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ABSTRACT

This paper investigates the multifactorial causes contributing to the recurrence of hernias following surgical repair. Through a comprehensive
analysis of existing literature and surgical data, key factors influencing recurrent hernias are identified and discussed, providing valuable insights

for clinical practice.
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INTRODUCTION
A hernia is the protrusion of an organ through the structure or muscle
that usually contains it almost always treated surgically

The purpose of this study is to determine what are the factors
contributing to the increase chances of recurrences of these hernia

MATERIALAND METHODS

A systematic analytical search of the available literature was done
using Medline, PubMed, Scopus, Embase, Springer Link, and the
Cochrane Library, as well as a search of relevant journals and reference
lists. The following search tag where used recurrent inguinal hernia ,
recurrent incision hernia , recurrent umbilical hernia, different hernia
and there recurrence, factors causing recurrent hernias with modifiable
risk factors , various treatments mortality available, treatment of
choice , preventing recurrent factors Management of recurrent hernia ,
prevention and management of recurrent hernias,

Recurrence Rate

» Highlight the significance

» Inguinal hernia -The rate of recurrence appears to be between 0.2
and 10% (1)

» Incisional hernia - even when using meshes recurrence rates of up
to between 25 and 32% are observed after 5 and 10 years (2-4)

* Umbilical and para umbilical hernias - Recurrence rates range
from 1% to 43%(5-8)

»  Femoral hernia -The recurrence rate for primary herniorrhaphy is
6.1%(9)

Surgical Techniques For Hernia Repair:

Subjective choice-depending on patient factors, hernia characteristics,

and surgeon preference. common surgical approaches for repairing

hernias, including open repair, laparoscopic repair, and mesh
placement.

» Taking guidelines incisional ventral hernia repair recommend, as
an evidence-based recommendation,” the laparoscopic
intraperitoneal onlay mesh (IPOM) and open sublay techniques as
the best techniques for repair of an incisional hernia” (10-16)

» Inguinal hernia generally best repair Lichtenstein tension free
mesh repair

*  Umbilical hernia - herniorrhaphy with mesh repair

*  Femoral hernia-open hernioplasty

Factors Contributing To Recurrent Hernias

1. Technical Fctors

A) Surgical Experience And Technique:

Surgeon experience and proficiency in hernia repair techniques play a
crucial role in preventing recurrence. Surgeons with inadequate
training or experience may inadvertently contribute to recurrent
hernias through technical errors or suboptimal surgical approaches.

Inadequate surgical technique during the initial hernia repair, such as
improper mesh placement, inadequate mesh fixation, or insufficient
tissue support, can increase the risk of recurrence.

Tension on the repaired tissue and inadequate closure of the hernia

defect may also predispose patients to recurrent hernias.

A)Mesh-related Issues:

e Mesh-related complications, including mesh migration,
shrinkage, folding, or inadequate integration with surrounding
tissue, can lead to recurrent hernias.

» Infection or inflammation associated with the mesh may impair
tissue healing and contribute to hernia recurrence.

B) Complications from Previous Surgeries:

e Scar tissue formation, adhesions, or altered anatomy resulting
from previous hernia repairs or abdominal surgeries can make
subsequent repairs more challenging and increase the risk of
recurrence.

»  Complications such as nerve injury or chronic pain following
previous surgeries may persist and impact the success of
subsequent hernia repairs.

2. NonTechnical Fctors -

Data showed that non-technical patient-related risk factors have great
impact on the risk of recurrence after inguinal hernia surgery
(17,18,19)

A) Biological Factors

» Poor tissue healing or wound complications following the initial
surgery, such as infection, hematoma , or seroma formation, can
impair tissue integrity and increase the likelihood of hernia
recurrence.

A) Patient-related Factors:

¢ Failure to address modifiable risk factors such as obesity, smoking,
and chronic cough can increase the likelihood of hernia
recurrence.

«  Chronic conditions such as chronic cough, constipation, or heavy
lifting can exert increased intra-abdominal pressure, further
stressing weakened tissues and predisposing individuals to hernia
recurrence

» Patient factors such as advanced age, obesity, smoking, diabetes,
and immunosuppression can compromise tissue healing and
increase the risk of recurrent hernias.

* Non-compliance with postoperative care instructions, including
activity restrictions, wound care, and follow-up appointments,
may compromise surgical outcomes and contribute to recurrent
hernias.

B) Inherent Tissue Weakness:

» Patients with underlying connective tissue disorders or congenital
predispositions to hernias may have inherent weaknesses in the
abdominal wall, increasing their susceptibility to recurrent
hernias.

Challenges In Recurrent Hernia Management:

Diagnostic Challenges

A). Clinical Examination

1) May present with subtle or nonspecific symptoms, making them
challenging to detect during physical examination
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2) Scar tissue from previous surgeries can obscure the hernia defect
and mimic normal anatomy, leading to false-negative findings on
clinical examination.

B). Dynamic Nature Of Hernias

1 Hernias may be dynamic and change in size or position with
changes in intra-abdominal pressure, body position, or physical
activity.

