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ABSTRACT

Background: Otherwise known as post operative ventral
hernia, incisional hernia is a common complication
following abdominal surgery and is a significant cause of
morbidity. This review examines incisional hernia from its
historical perspective to the present.

Method: A Literature review of the topic was carried out
using manual library search of journal articles on the topic
published both locally and internationally. The search
also made use of internet material from Pubmed and
Medline on relevant parts of the topic. All relevant articles
from the reference lists of these papers were also
studied.

Result: Incisional hernia is a common complication of
abdominal surgery. Its incidence is about 1% following
primary healing and increasing to about 11% with
postoperative wound infection. The most consistent
causative factor is wound infection and the incidence may
rise to 30% after abdominal wound dehiscenece and
resuture. It may be difficult to repair and a wide range of
surgical procedures have been developed for such
repair. The repair may be direct suture or prosthetic mesh
using the open or laparoscopic technique. Prosthetic
mesh has revolutionized the repair of incisional hernias.
Laparoscopic repair, which was introduced in the 1990's,
has been adjudged feasible, safe and as effective as the
open methods of repair. Recurrence rates of up to 49%
with direct suture repair have been reported. Open and
laparoscopic mesh repair have recurrent rates of 0-10%
and 0-9% respectively.

Conclusion: Despite improved surgical techniques and
the use of prosthetic mesh incisional herniation remains a
major problem for the general surgeon.
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INTRODUCTION

Incisional hernia is otherwise known as
postoperative ventral hernia. It represents one of the
most frequent complications of abdominal surgery'. It is
an iatrogenic condition” where there is failure of the lines
of closure of the abdominal wall following a previous
surgical incision. Rarely perineal incisional hernia may
follow an abdominoperineal resection of the rectum with
perineal wound failure. The pathogenesis is complex and
not fully understood'. The hernia can vary in size from
very small to very large. The incidence is probably

underestimated' and ranges between 3.8-11.5%"*’.
The incidence depends on a number of factors. The
most important causative factors are wound infection
and wound dehiscence®’. Other predisposing factors
are bowel surgery, abdominal distension, suture type,
technique of wound closure, chest infection, old age,
male sex and obesity’. Incisional hernia is a significant
cause of long term morbidity’. Discomfort and
incarceration are common features while strangulation
is rare’. Emergency abdominal surgery is required
when there is strangulation, intestinal obstruction or
irreducibility>*’. Although a common general surgical
problem, a “best” method of repair has yet to be
identified. This is evidenced by the documented
recurrence rates of 25-52% with primary open repair.
Recurrence rates of up to 33% after first repair and
44% after second repair have been reported”. A wide
spectrum of surgical techniques has been described.
This ranges from primary suture (repair in one or two
layers, Mayo-type overlap and use of fascia/suture
darns) to the use of various types of prosthetic mesh’.
Laparoscopic repair was introduced and first reported
in 1993*"*",

The results of this type of repair have so far been
good". This review examines incisional hernia from its
historical perspective to the present.

MATERIALAND METHODS

Manual library and Pubmed/Medline search from
1947 to 2005 on incisional hernia was carried out.
Journal articles on the topic and all relevant references
in these publications were reviewed to ascertain the
historical perspectives,prevailing clinical features and
management of this common general surgical
problem.

