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ABSTRACT

Background and Aim: Abdominal wall hernia is a communal surgical intervention complication with groin hernia
being the most commonly presented hernia around the world. Delay in addressing these complications may
cause morbidity and mortality. Hernias can be repaired using a variety of surgical techniques. The purpose of the
current study was to assess the epidemiological profile and clinical experience of abdominal wall hernia in tertiary
care hospital, Pakistan.

Materials and Methods: This epidemiological prospective study was conducted on 226 patients with abdominal
wall hernia at HBS General Hospital, Islamabad for period of one year i.e from July 2020 June 2021. All the
hernia patients admitted to the surgery department for abdominal wall hernias during the study period were
examined. The relevant details of each individual were gathered from hospital medical and clinical records and
noted in pre-designed proforma. Epidemiological and clinical profiles were tabulated and analyzed.

Results: The overall mean age of patients was 44.6+ 5.6 with age ranges from 16 years to 72 years. Out of all
the operated hernia patients, about 174 (77%) were male and 52 (23%) were female. The male to female ratio
was 3.34:1. Of the total 226 abdominal wall hernia patients, 202 (89.4%) patients were operated on. The
prevalence of emergency-based operated hernia patients was 40 (19.8%). The most common operated
abdominal wall hernia was groin hernia in 162 (80.4%) followed by umbilical, epigastric, paraumbilical, and rarer
hernia with respective prevalence 20 (9.9%), 8 (3.9%), 10 (4.9%), and 2 (0.9%). Ascites, prostatic problems,
chronic cough, previous surgeries, chronic constipation, and obesity were the different predisposing factors. The
prevalence of predisposing factors were ascites in 3 (1.3%), prostatic problems 46 (20.4%), chronic cough 113
(50%), previous surgeries 20 (8.8%), chronic constipation 41 (18.4%), and obesity 3 (1.3%).

Conclusion: Our study found that the male population is more susceptible to abdominal wall hernia compared to
the female population. Low socioeconomic status with major risk factors such as constipation, old age, lifting
heavy objects, smoking, surgery phobia, homeopathy medicine treatment were the main factors for increased rate
of morbidity and mortality.
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INTRODUCTION

Abdominal wall hernia repair accounts for 16-19% of
surgical interventions in the surgical units causing morbidity
and mortality among patients of developing countries [1, 2].
Inguinal hernias are the most common type of hernia,
accounting for approximately 7 in 10 cases of all abdominal
wall hernias [3]. The incidence of inguinal hernia is 175 per
100,000 people [4]. However, only one-third of these are
surgically repaired. In developing countries, patients’
delayed clinical presentation is a major challenge in
surgical practice and scarce of privately sponsored health
care facilities. This obliges the balance between costly
cutting-edge and reasonable surgical practice [5]. An
abdominal wall hernia is an originally generated sac
protruding through the covering of the abdominal musculo-
aponeurotic [6]. The most common type of hernia is a Groin
hernias whereas inguinal hernias is more significant than
femoral hernias. The prevalence of the most common
abdominal wall hernia is 1.7% for patients of all age and
4% for above 45 years which lead to a higher incidence of
abdominal wall hernia in older age patients [7]. The risk of
mortality in men and women is 27% and 3% respectively
due to inguinal hernia which develops 75% abdominal wall
hernia [8, 9].

It is estimated that about 20 million hernias are
repaired annually around the globe. Umbilical, epigastric,
paraumbilical, incisional, traumatic, and Spigelian are the
other types of hernia. Women usually suffer from femoral
hernia while men from inguinal hernia [10]. The common
hernias of childhood age areumbilical and inguinal hernia.
The primary means of hernia diagnosis is a clinical
examination with symptomatology. However, radiography
to diagnose hernia might be required. The preferred repair
method for lowering recurrence rate is Meshrepair
however, herniorrhaphyisa is the most economical option
for most patients [11]. The preferred procedure for pediatric
age hernia patients is Mayo's repair and herniotomy.
Laparoscopic surgery has grown in popularity due to
itslower morbidity rate and postoperative rapid recovery to
a normal routine, but it is expensive in local settings.
Postoperative morbidity and mortality are increased by
delayed presentations [12]. Simultaneous efforts to conduct
area-specific  surveys are required, educate the
commonalities, and cut costs, allowing for early diagnosis
and provision best available techniques to strata of
society. The goals of this study were to assess the clinical
burden and profile of hernia patients in a tertiary care
hospital, as well as to describe our experience treating
them.
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MATERIALS AND METHODS

