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INTRODUCTION 

Incisional hernias appear at a rate of 18.7% in a study of 

10-year follow-up post-surgery.1 However, the incidence 

of these hernias during pregnancy is unknown as only case 

reports exist in the literature.1 In a pregnant patient, the 

clinical presentation of a hernia is not always clear cut. 

One may confuse the often variable and vague symptoms 

with morning sickness or uterine contractions.2,3 It is 

critical that physicians thoroughly examine this patient 

population for the possibility of a hernia to avoid 

potentially adverse and even morbid outcomes for the 

mother and fetus. Post-operative abdominal distension, 

intra-abdominal sepsis, residual intra-abdominal abscess, 

wound infection, wound dehiscence and post-operative 

fever contribute significantly to the incidence of incisional 

hernia.4 Managing these hernias depends on the emergent 

nature of the situation and the gestational age at the time 

of presentation.1 While hernias are often asymptomatic 

and can be treated conservatively during pregnancy, some 

may become incarcerated, strangulated, or irreducible 

requiring immediate surgical intervention.1,6 The mortality 

rate is high for both the mother and the fetus in the case of 

a strangulated hernia.7,8 

CASE REPORT 

We report a case of a 30 years old female, gravid 3, para 

2, living 2 referred from a peripheral hospital, at 38 weeks 

gestation with incisional hernia in labour. Patient 

presented with the complaint of pain in abdomen. On 

detailed history taking, it was found that, she had previous 

two vaginal deliveries. Incisional hernia developed as a 

complication because of the previous surgical history of 

emergency open appendectomy 10 years back through 

right paramedian incision; which was complicated in the 

post-operative period, 22 days later, leading to an 

emergency laparotomy again in view of intestinal 

obstruction. The hernia developed after this surgery, but 

the patient neglected it. It gradually enlarged during the 

present pregnancy. She had no complaint of nausea, 

vomiting or fever. On examination, she was vitally stable. 
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Per abdomen examination revealed, uterus corresponding 

to 36 weeks gestation, palpable directly under the skin. 

Uterus was having regular contractions. On palpation, a 

fetus in cephalic presentation with engaged head was 

found. Fetal heart sound was good. A right lower 

paramedian scar, surrounded by redundant 

hyperpigmented lax skin patch of 13×14 cm with 

incisional hernia was seen. 

 

Figure 1: Hyperpigmented redundant skin patch 

surrounding incisional hernia. 

 

Figure 2: Uterus directly revealed on opening the 

abdomen. 

 

Figure 3: Rectus muscle and sheath apposed. 

All her routine blood investigations were within normal 

limits. She was taken up for a caesarean section with 

simultaneous hernia repair. Vertical midline incision taken 

bypassing the redundant skin. On opening the abdomen, 

rectus sheath and muscle were completely thinned out, 

directly revealing the uterus. 

Bladder was pushed down. Lower segment transverse 

uterine incision taken, and 2.5 kg female baby was 

delivered. Uterus was closed. Hemostasis checked. A team 

of surgeons was called for hernia repair. Intra-operatively, 

multiple interbowel adhesions were found. However, on 

examination bowel appeared normal. Appendix not 

visualized. Rectus muscle and sheath thinned out. 

Adequate mobilization of rectus muscle and sheath from 

the overlying subcutaneous tissue was done and was 

approximated with non-absorbable sutures. Hernioraphy 

completed. 

 

Figure 4: Redundant skin being excised. 

 

Figure 5: Skin closure. 

 

Figure 6: Excised redundant skin. 

The redundant skin on right side was excised and the 

wound was closed with a suction drain after checking 

hemostasis. 

Skin closed with vertical mattress sutures using non-

absorbable sutures. 
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Figure 7: Healed wound with healthy scar. 

Recovery was uneventful and the patient was discharged 

after removing the stitches on the tenth postoperative day. 

At six weeks follow up visit, she had no complaints and 

her scar was well healed. 

DISCUSSION 

The ideal management of incisional hernia in pregnancy is 

unknown. Both open and laparoscopic hernia repair are 

possible in pregnancy. An open technique may be a more 

familiar and quicker approach while laparoscopic hernia 

repair may be more difficult in the presence of strangulated 

hernia.5 Since the Luijendijk et al study in 1990, the gold 

standard for incisional hernia repair in the general 

population is permanent, synthetic mesh reinforcement.2 

However, implanting synthetic mesh is relatively 

contraindicated in the setting of a contaminated surgical 

field. Primary suture repair is a safe option in pregnancy 

when the fascial defect can be closed without significant 

tension, although the recurrence rate is likely higher.2 

Hernia repair with an absorbable, synthetic mesh can also 

be used, particularly when a large defect is present, but 

again, recurrent hernia would be likely. Another 

consideration is to use a bio prosthetic mesh. These 

devices have been successfully used in contaminated and 

infected hernia operations.3 However, the risk to the fetus 

when using a biologic implant for hernia repair is 

unknown. In addition, the cost of bio prosthetic mesh is 

high, and the effect of the increased biomechanical stress 

and strain of the gravid uterus on the abdominal wall-bio 

prosthetic interface is unpredictable. 

The development of an infected hernia mesh is a 

devastating event for the patient. Risk factors include the 

following: patient age, American Society of 

Anesthesiologists score, tobacco use, and the duration and 

emergency setting of the operation.9 One must consider 

each case individually and account for the length of the 

operation, the presence of contamination, the gestational 

age, the size of the defect, and the likelihood of recurrence 

when deciding on the technique to repair abdominal wall 

hernias in pregnancy.5 

Long-term complications and impact on future 

pregnancies necessitate carefully planned management of 

these patients. The possible complications include preterm 

labour, abortion, strangulation, haemorrhage, intrauterine 

growth restriction, intrauterine fetal death, dysfunctional 

labour, rupture of the lower uterine segment, and 

postpartum haemorrhage amongst others.11 The 

therapeutic options include a caesarean section which 

offers a means of hernia repair during surgery, as opposed 

to vaginal birth which involves delayed repair.10 However, 

given the uncertainties about the integrity of the anterior 

abdominal wall during labour especially in the case of an 

incisional hernia, elective caesarean section is considered 

by many obstetricians as the safest mode of delivery.10 

During these caesarean sections, concomitant hernioraphy 

can be carried out.11 Reports of subsequent pregnancies 

after hernioraphy following herniation of a gravid uterus 

are uncommon in the literature. 

CONCLUSION 

Pregnancy with incisional hernia is a rare occurrence. 

Management is mainly conservative. Simultaneous hernia 

repair with caesarean section is safe and generally 

preferred. During emergency operations including 

cesarean sections, surgical principles should always be 

observed in order to prevent the occurrence of incisional 

hernia. 
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