyon and among all of its members, only 204 fully responded to this. In addition, the answers do not reflect the clinical practice but the theoretical indication that would be retained. However, the interest of this type of study is important because it allows to confirm the disparities of management, justifying the realization of new randomized controlled trials to offer a more consensual care of patients.

Conclusion

The choice between elective repair and watchful waiting for patients with asymptomatic hernia or incisional hernia does not reach consensus in the surgical community. The relationship between the benefit of elective repair to prevent a possible hernia complication and the risk of chronic surgical complications, makes the surgical decision debatable. Prospective randomized trials are therefore needed to establish specific recommendations.
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2 and 3 - 7 - 9 -

 379 abdominal hyperpressure factor: cases 4 and 11 -significant clinical decline: cases 5, 9 and 10 -paraclinical diagnosis of asymptomatic hernia: cases 6 and Umbilical hernia of the postpartum: cases 8 and Umbilical hernia of the cirrhotic: case 11 -neoplastic context: cases 12 and 13 -low life expectancy: cases 2, 3 and 13 For each clinical case, surgeons had to choose between surgery and abstention. In case of surgery, the surgeons could propose either a cure by open repair with or without prosthetic reinforcement, or a laparoscopic treatment. If abstention was chosen, surgeons had the choice between the absence, a semi-annual or an annual watchful waiting.

Table 1 :Case 2 :Case 7 :

 127 Questionnaire on asymptomatic hernias in the groin area Case 1: A 35-year-old patient with no previous antecedent, consulting for a troublesome inguinal hernia. You see on examination a hernia on the symptomatic side and a hint of contralateral hernia. What do you propose for asymptomatic hernia? . I do not retain any indication for operation or watchful waiting . I propose a half-yearly watchful waiting and I operate in case of aggravation . I propose an annual watchful waiting and I operate in case of aggravation . I propose an open repair without prosthetic mesh . I propose an open repair with prosthetic mesh . I propose a laparoscopic repair 18Institutionalized 90-year-old patient with Alzheimer's dementia under aspirin for primary prevention referred for the discovery of femoral hernia during a hospitalization for acute pyelonephritis. What do you propose? . I do not retain any indication for operation or watchful waiting . I propose a half-yearly watchful waiting and I operate in case of aggravation . I propose an annual watchful waiting and I operate in case of aggravation . I propose an open repair without prosthetic mesh . I propose an open repair with prosthetic mesh . A 78-year-old patient with severe vascular comorbidities (ischemic stroke with hemiplegia and sequelar aphasia, right femoral stent), referred for the discovery of an asymptomatic left inguinal hernia, during a routine clinical examination by his attending physician. You confirm the diagnosis of a small direct inguinal hernia, uncomplicated. What do you propose? . I do not retain any indication for operation or watchful waiting . I propose a half-yearly watchful waiting and I operate in case of aggravation . I propose an annual watchful waiting and I operate in case of aggravation . I propose an open repair without prosthetic mesh . I propose an open repair with prosthetic mesh . I propose a laparoscopic repair 48A 55-year-old patient with no major medical-surgical history, referred for the discovery of a small asymptomatic inguinal hernia during a urologist's assessment of benign prostatic hyperplasia. Prostate adenoma has been medically treated for 3 months with good efficacy. You confirm the presence of a small inguinal hernia. What do you propose for asymptomatic hernia? . I do not retain any indication for operation or watchful waiting . I propose a half-yearly watchful waiting and I operate in case of aggravation . I propose an annual watchful waiting and I operate in case of aggravation . I propose an open repair without prosthetic mesh . I propose an open repair with prosthetic mesh . I propose a laparoscopic repair 18A 70-year-old patient, without major medical-surgical history, consulting for second opinion. An asymptomatic inguinal hernia was diagnosed 5 years ago during a routine clinical examination. The surgical indication was not retained by the surgeon seen in consultation at the time. The patient is always asymptomatic. You will find in the clinical examination a small inguinal hernia. What do you propose? . I do not retain any indication for operation or watchful waiting . I propose a half-yearly watchful waiting and I operate in case of aggravation . I propose an annual watchful waiting and I operate in case of aggravation . I propose an open repair without prosthetic mesh . I propose an open repair with prosthetic mesh . I propose a laparoscopic repair 41A 60-year-old woman with no major medical-surgical history who was referred for the accidental discovery of an inguinal hernia during a clinical examination by her attending physician. The diagnosis is confirmed by an abdominal ultrasound. You also find a hernia tip. What do you propose? . I do not retain any indication for operation or watchful waiting . I propose a half-yearly watchful waiting and I operate in case of aggravation . I propose an annual watchful waiting and I operate in case of aggravation . I propose an open repair without prosthetic mesh . I propose an open repair with prosthetic mesh 30A 50-year-old patient is referred to you for bilateral inguinal hernia. He had consulted his treating physician for an embarrassing right inguinal swelling. An ultrasound was performed, confirms the hernia on the right side, and also found a contralateral hernia. At the clinical examination, you find the hernia on the right side, but you do not perceive hernia on the left. What do you propose regarding asymptomatic hernia? . I do not retain any indication for operation or watchful waiting . I propose a half-yearly watchful waiting and I operate in case of aggravation . I propose an annual watchful waiting and I operate in case of aggravation . I propose an open repair without prosthetic mesh . I propose an open repair with prosthetic mesh . I propose a laparoscopic repair