This epidemiological prospective study was conducted on
226 patients with abdominal wall hernia admitted at
Surgery department of HBS General Hospital, Islamabad
from January 2021 to October 2021. All the patients
admitted during the study period for abdominal wall hernias
were examined. The relevant details of each individual
were gathered from hospital medical and clinical records
and noted in pre-designed proforma. Epidemiological and
clinical profiles were tabulated and analyzed. Prior to
conduct the study, the ethical approval was Institutional
Ethic Review Committee. Subsequent to this study, each
patient provided written informed consent. All the clinically
diagnosed hernia patients admitted to the surgical
department for surgery were enrolled. The inclusion criteria
include primary inguinal hernia patients with elective cases
of age above 16 years and shown a willingness to the
informed consent form. Patients with previous inguinal
hernia, previous surgery, and ventral hernias-like surgical
conditions were excluded.

The relevant history, risk factors, demographic facts,
examination findings, and clinical data were recorded in a
questionnaire, then tabulated and analyzed using SPSS
(version 20.0) software. Data analysis was done using
statistical methods, which resulted in quantitative results.
The outcome of surgery was not a criterion for evaluation.

RESULTS

The overall mean age of patients was 44.6+ 5.6 with age
ranges from 16 years to 72 years. Out of all the operated
hernia patients, about 174 (77%) were male and 52 (23%)
were female as shown in Figure 1. Male to female ratio was
3.34:1. Of the total 226 abdominal wall hernia patients,
202 (89.4%) patients were operated on. The prevalence of
emergency-based operated hernia patients was 40

factors were ascites in 3 (1.3%), prostatic problems 46
(20.4%), chronic cough 113 (50%), previous surgeries 20
(8.8%), chronic constipation 41 (18.4%), and obesity 3
(1.3%) as shown in Table-2 and Figure-3.

Figure-1 Gender distribution (n=226)

Table-1 Prevalence of different types of hernia (n=202)

Abdominal Wall Hernia Frequency n | Percentage %
Types

Groin hernia 162 80.4
Umbilical Hernia 20 9.9

Epigastric 8 3.9
Paraumbilical 10 4.9

Rarer hernia 2 0.9

Total 202 100

Table-2 Prevalence of Predisposing Factors (n=226)

Predisposing Factors | Frequency n | Percentage %

(19.8%). One of the most common operated abdominal Ascites 3 1.3
wall hernia was groin hernia in 162 (80.4%) followed by Prostatic Problems 46 20.4
umbilical, epigastric, paraumbilical, and rarer hernia with Chronic Cough _ 113 50
respective prevalence 20 (9.9%), 8 (3.9%), 10 (4.9%), and Previous Surgeries 20 8.8
2 (0.9%) as shown in Table 1 and Figure 2. Ascites, C'gror,"c Constipation 41 18'4
prostatic problems, chronic cough, previous surgeries, ?otf;'ty 226 1630
chronic constipation, and obesity were the different
predisposing factors. The prevalence of predisposing
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Figure-2 Prevalence of different types of Abdominal Wall Hernia (n=202)
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Figure 3 Prevalence of Predisposing Factors (n=226)

