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Case Report 

Incisional hernia as a late surgical complication of an infertile patient 
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INTRODUCTION 

Abdominal TB was defined as infections of the 

gastrointestinal tract, peritoneum or intra-abdominal solid 

organs caused by Mycobacterium tuberculosis.
1,2

 

Diagnosis of Abdominal TB was made based on the 

presenting clinic features and one of the following 

criteria: (i) positive culture of Mycobacterium 

tuberculosis from abdominal organ tissue or peritoneal 

fluid; (ii) positive acid-fast bacilli (AFB) stain from 

biopsies and (iii) histopathological demonstration of TB.
3
 

 

 

 

 

 

 

 

 

 

 

 

The prevalence of incisional hernia after laparotomy is 

reported to be between 11% and 20% and incisional 

hernia recurrence after surgical repair is as high as 45%.
4-

7
 Incisional hernias cause pain and other more serious 

problems, such as bowel obstruction, incarceration, and 

strangulation. Major abdominal operations have the 

highest risk for late-onset laparotomy-related 

complications at 2 and 5 years post- surgery. At 5 years, 

one fourth of all elderly patients with past history of a 

major abdominal operation are readmitted for an 

adhesion-related complication (operative and non-

operative) and 12.0% undergo repair of an incisional 
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ABSTRACT 

Abdominal tuberculosis (TB) can be of various forms including peritoneal TB, tuberculous lymphadenopathy, 

gastrointestinal TB and visceral TB. The potential pathway includes direct spread to the peritoneum from infected 

adjacent foci, including the fallopian tubes or adnexa, or psoas abscess, secondary to tuberculous spondylitis. The 

exact stimulus for the inflammatory reaction is not known, but some suggest that it may arise due to a subclinical 

primary viral peritonitis, as an immunological reaction to gynaecological infections, or due to retrograde 

menstruation. The diagnosis of extra pulmonary TB can be difficult as it presents with nonspecific clinical and 

radiological features and requires high degree of suspicion for diagnosis. The abdominal TB, which is not so 

commonly seen as pulmonary TB, can be a source of significant morbidity and mortality and is usually diagnosed late 

due to its nonspecific clinical presentation. Approximately 15%-25% of cases with abdominal TB have concomitant 

pulmonary TB. Hence, it is quite important in identifying these lesions with high index of suspicion especially in 

endemic areas. Post – operative period in such patients is not smooth. They include prolonged hospital stay, 

enterocutaneous fistulae requiring re-operation upon failed conservative management, mortality associated with re-

exploration, late complication being incisional hernia. Here we report a case of large incisional hernia following a 

laparotomy performed for non-resolving sub-acute intestinal obstruction which turned out to have tubercular origin 

later. The present case was managed by meshplasty using component separation technique (CST). 
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hernia.
8
 Here we report a case of large incisional hernia 

following a laparotomy performed for sub-acute intestinal 

obstruction of Tubercular origin. The present case was 

managed by meshplasty using component separation 

technique (CST). 

CASE REPORT 

A 37 year old infertile lady presented to the gynaecology 

clinic with complaints of weakness and swelling over the 

abdominal scar along with amenorrhoea of 8 months. 

The patient was treated for a non-resolving sub-acute 

intestinal obstruction by laparotomy 10 years ago. 

Intraoperative findings comprised of presence of free 

fluid in the peritoneal cavity, adhesions between the 

bowel loops. Fluid was sent for Ziehl–Neelsen stain also 

called as Acid Fast Bacilli staining which demonstrated 

Mycobacterium Tuberculosis. Subsequently patient was 

administered Anti-tubercular treatment for 6 months. 

Within 6 months following the surgery, patient noticed 

weakness and small swelling over the abdominal scar site 

on coughing, sneezing etc. As the swelling gradually 

increased in size with every act of coughing, sneezing, 

patient sought surgical consultation for which she was 

offered corrective surgery. She was married for 17 years 

and apparently consulted gynaecologists for her infertility 

problem but for no avail. Her previous menstrual cycles 

were normal till 8 months ago. Her general physical 

examination revealed nothing abnormal. On abdominal 

examination, an infraumbilical midline scar was seen. A 

large hernia of 10x 12 cms seen pronounced on coughing. 

Upon gynaecologic evaluation, patient was found to have 

attained premature ovarian failure as evidenced by Serum 

FSH levels in the postmenopausal range ie,29.36 IU/ml. 

Contrast Enhanced Computed Tomography of abdomen 

and pelvis (Figure 1 and 2) showed a large ventral hernia, 

mild hepatomegaly. Transvaginal ultrasound showed 

normal sized uterus with an intramural fibroid in the 

anterior wall measuring 2 x 2 cms. Bilateral ovaries were 

found normal in size and location. Her hemogram and 

biochemical tests were found within normal range. Chest 

X-ray and ECG were also normal. As the patient decided 

to overlook uterine fibroid in the absence of any specific 

symptoms, only hernia repair was decided upon. Under 

spinal anaesthesia, laparotomy with meshplasty using 

Prolene was performed. Postoperative period was 

uneventful. Patient was discharged with advice on not to 

strain or act that resulted in increase in the 

intraabdominal pressure. On subsequent follow-up visits, 

patient found doing well without any complaints. 

DISCUSSION 

Abdominal TB is generally responsive to medical 

treatment alone, so early diagnosis can prevent 

unnecessary surgical intervention. In general, with advent 

of anti-tubercular therapy, surgery is usually reserved for 

those cases where it is absolutely indicated as in cases of 

non-resolving intestinal obstruction, perforation and 

abscess or fistula formation.
9
 It is estimated that one-third 

of the world population are infected with TB
5
 and 

therefore Abdominal TB disease may be caused by 

reactivation of latent TB. However, re-infection from 

other family members and following foreign travel 

should always be considered. It is important to ascertain 

whether patients were born in a country where TB is 

endemic. TB often presents within 10 years of migration. 

Microscopy for AFB of ascitic fluid and pus is often 

negative (i.e. it has a low sensitivity). Direct visualization 

and biopsy of the lesion at colonoscopy or 

laparoscopy/laparotomy yields the best results.
3
 

 

 

Figure 1 (a & b): Computed tomography of abdomen 

showing large ventral defect. 

In the study to examine premenopausal risk factors 

associated with premature ovarian failure (POF) and 

early menopause (EM) among Korean women, analysis 

showed that among factors including medical and 

surgical menopause, lung tuberculosis, hysterectomy, 

past cancers, and lower number of deliveries before 

menopause were associated with POF.
10

 Most of the 

women with this disorder do not have menstrual history, 

a 

b 
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specific of POF development, but infertility associated 

with the diagnosis is the most problematic aspect of the 

disease. Most experts agree that young women with FOP 

should replace the hormones the ovary, usually, at least 

until the age of 50 years.
11

 

The management of large ventral defects poses a surgical 

challenge, particularly since primary repair has reported 

recurrence rates as high as 50%.
12

 It is also 

contraindicated in the presence of gross contamination or 

infection. Although synthetic mesh carries the risk of 

mesh infection, exposure, and extrusion, it certainly 

decreases recurrence rates by up to 20%.
13,14

 

CONCLUSION 

Major abdominal operations carry the highest risk of late-

onset complications while laparoscopic operations have 

the lowest risk of complications. Late-onset laparotomy-

related complications are frequent and their risk extends 

well beyond the perioperative period. The Component 

Separation Technique is a safe and effective technique 

which can be used to treat complex abdominal 

hernias/defects. Although the technique represents an 

important method in trunk reconstruction, it promises an 

acceptable cosmetic outcome with a low rate of hernia 

recurrence. 
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