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Abstract
Aim: A vertical rectus abdominis myocutaneous (VRAM) flap is commonly used to re-
construct perineal defects for low rectal and anal cancer. The incidence of midline in-
cisional hernias after VRAM reconstruction varies from 3.6% when detected clinically 
to 50% when detected radiologically. The aim of this study is to accurately determine 
the radiological incidence of donor-site incisional and parastomal hernia following VRAM 
reconstruction.
Method: This was a retrospective cohort study of patients undergoing colorectal sur-
gery requiring VRAM reconstruction over 10 years. Data were collected on patient de-
mographics, indication for surgery and surgical procedure, including details of any hernia 
repair. Images from surveillance CTs were reviewed for the presence and size of midline 
incisional and/or parastomal hernias. Parastomal hernias were classified based on the 
European Hernia Society (EHS) classification.
Results: One hundred and seventy three patients were included in the analysis. The 
median age was 67 years (range 29–88 years) and the median length of follow-up was 
49 months (interquartile range 24.3–71.0 months). The cumulative incidence of donor-site 
incisional hernia after VRAM at 1, 2 and 5 years was 15.1%, 25.4% and 29.1%, respec-
tively. The cumulative incidence for PSH at 1, 2 and 5 years was 33.1%, 46.6% and 53.3%, 
respectively (95% CI 45.4%–60.5%).
Conclusion: Most patients who develop donor-site incisional hernia and parastomal her-
niation following VRAM tend to do so within the first 2 years. Although the use of CT im-
aging improves the diagnosis of donor-site incisional and parastomal hernias, the clinical 
significance of this is unknown.

K E Y W O R D S
colorectal cancer, incisional hernia, parastomal hernia, radiology, Vertical Abdominus 
Myocutaneous flap

 14631318, 0, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/codi.16400 by T

est, W
iley O

nline L
ibrary on [28/11/2022]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense

www.wileyonlinelibrary.com/journal/codi
mailto:﻿￼
https://orcid.org/0000-0001-9681-9755
http://creativecommons.org/licenses/by/4.0/
mailto:alethea.tang@wales.nhs.uk


2  |    TANG et al.

INTRODUC TION

The management of perineal defects following surgery for pelvic 
malignancy continues to be debated, especially when the patient has 
undergone neoadjuvant radiotherapy [1, 2]. An approach is required 
to filling the ‘dead space’ and promoting effective wound healing to 
a previously irradiated area [2].

Typically, myocutaneous flap reconstruction is utilized when 
primary closure is not viable. Due to the good quantity of muscle 
with substantial underlying vasculature, the vertical rectus abdomi-
nis myocutaneous (VRAM) flap is deemed a suitable option for such 
cases. However, VRAM flaps are not without their complications 
with regards to donor site morbidity.

A systematic review conducted by Radwan et al. [2], analys-
ing 64 studies involving 1673 patients who underwent VRAM flap 
reconstruction after pelvic oncological surgery, found that 315 
patients (18.8%) experienced complications at the donor site, in-
cluding abdominal wound dehiscence (5.6%), infection (4.4%) and 
incisional hernia (IH; 3.6%). Compared with other midline laparot-
omy studies, the incidence of IH appears low [3-5]. Most of the 
studies only included clinical diagnosis of hernias [2]. Relying solely 
on clinical diagnosis may obscure the true incidence of IH and 
parastomal hernia (PSH), and assessing the radiological incidence 
of hernias following VRAM reconstruction may provide a more ac-
curate representation. A randomized controlled trial by Mortensen 
et al. [6] detected IH in the CT images (performed with elevated 
legs) of 50% of patients in the conventional closure group com-
pared with 33% of patients in the mesh group at 1 year follow-up, 
suggesting that the true incidence of IH and PSH is higher than 
originally thought [6].

The primary aim of this study is to determine the radiological 
incidence of midline donor-site IH following VRAM flap reconstruc-
tion for pelvic oncological surgery for colorectal and anal malignan-
cies at 1 year postoperatively. Secondary aims include radiological 
incidence of midline donor-site IH at 2 and 5 years post-operatively, 
the radiological incidence of PSH during 1–5 year follow-up, the dif-
ference in incidence between PSH in ostomies formed via the con-
tralateral rectus muscle and the oblique muscles in those undergoing 
total pelvic exenteration (TPE; and thus bilateral ostomies) and to as-
sess the variation of the hernia defect size over the follow-up period.

METHOD

This retrospective observational cohort study is reported according 
to the STROBE guidance [7]. All patients undergoing VRAM flap 
reconstruction for defects resulting from excision of colorectal 
and anal malignancies between July 2009 and February 2019 were 
included. Patients were either referred from primary care within our 
local health board (Swansea Bay University Health Board) or from 
external multidisciplinary teams (MDT) in Wales to the Swansea 
Colorectal MDT, a tertiary referral unit for advanced colorectal 
malignancies.