Case 12 :.

 12 70-year-old overweight patient consulting for annual follow-up of left colon cancer operated by laparotomy a year ago. The pathology revealed an adenocarcinoma pT3N0M0R0. The patient is in good shape, and does not describe any abdominal complaints. At the clinical examination, you find a small uncomplicated incisional hernia in front of the umbilicus, confirmed on the scanner requested in the oncological surveillance. What do you propose? . I do not retain any indication for operation or watchful waiting . I propose a half-yearly watchful waiting and I operate in case of aggravation . I propose an annual watchful waiting and I operate in case of aggravation . I propose an open repair without prosthetic mesh . I propose an open repair with prosthetic mesh 45-year-old patient, very active, consulting for a small incisional hernia on a bilateral subcostal laparotomy scar. The incisional hernia is located next to the midline, the collar is small, supracentimetric, and the patient does not describe pain or incarceration episode. The patient is asking for a repair because of the aesthetic discomfort. It should be noted that laparotomy was performed 2 years ago for cephalic duodenopancreatectomy for cancer. The patient is currently in remission. . I do not retain any indication for operation or watchful waiting . I propose a half-yearly watchful waiting and I operate in case of aggravation . I propose an annual watchful waiting and I operate in case of aggravation . I propose an open repair without prosthetic mesh . I propose an open repair with prosthetic mesh . I propose a laparoscopic repair 2,6%

Table 2 :

 2 Questionnaire on asymptomatic umbilical hernias Case 8: A 28-year-old patient, at 3 months postpartum, consults for a small umbilical hernia that appeared during pregnancy, but asymptomatic. On examination, there is a small swelling in the umbilicus, the collar is infracentimetric. The contents of the hernia is the size of a cherry kernel. What do you propose? At 2 years of pregnancy, the same patient (who has not been operated), consults again on the advice of his doctor, for the same problem. There is no discomfort or complication on this hernia. The clinical examination is

	. I do not retain any indication for operation or watchful waiting	32,8%	Abstention : 74%
	. I propose a half-yearly watchful waiting and I operate in case of aggravation	19,6%	
	. I propose an annual watchful waiting and I operate in case of aggravation	21,2%	
	. I propose an open repair without prosthetic mesh	18,5%	Surgery : 26%
	. I propose an open repair with prosthetic mesh	6,9%	
	. I propose a laparoscopic repair	1,1%	
	Case 9: comparable to that performed 2 years ago. What do you propose?		
	. I do not retain any indication for operation or watchful waiting	44,4%	Abstention : 69%
	. I propose a half-yearly watchful waiting and I operate in case of aggravation	5,8%	
	. I propose an annual watchful waiting and I operate in case of aggravation	18,5%	

Case 11: 45-year-old patient, followed in hepatology for cirrhosis of ethyl origin revealed 1 year earlier by an inaugural oedemato-ascitic decompensation. Cirrhosis is currently well compensated (Child-Pugh A) since ethyl weaning. There are no plans for immediate liver transplantation in the absence of evidence of portal hypertension or

Table 3 :

 3 questionnaire on asymptomatic incisional hernias