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Arterial and venous circulation of abdominal 
wall



wound complications

• wound  infection(Surgical Site Infection =SSI)

• wound dehiscence  and evisceration

• hernia formation

• wound pain



Wound classification



surgical site infection(SSI)

8% to 10% 
risk  factors:
surgeon experience

the indication for the procedure

the comorbid condition of the patient

Comorbid  condition of the patient
Prolonged preoperative hospital stay
Diabetes
tobacco usage
steroid use
obesity (body mass index [BMI] ≥ 30 kg/m2)
extremes of ages
poor nutritional status

perioperative transfusion of blood products







DELAYED PRIMARY CLOSURE AND SECONDARY 
CLOSURE
• high-risk group of patients:

• obesity, cancer, possible contamination procedures, infection, and 
bowel content contamination23.3%.    2.1% when delayed closure

• Ruptured   appendicitis

• ruptured tubo ovarian   abscess

• extensive  bowel  injury

• diverticulitis   with contamination 

• obesity, cancer



wound dehiscence

• separation of all layers of the abdominal incision

• Incomplete or partial dehiscence (superficial dehiscence) :
• separation of the skin and all tissue layers posterior to the skin,sometimes including the fascia

• complete dehiscence evisceration (also a burst abdomen) 

• if the disruption includes the peritoneum, intestine protrude through the wound

• 0.3% and 3% of all cases of pelvic surgery.



Evisceration

Evisceration 5 to 14 after operation, with a mean of about 8 days

Serosanguineous pink discharge from an apparently intact wound
several days before evisceration)23% to 84% of cases(
probing with a cotton-tipped swab to assess the integrity of the fascial closure

• dangerous postoperative complications

• 0.4% to 3.5%

• The mortality rate:35% (other complications, such as sepsis)



predisposing factors for complete wound 
disruption or evisceration
• metabolic factors

• malnutrition

• poorly controlled diabetes

• corticosteroid use

• older age

• prior abdominal or pelvic surgery

• type and location of the incision 

• the type of suture used

Mechanical  factors

A. Obesity
B. intra-abdominal distention (including rapid 

postoperative reaccumulation of ascites)
C. infection
D. retching, and coughing
E. any process that can impair wound 

healing:
F. radiotherapy or chemotherapy



complete dehiscence or eviscerations 
treatment
• closed as soon as they are recognized

• when a delay of several hours:

• the bowel can be replaced by using sterile gloves

• gently packing it in place with lap pads soaked in saline

• securing it with an abdominal binder

• Broad spectrum antibiotics

• blood counts and serum electrolyte 

• Closing an evisceration in the operating room under general anesthesia

• the extent of the dehiscence may be determined

• remove of Necrotic tissue clots and suture material 

• aerobic and anaerobic cultures 



-continue )wound edges are not ragged(

• inspection of bowel and omentum

• Cleaning  with several liters of warm normal saline

• If the fascial margins can be located and are not ragged

• continuous, mass closure technique with a slowly absorbable monofilament suture

• The subcutaneous tissue and skin are packed open for later delayed closure or NWPT 
placement.

•



-continue)wound edges are ragged(

• patient's condition is poor
• through-and-through retention suture of No. 2 nylon or polypropylene 
• The sutures are placed at least 2.5 to 3 cm from the skin edges 
• passed through all layers

• all sutures are held up before the first one is tied
• left in place for 3 weeks. 
• nasogastric tube 
• broad-spectrum antibiotics 



Incisional hernia

frequent complication after midline 
incisions  ( lower abdominal incisions 
(anatomic deficit of the posterior
fascial sheath beneath the rectus in the area inferior to the 

semicircular line)

peritoneum remains intact, and the 
fascial margins and adjacent muscles 
separate, leaving a defect beneath the 
subcutaneous tissue into which the 
bowel and omentum may herniate

Ventral hernias occur after low midline incisions :
0.5% to 1% of all gynecologic operations

10% after a wound infection

reclosure after dehiscence 25%



Signs and symptoms

• incarceration, obstruction, and infarction

• lower abdominal discomfort

• large ventral hernias, the abdominal wall is distended to varying 
degrees

• bowel peristalsis beneath the skin and report that the bulge becomes 
smaller when they are in a recumbent position

• Repair of the hernia is preferably done on an elective basis



reduce the rate of hernia formation

• The surgeon can control several variables

• reducing SSIs 

• choosing an appropriate suture for closure
• monofilament and slowly absorbable 

• continuous suture technique

• proper suturing technique 

• Close the wound in one layer

• Avoid high tension on the suture

• Place the stitches in the fascia only, 5 to 8 mm from the wound edge and at close intervals 4 to 5 mm apart.

• The SL-to-WL ratio should be 4 or greater

• Advances in the technique of hernia repair as well as the materials (synthetic and biologic meshes)



Prevention of Recurrence

• After first-line surgery for endometriosis, women should be invited to 
seek conception

• as soon as possible

• OC use until pregnancy is desired should be considered because 
several lines of evidence suggest that ovulation inhibition reduces the 
risk of endometriosis recurrence