RESULTS

Historical perspective. The rapid development of
abdominal surgery in the 19" century was followed by
incisional hernias as complications™. McDowell
excised an ovarian cystin 1809, Billroth performed a
partial gastrectomy in 1881 and Langenbuch carried
out cholecystectomy in 1882". Such were some of the
procedures that resulted in incisional herniation. Over
the past one hundreds years there had been attempts
at Repairing such hernias but these had failed. Such
attempts at repair resulted in more complications and
increase in recurrence™. Gerdy and Maydl repaired
incisional hernias in 1836 and 1886 respectively, while
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Judd in 1912 and Gibson in 1920 described techniques
based on anatomical dissection”. Gallie and Le Mesurier
used autologous fascial strips in repair in 1923"°. The
repair of incisional hernias is one of the first procedures in
which implants of foreign material were used. Bartlett and
McGavin in 1903 and 1909 respectively advocated the
use of a silver wire filigree”". Witzel and Geopel had
earlier advocated the use of such silver wire in 1900".
Koontz and Throckmorton also used tantalum gauze in
1948"%. The drawback to the use of these metals was
early fragmentation and recurrence of the hernia. The
metal fragments were also noted to cause skin sinuses
and perforation of the bowel. Shortly after this period
synthetic plastic material, pliable plastic sheets and
polyvinyl alcohol sponge were also introduced””. The
modern era of prosthetic hernia repair started in 1958
when Usher et al reported their experience with the use of
polyamide mesh®. Braided polyester mesh,
polypropylene mesh and expanded
polytetrafluoroethylene (PTEE) later came into use. It is
these materials that have revolutionized the surgery of
incisional hernia.

Darn techniques for incisional hernia repair were
introduced in the early 20" century™. The variety of
sutures used included strips of fascia lata, skin and
animal tendon. Silk, cotton and linen were also used.
Although the darn technique is excellent, it was not
readily accepted universally because of the lack of a
suitable suture material. In 1948 Abel reported his
experience with monofilament stainless steel wire in the
repair of hernia and closure of abdominal incisions™.
Hunter also reported his experiences with the use of
monofilament nylon and suturing only the anterior rectus
sheath®.

Abrahamson and Elder modified this nylon darn
technique and since 1973 have used the “shoelace’
method  for the repair of incisional herias®. The
technique is, apparently simple to perform,
extraperitoneal and associated with a low recurrence
rate.

Incidence

The incidence of incisional hernias is difficult to
estimate because of the factthat  asymptomatic cases
are not referred”. Incisional hernias from gynecologic
surgery are usually excluded from purely “surgical”
follow-up". There is therefore under-  recording of the
true incidence of the condition. Moreover late
developmentof incisional hernia has been reported in
many studies ****"*, adding to the difficulty in determining
the true incidence of incisional hernia.

An incidence of 0.5-11% has been reported in many
studies”™**. Ellis et a” and Mudge and Hughes’ reported
rates of 72.5% and 43.5% developing within one year.

These figures however dropped to 5.8% and 6.3%
after 2-5 years and 2-10 years respectively. The
detection of late occurrence is difficult in our
environment because of poor out-patient follow-up
records’. Earlier short term studies have given an
erroneous impression that most incisional hernias
appear within one year postoperatively and that 80%
develop within 2 years®'. Ninety per cent of incisional
hernias have been reported to occur within 3 years by
other workers®. Recent studies  however show that
about one-third develop within 5-10 years
postoperatively™®".

With the use of better suture materials and
improvement in surgical technique a drop in the
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incidence should be expected. ™.

Aetiology

Many factors are involved in the causation of
hernia*"“*. The basic pathology is an  area of a
previous surgical incision which has healed
unsatisfactorily. The most important aetiologic factors
are wound infection and burst abdomen**"***, The
minor factors are bowel surgery, suture type,
abdominal distension, chest infection, old age,
obesity, male sex and chronic constipation”®**"*.
Although considered a major aetiologic factor, some
authors have suggested that surgical technique has
less influence on the development of incisional
herniation®.

The predisposing factors may act singly or in
various combinations to produce a  herniation.
Incisional hernia has also been reported at the sites of
ports following laparoscopic surgery**®. Incisional
perineal hernia may follow abdominoperineal
resection of the rectum or pelvic exenteration™. It is
due to excision of the levator ani muscles and pelvic
fascia with incomplete pelvic floor repair. Excision of
the coccyx is a further aggravating factor. The hernia
is however rare since many patients do not survive
very long; also more anterior resections of the rectum
are being done now".