Procedure

Excision surgeries were performed by experienced pelvic 
surgeons. The decision to proceed with flap reconstruction was 
made intraoperatively between the pelvic and reconstructive 
surgeons after assessing the residual defect following tumour 
excision. Extended VRAM flaps (30 cm × 8  cm) were raised using 
a fascia-sparing technique described by Butler and Rodriguez-
Bigas [8]. The medial side of the flap is raised at the beginning of 
the procedure, preserving all perforating vessels and 2 cm or more 
of the anterior rectus sheath medially. The rectus muscle is then 
reflected laterally to expose the posterior rectus sheath, which 
is incised in the paramedian position. On completion of pelvic 
surgery, the rectus muscle is divided at the costal margin and the 
remainder of the flap is raised preserving as much of the anterior 
rectus sheath as possible laterally. Preserving the anterior sheath 
facilitates a more robust primary closure which is done in two layers 
(anterior and posterior sheath) with a polypropylene suture [1, 8, 9]. 
It was recorded intraoperatively whether the ostomy was formed 
through the rectus muscle on the contralateral side to the donor 
site in abdominoperineal excision (APER) operations or through the 
contralateral oblique muscles in cases of TPE with bilateral ostomies.

Data collection

Patient medical records and radiological imaging were reviewed 
retrospectively. Data were collected on patient demographics, 
surgical diagnosis, operative details from time of surgery as well as 
information from follow-up consultations.

Colorectal and anal cancer patients were chosen as all patients 
undergo a standardized follow-up programme using CT scanning at 
1 and 2 years, with an additional CT at 5 years for colorectal cancer 
patients. Patients are referred to their local health boards for fol-
low-up imaging. The time from operation to each CT scan was doc-
umented. Scans within 2 months either side of the 1, 2 and 5 year 
end-points were included to define the incidence rate at those time 
points. Scans which fell outside the specified time periods were also 
analysed to demonstrate the average time to hernia occurrence.

Scans were reviewed for the identified patients until July 2020. Scans 
for patients living within the local health board region were analysed 

What does this paper add to the literature?

There is a paucity of literature on the true incidence 
of incisional and parastomal herniation after vertical 
rectus abdominis myocutaneous reconstruction of 
perineal defects following pelvic oncological surgery. 
This paper reports the radiological incidence of incisional 
and parastomal herniation, providing a more accurate 
representation of the true incidence.
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on the local imaging reporting system. Patient scans from other health 
boards in Wales were either analysed using the image viewing system 
available on the Welsh Clinical Portal system or requested from the 
health board and transferred to the local Synapse system for analysis.

An IH was defined as an abdominal wall gap with or without protru-
sion of intraperitoneal contents through a defect in the abdominal wall 
at the site of previous incision [10,11]. A PSH was defined as the protru-
sion of abdominal contents through the abdominal wall defect created 
by forming a stoma [12] and classified according to the European Hernia 
Society (EHS) classification for PSH [13] (Table 1). Hernia defects were 
measured with the maximum diameters of the defect in the abdominal 
wall at the musculofascial layer of the rectus sheath in both sagittal and 
axial views using the ruler function embedded within the local reporting 
programme system [14]. All scans were reported by a radiologist, or if 
reported by a registrar were validated by a consultant radiologist. Due 
to difficulties trying to ascertain the true incidence of surgical site in-
fections (SSIs), either diagnosis of SSI by a clinician or a positive wound 
swab was deemed to be adequate for a diagnosis of SSI.

Data analysis

Statistical analysis was carried out with R (version 4.1.0). Patient de-
mographics, length of follow-up and total number of scans were sum-
marized with descriptive statistics (median, interquartile range) and 
results presented in percentages where appropriate. Chi-square test-
ing was carried out for categorical variables and a p-value of <0.05 
was deemed as statistically significant. Hernia-free survival curves for 
IH and PSH and the cumulative incidence at 1, 2 and 5 years were 
calculated using the Kaplan–Meier method and presented with 95% 
CIs. The cumulative incidence function (CIF) at 1, 2 and 5 years for 
IH and PSH was also calculated to account for death as a competing 
risk. The operation date was used as the start of the follow-up period 
and patients were followed up until the end of the follow-up period or 
death. Where hernia repair was undertaken or if a patient was lost to 
follow-up the data were then censored.

RESULTS

Demographics

One hundred and seventy six patients were identified from hospital 
records. Three patients were excluded as radiological data were un-
obtainable. One hundred and seventy three patients were included 

in the final analysis, of these 50.9% were female (n = 88) and 49.1% 
were male (n = 85). The median age of this cohort was 67 years (range 
29–88 years) and the median length of follow up was 49 months (in-
terquartile range 24.3–71.0 months). A total; of 80.4% patients were 
American Society of Anesthesiologists grade I–II. The most common 
indication for surgery was rectal cancer (76.4%). The majority of pa-
tients underwent an APER with (31.8%) or without (29.9%) an addi-
tional procedure. Defects were most frequently reconstructed with a 
right VRAM (86.2%). Patient demographics are illustrated in Table 2.

