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Comparison of two surgical techniques in large incisional hernias

Geniş insizyonel hernilerde iki cerrahi yöntemin karşılaştırılması

Mustafa Sit1, Ahmet Serkan İlgün2, Affan Çakır1, Oğuz Çatal3, Rıdvan Çakmaz4

ÖZET

Amaç: İnsizyonel herniler, daha önce yapılmış olan abdo-
minal operasyon kesilerinden oluşan fıtıklardır. Batın cer-
rahisinde cerrahi girişimlerden sonra karın duvarında sık 
görülen bir komplikasyondur. Değişik kaynaklarda farklı 
rakamlar verilse de insizyonel herni görülme sıklığı ver-
tikal midline insizyonlarda %2,9, transvers insizyonlarda 
% 3.6 oranında görülmektedir. Abdominal cerrahi sonrası 
sık görülen insizyonel herni, önemli oranda morbidite ve iş 
gücü kaybına neden olur. Tek tedavi seçeneği cerrahidir.
Bu retrospektif çalışmada amaç insizyonel hernilerde uy-
guladığımız cerrahi yöntemleri ve postoperatif takipteki 
verileri paylaşmaktır.
Yöntemler: Bu çalışmada 2007-2011 yılları arasında te-
davi edilen orta hat geniş insizyonel hernili 54 hastanın 
verileri retrospektif olarak incelenmiştir. 
Bulgular: Çalışmada postoperatif nükse sebep olan diya-
bet, KOAH gibi kronik hastalıklar, yaş, cinsiyet gibi kişisel 
faktörler ile birlikte insizyonel herni nedeniyle meshli ona-
rım yapılan hastalarda meshin sağlam faysa üzerinde 5 
cm altında ve 5 cm üzerinde yapılan dekolasyon sonrası 
yerleştirilmesi ile nüks, postoperatif seroma gelişimi, pos-
toperatif dren alma ve postoperatif hastanede yatış sü-
releri karşılaştırıldı. 5 cm üzerinde yapılan dekolasyonda 
nüks oranı daha az görülürken; seroma gelişimi, hastane-
de yatış süresi ve dren alma sürelerinde anlamlı farklılık 
saptanmadı. 
Sonuç: Sonuç olarak karın ön duvarı dev insizyonel her-
nilerde herni kesesi etrafında 5 cm üzeri sağlam faysa 
diseksiyonu yapıp greft uygulamanın nüksü en aza indi-
receğini düşünmekteyiz.
Anahtar kelimeler: İnsizyonel fıtık, fıtık tamiri, nüks

ABSTRACT

Objectives: Incisional hernias occur from incisions of 
previous abdominal operations. It is an often complication 
of abdominal interventions. Prevalence of incisional her-
nias is approximately 2.9% and 3.6% in vertical midline 
incisions and transverse incisions, respectively. Incisional 
hernias cause morbidity and loss of manpower. The only 
treatment option is surgery. We aimed to compare surgi-
cal methods of incisional hernias and discuss the postop-
erative data in this retrospective report. 
Methods: We retrospectively analyzed the data of 54 
patients with large incisional hernias operated between 
2007 and 2011. 
Results: We compared age, chronic diseases (e.g.  
Chronic obstructive pulmonary disease, diabetes melli-
tus), which may cause postoperative recurrence, gender, 
personal factors, such as patients undergoing incisional 
hernia repair mesh over solid fascia less or over than 
5 cm with the placement of decolation; recurrence, the 
development of postoperative seroma, receiving postop-
erative drainage and postoperative length of hospital stay 
were compared. While the recurrence rate of less than 5    
above the decolation; seroma development, no significant 
difference in length of hospital stay and drain times to get.
Conclusion: In conclusion, we think that recurrence rate 
should be reduced by dissection of 5 cm intact fascia and 
grafting in incisional hernias of anterior abdominal wall. J 
Clin Exp Invest 2014; 5 (1): 36-39
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INTRODUCTION

Insufficient closure of the fascia, poor wound heal-
ing, or chronic and long-term conditions that in-
crease intra-abdominal pressure causes incisional 
hernias. It has been raised more often after advanc-
es in abdominal surgery, in the nineteenth century. 
Rate of incisional hernia after vertical midline inci-
sions and transverse incisions are 2.9% and 3.6%, 
respectively [1]. 

Etiologic factors associated with development 
of incisional hernia are; obesity, wound infection, 
advanced age, gender, pulmonary complications, 
jaundice, increased intra-abdominal pressure, preg-
nancy, emergency surgery, and malignancy. Many 
of these factors are related to poor wound healing 
and increased tension incision [2]. 