Sepsis

This is the most important causative factor in over
50% of cases of postoperative hernias developing
within one year after operation"**. Bucknall et alin their
study found incisional hernias in up to 23% of those
with postoperative wound infection”. The septic
condition may range from cellulitis/fasciitis and
necrosis of tissue on either side of the incision, to a low
grade chronic sepsis around sutures such as braided
silk. The inflammation and edema produce a
weakened wound. Sutures then tear and pull out
through such wounds under the strain of intra-
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abdominal pressure. George and Ellis found a
significantly higher number of patients with recurrent
incisional hernias after infection”. Together with a study
by van der Linden", these publications have statistically
supported wound infection as a risk factor of recurrence.
Adesunkanmi et al found 86.4% of patients developing
incisional hernia had wound infection®,

Postoperative Wound Dehiscence

This is commonly referred to as a “ burst abdomen”.
There is frank evisceration of abdominal contents and
incisional herniation is a common development***. van't
RM et al found that incisional hernia develops in majority
of patients after wound dehiscence repairs regardless of
suture material or technique®.

The other predisposing factors of note are discussed
asfollows.

Surgical Technique

i.  Surgical incisions a pararectus incision made along
the lateral border of rectus sheath damages both nerves
and vascular supply of medial structures®. Such incisions
therefore predispose patients to incisional hernia. On the
other hand a lateral paramedian incision has a low
incidence of incisional herniation®. Many studies have
shown that lower midline incisions are the most prone to
incisional hernia formation***®. Transverse incisions
have the lowest rate of incisional hernia because the
orientation of the incision is parallel to the line of forces
acting on it. The midline incision however is perpendicular
to the lines of forces acting on it**. Other reports dispute
the above notion and suggest that incisional hernia
develops regardless of the suture material or surgical
technique®™**.

ii. Layered closure this technique of closure is
associated with a high incidence of incisional hernia. The
reason may be ascribed to the large number of sutures in
the wound™,

jii. Suture material the type of suture materials plays an
important role in the etiology of incisional hernia’.
Absorbable sutures like chromic catgut have the highest
rate of burstabdomen and incisional hernia. Such sutures
lose more than 50% of their tensile strength within a few
days after use”’. Absorbable sutures, such as polyglycolic
acid, polyglactin and polydiaxanone, which are absorbed
over long period , have a lower incidence of incisional
herniation®. Nylon suture has been found to be the most
reliable suture in preventing burst abdomen and
incisional hernia*"*. Monofilament stainless steel wire
was introduced by Abel* in 1948 and used as interrupted
mass closure. Stainless steel wire was later abandoned
because it fragmented within a short time with recurrent
herniation. The fragmented metal also caused skin
sinuses and sometimes perforation of the bowel™. In 1975

Goligher reported less than 1% early incisional hernia
using stainless steel wire mass closure and no late
herniation. Alternative suture materials are very
heavy monofilament polypropylene or polyamide
sutures”.

iv. Suturing technique - the technique of suturing
has been found by some to be an important factor in
the causation of incisional hernia*®. Other reports
have not found it to be so®**. Additionally wounds
closed with excessive tension heal unsatisfactorily.
Such technique reduces the vascular supply to the site
with subsequent defective healing and wound
dehiscence. Maingot describes these failures on the
part of the surgeon as “inept methods of suture™

v. Drainage devices drainage devices brought out
through the operation wound are a potent cause of
postoperative herniation. Wound infection is more
frequent when drains are used in this way”. The
irritation by the drain causes edema and softening of
the tissues allowing the sutures to tear through.
Drainage devices should be brought out through a
seperate stab site".

Obesity

Some reports blame obesity for the high
percentage of incisional hernia and also for recurrence
after repair of such hernias"**. Ellis and his group
found a three-fold increase in incisional herniation and
recurrence in obese patients”. The underlying factors
are rather difficult to pinpoint. However the large mass
of fat and the increased retraction of the tissues during
operation may increase the infection rate™.
Additionally, tissue infiltrated with fat may not be able
to hold sutures well. Obese patients also tend to
develop postoperative complications like atelectasis
and paralytic ileus. These conditions may increase
the incidence of incisional hernia®. Other workers
dispute obesity as a significant causative factor of
incisional hernia. Adesunkanmi et al did not find the
role of obesity significant as a causative factor*. Others
have had conflicting reports of obesity and age as

etiologic factors™™,

Type of Operation

Infected or potentially infected operations are
more likely to be followed by incisional hernia".
Laparotomy for peritonitis (localized or generalized)
due to conditions like perforated duodenal ulcer,
appendicitis and diverticulitis is likely to resultin wound
infection. Surgery for intra-abdominal malignancy and
re-operation through a previous wound, (especially
within 6 months of initial surgery) are likely to produce
incisional herniation®.
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others

