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Abstract
Background: Incisional hernia is a frequent surgical disease, with a frequency that has been
found to range anywhere from 5% to 11% of patients who have undergone abdominal
procedures. The purpose of this study is to evaluate the severity of this issue and the various
approaches that can be done to surgically repair by mesh in our particular environment.
Methods: This is a prospective study of thirty patients diagnosed with incisional hernia who
sought treatment in the outpatient department (OPD) and General Surgery Department, Govt
Medical College & Hospital Mahabubnagar between the months of May 2021 and May 2022.
The patients volunteered their information to be used in the study. All of the patient
documentation, including identification, history, clinical findings, investigative tests,
operation findings, operative procedures, and complications during the patient's stay in the
hospital and during the subsequent follow-up period, was recorded in a proforma that had
been especially prepared. In order to determine whether or not any of the patients were fit for
surgery, routine blood and radiological tests were performed on every one of them. Every
patient had mesh repair, the extent of which was determined by the size of the lesion. Patients
were monitored for any issues that may have arisen immediately after surgery.
Results: The majority of the patients had an incisional hernia in the sub umbilical region at
the time of their presentation. Two of the patients who had undergone inlay mesh repair
experienced a recurrence of their incisional hernia, while the patients who had undergone
overlay mesh repair did not experience a recurrence. In light of the fact that there was no
recurrence during the comparative follow-up period of three to twelve months, overlay mesh
repair appears to be unquestionably superior to inlay repair.
Conclusions: According to the findings of the research, overlay mesh repair is preferable
than inlay mesh repair for the treatment of incisional hernias.
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Introduction
A bulge or protrusion that develops next to or immediately along a past abdominal surgical
incision is referred to as an incisional hernia [1]. This type of hernia is also known as a ventral
hernia [2, 3]. Due to the twisted anatomy that results from prior surgical procedures, repair of
ventral hernias has traditionally been considered to be one of the most difficult surgical
procedures. The hernias have been repaired through the utilisation of a wide variety of
surgical procedures, ranging from open surgery to meshplasty [4-6]. In a growing number of
cases, ventral hernias are being corrected laparoscopically because to the advancements made
in the field of laparoscopy [7]. In spite of the high number of people who have had ventral
hernias repaired, there is still no widespread agreement over the method that is most effective.
In order to determine which approach to incisional hernia repair is superior to the others, a
comparative analysis of the available options was carried out [8-10].
Any gap in the abdominal wall, with or without a bulge, in the region of a surgical scar that is
apparent or palpable through clinical examination or imaging is considered to be an incisional
hernia [11]. Since the beginning of human evolution, the problem of hernia has been a
persistent one. Incisional hernias became an issue as abdominal surgery became more
common; Harold Ellis describes an incisional hernia as one that forms in the scar of a surgical
incision. The problem of incisional hernias emerged when abdominal surgery became more
common [12-15]. It is possible for there to be a minor protrusion through the wound, one that is
perhaps inconsequential, but it is also possible for there to be a huge protrusion that is
unattractive and uncomfortable. It is estimated that between 5 and 11 percent of patients who
undergo abdominal surgery will develop an incisional hernia. All of these things provide a
difficult challenge for the surgeon. Recent research has indicated that approximately two
thirds of them show up during the first five years and that at least another third of them show
up between 5 and 10 years following the procedure [16-18]. If they are not responded to, they
have a propensity to grow in size, causing the patient discomfort and possibly leading to the
suffocation of the patient's abdomen contents. The bowel is more likely to become trapped in
small hernias, whereas large hernias are more likely to cause bowel blockage due to
adhesions in the hernial sac or the hernial orifice. Bowel incarceration may occur more
frequently in small hernias. It is important to remember that the repair of a ventral incisional
hernia is a major operation that should not be handled lightly [19]. In order to reduce the
likelihood of complications and future hernias, thorough preoperative planning, excellent
surgical technique and expert judgement are all essential components. Nearly every surgeon
has their own unique procedures, which they may adapt based on the circumstances. The
purpose of this study is to evaluate the relative importance of a number of elements that
contribute to the development of this illness as well as the various treatment strategies that are
utilised within our organization [20-22].