The most important etiological factor in devel-
opment of incisional hernia is wound infection. Buck-
nall et al. investigated 1129 patients with abdominal 
surgeries, incisional hernia developed in 48% of 
patients who developed wound infection observed 
after the first surgery. Also in this study, 23% of the 
patients with incisional hernia developed wound in-
fection, this rate was 4.5% in the clean wound [3]. 

The size of the fascial defect is also an etio-
logic factor of incisional hernia. Incisional hernias 
are classified as small (<5 cm), medium (5-10 cm) 
and large (> 10 cm). The larger the hernia defect 
in the fascia, the higher the likelihood of incisional 
hernia development [4]. Incisional hernias cause a 
significant loss of manpower and morbidity, and ad-
versely affect the quality of life. Surgery is the only 
treatment option, but it is not necessary to operate 
each of incisional hernias. Pain on hernia site, bad 
view, and intestinal obstruction are surgical indica-
tions [5].

Repairs can be made with either primary or 
mesh. Mesh should be used in hernias with high 
probability of relapse. Recurrence rate after primary 
repair is 37% and 15% with mesh repair [6]. 

We aimed to compare surgical methods of inci-
sional hernias and discuss the postoperative data in 
this retrospective report. 

METHODS

We retrospectively analyzed 54 patients whom 
operated because of a large incisional hernia be-
tween 2007 and 2011. We compared chronic dis-
eases such as chronic obstructive pulmonary dis-
ease (COPD), diabetes mellitus, which causes the 
postoperative recurrence, etiologic factors such as 
age, gender, surgical techniques and relapse, the 

duration of postoperative drainage time, and hos-
pital stay and development of postoperative sero-
ma. 35 of 54 patients decolation larger than 5 cm 
were classified as group 1 and rest of 19 patients 
received decolation less than 5 cm were classified 
as group 2.

Patients had been operated and after the mid-
dle for any reason, even large (10 cm or more) de-
veloped incisional hernia included in the study. The 
medical records retrospectively analyzed, whether it 
is associated with chronic disease have been iden-
tified. Causes of recurrence after incisional hernia 
operations are compared and obesity, diabetes mel-
litus, COPD, wound infection, seroma, age, gender, 
size and duration of hospital stay hernia constitute 
a risk for recurrence were statistically significant. All 
patents received 1 gr of Cefazolin-Sodium preoper-
atively. We also performed post-operative follow-up, 
seroma, length of hospital stay, length of time, and 
their few to get the drain relapse analyzed. Decola-
tion is defined as skin and subcutaneous flap area 
after repairment of incisional hernia. It is measured 
by a ruler pointed from the side of incisional her-
nia. Evaluation of the data was performed by “SPSS 
for Windows 15” software. Normal distribution of 
variables was determined using the Kolmogorov-
Smirnov test. Normally distributed continuous vari-
ables, which show the mean ± standard deviation, 
median not show a normal distribution (25% - 75%) 
in the form specified. Categorical variables were 
expressed as numbers and percentages. Student’s 
t-test for continuous variables that show a normal 
distribution, normal distribution, the Mann-Whitney 
U test was used to not show. Categorical variables, 
Pearson’s chi-square and Fisher’s exact test was 
used for the evaluation. Analysis and p <0.05 was 
considered statistically significant.

RESULTS

Fourty-four were male (81.4%), 10 (18.5%) were 
female in study population. In this study, incisional 
hernia was more common in men. The mean age 
of patients was 47.9 (20-76). Mean age of men and 
women were 46.9 and 52.1, respectively. Only 4 pa-
tients (7.4%) were obese. 

Medical records of patients with chronic diseas-
es were examined. Four patients (7.4%) had previ-
ously COPD, 4 patients (7.4%) had diabetes. There 
was no significant difference between groups.

While 35 of the patients received decolation 
over 5 cm, 19 patients received less than 5cm 
decolation. Postoperative seroma rates of first 35 
and second 19 patients were 3 (8%), 2 (10%) re-
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spectively. Only one of 5 patients with seroma de-
veloped recurrence (p=0.81) (Table 1). Recurrence 
rates of the group 1 and 2 were one (2%) and 7 
(36%) respectively. The difference was statistically 
significant (p = 0.001) (Table 2). In terms of length 
of hospital stay, 29 patients (82%) in group 1 and 14 
patients (73%) in group 2 were discharged within 7 
days, respectively. The difference was not statisti-
cally significant (p = 0.497). Twenty-six (74%) pa-
tients in group 1 and 12 (63%) patients in group 2 

received drainage catheter in first five days. Differ-
ence was no statistically significant difference (p = 
0.429). Table 2 shows association between hospi-
talization time and surgical procedure and Table 3 
shows association between drainage time and sur-
gical procedure.

