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Abstract 
Background:  Incisional hernias frequently develop after abdominal surgeries, especially in 
patients with stomas, due to increased intra-abdominal pressure and impaired wound healing. 
Objective: To assess the safety and efficacy of simultaneous incisional hernia repair during stoma 
reversal. 
Methods:  Twenty patients undergoing stoma reversal with concurrent primary repair of midline 
incisional hernias were included. Selection criteria involved the absence of active infection and 
medical suitability for a one-stage procedure. Postoperative outcomes, including complications 
and wound healing, were monitored. 
Results:  No anastomotic leaks occurred. Twelve patients recovered uneventfully and were 
discharged by postoperative day 7. Minor wound discharge was observed in four patients, and 
localized collections appeared in three, all managed conservatively without fascial dehiscence. 
One patient developed a small fascial dehiscence, resolved with non-surgical management. 
Conclusion: Simultaneous stoma reversal and incisional hernia repair is a safe and effective option 
in appropriately selected patients, with low complication rates and favorable recovery. 
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Introduction 

ncisional hernias are a common 

postoperative complication, particularly 

following abdominal surgeries 

involving midline incisions. Their incidence 

is notably higher in patients with stomas due 

to increased intra-abdominal pressure, altered 

anatomy, and wound healing challenges1. 

Typically, the repair of an incisional hernia 

and stoma reversal are approached as staged 

procedures, with hernia repair delayed to 

minimize the risk of infection and recurrence. 

However, there is growing interest in 

performing a primary repair of the incisional 

hernia at the time of stoma reversal, offering 

potential benefits such as reducing the need 

for a second operation, shortening overall 

recovery time, and improving patient 

outcomes2. 

Despite these advantages, combining the two 

procedures requires careful patient selection 

and meticulous surgical technique, as the risk 

of wound complications and hernia 

recurrence remains a significant concern. 

This study explores the rationale, technical 

feasibility, and outcomes particularly wound 

infections and recurrence associated with 

primary midline incisional hernia repair 

performed concurrently with stoma reversal 

with the to provide practical insights for 

optimizing surgical management in these 

complex cases. 

Materials and Methods 

This is prospective observational case series 

study which  included a total of 20 patients 

who underwent stoma reversal with 

concurrent primary repair of a midline 

incisional hernia at our institution [2023-

2024]. All patients had previously developed 

midline burst abdomen following initial 

laparotomy for perforation peritonitis, 

resulting in incisional hernia formation. All 

patients were of lower middle class with age 

(40-65 years). Sample size was determined 

by case availability meeting inclusion criteria 

(no formal power calculation, typical for 

exploratory case series). All procedures were 

performed by the surgical head and a senior 

resident  standardizing operator expertise to 

minimize bias from varying skill levels. 

Inclusion Criteria: 

Patients with end ileostomy or end colostomy 

planned for reversal with restoration of bowel 

continuity. 

Presence of a midline incisional 

herniasecondary to prior burst abdomenin 

addition to a stoma. 
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Patients medically fit for a single-stage 

procedure involving both stoma reversal and 

hernia repair. 

Absence of active infection at the stoma site 

or abdominal wall. 

Exclusion Criteria: 

Patients with loop ileostomy or loop 

colostomy, as these were closed through local 

skin incisions without midline access. 

Patients with active wound infection or 

peristomal skin infection at the time of 

planned surgery. 

Patients requiring emergency surgery or 

those with severe comorbidities precluding 

simultaneous repair. 

Patient Distribution: 

The patients undergoing exploratory 

laparotomy were mostly having perforation 

peritonitis secondary to typhoid, 

tuberculosis, sharp weapon injuries or bowel 

obstruction leading to gangrene.A significant 

common factor was late presentation with 

altered biochemical parameters amongst 

these patients. 

8 patients had an end ileostomy with planned 

ileo-ileal anastomosis. 

6 patients had an end ileostomy with planned 

ileo-transverse anastomosis. 

6 patients had an end colostomy with planned 

colo-colic anastomosis. 

All patients underwent preoperative clinical 

and radiological assessment in the form of 

dedicated USG and CECT Abdomen to 

evaluate the size of the hernia defect and plan 

surgical intervention. The stoma reversal and 

primary hernia repair were performed in a 

single-stage procedure under general 

anesthesia 

Surgical Technique 

All patients underwent surgery under general 

anesthesia with the patient positioned supine. 