2) Detecting recurrent hernias during imaging studies or clinical
examination may be challenging if the hernia is not protruding or
easily palpable at the time of assessment.

C). Imaging Modalities

1. Imaging modalities such as ultrasound, computed tomography
(CT), or magnetic resonance imaging (MRI) are commonly used
to aid in the diagnosis of recurrent hernias.

2. Interpretation of imaging studies can be challenging due to
variations in technique, operator experience, and the presence of
artifacts or postoperative changes.( distorted anatomy)

D). Symptomatology.

1). Symptoms of recurrent hernias, such as groin pain, swelling, or
discomfort, can overlap with other conditions such as muscle
strain, nerve entrapment, or vascular issues.

2). Patients may attribute their symptoms to non-hernia-related
causes, delaying the diagnosis of recurrent hernias.

E). Previous Surgical Interventions:

1. Scar tissue, adhesions, and altered anatomy resulting from
previous hernia repairs can complicate the identification of
recurrent hernias.

2. Previous surgical mesh or prosthetic material may obscure the
hernia defect and make it challenging to visualise or palpate
during examination or imaging studies.

F). Patient Factors:

1. Patient factors such as obesity, body habitus, or the presence of
coexisting medical conditions can further obscure the clinical
presentation and imaging findings of recurrent hernias.

2. Patient reluctance to undergo further diagnostic evaluation or
surgical intervention may hinder the timely diagnosis and
management of recurrent hernias.

Strategies for Prevention and Management:

A) Patient Education and Support:

1. Educate patients about the nature of recurrent hernias, treatment
options, and expected outcomes to empower them to make
informed decisions about their care.

1. Provide ongoing support and resources to help patients navigate
the challenges associated with recurrent hernias, including
physical and emotional support during the recovery process.

B). Prevention:

1. Optimised Surgical Technique:

¢ Surgeons should employ meticulous surgical technique during
initial hernia repair, including proper mesh placement, adequate
mesh fixation, and tension-free closure of the hernia defect.

«  Use of prosthetic mesh in hernia repair has been associated with
lower recurrence rates compared to primary tissue repair alone.

1. Patient Optimisation:

» Identify and address modifiable risk factors for hernia recurrence,
such as obesity, smoking, chronic cough, and constipation,
through preoperative counselling and intervention.

* Encourage patients to adopt healthy lifestyle behaviours,
including weight management, smoking cessation, and regular
exercise, to reduce the risk of hernia recurrence.

Management:

1. Early Detection and Diagnosis:

¢ Maintain a high index of suspicion for recurrent hernias in patients
with a history of previous hernia repairs and carefully evaluate for
recurrent symptoms, including groin pain, swelling, or
discomfort.

« Utilise imaging modalities such as ultrasound, computed

tomography (CT), or magnetic resonance imaging (MRI) to aid in
the diagnosis of recurrent hernias, particularly in cases where
clinical examination is inconclusive.

1. Surgical Intervention:

*  Surgical repair remains the mainstay of treatment for recurrent
hernias, with various techniques available depending on patient
factors, hernia characteristics, and surgeon preference.

*  The surgical management of recurrent hernias after previous mesh
repair is a particular challenge for surgeons and overall based on
analysis of clinical practice

»  Consideration should be given to factors such as mesh type, size,
placement, and fixation technique to optimise outcomes and
minimise the risk of recurrence.

e Tailor surgical approaches to address specific challenges
associated with recurrent hernias, including scar tissue, altered
anatomy, and tissue damage from previous surgeries.

1. Multidisciplinary Care:

* Involve a multidisciplinary team, including surgeons,
anaesthesiologists, nurses, and allied healthcare professionals, in
the management of recurrent hernias to ensure comprehensive
care and optimise patient outcomes.

* Collaborate with specialists in pain management, physical
therapy, and nutrition to address the unique needs of patients with
recurrent hernias and facilitate recovery and rehabilitation.

CONCLUSION

In conclusion, recurrent hernias present a significant challenge in
clinical practice, contributing to patient morbidity, healthcare
utilisation, and socioeconomic burden. Despite advancements in
surgical techniques and perioperative care, the risk of hernia
recurrence remains a concern for both patients and healthcare
providers.

Addressing the complexities of recurrent hernias requires a
multifaceted approach that encompasses prevention, early detection,
optimised surgical management, and comprehensive postoperative
care. By implementing strategies to minimise modifiable risk factors,
optimise surgical techniques, and provide multidisciplinary support to
patients, healthcare providers can mitigate the risk of hernia recurrence
and improve patient outcomes.

Furthermore, continued research and innovation in hernia
management are essential to further refine surgical techniques,
enhance diagnostic capabilities, and identify novel strategies for
preventing and managing recurrent hernias. Collaborative efforts
among clinicians, researchers, policymakers, and patients are needed
to develop evidence-based guidelines, improve access to care, and
reduce the overall burden of recurrent hernias on individuals and
society.
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