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ABSTRACT: Dual midline ventral hernia although not very common, a combination of 

infraumbilical with incisional hernia is unique. A obese lady in her sixth decade of life was 

diagnosed as having this unique combination and was treated by meshplasty and removal of 

umbilicus. Postoperative period was uneventful and patient discharged on 7th postoperative day. 
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INTRODUCTION: Incisional hernias develop in 3.8–11.5% of cases after abdominal surgery. The 

incidence depends on a number of factors including old age, sex, obesity, bowel surgery, suture 

type, chest infection, abdominal distension and wound infection.(1,2) Ninety percent of incisional 

hernias occur within 3 years of operation.(3) Repair of large abdominal incisional hernias is a 

difficult surgical problem with recurrence being a common complication. Recurrence rates of up to 

33% after first repair and 58% after second repair have been reported.(4) Umbilical hernias are 

common in obese individuals. 

 

CASE DESCRIPTION: A 63 years old lady was referred by Gynaecologist to Surgery department 

with diagnosis of incisional hernia. On taking a detailed history it was found that she had pain in 

both flanks and lower abdomen since 6 years, increased since 1 month. Past history revealed that 

she was operated for tubectomy 30 years back. Four years after the surgery she developed a 

swelling at the operated site, which was progressively increasing in size for which she got operated 

12 years back. After the surgery over a period 12 years, she has again developed a swelling over the 

abdomen which is progressively increasing in size to attain the present size. She is a known case of 

hypertension since 15 years. She has 4 children. General physical examination revealed vitals in 

normal range. Per abdomen examination revealed she had infraumblical hernia since 6 years, with 

incisional hernia Fig. 1. Skin over the incisional hernia was very much thinned out showing early 

features of impending rupture. On investigation by Ultrasonography the diagnosis was confirmed 

but revealed that incisional hernia has 2 sacs 1 measuring 3 *2 cms and another 2.5*2.4 cms. 

Patient was told about the treatment options at our hospital after which she was worked up for 

other investigations and taken for surgery.  

Patient was also told about removal of umbilicus and mesh repair. During surgery a slightly 

curved midline incision extending from above umbilicus to site of incisional hernia was taken. Two 

sac were noted at incisional hernia site one in midline 7 cms below umbilicus and another 2 cms 

lateral to midline below the former sac Fig. 2. The contents of sac were found to be omentum at 

both the sites with adhesions to sac. After reducing the contents, umbilicus was excised and the 

primary repair was done, followed by mesh repair Fig. 3. Suction drain was placed in the 

subcutaneous fat. Skin was then approximated with deep sutures Fig. 4. The patient is being 

followed since one year after the wound healing Fig. 5. 
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DISCUSSION: In as many as 1 in 3 abdominal wall closures, the fascial layer of the wound will fail to 

heal due to hemodynamic instability of wound contamination, especially in malnourished 

patients.(5) As a result, approximately 200, 000 incisional hernia repairs are performed each year in 

the United States alone at a financial cost of nearly 2.5 billion dollars.(6,7) Obesity is a risk factor for 

the development of umbilical hernia. Open hernia closure could be challenging in obese patients 

leading to high rates of recurrence.(7) Incisional hernias occur as the result of combined 

biomechanical failure in an acute fascial wound when considering the clinically relevant 

impediments to acute tissue repair together with the normal function of the abdominal wall to 

support increasing loads during the postoperative recovery period.(8) Acute fascial separation 

occurs early in the postoperative period, leading to the delayed clinical development of abdominal 

wall incisional hernias.(9) Our patient developed incisional hernia 4 years after surgery.  

The most frequently identified clinical risk factors include a suboptimal closure technique, 

deep wound infections, malnutrition, peri-operative hypotension, steroid use, and aortic aneurysm 

disease.(10,11) Normally, an acute fascial wound needs to pass through a complex series of well-

orchestrated molecular and cellular events beginning with hemostasis and inflammation and 

leading through angiogenesis and fibroplasia until a provisional matrix is formed that is capable of 

resisting the distractive forces of the abdominal wall.(12) The end point of acute wound healing 

therefore is the nearest approximation of normal uninjured tissue structure and function. In the 

case of the abdominal wall, this means the timely reestablishment of an efficient load-bearing scar 

at the myofascial layer. Abnormal progression of the acute wound-healing trajectory impairs the 

recovery of wound tensile strength.(13)  

The use of different combinations of composite (polypropylene and e-PTFE) or 

reabsorbable prosthetic materials, of mesh with hydrophilic coatings and of mesh coupled with 

flaps can provide a solution, even in cases of abundant loss of abdominal wall substance, when 

adequate covering of the inner surface cannot be achieved with peritoneum or omentum.(14) This 

patient was operated by mesh and primary repair. After removal of umbilicus a single mesh was 

used to cover both umbilicus and incisional hernia site in our case. To our knowledge, this is a rare 

case report on the occurrence of a dual ventral hernia with such a combination. The presence of 

umbilical hernia logically speaking should not occur as the sac of incisional hernia is usually large. 

But in such a situation if both hernias occur in midline then such a modality can be the mode of 

treatment. 

 

CONCLUSION: Incisional hernias are common complication after abdominal surgery. Care should 

be taken for weight reduction and any dual occurrence hernias in midline can be treated 

simultaneously and reported. 
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Fig. 1: Infraumbilical hernia  
and incisional Hernia 

Fig. 2: Intraoperative picture 
showing different sac 
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Fig. 4: Post-operative with drain Fig. 3: After meshplasty 

Fig. 5: Postoperative day 30 
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