DISCUSSION

This epidemiological observational study sought to identify
the clinical manifestations and various types of etiological
factors for abdominal wall hernia. The present study was
also a comprehensive profile study about the impact of
available surgical preferences, various comorbidities and
outcomes in a tertiary care setting. The research was
conducted in Pakistan, where mostly for hernia repair is
carried out with laparoscopic procedures. Inguinal hernias
are more common in lower socioeconomic groups [13-15].
It is very well reflected in this study, where the maximum
patients were from the low, middle, and upper
socioeconomic categories. Our study found that inguinal
hernia increased with age, but congenital inguinal hernia
was found in many patients (<19 years). According to the
literature, the inguinal hernia usually diagnosed in patients
of age 40 to 60 years [16]. Males were more affected
irrespective of the patient's age. Males to female ratio was
3.34:1 ratio. Based on previous research, it has been found
that epigastric, femoral, and incisional hernia is more
common in females who for various reasons delay their
presentation.

In a rural population of Pakistan, delays in hernia
presentation to seek hospital care are due to operative
intervention phobia, social inhibition, lack of family
responsibility, and medical issues concealing tendency.
Males are at risk due to chronic cough, preformed
strenuous sacs, and activities [17]. Males, too, are prone to
arriving late due to their surgical phobia and job loss,
putting financial strain. These variables were analogous to
those found in other developing countries [18]. The most
common risk factors in our study population were older age
and smoking. Other common risk factors for the
development of inguinal hernia in our study were a history
of prostatism, heavy weight lifting, and constipation which
correlates with the study of Robindera Kour et al. [19] and
some other studies [20, 21]. Malviya et al. [22] found
smoking to be an independent risk factor for hernia
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development in 30.6% of their study participants. However,
family history appears to be an independent risk factor in
the etiopathogenesis [23], but only 5% of the study
population had a positive family history.

A study conducted in the United States by Constance
et al. [24] discovered that inguinal hernia was associated
with older age, chronic cough, obesity, greater height, and
rural residence, and this was supported by many other
studies such as Lau H et al. [25] and Junge K et al. [26],
which demonstrated that family history is an important
predictor of the development of inguinal hernias and
recurrent hernias. Other risk factors mentioned included
chronic cough, prostatic hypertrophy, chronic constipation,
and chronic diabetes [27].

In our study, the majority of inguinal hernia patients
presented late to their health care provider, which is similar
to the situation in other developing countries [28]. This
results in the appearance of long-standing inguinal hernias.
The most common presenting symptoms were a lump and
pain, with increased pain as a sign of obstruction. Because
of a lack of awareness, fear of surgery, and financial
constraints, the majority of our patients presented late to
health care providers, which is comparable to other
developing countries [29]. Inguinal hernias are more
common on the right side, as demonstrated in our study,
and this is consistent with previous research. It has been
proposed that this is because the right testis descends
later, resulting in a higher incidence of failure of closure of
the processus vaginalis. [30]

In our study, the most common risk factors for the
development of inguinal hernia were strenuous activity
such as weight lifting, as well as coexisting benign prostatic
hyperplasia and smoking. Increased intra-abdominal
pressure has long been suspected as a factor in the
pathogenesis of inguinal hernia, but there is little
guantitative evidence to support this theory. Constance et
al.[31] found no association with factors such as physical
activity, constipation, chronic cough, and chronic
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obstructive pulmonary disease that could exert an effect via
such a mechanism. A previous study conducted in Spain
investigated the increasing risk of inguinal hernia and found
that physical exertion, recreational activities, and
occupational activities had increased the prevalence of
inguinal hernia [32]. In contrast, current sport and physical
activities reduce the chances of abdominal wall hernia.
Intra-abdominal pressure had no association with an
inguinal hernia but might cause constipation which is
associated with hernia as reported in a previous study [33].

CONCLUSION

Our study found that the male population is more
susceptible to abdominal wall hernia compared to the
female population. Low socioeconomic status with major
risk factors such as constipation, old age, lifting heavy
objects, smoking, surgery phobia, homeopathy medicine
treatment were the main factors for increased rate of
morbidity and mortality.
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