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Abstract
Introduction: Incisional hernia is the most frequent post-operative complication following abdominal surgery. Several studies
have shown that incisional hernias have different etiologies that are related to the patient, the surgical technique, the suture
material, and the experience of the surgeon.
Aim: This study aims to study various factors leading to the development of this condition and surgical techniques practiced
to repair the incisional hernia.
Materials and Methods: This retrospective study was conducted in the Department of General Surgery at Government
Headquarters Hospital, Ramanathapuram, inpatient underwent surgery for incisional hernia. Data on clinical examination, type
of operative procedure, and post-operative complications were collected.
Results: Eighteen cases underwent surgery for an incisional hernia, female predominance, and age group of 31-40 years
were common, the common previous surgery was laparotomy (56%), the common surgical incision is median vertical (50%).
About 28% of patients had post-operative pain, 22% of patients had seroma, and 17% of patients had wound infection, no
mesh-related infection noted in our study.
Conclusion: In incisional hernias, the choice of operative technique is crucial. Incisional hernias occur more often in females
as they are more likely to undergo lower abdominal surgeries. Mesh repair is considered superior to anatomical repair alone
and we recommend laparoscopic hernioplasty as the first line of treatment.
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INTRODUCTION
An incisional hernia is an iatrogenic hernia.[1] It is a
common complication after abdominal surgery with a
reported incidence of 11–20%.[2] Incisional hernia is
defined as any abdominal wall gap with or without a bulge
in the area of a post-operative scar perceptible or palpable
by clinical examination or imaging.[3] More often than not,
the problem is recurrent and tests the abilities of even
the most experienced surgeons.[4] Unlike other abdominal
wall hernias, which occur through anatomical points of
weakness, incisional hernias occur through a weakness at
the site of abdominal wall closure.[5]
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It is one of the most frequent long-term complications
of abdominal surgery, and it continues to be a significant
problem for patients as well as surgeons. Unfortunately,
attempts to repair these hernias have not been
uneventful, with high rates of hernia recurrence, and
considerable rates of morbidity and mortality, making
many surgeons hesitant to undertake incisional hernia
repair.
The technique of repair for abdominal incisional hernia
is simple resuturing if the defect is small, but it is
associated with a recurrence rate of 15–20%. Cattell’s
repair, Maingot’s keel repair[6] and shoelace darn repair
are in vogue.[7] Various prosthetic grafts used for repair
are nylon, polymer, polyester, polypropylene, polyglactin,
polydioxanone, and polytetrafluoroethylene. Prosthetic
mesh for hernia repair is started in 1958 after Usher
reported his first experience. Since then, polypropylene
mesh is widely used for closure of defects in hernia with
good results.[8]
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Aim

MATERIALS AND METHODS
This retrospective study was conducted in the Department
of General Surgery at Government Headquarters Hospital,
Ramanathapuram. The patient admitted for incisional hernia
surgery from May 2019 to October 2019 was included in the
study. Exclusion criteria: Patient with associated blunt injury
abdomen, patient with associated portal hypertension
with ascites, the patient associated with intra-abdominal
malignancy and malignant ascites, and patient with features
suggestive of complications were excluded from the study.
Data regarding the time of appearance and duration of
swelling after index surgery, pain associated with swelling,
the indication of previous abdominal surgery, history of
post-operative complications at that time, type of surgery,
and post-operative complications such as wound infection
and wound dehiscence were recorded from the patient in
the prescribed pro forma.
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RESULTS
In our study, 18 cases of incisional hernia were included in
the study. The most vulnerable age group in this study was
31–40 years (28%) [Figure 1]. In 18 cases, 11 cases were
female and 7 were male patients [Figure 2].

Figure 2: Distribution of gender

Majority of patients 67% presented with swelling over
the anterior abdominal wall after the previous surgery and
33% of patients presented with both pain and swelling
[Figure 3].

Pain and
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33%

Ten patients had the previous history of emergency
laparotomy and 4 had the previous history of LSCS and few
others have a history of hysterectomy (2), cholecystectomy
(1), and sterilization (1) [Figure 4].

67%

Patients with median vertical incision (50%) had more
incidence of incisional hernia compared to Pfannenstiel
incision (22%) [Figure 5].
In 18 cases, 6 cases underwent onlay repair, 6 sublay repairs,
3 component separation repair, and 3 laparoscopic repairs
[Figure 6].
In our onlay repair patients, two cases experience postoperative pain and two cases had seroma, one case sublay
repair had post-operative pain and one had seroma, one
case in component repair had post-operative pain, wound

Swelling

Figure 3: Distribution of mode of presentation

infection, and seroma, one case in laparoscopic repair had
post-operative pain, and 1 had seroma [Table 1].

DISCUSSION
Post-operative incisional hernia repair is one of the most
common surgical procedures being performed in general
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surgery.[8,9] Carlson et al. identified that the patients with
incisional hernia were between 25 and 90 years and mean
age of 60.3 years. In our study, most of them are 4th and
5th decades of life due to the predominance of female
patient who underwent surgery for childbirth.[10]
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Figure 4: Types of surgery causing the incisional hernia
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Figure 5: Types of incision causing the incisional hernia
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Table 1: Distribution of post‑operative
complication
Complications
Pain
Pelvic collection
Wound infection
Wound dehiscence
Seroma
Fever
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2
0
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1
2
1

1
0
1
0
1
1

1
0
1
0
1
0

1
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Seroma formation is one of the most common complications
associated with onlay mesh hernioplasty due to the wide
undermining involved.[11] Extensive dissection for mesh
placement and premature removal of the subcutaneous
drain may contribute to this complication. Bucknall et al.
reported that the previous surgery had been complicated
by post-operative wound infection in 48.8% developed
hernia.[12]
In our study, no mesh-related infection has been noted.
The most important point regarding the prevention of
mesh-related infections is that foreign body reactions
depend on the amount of the prosthesis (mesh) used.
For this reason, surgeons should try to minimize the area
of mesh that is introduced during the hernia operation
since the inserted foreign material is an ideal medium for
bacterial colonization. In addition, four main approaches
to the prevention of mesh infection have been used. First,
the wound can be rinsed with an antibiotic-containing
solution, starting immediately after the dissection of
the hernia sac, and then intermittently until the skin
is sutured. However, the effectiveness of lavage with
solutions containing antimicrobial agents is controversial
since antibiotics require a defined duration of contact with
pathogens, while lavage is usually a more rapid process.
A second approach involves the use of material placed
in front of the mesh to slowly deliver an antimicrobial
agent locally. Third, a mesh containing embedded
antimicrobial agents can be used. Such a mesh is thought
to help prevent bacterial adhesion and colonization
when implanted in wounds, with a subsequently reduced
likelihood of post-operative infections. Finally, the
traditional intravenous perioperative administration
of antimicrobial agents can be used. Although hernia
repair operations are classified as clean surgery, the
administration of intravenous antibiotics perioperatively
has been shown to be beneficial if a prosthetic material
(mesh) is involved.[13,14]

CONCLUSION
In incisional hernias, the choice of operative technique is
crucial. Incisional hernias occur more often in females as
they are more likely to undergo lower abdominal surgeries.
Mesh repair is considered superior to anatomical repair
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alone and we recommend laparoscopic hernioplasty as the
first line of treatment.
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