
INTRODUCTION
Abdominal wound dehiscence is a word that is widely used to 
describe the separation of different layers of surgical wound 
before it has healed completely. Wound dehiscence happens 
when a wound isn't strong enough to endure the stresses it's 
subjected to. Dehiscence happens when sutures are disrupted 
by external pressures, absorbable sutures dissolve too 
quickly, or tight sutures cut through tissues due to excessive 

[1]strain. Acute wound failure may be partial or complete . Only 
the supercial layers or a portion of the tissue layers reopen in 
partial dehiscence. All layers of the wound thickness are 
separated in complete wound dehiscence, revealing the 
underlying tissue and organs that may protrudeout of the 
separated wound. The risk of a burst abdomen, the necessity 
for prompt intervention, and the probability of recurring 
dehiscence, surgical site infection, and incisional hernia 
formation make it one of the most feared post-operative 

[2]consequences for surgeons . Among dehiscence at various 
sites Abdominal wound dehiscence is a serious postoperative 
complication that has been associated to death rates as high 
as 45 percent. Incidence as reported in literature peaks from 

[3]0.4% to 3.5% . Wound dehiscence is caused by a variety of 
factors including emergency surgery, intra-abdominal 
bacterial infection, malnutrition, low haemoglobin, elderly 
age >65 years, systemic co-morbidities (uremia, diabetes 

[4]mellitus), and so on . Thorough understanding of risk factors 
is necessary for preventing wound dehiscence. By 
highlighting the risk factors for wound dehiscence, the 
incidence rate, and prophylactic measures to prevent or 
reduce the incidence of wound dehiscence, mortality and 
morbidity in the form of increased hospital stay, long-term 
repeated consultations, and additional burden on health-care 

[5]resources can be reduced .

Abdominal wound dehiscence has been a long term issue for 
which no single effective method is found for its management. 
In the last ten years, there have been a slew of publications 
attempting to explain how to solve this problem.

The purpose of this study was to assess the prevalence of 
abdominal wound dehiscence in relation to various risk 
factors, co-morbidities, and treatment options.

METHODS: 
Prospective observational study of patients admitted at 
General surgical ward, Rajah Muthiah Medical College 
Hospital, Chidambaram from October 2019 to September 
2021.

INCLUSION CRITERIA:
Ÿ During the study period, 60 patients who had an 

emergency or elective abdominal operation and 
experienced post-operative dehiscence were included

Ÿ Patients over the age of 18 of either gender who consented 
to investigations and treatment met the inclusion criteria.

EXCLUSION CRITERIA:
Ÿ Age <18 years 
Ÿ Wound dehiscence other than abdomen
Ÿ Gynaecological surgery induced wound dehiscence.

A detailed medical history was taken, as well as a thorough 
physical examination and any other pertinent information. 
Excel software tools were used to conduct the statistical 
analysis. Bar graphs and pie charts are used to represent 
observations.

RESULTS
The age wise distribution of subjects is depicted in the table 
below

Table 1: Incidence in different age groups
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Age No. of cases Percentage
21-30 8 13.33%
31-40 12 20%
41-50 20 33.33%
51-60 11 18.33%
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The majority of the patients in this study were between the 
ages of 41 and 50, with the youngest patient being 22 years old 
and the oldest being 82 years old. The average age of the 
patients that were aficted was 46.25. (SD13.95).

Gender distribution- 46 males and 14 females among the 
study population In the current study, 52 cases (87 percent) 
were operated on as emergency surgery, whereas 8 cases (13 
percent) were operated on as elective surgery.

Contaminated type of surgery accounts for 38 (63%) which is 
the common type of surgery done in the study population and 
no clean type of surgery.

Table 2: Distribution of wound dehiscence cases - types of 
surgery presenting

Table 3: distribution based on type of incision

In this study, 44 cases (73%) were performed with a midline 
incision and 10 instances (17%) were operated with a 
paramedian incision, out of a total of 60 cases.

In this study, perforation closure was performed in 28 cases, 
resection anastomosis in 17 cases, appendectomy in 9 cases, 
and other procedures such as intestinal obstruction, 
splenectomy, mesenteric tear, adhesiolysis, stricturoplasty, etc 
were performed on 60 cases with abdominal wound 
dehiscence.

Table 4: Distribution of patients with abdominal wound 
dehiscence according to diagnosis

Out of 60 cases hollow viscus perforation closure was common 
surgery performed in the study population.

Out of 60 cases 36 pts had B.M.I >25 and 24 patients had B.M.I <25.

Figure 1: Frequency of abdominal wound dehiscence 

according to body mass index
Table 5: Prevalence of abdominal wound dehiscence in 
relation to anemia

Out of 60 patients, 28 had Hb levels greater than or equal to 10 
g/dl, while 32 had Hb levels lower than or equal to 10 g/dl.

Lft And Wound Dehiscence
In the patients with wound dehiscence 36 patients (60%) had 
hypo proteinaemia.