Formal consent taken from each patients. 

Following meticulous dissection, the stoma 

with coexisting incisional hernia sac was 

carefully mobilized and bowel was freed 

from adhesions to allow safe resection of the 

stoma and preparation for anastomosis. 

All anastomoses were created using a single-

layer continuous suture technique with Vicryl 

3-0on a round-bodied needle, ensuring a 

secure, tension-free, and watertight bowel 

connection. 

For the incisional hernia repair, the 

subcutaneous tissues were carefully dissected 

off the anterior rectus sheath to fully expose 

the fascial defect. The hernia sac contents 

were reduced, and the fascial edges 

approximated primarily using a continuous 

running suture with PDS No. 1 loop, chosen 

for its strength and prolonged absorption 

profile. 
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In two patients, the fascial defect was closed 

with interrupted sutures based on the size and 

tension at the repair site. Additionally, 

anterior component separation was 

performed in four patients to facilitate 

tension-free closure of larger or more 

complex hernia defects, allowing medial 

advancement of the musculofascial layers. 

None of the patients were subjected to mesh 

repair because of fear of contamination by 

gut bacteria therefore a standardized 

anatomical repair was choosen for all hernia 

repairs. 

Hemostasis was meticulously secured, and 

drains were placed as necessary before 

layered closure of the subcutaneous tissue 

and skin. 

 

Image 1: Stoma with incisional hernia 
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Postoperative Care 

All patients received prophylactic antibiotics 

perioperatively, which were continued 

postoperatively for infection prevention. 

Antibiotic therapy was tailored based on the 

clinical course but typically continued for 3 

to 5 days. 

Daily care included meticulous management 

of surgical dr 

ains with routine monitoring and drain site 

hygiene to prevent infection. Drains were 

inspected and cleaned regularly, and output 

was recorded until removal criteria were met. 

Wound dressings were changed daily under 

aseptic conditions to ensure clean and dry 

incisions, promoting optimal healing and 

early detection of any signs of infection. 

Patients were started on oral intake typically 

on the third postoperative day, following 

assessment of bowel function and absence of 

complications such as ileus or anastomotic 

leak. 

Observations 

 

No statistical tests were applied in this 

prospective observational case series, as is 

standard for small non-comparative studies 

where descriptive statistics suffice due to 

lack of a control group or hypothesis testing. 

Outcomes were reported as frequencies and 

proportions without inferential analysis 

There were no instances of anastomotic 

leakage among the 20 patients who 

underwent stoma reversal with simultaneous 

primary repair of midline incisional hernia. 

A majority of patients (12/20) experienced an 

uneventful postoperative course and were 

discharged by postoperative day 7 without 

any wound-related complications. 

4 patients developed minimal wound 

discharge(upto 1 gauze piece soakage in 24 

hrs) which was managed conservatively, 

resulting in discharge on postoperative day 9. 

In 3 patients, localized collections were noted 

at the wound site. These were successfully 

managed by removing skin sutures at the 

lower aspect of the wound followed by 

regular wound irrigation. Importantly, none 

of these cases exhibited fascial dehiscence. 

One patient experienced a fascial dehiscence 

measuring 2–3 cm, which was managed non-

operatively and healed satisfactorily by 

secondary intention without further surgical 

intervention 

 

Overall, the postoperative outcomes 

demonstrated a low rate of complications 

with effective management of minor wound 

issues and preservation of fascial integrity in 
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most cases. All the patients were strictly 

followed up for a period of 9 months and 

observed for any wound related 

complications and hernia recurrence. 

Table I: Depicting post operative outcome. 

