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OUT COME OF MESH REPAIR
FOR INCISIONAL HERNIA
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ABSTRACT
Objective: To determine the results of incisional hernia repair with prosthetic mesh.
Methodology: It is a retrospective descriptive study, conducted at Surgical “D” ward Khyber
Teaching Hospital, Peshawar from January, 2002 to October, 2006. A total of 121 patients were
included in this study. Those patients with incisional hernia, who were repaired with mesh and
completed the minimum of 9 months of follow up, were included. Patients who were clinically
diagnosed to have incisional hernia were admitted and after necessary preparation, were
operated and defect in the abdominal wall was closed by a synthetic mesh. During the early post
operative and follow up period, patients were looked for complications like seroma, infection,
chronic discharging sinus formation and recurrence.
Results: Out of 121 patients, 73 were female and 48 were male. In most of the patients the
incisional hernia resulted from emergency procedures. In 35 (28.9%) patients, there was post
operative seroma formation, 17 (14%) patients had wound infection. one (0.8%) patient
developed subcutaneous heamatoma due to unidentified bleeding which later on required
evacuation under general anesthesia. Eight (6.6%) developed recurrence of hernia out of which
some patients were treated by repeat Mesh repair. In 12 (9.9%) patients there was mild to
moderate skin margin necrosis and in these cases debridement was a proof of successful
treatment. Partial wound dehiscence was found in 3.3% of patients.
Conclusions: Incisional hernia is more common in midline laparotomy wounds specially performed
in emergency conditions and onlay mesh repair procedure has high acceptable outcomes.
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INTRODUCTION

Extrusion of peritoneum and abdominal
contents through a weak operative scar or
accidental wound on the abdominal wall is
called an incisional hernia. It is one of the most
important complication of abdominal surgery
specially performed for emergency conditions.
The overall incidence of incisional hernia is
3-5% and is more common in females.1,2 The
predisposing factors for incisional hernia are
advanced age, immunocompromised state
(renal failure, steroid use, diabetes), obesity,
malignancy, abdominal distension from
obstruction or ascites, poor technical closure,
post operative wound haematoma, wound in-
fection, atelectasis and chest infection.3 Some
patients undergoing, operation have a very
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high chance of wound haematoma and infec-
tion, dehiscence and recurrence.4 Different
procedures are available for the repair of these
hernias, including the anatomical repair,
Mayo’s, Keel’s and Cattle’s repair but mesh
repair is the gold standard for incisional her-
nia.9 Recurrence is more common in larger
incisional hernias after repair. One third of
hernias will recur within three years.

PATIENTS AND METHODS

A total of 121 patients were included in this
study who underwent mesh repair of incisional
hernias in surgical “D” ward Khyber Teach-
ing Hospital, Peshawar from January 2002 to
January 2006. However the study was contin-
ued till October 2006 to complete the nine
month follow up.

Inclusion criteria: All patients who were previ-
ously operated for one or other reason and
developed incisional hernia were included in
this study.

Exclusion criteria: Patients of incisional hernia
with comorbid disease like cirrhosis, intra-ab-
dominal malignancy or chronic obstructive
pulmonary disease (COPD) were excluded
from the study.

All patients were admitted from outdoor
patient department as elective cases, were
thoroughly investigated and looked for any
contraindication of surgical intervention. Pre-
operatively rough assessment of the size of ab-
dominal wall defect was done and hernial size
was measured in at least two dimensions. Pro-
phylactic antibiotic was given on the morning
of surgery. Patients were operated and mesh
repair was done irrespective of the size and
site of incisional hernia. In all cases fascial clo-
sure was done first and then an onlay mesh
repair was done using prolene mesh (size
30x30cm or 15x15cm) depending upon the size
of the fascial defect. Vacuum drains were put
in parietes and patients were shifted to ward.
Early mobilization was encouraged in all cases
and Deep Venous Thrombosis (DVT) prophy-
laxis was done in most of the cases. Drains
were removed after they remained dry for more

than 24 hours. Patients were discharged and
asked to visit the outpatient department at 2-3
monthly intervals for a minimum of nine
months and during these visits, they were
looked for any evidence of complications like
seroma, stitch sinus formation, mesh sepsis,
intestinal obstruction and recurrence. Findings
were recorded on a proforma and at the end
of the study, the results were compiled and
different variables were noted and data
analysis was done.