Methods and Subjects
Between the months of May 2021 and May 2022, this prospective study was carried out in
the surgical department of GMC, Mahabubnagar, Telangana, India. The study was given
permission by the institutional ethical committee. Patients and patient attendants both gave
their consent after being fully informed. In the context of a prospective study, the months of
May 2021 through May 2022 will be used to collect data for an investigation into the
outcomes of 30 individual cases of incisional hernias that will be treated at GMC &Hospital
in Mahabubnagar, Telangana, India. The patients who participated in the study were chosen
at random without using any predetermined criteria, and the cases were analysed using the
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proforma that was provided. The patient's medical history was thoroughly investigated
because this information is critical for determining the kind of hernia and what caused it. A
comprehensive general as well as a local examination was carried out. All of the cases were
analysed with regard to a number of different factors, including age, gender, number of
children, relative incidence, clinical presentation, type of previous operation, location of
previous scar, and precipitating factors such as obesity, wound infection, and abdominal
distension. Particular attention was paid to the conditions that contributed, such as persistent
bronchitis and constipation, as well as an enlarged prostate. In the process of presenting the
cases, only pertinent and positive findings were recorded in the proforma case sheet that is
enclosed, and a master chart that deals with all aspects of the cases has been constructed and
is being presented. In each and every one of the cases, the clinical diagnosis was made
without any problems whatsoever. In order to determine whether or not the patient was fit for
surgery, standard investigations were performed. In order to establish the extent of the hernia
defect, ultrasound of the abdomen was performed on each patient. According to the severity
of the hole in each patient's body, either anatomical surgery or mesh repair was performed.
Patients who had their mesh repaired still had a suction drain in their bodies after the
procedure. Patients were monitored for any issues that may have arisen immediately after
surgery. The data that was collected was tallied, and then statistically analysed, using the
SPSS programme.
Results
Researchers discovered that patients in the age range of 30 to 60 years had the highest
incidence of incisional hernia. The ratio of females to males was 4:1, with the females having
a greater overall presence. The history of the incision used in gynecological operations. The
majority of the patients had an incisional hernia in the sub umbilical region at the time of
their presentation. Ten patients underwent surgery while under general anaesthesia, while 20
patients underwent the procedure while under spinal anaesthesia. Out of 30 patients with
incisional hernia, 18 were treated with overlay mesh repair and 12 by inlay repair. Patients
were chosen at random and this was done regardless of the magnitude of the hernial defect or
their weight. Redivac drains were employed for the vast majority of patients, and in every
instance, separate incisions were required to remove the drains (Table 1).
Table 1: Surgical technique used for treatment of incisional hernia
Sr. No.
1.
2.
3.
4.

Kings North Present study
No. of cases % No. of cases %
Sublay
33
63.4
0
0
Overlay
16
30.7
18
60
Inlay
1
1.92
12
40
Ramirez abdominoplasty
2
3.84
0
0
Type of repair

Infection of the wound is still the most common risk factor that is related with wound failure.
Two of the patients who had undergone inlay mesh repair experienced a recurrence of their
incisional hernia, while the patients who had undergone overlay mesh repair did not
experience a recurrence. In light of the fact that there was no recurrence during the
comparative follow-up period of three to twelve months, overlay mesh repair appears to be
unquestionably superior to inlay repair. Figure 1 shows the incisional hernia through the scar
left by the tubectomy and table 2 lists the post-operative complications that can arise from
having an incisional hernia repaired.
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Fig 1: Incisional hernia through tubectomy scar
Table 2: Post-operative complications of incisional hernia repair
Sr. No. Complication Inlay Repair (N=12) Overlay Repair (N=18) IL vs. OL P-Value*
1.
Seroma
3(25%)
2(11.1%)
0.364, NS
2. Wound dehiscence
1(8.3%)
0.400, NS
3.
Recurrence
2(16.6%)
0.152, NS
4.
Total
4(33.3%)
2(11.1%)
0.184. NS

Discussion
Hospital, located in Mahabubnagar, Telangana, India, between the months of May 2021 and
May 2022, was the location of the study. 30 percent of the total was due to wound infection
and wound gaping. Twenty percent of the cases were caused by obesity, sixteen and a half
percent were caused by diabetes mellitus, and sixteen and a half percent were caused by
postoperative respiratory complications. There were no problems discovered in 16.6% of the
patients [23, 24].
