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ABSTRACT:  

A rare consequence of incisional hernia is spontaneous rupture. There isn't much literature to 

support it. A postponement of surgery can result in gangrene of the bowel and further 

morbidity. Mesh repair versus anatomical repair is still up for dispute. We are presenting a 

malnourished patient who had eviscerated bowel for 10 hours following an episode of 

vomiting. As a result of prompt therapy, we were able to avoid resection anastomoses, mesh 

was not indicated, and postoperative outcomes were excellent with no cough impulse. 
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INTRODUCTION: 

An incisional hernia is represented by escape of organs from their physiologic position 

through an area of weakness in the surgical scar [1]. Incisional hernias complicate 2%–20% 

of laparotomies [2]. There is relatively little information in the literature on spontaneous 

rupture of incisional hernias, which is a very uncommon complication. Since it poses a risk to 

life, immediate surgical intervention is necessary. Any delay will cause ischaemia, eventually 

causing gangrene, septicaemia. In this case report, we introduce a 55-year-old woman who 

presented with a spontaneous rupture of an incisional hernia and projecting bowel.  

 

CASE REPORT: 

A 55 year old labourer came with complaints of swelling over her previous scar site in lower 

abdomen since 15 days. There was sudden onset severe abdominal pain since 5AM and 

multiple episodes of vomiting, following which her bowel came out of the swelling. Not 

passed stools or flats since then. There was no history of any fever, chronic cough, weight 

loss. She was a known hypertensive, with previous history of exploratory laparotomy 5 years 

ago. Vitally, pulse - 110/min, blood pressure - 90/60 mmHg, BMI - 18.9, severely 

dehydrated. Per abdomen - tenderness all over abdomen and guarding was present, midline 

scar was seen. A defect of approximately 5x5cm was palpable through which about 30cm of 

oedematous  ileum and mesentery was protruding. Skin around defect was hyperpigmented, 

macerated with a 1x1cm ulcer. On DRE, soft stools were present. Sterile, warm saline soaked 

mops were kept over the bowel loop. She was started on triple antibiotics, analgesics and IV 
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fluids. Biochemical investigations done showed Hb – 13.50gm/dL; TLC – 16,300/uL; Platelet 

count – 335000/uL; and all other investigations were within normal limits. She was taken up 

for exploratory laparotomy. Infraumbilical incision taken. The layers of abdomen were thin 

and not identifiable separately. Eviscerated bowel loop’s viability was confirmed and 

redeposited after warm saline wash. Entire bowel was explored, no proximal dilated jejunum, 

milking was possible. Interbowel adhesions were cleared. The fascia between bowel and skin 

was separated. Double breasting was done with polypropylene sutures. Macerated, extra 

thinned out skin was excised and skin sutured. She was started on diet on postoperative day 2 

and discharged on day 7.  

 

DISCUSSION:  

Although it is true that this surgical condition is extremely unusual, nevertheless it is life 

threatening. Spontaneous rupture can occur in any hernia, but incidence is higher in incisional 

hernias [1].   

 

Hernias are likely to produce dermatitis and ulceration if there is constant friction between 

the abdominal wall and the hernia, as well as between the hernia and external clothing . It 

typically happens in a hernia that has been neglected, has thinner skin, and a weak abdominal 

wall. It may rupture as a result of an abrupt increase in intra-abdominal pressure. In our case, 

the rupture was caused by increased intra-abdominal pressure during vomiting, as well as the 

existence of an ulcer and macerated skin. A vertical midline incision, infected wound, 

malnutrition, and deficient surgical technique are some additional prevalent etiologies. [2,3,4] 

 

Resuscitation, pertinent diagnostics and surgical intervention are necessary for management. 

Delay could result in intestinal gangrene, resection-anastomosis, all of which could result in 

anastomotic leak, sepsis, shock and even death [5].  

The results of a study by Koizumi et al. from 2014 showed that the length of time between 

the onset of the condition and surgery was the most crucial predictive factor (P< 0.005). [6] 

 

In elective procedures where infection is rare, several studies clearly demonstrate the benefits 

of using mesh. Mesh is simple to use, has less complications,  lowers the rate of hernia 

recurrence. Utilizing biological mesh is an alternative, although it is an expensive tool. The 

main matter of debate is whether to use mesh in case of complicated hernia and the type of 

mesh to be used. Wound infection is the most common complication encountered and 

represents an immense burden especially in the presence of a mesh. In our case, only double 

breasting of underlying fascia was performed with the patient's best interests in mind to avoid 

any further complications as it was an emergency. Tension sutures avoided as it would 

deprive blood supply. [7] 

The principle of early referral and repair of incisional hernias is the key for prevention of this 

complication and minimise morbidity. 
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FIGURE 1: Preoperative 
picture of protruding bowel 
due to spontaneous rupture 
of incisional hernia  

FIGURE 2: Intraoperative 
photo of viable, healthy 
bowel 

FIGURE 3: 
Postoperatively, no 
cough impulse 