Outcome Number of Patients Day of discharge  

No wound complications 12 7 

Minor wound discharge 4 9 

Collection at wound site 3 11 

Fascial (sheath) dehiscence 1 15 

 

 

 

 

 

 

Table II: Surgical out come 

  

Image 2: showing minimal fascial 

dehiscence 

Image 3: post operative stitch abscess 
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Parameter This 

Study 

(n=20) 

Simultaneous 

Repair (Refs 

2,5,6) 

Stoma 

Reversal 

Alone (Refs 

3,4) 

Primary 

Suture 

Repair (Refs 

1,7,13) 

Key 

Findings/Statistics  

Anastomotic 

Leak Rate 0% (0/20) 10-22% 2-5% N/A OR 4-9 (p<0.01)  

Overall 

Complication 

Rate 

40% (8/20, 

minor) 40-60% 20-30% 30-50%  OR 24  

Fascial 

Dehiscence 

5% (1/20, 

no reop) 10-20% 5-10% 

1-5% 

(midline) p=0.01-0.05  

Median LOS 

(days) 8 (7-15) 9-14 5-8 7-10 p<0.001  

Reoperation 

Rate 0% 10-29% 5-18% 5-15% 

Lower in selected 

cases  

Hernia 

Recurrence 

(short-term) 0% (9 mo) 10-25% N/A 20-30% (3 yr) Suture vs. mesh  

Mesh Use 

None 

(primary) 

Variable 

(synthetic/bio) N/A 

Mesh ref: 10-

20% recur 

Primary viable in 

small defects  

OR: odds ration 

 

Discussion 

The management of incisional hernias during 

stoma reversal poses a significant surgical 

challenge due to the complexity of combined 

procedures and the risk of postoperative 

complications. In our study of 20 patients 

undergoing stoma reversal along with 

primary repair of coexisting midline 

incisional hernia, the outcomes were 
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encouraging showing no recurrence of hernia 

and acceptable rates of wound complications. 

Anastomotic leak is one of the most feared 

complications following stoma reversal, with 

reported incidences varying between 3% and 

10% depending on patient factors, surgical 

technique, and timing3,4. Our cohort 

demonstrated no anastomotic leaks, which 

may be attributed to meticulous surgical 

technique, patient selection, and the staged 

nature of the procedure, consistent with the 

findings of Parthasarathi et al. who reported 

reduced leak rates with staged approaches5. 

Also wound complications remain a 

significant concern following combined 

stoma closure and hernia repair. In this series, 

12 patients had an uneventful recovery with 

discharge by postoperative day 7, which 

aligns with the expected hospital stay 

reported in the literature6. Minor wound 

discharge was seen in 4 patients, and 3 

patients developed localized wound 

collections which was managed 

conservatively. These rates are consistent 

with prior reports indicating wound 

complication rates between 15% and 30% 

after incisional hernia repair7,8. 

Our conservative management with irrigation 

and partial suture removal in patients with 

collections is supported by the work of 

Bellows et al. who showed that early 

intervention in wound collections prevents 

progression to deep infection and fascial 

dehiscence9. 

Only one patient experienced fascial 

dehiscence (2–3 cm) which healed by 

secondary intention without surgical 

intervention. This finding supports 

conservative management of limited fascial 

disruptions, as suggested by Atema et al. who 

advocated non-operative management in 

select patients with small dehiscences, 

avoiding the morbidity associated with 

reoperation10. 

In 4 patients, anterior component separation 

was employed to achieve tension-free 

closure. This technique has gained 

widespread acceptance for complex midline 

hernias where primary fascial closure is 

challenging11,12. Our results concur with 

those studies that demonstrate reduced 

recurrence and wound complication rates 

with tension-relieving component separation, 

reinforcing its role in hernia repair during 

stoma reversal. 

The continuous fascial closure using PDS 

No.1 loop suture is supported by evidence 

favoring long-lasting absorbable sutures that 

provide durable strength and reduce the risk 

of early suture failure13. The decision to use 

interrupted sutures in two cases was based on 



Is it safe to repair an incisional hernia along with stoma closure? An unsolved mystery - A Preliminary study 

70 
Basrah Journal of Surgery, 2025; 31(2): 62-70 

intraoperative assessment of tissue quality 

and tension. 

Conclusion 

Primary repair of midline incisional hernia 

during stoma reversal can be safely 

performed without significantly increasing 

the risk of anastomotic leak. The 

postoperative wound complications observed 

in the case series were manageable with 

conservative or minimally invasive 

measures. The use of component separation 

and durable suturing techniques is essential 

for optimizing outcomes. 

However, these results should be interpreted 

with caution given the limited sample size 

and the absence of long-term follow-up on 

hernia recurrence. Larger, controlled studies 

are warranted to better define patient 

selection criteria and surgical strategies. 
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