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ABSTRACT

Introduction: Wound dehiscence is an acute wound failure. It commonly presents about one
week after surgery and may be preceded by a serosanguinuous discharge. Wound dehiscence is
an important cause of postoperative morbidity and mortality.

Objective: To compare the early postoperative complications of closure of laparotomy wound by
interrupted mass closure and continuous mass closure techniques.

Subjects and Methods: Sixty patients were included in this study and divided in two groups;
group A and group B. Closure of laparotomy wound with monofilament polypropylene No.1 suture
by interrupted mass closure technique for group A and continuous mass closure technique with
same suture material in group B was done.

Results: In group A, 2 patients developed wound infection and 1 patient was found with wound
dehiscence, while in group B, 3 patients suffered wound infection and 2 patients developed
wound dehiscence.

Conclusion: The closure of laparotomy wound by interrupted mass closure technique with
polypropylene No. 1 is better closure technique with low rate of wound infection and wound
dehiscence as compared to continuous suturing technique with same suture material.
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INTRODUCTION

Abdominal wound dehiscence remains a major cause
of morbidity following any laparotomy whether
elective or emergency . Uncomplicated healing of
surgical wounds is one of the most important factors
which contribute to the success of operation. In
particular dehiscence of laparotomy is an important
complication associated with considerable morbidity
and mortalityz. Wound dehiscence occurs in 1-3
percent of abdominal surgical procedures. Systemic
and local factors contribute to the development of this
complication®.

Burst abdomen is related to the technique of
closure of abdomen and the suture used. Attention to
the technique and material for closure is associated
with low rates of wound complications. Material and
technique for fascial closure are often determined by
local custom and surgical tradition*®. Despite the
arguments for and against different suture materials®,
the site of incisions and the insistence on a
meticulous surgical technique in the closure of
wounds, the cases of burst abdomen still occur’.
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MATERIAL AND METHODS

This study was conducted in Surgical Department of
Services Hospital, Lahore from 13" September 2006
to 13" March 2007. A total of 60 patients were
included in the study and were divided into two
groups A (odd number) and B (even number),
comprising 30 patients in each group. Mass
abdominal closure was done in all cases.
Monofilament polypropylene number 1 was used for
interrupted mass closure in group A and same suture
material for continuous mass closure technique in
patients included in group B. Wound dehiscence was
suspected when there was serosanguinous
discharge and was confirmed when there was a
visible gap between the wound edges or abdominal
viscera were lying outside the abdominal cavity in the
wound and a new closure was necessary.

RESULTS

A total of 60 patients undergoing laparotomy by
vertical midline incision were included in the study
and divided into two groups; group A and group B. In
group A, 19 patients (63.3%) were male and 11
patients (36.6%) were females. In group B, 17
patients (56.7%) were males and 13 (43.3%) were
females (Table 1).
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The age of the patients varied from 15 years to
64 years. In group A, the mean age was 32.75+13.78
years and in group B, the mean age of the patients
was 30.37£12.56 years. The two groups were well
matched and there was no statistically significant
difference (p=0.521) as far the age of the patients
were concerned (Table 2).

In group A, 2 cases (6.67%) out of 30 cases
developed wound infection and 1 patient (3.3%) was
found with wound dehiscence. While in group B, 3
patients (10%) out of 30 patients suffered wound
infection and 2 patients (6.6%) developed wound
dehiscence. Statistically the difference was significant
(p<0.05) [Table 3].

Table 1: Sex distribution of both groups

Sex Group A (n=30) Group B (n=30)

Frequency | %age Frequency | %age
Male 19 63.3 17 56.7
Femal 11 36.7 13 43.3
e

Male to female ratio 1:1.71:1.3

Table 2: Age distribution in both groups

Age Group A (n=30) Group B (n=30)
(years) | Frequency | %age | Frequency | %age
15-24 11 36.66 14 46.68
25-34 7 23.34 5 16.66
35-44 4 13.34 5 16.66
45 -54 5 16.66 5 16.66
55 -64 3 10.00 1 3.34
Mean+SD 32.75+#13.78 30.37+12.56 p=0.521

Table 3: Comparison of post-operative complications in
both groups

Post- Group A Group B

operative (n=30) (n=30) P value
complications | No. % | No. %

Wound 2 6.6 3 10.0 P<0.05
infection

Wound 1 3.3 2 6.7 P<0.05
dehiscence

DISCUSSION

As surgery evolved through generations of discovery,
experience, and evolution to become a science, the
healed and uncomplicated surgical wound came to
be regarded as the only acceptable outcome of an
operation.8 Wound behaviour both surgical and
traumatic is greatly influenced by the technique of the
closure of the wound and suture material®.

Wound infection is the commonest and most
troublesome disorder responsible for impaired wound
healing.” The association between infection,
technique and suture material used in a wound has
been an important consideration in the surgeon's
mind."® In this study, the wound infection in group A,
2 patients (6.67%) and in group B, 3 patients (10%)

were found (Table 2). So it was noted that wound
infection in continuous suturing technique is greater
than interrupted suturing technique and the results
were statistically significant.

Smith™ has mentioned that infection after clean
abdominal procedures is uncommon and usually
reflects either poor technique or cross infection.
Therefore the avoidance of wound sepsis is equal in
importance to the correct choice of wound closure
technique and suture material. Complete asepsis is
probably impossible to achieve, but the
consequences of bacterial contamination can be
reduced to a minimum if the local environment is
made unfavourable’.

Despite the arguments for and against different
suture materials,’” the site of incisions'® and the
insistence on a meticulous surgical technique in the
closure of wounds, better preoperative and
postoperative care, control of infection with
antibiotics, the cases of wound disruption still occur.
Many clinical studies have attested to a continuin
steady incidence of wound disruption to be 1-3%°*
regardless of the type of suture used. In this study, in
group A, the wound dehiscence was 3.33% which is
comparable with the above mentioned studies (Table
3). Wound disruPtion is associated with a mortality
rate of 10-20%* despite the most sophisticated
intensive care these patients receive today.

Efron'®> closed 118 consecutive laparotomies
with through and through interrupted non-absorbable
sutures, using either monofilament or polypropylene
and found only one disruption, an incidence of 0.8
percent while in this study in group A, interrupted
mass abdominal closure technique it was 3.33%
(Table 3). Ellis and Heddle™ found the incidence of
burst abdomen to be 3 percent with continuous mass
closure using monofilament nylon and he did not
include the peritoneum in closure. While in this study,
it was 6.67% with continuous suturing technique in
group B (Table 3).

We suggest that although the fascial dehiscence
may not be eliminated its incidence can certainly be
reduced to very low levels with proper attention to
mechanics of fascial closure.
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