Other factors which may be described as less
significant and which influence the rate of postoperative
hernia include malnutrition, generalized wasting
hypoproteinemia, diabetes mellitus, malignant disease,
age, anemia and male gender”. Other conditions are
avitaminosis (eg Vitamin C), prolonged steroid therapy,
immunosuppressive therapy, chronic renal failure,
alcoholism, ascites, liver failure, jaundice, postoperative
chest infection®” and prolonged paralytic ileus/intestinal
obstruction resulting in abdominal distension. In some
other reports, postoperative chest infection was not
demonstrated as a significant causative factor’.

Late Hernias

Sometimes incisional hernia may appear several
years after the initial operation in what is apparently a
perfectly healed wound™. The cause of such herniation is
ill-understood but is thought that there is some failure of
collageninthe scar.
Rodrigues has shown a decrease in oxytalan fibres and
an increase in the amorphous substance of elastic fibres
with advancement in age®. These age-related changes
and raised intra-abdominal pressure due to prostatism,
chronic cough, constipation and chronic infection are
considered to be causative factors in the etiology of such
late hernias™. Collagen abnormalities, either in
production or maintenance, have been demonstrated in
some patients with recurrent hernias™. In a study by
Massimo Franchi et al the conclusion was that “ late
incisional hernia formation does not depend on conditions
present at the time of operation or on surgical technique”.
Other factors like diabetes mellitus seem to play an
important role in the development of such hernias®.

Pathology

An incisional hernia develops through an area of a
previous surgical incision™. It is commonly found in the
midline or paramedian position. Incisional hernia may
also develop after Lanz, subcostal and stab incisions for
drains and following closure of colostomy"™. High
epigastric hernias following sternal splitting incisions in
cardiac surgery have also been encountered”. More
recently, with the introduction of laparoscopic surgery,
incisional hernias have developed through the sites for
ports used to gain access to the abdominal cavity™**.

The hernia opening may vary in size depending on
the length of the initial incision. Only part or the whole
length of the incision may have failed to heal well. There
may also be several defects along the same incision™.

The hernia sac may be small or large and
multiloculated. It protrudes forward, downwards and to
the sides. As it enlarges it burrows into the subcutaneous

tissue. The enlargement may cause the hernia to
overhang the pubis and the thighs“. Some of these
hernias may reach enormous dimensions™; the
overlying skin at the fundus then becomes stretched,
thin and sometimes ulcerates. Such hernias may
rupture either spontaneously”"* or following trauma™.

The contents of the sac may be omentum, loops of
small bowel, transverse colon or stomach. Adhesions
commonly develop between the sac walls and the
contents and this may be the cause of irreducibility of
such a hernia®. Adhesions may also form between
parts of the contents.

Clinical Presentation/Complications

Thereis an unsightly bulge usually associated with
discomfort or pain*. There may be a heavy sickening
and dragging sensation on coughing or straining.

Pressure ischemic necrosis may occur in areas of
overlying skin especially in very large and dependent
hernias®®. A significant proportion of patients develop
incarceration’. When strangulation, obstruction and
irreducibility set in an emergency surgery is
indicated”*. More commonly the presentation is one of
recurrent mild attacks of colicky abdominal pain and
vomiting suggestive of incomplete obstruction™.
Intertrigo develops in the deep crease between the
hernia and abdominal wall rendering the skin moist,
infected and odorous. Obese patients with large and
pendulous hernias may become virtually
immobilized”.

Indications for Repair

Itis not all incisional hernias that require repair.
Low wide-mouthed types which are asymptomatic and
not enlarging can be observed and treated
conservatively".

