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The risk factors for abdominal wall hernia after surgery are an increase in body 
mass index, midline incision, incisional surgical‑site infection, preoperative 
chemotherapy, blood transfusion, increasing age, female sex, and increasing 
thickness of subcutaneous tissue. Reconstructing the abdominal wall defect 
becomes a challenge in multiple risk factor patients. Many new mesh implants 
have been invented, but all fail in case of infections. We modified and re‑evoked 
an old technique of fascia lata free graft reinforced with tensor fascia lata pedicled 
flap.
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Case Report
A  55‑year‑old female  admitted to us with complaints 
of 40% acute flame burns to the neck, chest anterior 
abdominal wall, and upper limbs. The patient had a 
history of multiple abdominal surgeries secondary to 
tuberculosis 10  years back. She had an exploratory 
laparotomy which ended up having a burst abdomen, for 
which a temporary colostomy was done and closed, due 
to which she developed a large ventral hernia. Five years 
later, the patient underwent an open mesh repair, which 
got infected, and the mesh had to be removed. When 
she presented to us, the skin over a ventral hernia had 
second‑degree deep dermal burns which were grafted. 
The patient after rehabilitation from burn wounds came 
back again for a ventral hernia repair. The patient had 
Type  2 abdominal wall defect  [Figure  1]. The patient 
deferred the option of the microvascular free flap.

We planned a TFL graft harvested from the left thigh 
for closing the rectus defect and an islanded TFL 
myocutaneous flap from right thigh for the abdominal 
defect.

Introduction

Ventral hernias are a most common complication of 
abdominal surgery, especially ones that have had 

an adverse postoperative outcome concerning healing 
of the wounds. The risk factors for abdominal wall 
hernia after surgery are an increase in body mass index, 
midline incision, incisional surgical‑site infection, 
preoperative chemotherapy, blood transfusion, 
increasing age, female sex, and increasing thickness of 
subcutaneous tissue.[1]

The defect can be corrected with anatomical repair 
or mesh repair as described in the literature. These 
techniques are executable if the abdomen is not 
extremely scarred and the abdominal wall musculature 
is intact. It becomes difficult in repairing the abdomen 
when some components of the abdominal wall are 
missing. Many flaps have been described for abdominal 
wall reconstruction which includes the latissimus 
dorsi, rectus abdominus, external oblique, tensor fascia 
lata  (TFL), and rectus femoris. The challenge is when 
reconstruction is required when all the components of 
the abdominal wall are missing. The abdominal wall 
defects are divided into two groups depending on 
the presence or absence of normal skin coverage. In 
Type I defect, there is intact or stable covering skin, 
whereas Type  II defects have absent or unstable skin 
cover.[2]
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Figure 1: Preoperative incisional hernia

Figure 3: Postoperative after 6 months
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On the table, the edge of a hernia was incised. The 
skin adherent to peritoneum was excised. There was 
a defect of 20  cm  ×  12  cm in the lower two‑third of 
the abdomen in the midline. A  fascia lata graft was 
harvested from left thigh measuring 18 cm × 10 cm and 
sutured to the edge of the abdominal wall  [Figure  2a]. 
On the right side, the TFL islanded flap was elevated 
of about 30  cm  ×  10  cm in dimension and turned 120° 
for the distal end of the flap to reach the upper limit of 
the abdominal defect  [Figure  2b]. The segment between 
the proximal end of the flap and the lower end of the 
abdominal defect in the right iliac region was incised 
and opened up to the external fascia to accommodate the 
bridging segment of the flap. The fascia was reinforced 
to the inside wall edge, and the skin was sutured with 
a closed suction drain. The donor area was closed 
primarily [Figure 2c].

The postoperative period was uneventful. The closed 
suction drain removed on the 6th  postoperative day, and 
the sutures were removed on the 14th  postoperative day. 
At 6‑month follow‑up, no herniation of the abdominal 
contents was obtained. Thigh donor site healed without 
any complications [Figure 3].

Discussion
Reconstruction of the abdominal wall focuses primarily 
on the restoration of function and stability, prevention 
of viscera herniation, as well as the re‑establishment 
of esthetically acceptable appearance. An abdominal 
wall defect exists when one of the components of the 
abdominal wall is missing. The critical parts of the 
abdominal wall include the muscle and fascia providing 
support and function and the skin.

The abdominal wall defects are divided into two groups 
depending on the presence or absence of normal skin 
coverage.[2]

In Type I defect, there is intact or stable covering skin, 
whereas Type  II defects have absent or unstable skin 
cover.

In Type  II defect with a skin loss and exposed viscera 
and has been further categorized into different 
types depending on the presence of contamination, 
lateralization, and fixation of the abdominal wall, the 
presence of enteric fistula and finally a frozen abdomen.

Type  1 defects can be treated with facial reconstruction 
with either autologous or prosthesis materials such as 
prolene mesh and PTFE mesh since there is stable skin 
available.

Type  2 defects require musculoaponeurotic 
reconstruction with skin cover. The local flap options 

are rectus muscle flap, lattismus dorsi muscle flap, 
and external oblique flap. Distant flap options are TFL 
muscle flap and rectus femoris flap. Free TFL graft is 
also an option for abdominal wall reconstruction.[3] The 

Figure 2: Intraoperative (a) tensor fascia lata graft sutured to abdomen 
defect, (b) tensor fascia lata flap harvest, and (c) flap inset over fascia 
lata graft
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patient already had complications due to mesh repair 
and deferred it for abdominal wall strengthening.

The component separation surgery is not possible in this 
patient as there is atrophy of rectus abdominus muscle. 
Since the patient has deferred microvascular free flap, 
we were left with an option of the regional flap. The 
regional flap cover of latissmus dorsi and external 
oblique would not reach. The rectus abdominus turnover 
flap was not possible due to the burnt lower abdominal 
skin. Other options discussed were rectus femoris or 
TFL flap; of the two, the postoperative morbidity is 
lesser with the TFL flap and hence it was chosen.[3,4]

The TFL flap is perhaps the most popular choice for 
reconstruction of lower abdominal wall defects. The 
flap is known for lower abdominal wall and groin 
reconstruction its reach up the umbilicus is questionable. 
Besides, the flap is also known to have distal tip necrosis 
if the length of the flap is extended beyond the 30 cm.[5]

In our patient, the length of the flap did not extend 
beyond 30  cm and the pivoting at the pedicle did not 
cause any vascular insufficiency; moreover, since the 
patient had previously undergone mesh repair which 
failed, an autologous material had to be used which in 
recent times is not in vogue, i.e., a nonvascularized TFL 
graft. The graft was used as additional support to prevent 
herniation of the abdominal contents. The current plastic 
surgical management of large abdominal defects is a 
microvascular free flap.

Conclusion
The microvascular free flap reconstruction is the norm 
of the day and has jumped the reconstructive ladder. 

When the patient defers the option, modification of old 
described techniques which have stood the test of time 
gives a good and viable outcome.
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