Table 6: distribution of wound dehiscence in relation to liver 
function test (LFT)

Table 9: Management of wound dehiscence

Figure 2: Wound dehiscence in a duodenal ulcer perforation case

Figure 3: Tension suturing

DISCUSSION
During the study period, this study looked at 60 individuals 
who suffered laparotomy wound dehiscence. Our research 
looked into the reasons of abdominal wound dehiscence, as 
well as the treatment options available before, during, and 
after surgery.

In this study mean age for patients with late wound healing 
was 46.2. patients with hollow viscus perforation were 
common in this age group. Mean age groups in some other 
studies

[8]Spiliotis j et al 
[7]Waquar SH et al 

Gender distribution and wound dehiscence
In a study conducted between 2007 and 2008, 3500 patients 
received abdominal procedures in the surgery departments of 
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Type of Surgical wound No. of cases Percentage
Clean 0 0
Clean contaminated 6 10%
Contaminated 38 63.33%
Dirty 16 26.67%

60 100

Type of incision No. of cases Total
Upper midline (UM) 12 44
Midline (MM) 22
Lower midline (LM) 10
Right upper paramedian (RUP) 6 10
Right lower paramedian (RLP) 4
McBurney's (MCB) 6 6
Total 60 60

Diagnosis No. of cases
Hollow viscus perforation 28
Duodenal ulcer 13
Others (GP, IP, JP, MDP) 15
Appendicular pathologies 9
Intestinal obstruction 12
Malignancy 3
Others 8
Total 60

61-70 6 10%
>70 3 5%

60 100
Hb% No. of cases
>10 g/dl 28
<10 g/dl 32
Total 60

LFT No. of cases Percentage
Hypoprotinemia
(albumin<2.9 gm/dl)

36 60%

Hyperbilirubinemia (total
bilirubin> 1.5 mg/dl)

4 7%

Raised hepatic enzyme 2 3%

Type of wound 
dehiscence

No. of 
patients

Management

Partial wound 
dehiscence

32 Conservative
Management (healing by 
secondary intention)

16 Secondary suturing.
Complete wound
dehiscence

8 Tension suturing
4 Mesh repair



Mesologgi General Hospital and the Urban Community 
Teaching Hospital of 150 beds, with a reported frequency of 
abdominal wound dehiscence of 60% in males.In a study 
conducted between January 1985 to December 2005 at 
Department of Surgery, Erasmus University Medical Center, 
male were 75% and female pts 25%[5,8].With a male-to-
female ratio of 3.3:1, there was a higher male population in our 
study. This rise in males can be ascribed to the male gender's 
higher rate of peptic ulcer perforation and bowel obstruction.

Comparison of incidence in elective versus emergency 
surgery.
Over the course of seven years, 107 occurrences of abdominal 
wound dehiscence were reported in a study undertaken by the 
Department of Surgery at Case Western Reserve University, 
Cleveland Veterans Affairs Medical Center USA.

These patients with intra-abdominal pathologies were more 
likely to have had emergency operations (p 0.02), colon 
surgeries (p 0.005), or an operation with a higher wound 
classication (p 0.02), with wound dehiscence being the most 
common emergency operation and surgery with a class IV/V 

[9](contaminated/dirty wound).

In our study, 87 percent of 60 patients who developed 
laparotomy wound dehiscence were operated on as an 
emergency. Our research found that abdominal wound 
dehiscence is more likely in patients who had had peritonitis 
owing to a perforated hollow viscus (47 percent). Duodenal 
perforation accounted for 22% of the total. Small bowel 
obstruction affected 20% of the patients, while underlying 
malignancy affected 5% of the patients. Hollow viscus 
perforation cases were managed with omental patch closure, 
bowel obstruction cases by resection anastomosis and 
adhesiolysis.

Day of presentation of abdominal wound dehiscence
According to a study conducted at the Long Island Jewish 
Medical Center, the average post-operative day of abdominal 

[10]wound dehiscence is 11.1 days . Madsen et al recorded the 
sixth post-surgical day, while Anielski et al reported the 

[11,12]average period of 6.5 days. 

The average day of developing wound dehiscence was post-
operative day 9 in a study conducted at Erasmus University 

[5]Medical Center's Department of Surgery. 

A study conducted at Mesologgi General Hospital and Urban 
Community Teaching Hospital found that wound dehiscence 
occurs on the 9th post-operative day on average, with a range 

[8]of 6 to 15 days. 

The average post-operative day in our study was also the 
ninth day.In a research at Oula University Hospital, mortality 
was reported to be 4% out of 48 patients with wound 
dehiscence (2 patients). Averagelength of stay in the hospital 
was 25 ± 15 days (mean ± SD). Around 65% of patients with 
wound dehiscence had hypo albuminaemia, other risk factors 
were anaemia malnutrition, pulmonary complication and 

[13]emergency procedure .

Mean hospital stay in our study was 18 days ranging from 
minimum of 5 days to maximum 36 days. Risk factors, 
anaemia 53% of study population had haemoglobin <10gm, 
hypoalbuminaemia 60%, chronic lung diseases (63%), old 
age, malignancy (5%), obesity (40%), emergency procedure 
(87%) and peritonitis with grossly contaminated surgicalw 
ounds.