O'Dwyer and Courtney report that 20% require
surgical treatment™'. Most other types, however, will
require surgery for the following reasons namely,
cosmesis, pain/discomfort, irreducibility, narrow neck
and history of recurrent attacks of subacute intestinal
obstruction. Obstruction and strangulation are
absolute indications for surgery®*®'. Enormous hernias
with thinned-out shiny skin and imminent ulceration
and possible rupture should be also repaired. In
morbidly obese patients the optimal timing and
management of incisional hernia repair should weigh
the risk of recurrence and perioperative complications
against the risk of hernia associated complications”".
Patients with skin infection and intertrigo or those with
continuing deep sepsis should not be subjected to
elective repair until such conditions have been
adequately treated™.
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complications against the risk of hernia associated
complications™. Patients with skin infection and intertrigo
or those with continuing deep sepsis should not be
subjected to elective repair until such conditions have
been adequately treated™.

Principles of Repair/ Preoperative Preparation

As much as possible one should aim at reconstituting
the normal Anatomy and only tendinous or aponeurotic
fascial structures should be sutured together®. The
suture material chosen should retain its tensile strength
for a long time in order to maintain tissue apposition and
allow sound union. Hsiao et al found late-absorbable
polydioxanone suture more beneficial than early-
absorbable polyglactin 910 suture in preventing
incisional herniation® . The length of the suture used for
the continuous mass closure should be at least four times
the length of the incision”. Tissue handling should be
minimal to avoid postoperative ileus. Smokers should
give up smoking at least a month before surgery®. Chest
infection should be vigorously treated and every effort
made to get obese patients to lose weight'®'.

When fascia cannot be sutured together without
tension, repair by mesh should be undertaken.

It is advisable to investigate for and exclude any co-
existing abdominal pathology if there is any clinical
indication. This will help avoid embarrassment for any
missed pathology and subjecting a patient to another
surgery soon after a major repair’. It is good practice to
delay repair for at least a year after the original operation
or afterthe Lastattemptatrepair. Itis also advised that
repair should be deferred for one year after  infection
and all sinuses have healed™. Davis and Houck showed
that bacteria can lie dormant for years in old infected
wounds that have healed. Such bacteria can re-infect
later repairs of incisional hernias™®. It is possible that
other more urgent indications may force an earlier
treatmentas may be found in strangulation.

In order to accommodate the hernia contents without
undue respiratory and cardiovascular embarrassment
some have advocated the use of pre-operative
pneumoperitoneum to stretch the abdominal cavity®™®.
The technique is however  tedious, time consuming
and unpleasantto the patientand has not been popular.

Prophylactic subcutaneous heparin should be given
aswell as liberal amounts of
antibiotics™®'. Antibiotics are particularly necessary when
the repairis by mesh?’.

General anaesthesia with good relaxation is
recommended . Small hernias in thin people can be
repaired under local anethesia™.

TREATMENT
Treatment may be non-operative or operative. Non-

operative (conservative) this mode of treatment can
be employed in situations where there is no urgency
about an opertion®. The hernia has a wide defect and
reduces spontaneously on lying down. There is no risk
of strangulation. Under these circumstances, an
abdominal support (corset) may prove helpful®.

Operative

This involves repair and there are 3 main broad
groups of repair namely, layer by layer (resuture), keel
(“shoelace”) and prosthetic mesh repair. The method
chosen depends on the size of the defect. Small hernia
defects can be resutured®™. Attempts at resuturing
wider defects result in tension and recurrence®. The
repair technique may be open or laparoscopic.

