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INTRODUCTION

Th e incidence of incisional hernia following laparotomies can be 

higher than 15% (Nakayama). Risk increases when the patient is obese 

[1,2]. Recurrence rates aft er incisional hernia repairs are also higher 

in comparison with groin hernia repairs [3]. Ten-year recurrence 

rates have been reported as 60% for suture repair and 30% for mesh 

augmentation [4]. Re-repairs results in two-fold high failure rates 

than primary repairs [5]. Herein, a case of re-recurrent incisional 

hernia despite a prosthetic repair with 30 x 30 cm mesh is presented. 

CASE PRESENTATION

A 42-year-old female patient was admitted with a complaint of 

abdominal enlargement, pain and limitation of physical activity. She 

was 165 cm in height and weighed 92 kilograms. Her body mass index 

was 33.8 (Grade 1 Obesity). In medical history, she had no systemic 

disorders, but well-controlled hypothyroidism. She underwent 4 

abdominal operations within a 4-year period. Th e fi rst surgery was 

an abdominoplasty following her second pregnancy. Th e second 

one was abdominal hysterectomy via a Pfannensteil incision. Two 

years and 4 months later she developed an incisional hernia on 

gynecologic surgery site. An open onlay mesh repair was performed 

but the hernia recurred aft er three months. Th e last operation was 

one year ago, it was again an open mesh repair again by using a 30x30 

cm polypropylene mesh in onlay position. Nevertheless, she started 

feeling uncomfortable aft er one year. Several physical examinations 

by diff erent surgeons did not detect a recurrence despite a luxation on 

the abdominal wall. Besides, abdominal ultrasound revealed a luxated 

prosthetic material over a thinned but intact abdominal wall. 

Her complaints got worse with increasing abdominal girth and 

she admitted for another opinion fi nally. In physical examination, 

an apparent luxation was observed in inspection. When Valsalva 

maneuver was applied herniation of intestinal loops through a large 

defect became palpable. Computed Tomography (CT) showed a very 

large incisional hernia underneath an intact mesh. Mesh covered 

whole abdominal wall, no hernia sac was detected beyond the 

boundaries of the mesh. Th e linea alba was wide (diastasis recti) but 

intact in subxiphoid/epigastric region and covered with mesh (Figure 

1). A peritoneal sac became visible at the supraumbilical region while 

the linea alba is still intact (Figure 2). Subsequently, the linea alba 

was detached and the hernia content was seen below the umbilical 

level (Figure 3). Eventually, the limits of peritoneal sacs reached over 

lateral muscle group on both sides (Figure 4). Th e hernia defect sizes 

were 15 cm in width and length.

Aft er discussing with the patient of the potential complications 

and benefi ts of a new surgical repair and the risks of waiting a re-

operation was scheduled. Th e planned procedure was sublay 

mesh placement following mesh extraction and TAR (transversus 

abdominis muscle release). A midline incision was made. Skin fl ap 

dissection was advanced towards lateral, superior and inferior borders 

of the mesh. In accordance with the CT fi ndings no peritoneal sac was 

seen at the borders of the mesh. Th e mesh was divided on midline 

at its uppermost border where no herniation had been observed in 

CT study. Th ere were almost no intestinal adhesions to the mesh 

and into the peritoneal sac. Th e whole area of the mesh was covered 

inside with peritoneum till both axillary lines (Figure 5). Th e mesh 
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Figure 1: CT shows the linea alba is slightly wide but intact at epigastric level. 
Mesh is seen well over the rectus sheaths.

Figure 2: The linea alba is still intact at the supraumbilical level, however 
a detachment is about to start in the rectus sheath at the left side.  Mesh is 
detached especially on the right side of the abdomen. A visible peritoneal sac 
is coming from the herniation at a lower level.

Figure 3: The linea alba is disrupted at the level of umbilicus. A large defect 
is seen. Peritoneal becomes larger. Mesh is still fully attached to either side 
of the lateral abdominal wall.
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and the redundancy of peritoneal sac were extracted, and the borders 

of the rectus muscles were revealed. Th ere were also numerous thick 

polyester sutures over the anterior rectus sheath possibly put for fi xing 

diastasis recti. Th ese sutures were removed. Th e defect size was 20x15 

cm (Figure 6). Retro muscular dissection was commenced and a large 

room was prepared for the new mesh with TAR. Posterior sheath 

and peritoneal fl aps was closed with 2/0 polydioxanone. A 30x30 

cm polypropylene mesh was placed with transfascial polydioxanone 

sutures. Anterior sheath was sutured with 0 polydioxanone. Two 

suctions drains were placed on either side. 

Th e patient tolerated oral food in the following morning. 