In a study conducted at the Department of Surgery at 
Sundsvaell County Hospital in Sweden, being overweight 
(BMI > 25) was found to be a risk factor for delayed wound 
healing due to an increased risk of infection, which could be 

reduced if patients were sutured with a suture length to wound 
[14]length ratio of 4 - 4.9.

In our study, 36 patients were overweight (BMI > 25), while 24 
patients had a BMI of less than 25. Out of 60 patients in this 
study, 73 percent had midline incisions and 17 percent had 
right paramedian incisions, indicating that 90 percent of 
patients with vertical incisions developed wound dehiscence. 
Our nding was similar to the study conducted at University of 

[15]Copenhagen .

CONCLUSION
Ÿ Laparotomy wound dehiscence is more common in males 

when compared to females with ratio of 3.3:1.
Ÿ Patients between the ages of 41 and 50 were found to have 

the highest rate of abdominal wound dehiscence, with a 
mean age of 46.25 years. 

Ÿ In individuals with peritonitis owing to hollow viscus 
perforation, abdominal wound dehiscence is more 
prevalent than in patients with intestinal blockage. 

Ÿ Patients who have a surgical wound that has been 
identied as contaminated are more likely to have wound 
dehiscence. 

Ÿ Elective surgeries have a lower rate of abdominal wound 
dehiscence than emergency surgeries (6.5:1).

Ÿ Because of the inadequate blood supply at Linea Alba, 
individuals who had a midline laparotomy had a higher 
risk of wound dehiscence than those who had a 
paramedian laparotomy. 

Ÿ Wound dehiscence is more likely in people with a BMI 
greater than 25, compared to those with a BMI less than 25.

Ÿ Abdominal wound dehiscence is more likely in patients 
with haemoglobin levels below 10 percent. 

Ÿ On the ninth post-operative day, there were the most 
incidences of wound dehiscence. 

Ÿ When compared to a mass closure, a protracted 
procedure lasting more than 90 minutes with multilayer 
abdominal closure exhibited higher dehiscence.

REFERENCES
1. Savage A, Lamont M. Wound dehiscence, incisional hernia, and parastomal 

ndhernia. Morris PJ, Wood WC, edts., Oxford text book of surgery. 2  edn. Alison 
Langton;2000:1883.

2. Mahmoud N, Kulaylat MD, Dayton MT. Surgical complications. Sabiston text 
thbook of surgery 19  edn;2012:283-284.

3. Afzal S, Bashir MM. Determinants of wound dehiscence in abdominal surgery 
in public sector hospital. Annals;2008:14(3).

4. Robert J, Fittzgibons JR. Nyhus and Condons hernia. Diagnostic and Imaging 
of abdominal wall hernia 5th edition, Lippincott Williams;2002.

5. Gabrie¨lle H, van Ramshorst, Nieuwenhuizen J, Hop WCJ, Arends P, Boom J, et 
al. Abdominal wound dehiscence in adults: development and validation of a 
risk model. World J Surg. 2010;34:20-7.

6. Guo S, DiPietro LA. Factors affecting wound healing. J Dent Res.2010; 
89(3):219-29.

7. Waqer S, Malik Z, Razzaq A, Abdullah MT,Shaima A, Zahid MA. Frequency 
and risk factors forwound dehiscence/burst abdomen in midline 
laparotomies. Journal Ayub Med Coll. 2005;17(4):70-3.

8. Grantcharov TP, Rosenberg J. Vertical compared with transverse incision in 
abdominal surgery. Eur J Surg.2001;167(4):260-7.

9. Granam DJ, Stevenson JT, Mettenry CR. Association of intrabdominal 
infections and abdominal wound dehiscence. Am Surg. 1998;64(7):660-5.

10. Riou JPA, Cohen JR, Johnson H. Factors inuencing wound dehiscence. Am J 
Surg. 1992;163:324-9.

11. Anielski R, Cichon S, Słowiaczek M, Orlicki P. Wound dehiscence as a 
problem of the surgery department. Wiad Lek.1997;50:234-40.

12. Madsen G, Fischer L, Wara P. Burst abdomen- clinical features and factors 
inuencing mortality. Dan Med Bullet.1992;39:183-5.

13. Makela JT, Kiviniemi H, Juvonen T, Laitinen S. Factors inuencing wound 
dehiscence after midline laparotomy. Am J Surg.1995;170:387-9.

14. Israelsson LA, Jonsson T. Overweight and healing of midline incisions. Eur J 
Surg. 1997;163(3):175- 80.

15. Grantcharov TP, Rosenberg J. Vertical compared with transverse incision in 
abdominal surgery. Eur J Surg.2001;167(4):260-7.

  X 105GJRA - GLOBAL JOURNAL FOR RESEARCH ANALYSIS

VOLUME - 11, ISSUE - 01, JANUARY - 2022 • PRINT ISSN No. 2277 - 8160 • DOI : 10.36106/gjra


