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large incisional ventral hernia at the site of right subcostal incision from
a remote open cholecystectomy. The hernia contained distended
stomach, omentum, most of the small bowel, transverse and right
colon, and right kidney. After medical optimization, patient underwent
sleeve gastrectomy, subtotal colectomy, and primary repair of the
hernia. After 10 months, there was no hernia recurrence, the patient’s
BMI decreased to 37.8 kg/m?, and she no longer required insulin or oral
hypoglycemic medications. In conclusion, concomitant sleeve
gastrectomy can be considered with repair of giant incisional hernia in
patients with morbid obesity, and colectomy can be considered in cases
with loss of domain and long patulous colon.
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Introduction:-

Massive abdominal wall hernias have a significant impact on patient quality of life and can pose serious
complications such as bowel obstruction or necrosis. We report operative management of an unusual case of a giant
abdominal wall incisional hernia in a morbidly obese patient. The hernia contained extremely dilated stomach with
intermittent gastric obstruction, small and large intestine, and the entire right kidney and head of pancreas.
Treatment of this hernia presented multiple challenges including size and location of the hernia, loss of abdominal
domain, and patient’s morbid obesity.

Case Presentation

A 54-year-old female with morbid obesity, hypertension, hyperlipidemia, and diabetes mellitus presented with an
extremely large incisional ventral hernia occupying her right upper quadrant. The hernia was chronic for 15 years
and it was at the site of a right subcostal cholecystectomy incision. She had been referred for surgical repair of
hernia multiple times before presentation, but due to the large size of the hernia, lack of abdominal domain, and her
morbid obesity (body mass index of 54 kg/m?), she had been referred to a nutritional team for weight loss. Medical
management of weight loss was not successful and she gained an additional 5 kg.
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At the time of presentation, she had a very large hernia (30 x 40 x 25 cm) in the right upper quadrant, irreducible,
with nausea and vomiting. Her lab results indicated volume depletion with acute kidney injury (WBC 27.2 x 10°/L,
Lactate 5.2 mmol/L, and Creatinine 2.4 mg/dL). After initial resuscitation, abdominal x-ray showed a large hernia
containing the stomach with nasogastric tube and loops of intestine (Fig. 1). CT scan revealed a massive hernia
containing extremely distended stomach, small and large intestine, omentum, and head of pancreas, along with
significant proximal gastric dilation (due to distal obstruction), and significant attenuation of mesenteric vessels and
angulation of aorta (Figure 2). She also had pneumonitis, possibly due to aspiration. Gastric decompression was
performed. Upper gastrointestinal (GI) series showed no contrast beyond the duodenal bulb. An
esophagogastroduodenoscopy was performed which showed distended stomach with distal obstruction and acutely
inflamed gastric antrum due to distortion from the patient's large hernia.

Surgical repair was performed after medical optimization. The patient underwent open surgery with wide a right
subcostal skin incision. Hernial contents were explored (Fig. 3). To allow reduction of abdominal contents, sleeve
gastrectomy, omentectomy, and subtotal colectomy with primary ileosigmoid anastomosis was performed which
increased the remaining size of her abdominal cavity. After replacement of the remaining abdominal contents,
excision of redundant abdominal wall and skin and primary repair of the 20 cm right upper quadrant hernia defect
was performed (Fig. 4).

Epidural analgesia was used for perioperative pain control. The patient had an uneventful postoperative course with
no postoperative complications. Postoperative upper Gl contrast study did not show any leak or outlet obstruction.
She was discharged home on postoperative day 10. At 10 month follow-up, there was no recurrence of hernia. She
has lost 36 kg (body mass index of 37.8 kg/m?), is off insulin and oral hypoglycemic medications, and is able to
ambulate without preoperative walking aids.

Discussion:-

Up to 8% of morbidly obese patients may have a ventral hernia (Datta et al. 2008). Obesity-related changes in
abdominal wall and increased abdominal wall pressure may predispose this group to hernias. Incisional hernias
occur in up to 20% of abdominal surgeries (Eriksson et al., 2014) with higher frequency in obese patients (Sugerman
etal., 1996).

We presented a morbidly obese patient with extremely large incisional hernia at the site of right subcostal incision
for a remote cholecystectomy. Most of her bowel was contained within the hernia sac and retroperitoneal structures
and vasculature were displaced. After years of discomfort, her acute presentation was for gastric obstruction and
severe distention of stomach. The patient suffered obesity-related comorbidities, including diabetes mellitus
requiring high doses of insulin. The primary challenge in surgical treatment of this patient was loss of abdominal
domain with most intraabdominal viscera contained within the hernia sac for years. Choice of closure technique of
the hernia defect (primary versus mesh) was another challenge in surgical planning. The patient’s colon was
elongated and incarcerated within the hernia sac and resection was part of the preoperative planning. The sleeve
gastrectomy of an extremely dilated stomach not only helped with reduction of intraabdominal contents but also
helped to manage her obesity and diabetes mellitus very effectively in 10 months follow-up. Reduction of
retroperitoneal structures was performed with minimal mobilization. The fascial defect was closed primary with
interrupted 0-Vicryl sutures. Postoperative care included respiratory support on postoperative day 1 and aggressive
pulmonary toilet after extubation, upper Gl series to rule out leak, strict glycemic control, and physical therapy
support of ambulation.

Repair of giant abdominal wall hernias presents a challenge. Component separation is a well-established technique
for repair of complex hernias (Pauli et al., 2013); but it was not applicable to this case with a giant subcostal defect
with extension to the lateral part of abdomen. Bridging repair using mesh is another option for large hernias
(Bikhchandani et al., 2013). We chose not to use mesh in this case after her colectomy and stomach resection
allowed closure of the abdomen without tension.

A systematic review of giant incisional hernia repair by Datta et al. (2008) showed that this procedure has a high
morbidity (median 32%), however most evidence about the subtype of hernia repair is retrospective with a limited
number of patients (Eriksson et al., 2014). Therefore, selection of surgical technique should be individualized based
on patient characteristics, hernia site, and contents of the hernia. Hernia recurrence is a major concern with a rate
between 10% and 30% (Holihan et al., 2016). Performing a bariatric procedure in a morbidly obese patient with
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abdominal wall hernia may help with resolution of morbid obesity and obesity-related comorbidities, and lower the
risk of hernia recurrence after hernia repair. Ventral hernia repair in obese patients (BMI>30 kg/m?) has been
reported with 20-27% recurrence rate (Froylich et al., 2016). Bariatric surgery and ventral hernia repair in morbidly
obese patients can be performed in two stages (with bariatric procedure as the first and hernia repair later after
weight loss), or concomitant when hernia repair is urgent. The staged approach may be more preferred since adding
ventral hernia repair to an elective bariatric surgery can significantly increase the rate of postoperative complications
(Khorgami et al., 2015).

Conclusion:-

Repair of huge incisional hernia can be challenging, especially in morbidly obese patients. Concomitant bariatric
surgery (e.g. sleeve gastrectomy) may be helpful in this group of patients by inducing postoperative weight loss, and
decreasing the risk of hernia recurrence. Colectomy can be considered in cases with loss of domain and redundant
colon.
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Figure 1:-Abdominal x-ray shows most of colon and viscera outside of abdominal cavity
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Figure 2:-Abdominal CT scan shows massive gastric distention with extension into the right lateral abdominal wall
hernia (A). There is marked displacement of vascular structures (aorta and its main branches) to the right (B).
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Figure 3:-Giant hernia content explored.
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Figure 4:-Reduction of hernia content and primary closure of the defect.
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