The study of the patients' histories showed that thirteen percent of them presented with an
incisional hernia within six months of their most recent operation. 23% of patients noted
swelling at the operated site within a year of surgery and 30% of patients saw swelling within
three years following the operation. This means that roughly 53.3% of patients had acquired
an incisional hernia within three years of their surgery. Ten patients underwent surgery while
under general anaesthesia, while 20 patients underwent the procedure while under spinal
anaesthesia. 18 of the 30 patients who were diagnosed with an incisional hernia were treated
with an overlay mesh repair, and the other 12 had an inlay repair. Patients were chosen at
random, and this was done regardless of the magnitude of the hernial defect or their weight.
In the majority of patients, a redivac drain was inserted, and in every instance, the drain was
removed by a second incision [25-27].
A postoperative cough was diagnosed in five patients, and they were given benzyl inhalation,
chest physiotherapy and cough medication to address their condition. One patient who needed
treatment for urinary retention underwent a Foley catheterization procedure. Seroma
collection in the suture line was treated by drainage and dressing in three patients who had
undergone inlay mesh repair and in two patients who had undergone overlay mesh repair. The
statistical significance of this finding was not significant (P=0.364, NS). One patient who was
undergoing inlay repair experienced wound dehiscence (F=0.400, NS), which required
secondary suturing to be resolved. There was no case of serious wound infection. In this
particular study, there were no deaths that could be attributed to surgical procedures.
Recurrent incisional hernia was observed in two patients who had inlay mesh repair
performed (p = 0.152; not significant). There was no evidence of recurrence in any of the
patients who were treated with overlay mesh repair. My research revealed a recurrence rate of
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6.66%, which was consistent with the findings of the JB Shah series. Both recurrences took
place less than a year after the procedure was performed. The follow-up period was quite
brief, making it unable to comment on the true recurrence rate. For the purpose of my
research, incisional hernias were repaired with polypropylene mesh and the suture material of
the same type [28, 29]. This was done because polypropylene mesh satisfies the requirements of
an ideal prosthesis and is the material that is most commonly used today for the repair of all
types of hernia. In eighteen of the thirty cases, an overlay mesh repair was performed, and in
twelve of the cases, an inlay repair was done. Both groups had two patients who developed
post-operative wound seroma collection in the suture line. These patients were treated with
appropriate drainage and dressings for their wounds. Secondary suturing was required to
address wound dehiscence in one patient who had previously undergone primary suturing. In
this particular study, the inlay mesh corrected group had two patients who experienced a
recurrence of their incisional hernia. In the group that received an overlay mesh repair, none
of the patients experienced a recurrence. In their study, Roland et al. found that patients who
had mesh repair experienced a recurrence rate of 24 percent. The investigation by Roland and
colleagues found that the recurrence rate was statistically significant. My research showed
that the result was not statistically significant. However, the follow-up period was
inconsistent and too short to make any definitive statements regarding the actual recurrence
rate [30-33]. When inlay mesh repair was used in techniques for the repair of incisional hernias,
there was increased contact between the prosthesis and the viscera, which led to wound
infection, wound dehiscence and subsequent wound recurrence. Because overlay repair
provides a tension-free closure and makes it simpler to treat infections, there was no
recurrence of the problem after it was fixed. In conclusion, the results of my research
demonstrate that overlay mesh repair is more effective than inlay repair in preventing the
recurrence of incisional hernia.
Conclusion
Avoiding making incisions in the midline, particularly in the infra umbilical region, is one of
the best ways to prevent incisional hernias, which are caused by medical intervention and are
iatrogenic. It is just as crucial to have a meticulous aseptic procedure and carefully close the
abdominal wound as it is to have deft hands doing the operation. It is equally crucial to ensure
that individuals who are at high risk have appropriate preoperative preparation in order to
reduce the likelihood of recurrence. When it comes to preventing a hernia from returning in
patients who have undergone an incisional hernia repair, an overlay mesh repair is preferable
than an inlay mesh repair.
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