Three of 35 and 1 of 19 patients had infection 
in group 1 and 2 respectively. Infection rate in both 
group was not statistically different (p=0.56).

Surgical procedure (Decolation
width over intact fascia) p
>5 cm <5 cm

Seroma development (n) 3 2 0.81

Recurrence (n) 1 7 0.001

Table 1. Association between seroma 
development and surgical procedure and 
between recurrence and surgical proce-
dure

Hospitalization time (days)

2 3 4 5 6 7 8 10 12 15 20 21 Total

Decolation width
over intact fascia

>5 cm 6 7 3 6 4 2 2 1 1 1 1 1 35

<5 cm 1 3 4 5 1 0 2 3 0 0 0 0 19

Total 7 10 7 11 5 2 4 4 1 1 1 1 54

Table 2. Association 
between hospitaliza-
tion time and surgical 
procedure

Drainage time (days)

2 3 4 5 6 7 8 9 10 11 12 15 Total

Decolation width
over intact fascia

>5 cm 10 5 6 5 1 3 1 0 2 1 1 0 35

<5 cm 2 5 4 1 1 2 2 1 0 0 0 1 19

Total 12 10 10 6 2 5 3 1 2 1 1 1 54

Table 3. Association 
between drainage time 
and surgical procedure

DISCUSSION

Incisional hernias are iatrogenic. Generally, they 
develop within a year after surgery. Recurrences 
are earlier after repair of an incisional hernia [7]. 
Incisional hernias cause incarceration, obstruction, 
strangulation, skin necrosis and perforation. The 
surgeon’s experience and the choice of surgical 
procedure are very important in recurrence. There 
is no study in literature on how much space you will 
be placed grafts in large incisional hernias and how 
much dissection should be performed around the 
intact fascia. We observed the association between 
decolation of the width of the fascia with mesh 
spread and recurrence. Narrow fascia dissection (< 
5 cm) was found to be a closely related with the de-
velopment of recurrence. Recurrence significantly 

reduce with over 5 cm wide decolations, while re-
currence was high in fascia dissection under 5 cm. 
The difference between the two surgical methods 
was statistically significant in terms of recurrence. 
Interestingly, this extensive dissection did not af-
fect the rates of seroma development; drain com-
missioning time, length of hospital stay. There are 
different results about age in studies with incisional 
hernias [8, 9]. In our study, the mean age was 47.9 
years. There was no statistical difference between 
group 1 and 2 in terms of age. 

Studies in literature are rumored incisional her-
nias to be seen more frequently in women than in 
men because of the weakness of the facial struc-
ture, hormonal influences, and the thickness of 
the subcutaneous fat tissue [8], we observed in 
our study men were more common than women 
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(81.4%). Most of the men in our study were active 
working farmers who could not rest enough long 
time after their first abdominal operation. This may 
increase intra-abdominal pressure and cause inci-
sional hernias. 

Many factors have been implicated in the for-
mation of recurrence after incisional hernia repair. 
Existing co-morbidities should be taken into consid-
eration in hernia repair. If preoperative evaluation 
is done well, it reduces postoperative complica-
tions. Treatment of patients with obesity and lung 
disease, the pathologies caused by the increase in 
intra-abdominal pressure (prostatism, constipation, 
etc.) therapy, concomitant diseases (diabetes mel-
litus, hypertension, etc.) should be brought under 
control. However, studies of COPD, concomitant 
diseases such as diabetes mellitus have shown no 
recurrence enhancing effect [10, 11]. In our study, 
patients had concomitant diseases, 4 had diabe-
tes mellitus (7.4%), and 4 had COPD (7.4%) but 
relapse was not associated with these diseases. 
Although the rate of postoperative complications in 
obesity significantly increases in the literature [11], 
in our study, only 4 patients developed incisional 
hernia was observed in obese (7.4%) subjects.

In our study, factors that facilitate the existence 
of co-morbid diseases increase relapse and recur-
rence. Postoperatively, patients should be mobi-
lized early, postural drainage should be provided, 
and there should be a good way to wound care. 

In conclusion, the hernia sac, and at least 5 cm 
above the fascia around the decollation has primary 
importance in preventing relapse. When decolation 
of fascia with good postoperative wound care ap-
plied together on a large incisional hernia we be-
lieve postoperative complications, and therefore re-
currence may significantly diminish. We suggest a 
more than 5 cm dissection in large incisional hernia 

repair. We also think that larger series are needed 
for standardization of the surgical procedure. 
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