Open Suture Repair

This was the method of repair for most incisional
hernias before the introduction of knitted
polypropylene mesh in the early 1960's’. It comprised
methods like fascia closure, modified Mayo technique
with overlap of fascia edges and use of internal
retention sutures®®. The proliferation of techniques of
open suture repair is evidence of the poor outcome of
such treatment. The technique however continues to
enjoy patronage especially in centres where prosthetic
mesh is difficult to come by or cannot be afforded
because of cost. The poor results have been blamed
on excessive tension created by such repair
techniques®”.
This method of repairis used for,
i. Small hernia defects where the
musculoaponeurotic edges come together easily when
the muscles are tensed and
i. Where there is no significant protrusion of such
hernias. The technique is obviously associated with
opening of the sac and separation of adhesions if any.
Naraynsingh and Ariyanayagam in order to avoid such
tedious and potentially risky dissection of adherent
loops of bowels, repaired this type of hernia by the keel
method”. Those preferring not to open the sac
maintain that the risk of bowel injury, fistula formation
and development of postoperative ileus and bleeding
is minimised”. The repair is best done under general
anesthesia to ensure good relaxation™. Any of the
modern synthetic non absorbable suture materials can
be used. The best and most commonly used worldwide
is polypropylene®. The other modern synthetic non
absorbable sutures that can be used are polyester fibre
Thread ( Dacron, mersilene) and
polytetrafluoroethylene (teflon)™**"".
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Open Keel Repair

Otherwise known as “shoelace” repair, this method is
used for large, diffuse and pendulous hernias”. The
visceral contents of the sac of such hernias are usually
involved in many adhesions. The sac, after mobilization,
is reduced without opening into it. The risk of
postoperative ileus is circumvented’. The potential risk of
bowel injury, fistula and bleeding is also reduced. If there
has been a pre-operative history of intestinal obstruction
however, it is advisable to open the sac®™. The method is
reported to be simple, quick and involves an entirely
extraperitoneal dissection”. Polypropylene is the suture
material of choice. Other sutures like Darcon/mersilene
and polytetrafluoroethylene (teflon) can be used.

Open Prosthetic Mesh Repair

This technique of repair is reserved for large defects’
where the margins of apneurotic tissue cannot be
approximated in the conscious patient”. Usher
introduced knitted monofilament polypropylene mesh
into clinical practice in 1963°*. Other types of mesh have
been available since then although the two most
commonly used are polypropylene and expanded
polytetrafluoroethylene’. New developments have led to
the production of low weight, large pore polypropylene
prosthesis which enhances proper tissue integration™”.
Prosthetic mesh repair has revolutionized the repair of
incisional hernias and rendered obsolete, most of the
older methods of repair*™. In our environment however,
where prosthetic mesh materials are not readily available
or are unaffordable, this revolution has not happened.
The older methods of repair have therefore continued to
be used. The technique varies but in most cases, the
hernia sac is mobilized and opened to allow adhesions to
be separated’. This allows the contents to be reduced
into the abdomen. Opening of the sac is mandatory when
the mesh is placed intraperitoneally’. When the
prosthetic mesh is placed extraperitoneally some
surgeons still open the sac to enable them explore the
abdomen to exclude other pathology®. Other surgeons
will open the sac only when there is a definite history of
obstruction or where the hernia is irreducible’. Different
modifications of the technique have been described.
These include mesh placed deep to the rectus sheath
with overlap and mattress suturing™”; “sandwich” of
mesh and rectus sheath with overlap and two points of
fixation™", fixation of large mesh anterior to the rectus
with two points of fixation and a combination of fascia and
mesh’"". Procedures and techniques which incorporate
overlapping give better repair and result when fascia is
used alone or in combination with mesh™”""” The use of
mesh, in addition to ensuring better results, is also
associated with less recurrence””. Satisfactory results

have been obtained with almost all the various
techniques

(onlay,extraperitoneal,subfascial and intraperitoneal)’.
Some surgeons have used polypropylene sutures to
anchor the mesh but others have said this results in
excessive tension and postoperative pain’. This
problem can be avoided by the use of absorbable
suture like polyglactin in such circumstances®.

Laparoscopic Mesh Repair

This technique of incisional hernia repair is a recent
introduction. Introduced in the 1990's’ it was first
reported in 1993". It was expected that this minimal
access surgical procedure would give similar
recurrence rates as those treated by the open method.
The added advantages of shorter recovery time and
hospital stay were expected to make it more attractive
too. The procedure is also credited with fewer
complications’. All the reports, based on Medline
literature search, (about 14 in number by 2002) have
described placement of the mesh in the intraperitoneal
position and the techniques used have been similar’.
There is universal agreement that an overlap of at
least 3cm between the mesh and the fascia edge is
necessary for good results’. Most authors have not
used drains in contrast to the open mesh repair method
where drains are universally employed’. In the
presence of extensive adhesions, it is difficult to
establish an adequate pneumoperitoneum which is
essential for the procedure. Such a condition precludes
the safe performance of a laparoscopic repair”. Under
such circumstances the repair can be converted to the
opentype.