She responded well to oral analgesics and was discharged with 

recommendation of weight loss. Follow-up examinations were 

scheduled for every other day. No wound complications were 

recorded, and the drains were removed on 15th day. She lost 5 

kilograms within the fi rst month. 

DISCUSSION

Recurrence following incisional hernia repair is a common 

problem even aft er mesh use. Prosthetic materials decrease failure 

rates in hernia surgery, however it is illogical to think that they perform 

a magical task. Meshes promote infl ammatory and fi broblastic 

reactions aft er implantation; tissue ingrowth, integration and fi brosis 

eventually render the repair strong. It is recommended that the size 

of the mesh provide at least 5 cm overlap towards all directions of 

the repair line. Mesh shrinkage is a well-known problem, and it has 

been shown that there is a signifi cant correlation between tissue 

ingrowth force and mesh size [6]. Indeed, Conze et al reported that 

recurrences aft er median incisional hernia mesh repair manifested 

at the margin of the enclosed mesh [7]. However, overlapping with 

large meshes cannot always prevent recurrence. When suture line is 

disrupted because of either poor surgical technique or progressively 

increased abdominal pressure due to weight gain or some other 

reasons mesh will not suffi  ciently support the repair line. A peritoneal 

protrusion comes up and it advances to a true hernia recurrence by 

time. Recurrence is easier when a new linea alba is not created and the 

mesh is used for bridging. 

In the present case a 30x30 cm mesh had been used for re-repair. 

Nevertheless, re-recurrence occurred aft er a relatively short while. 

Th e reason for the recurrence was probably a suture line disruption 

because of obesity. It is also possible that previous diastasis recti 

contributed the fascial tears through needle holes. Peritoneal 

protrusion advanced especially to both lateral directions and a hernia 

sac which is almost equal to the mesh size was formed beneath the 

mesh. 

In fact, recurrence aft er incisional hernia repair is not only 

more frequent than inguinal hernia repairs but also appears earlier 

in comparison with them. Köckerling et al reported that one third 

of all recurrences aft er incisional hernia repairs occurred in the fi rst 

postoperative year, and two thirds within two to three years [8]. Re-

repair for a recurrence despite a previous mesh repair is a real surgical 

challenge and re-repairs may result in two-fold high failure rates than 

primary repairs [5,7], therefore surgical experience is of importance 

[9]. Several studies revealed that sublay (retro rectus) mesh placement 

provide better results including low recurrence rates [10-12]. Th is 

technique supports abdominal wall against median disruption and 

seems to be the proper choice for patients with recurrent hernias and 

high body mass index like the present case. 

Correct diagnosis of incisional hernias may be diffi  cult especially 

in obese patients. Baucom et al reported that surgeon’s physical 

examination is inferior to CT for detection of incisional hernia; it 

fails to detect approximately one third of hernias in obese patients 

[13]. It has also been shown that CT is very helpful in the detection of 

recurrence aft er incisional hernia repair [14]. Physical examination 

may fail especially in cases with an intact mesh over a recurrent 

hernia mass. Ultrasound is a user dependent diagnostic tool and may 

also miss the recurrence in some cases, although some researchers 

claimed that dynamic abdominal ultrasound is a good alternative to 

CT [15]. 

Figure 4: Defets becomes larger at suprapubic region. Peritoneal sac 
advances both lateral sides liberally. Small and large intestines with omentum 
are herniated. Mesh is partly detached over the lateral muscle groups on the 
right side.

Figure 5: Mesh is divided cranio-caudally. It is fully covered with peritoneal 
sac inside. (Right side of the abdomen).

Figure 6: Peritoneal sac is excised with previous mesh. Medial borders of the 
rectus muscles are exposed. The defect is sized 15x20 cm.
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In the present case several physical examinations could not 

correctly diagnosed the recurrence. Th e reason was probably intact 

layer of mesh which pretending a healthy fascial layer over the hernia 

mass. Ultrasound examination also missed the recurrence because 

of the same condition. Mesh on the midline may have mimicked 

diastasis recti. Nevertheless, a simple Valsalva maneuver could have 

revealed the herniation and the borders of the fascial defect. 

CONCLUSION

Recurrent herniation beneath a prosthetic material is possibly not 

uncommon. However, a subprosthetic herniation toward almost the 

total area of the mesh is probably very rare. Large onlay mesh is not 

a guarantee for durability of the repair. Th e integrity of the suture 

closure line is important, and a recurrence eventually inevitable 

when a disruption develops. Sublay mesh technique should be the 

choice especially in obese patients. Physical examination and even 

ultrasound is insuffi  cient in certain cases and the diagnosis should be 

confi rmed by computed tomography.
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