RESULTS

One hundred twenty one (73 female and 48
Male) patients were included in this study. In
majority of the patients, there were previous
history of laparotomy through midline incision

Table-I: The previous operations leading to
incisional hernia (n=121)

Previous operation No  of  Patients %

Kocher’s incision for

a. Cholecystectomy 17 14.04
b. Hydatid cyst liver 2 1.6
c. Obstructive jaundice 3 2.4

Left subcostal incision

(post splenectomy) 2 1.6
Midline incision for

a. Emergency surgery 26 21.48
b. Elective surgery 5 4.1

Pfannensteil incision for

a. Elective gynaecological 6 4.9
     procedures
b. Emergency obstetrical 11 9
     procedures
c. Bladder / prostate surgery 13 10.7

Grid iron incision for

a. Appendectomy 6 4.9
b. Right Hemicolectomy 6 4.9

Rutherford Morrison’s incision for

a. Pyelo / nephrolithotomy 12 9.9
b. Nephrectomy 8 6.6
c. Perinephric abscess 2 1.6
      drainage

Others 2 1.6
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for emergency condition, like peritonitis, intes-
tinal obstruction, gunshot injury, intra abdomi-
nal abscess etc. while in 22 cases, the hernia
occurred in Kocher’s incision made for
cholecystectomy, hydatid liver disease and
obstructive jaundice. (Table-I)

The most common post operative complica-
tion was seroma formation and majority of
these patients were treated by single or re-
peated aspirations. (Table-II) This complication
was followed by wound infection ranging from
superficial wound infection to frank prosthe-
sis sepsis. Most of such patients were treated
by conservative measures like repeated dress-
ings and debridement and antibiotics. Only one
patient needed removal of Mesh as she devel-
oped enterocutaneous fistula. The recurrence
rate was 6.6% and five of these patients were
treated by repeat Mesh repair but the remain-
ing three patients were lost to follow up. In
one patient an unidentified bleeder led to sub-
cutaneous heamatoma formation which was
evacuated. Twelve (9.9%) patients developed
different degrees of skin margin necrosis.
Majority of these patients did well by simple
debridement while few patients needed
resuturing. Wound dehiscence was also noted
in four patients due to infection.

DISCUSSION

Incisional hernia starts as asymptomatic
partial disruption of the deeper layers of
abdominal wound during the immediate or
early post operative period.7 Sepsis is the main
culprit for causation of incisional hernia.8-12 In
our series midline incisions were more com-
monly involved and similar findings are also
noted by other researchers.3,12 Several proce-
dures with simple repair and mesh repair have
been proposed, but controversy still exists in
literature about the effectives of mesh repair
versus simple anatomical closure.13 Some au-
thors argue that results of mesh repair are su-
perior to simple repair at it has less recurrence
rate14 while some authors have reported favor-
able results with mesh repair. They include
combination of mesh and fascia, sandwich of

mesh and rectus sheath and a complex mesh
peritoneal sandwich, but the overlapping tech-
nique using combined fascia and mesh pro-
duce better results.15-17 Seroma formation was
the most common complication followed by
wound infection in our study and these results
are comparable to some studies but our values
are bit higher as compared to other
studies.15,18,19

Onlay mesh repair technique was used in all
of our patients. In our study, various degree of
wound infection ranging from superficial in-
fection, mesh sepsis and abscess formation was
noted in 17 (14%) patients and majority of
these patients were treated by conservative
measure. Only one patient was treated by re-
moval of the Mesh. We noticed a recurrence of
hernia in eight (6.6%) patients in our series and
similar results have been shown in other
national and international studies.20,21

CONCLUSIONS

Incisional hernia is more common in midline
laparotomy wounds specially performed for
emergency conditions and onlay mesh repair
procedure has high acceptable outcomes.
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