PREVENTION
The prevention of incisional hernia poses a difficult
challenge because of the multifactorial nature of the
etiology in the pre-operative phase the patient's
nutritional state should be adequate and the
haemglobin level satisfactory. Any pre-existing
illnesses (Infections, diabetes mellitus etc) should be
treated or adequately controlled™**. Smoking should
be stopped and breathing/chest exercise instituted;
weight reduction should be encouraged and any
conditions tending to cause an increase in intra
abdominal pressure must be treated”. Any
predisposing factors like prostatism, chronic cough and
constipation should be adequately treated pre-
operatively’.
At surgery strict aseptic technique should be
observed, adequate hemostasis ensured and tissue

56,60

handled with great care™”".
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The most reliable nonabsorbable sutures (like
polypropylene) or long term absorbable sutures (like
polyglycolic acid, polydiaxanone and polyglactin) are
recommended to prevent burst abdomen and incisional
herniation*””. The technique of repair should be
satisfactory and the importance of this has been stressed
by Burger et al who advocate that suture repair should be
abandoned®.

Post operative complications like abdominal
distension, wound infection and wound dehiscence
should be prevented or satisfactorily and energetically

4,60

treated™”.

Complications Of Treatment

Complications reported after open suture include
wound infection, hematoma, stitch sinus, seroma, flap
necrosis and recurrence. Such complications are found in
10-44% of cases™™. Suture repair therefore gives poor
results.

The recurrence rates after open mesh repair vary
between 0 and 10%°. Where the technique involves
opening of the sac other complications encountered are
intraperitoneal bleeding, postoperative ileus, bowel injury
with fistula formation®®. As with open suture repair,
wound infection and seroma formation are common
complicationsin 1-15% of cases’.

Incisional hernias repaired with continuous
nonabsorbable suture have a risk of developing “button-
hole” defects at the puncture sites of each “bite” of
suture”™®. This complication can be avoided by the use of
absorbable monofilament material like polydioxanone™.

The common complication of laparoscopic repair
include wound infection, seroma,ileus and haematoma’.
In some cases such complications necessitates the
removal of the mesh®®. The recurrence rates of
laparoscopic mesh repair varies between 0-9%, with
fewer cases of more serious complications like small
bowelinjury”.

Hesselink et al” reported that the larger the hernia the
greater the risk of recurrence. Other workers however
found no association between hernia size and risk of
recurrence’.

Undue respiratory embarrassment can be
precipitated in situations where hernia contents are
reduced into a reconstructed abdomen with inadequate
space”. The diapraghm is splinted under such
circumstances for those treated conservatively,
abdominal corsetis commonly prescribed. Although such
corset may control the hernia it may cause considerable
discomfort”.

CONCLUSION
The incidence of incisional herniation has increased
with the increase in performance of major abdominal

surgery and the extension of such surgery to the very
old and patients with malignancy. The outstanding and
most consistent causative factor is wound infection.
Direct suture repair is ideal only for the smallest of
defects when easy apposition of the edges can be
achieved. The results of direct suture repair in other
situations are very poor with recurrence rates between
31-49%. Mesh repair with non-absorbable
polypropylene material is recommended as a standard
method for large defects. Mesh repair can be by the
open or laparoscopic technique and the recurrence
rate in both cases is about the same. Although the
introduction of polypropylene suture and mesh has
revolutionized the repair of incisional hernias this
revolution is yet to be felt in our environment. In view of
the ever present risk of wound infection and
recurrence, it is recommended that incisional hernia
repair should be conducted under the cover of
prophylactic antibiotics. Laparoscopic mesh repair, a
recent introduction, has so far shown good results. Itis
anticipated that as experience in this area improves
and facilities become more widely available,
laparoscopic mesh repair will be adopted on a large
scale and even become the first line of treatment.
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