The mortality rate at 30 days was 0.6% (n = 1). This progressively 
increased to 7.5% at 1 year and 28.7% at 5 years. The 10 year all-
cause mortality in our cohort was 40.2%. Seven patients (4.0%) had 
full-thickness abdominal wound dehiscence which necessitated a 
return to theatre. The SSI rate was 18.5% (n = 32).

A total of 909 CT scans were analysed. The median number of 
scans for each patient was four (range 1–24).

Donor site incisional hernia

Only 6.3% of donor site IHs were detected clinically during the follow-
up period. The cumulative incidence of donor site IH at 1, 2 and 5 years 
was 15.1% (95% CI 6.5%–27.9%), 25.4% (95% CI 14.3%–36.6%) and 
29.1% (95% CI 18.9%–40.2%), respectively. The hernia-free survival 
curve for donor site IH is illustrated in Figure 1. The CIF estimates at 1, 2 
and 5 years for donor site IH were 7.5%, 15.2% and 27.5%, respectively.

At initial surgery 10.3% of patients had prophylactic mesh insertion. 
Compared with patients without mesh insertion, the occurrence of IH 
was not significant (χ2 = 0.332, p = 0.565). The diagnosis of a SSI was not 
significant either in the occurrence of donor site IH (χ2 = 0.028, p = 0.95).

Only three patients had operative intervention for their IH during 
the study period. Two patients had a single intervention, one with a 
retromuscular placement of a biological mesh (Permacol™) and one 
with a hybrid hernia repair device (Zenapro™) placed retromuscularly 
with unilateral posterior component separation. One patient had ini-
tial primary suture repair and subsequently required reintervention 
7 months later due to the development of a small bowel fistula. This 
was managed surgically with posterior component separation with 
retromuscular placement of Strattice™.

Parastomal hernia

The incidence of PSH detected clinically was 19.7%. All PSHs were 
through rectus abdominis and there were no PSHs reported through 

Type Definition

I Parastomal hernia ≤5 cm without concomitant incisional hernia

II Parastomal hernia ≤5 cm with concomitant incisional hernia

III Parastomal hernia >5 cm without concomitant incisional hernia

IV Parastomal hernia >5 cm with concomitant incisional hernia

TA B L E  1  European Hernia Society 
classification of parastomal hernias

 14631318, 0, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/codi.16400 by T

est, W
iley O

nline L
ibrary on [28/11/2022]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense
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the obliques. All stomas formed through the obliques were urosto-
mies (n = 44). The cumulative incidence for PSH at 1, 2 and 5 years 
was 33.1% (95% CI 23.6%–42.9%), 46.6% (95% CI 38.2%–54.5%) and 
53.3% (95% CI 45.4%–60.5%), respectively. The PSH-free survival 
curve is illustrated in Figure 2. The CIF estimates at 1, 2 and 5 years 
for PSH were 1.8%, 5.7% and 22.1%, respectively. The EHS classifi-
cation of PSH in our patient cohort changed with time. While most 
patients remain in classes I and II, there was an increase in the pro-
portion of patients in classes III and IV as time progresses. (Table 3, 
Figure 3).

In total, 10 patients underwent PSH repair. Seven patients had a 
single procedure, the majority of whom (n = 5) had a local primary 
suture repair. The other two patients had biological mesh repair, one 
placed in the retrorectus plane. There was insufficient information 
on the plane of mesh placement in the second patient.

The remaining three patients required subsequent procedures 
following their first procedure. Operative information was unavail-
able for one patient. In the two patients for whom information was 
available, one had a primary suture repair and had an intraperitoneal 
keyhole repair using a biological mesh for their second procedure. 
The second patient had a retrorectus biological mesh repair primar-
ily and in the second procedure had an intraperitoneal Sugarbaker 
repair with biological mesh.

DISCUSSION

Despite being a recognized complication, there are few studies 
which accurately assess the presence of hernias following VRAM. 
These studies, mainly case series, are limited by the retrospective 
nature, inadequate follow-up and lack of radiological diagnosis. To 
date, there are only two studies which report on the radiological in-
cidence of hernias following VRAM [6,15].

The findings from the present study suggest that most patients 
who do develop IH or PSH tend to do so in the first 2 years, and 
these figures plateau thereafter. The radiological incidence of IH 

TA B L E  2  Patient demographics

Number of patients 
(N = 173)

Percentage 
(%)

Sex

Male 85 49.1

Female 88 50.9

Welsh multiple deprivation index quartile

I 46 26.6

II 47 27.0

III 38 21.8

IV 42 24.1

Indications

Anal cancer (total) 31 17.9

Anal SCC 27 15.6

Anal adenocarcinoma 4 2.3

Rectal cancer (total) 132 76.3

Recurrent disease 8 4.6

Recurrent rectal 7 4.0

Recurrent sigmoid 1 0.6

Invasive colonic cancer 2 1.2

Neoadjuvant therapy

Chemotherapy

Yes 98 56.6

No 36 20.8

No data 39 22.6

Radiotherapy

Yes 140 80.9

No 33 19.1

ASA grade

I 19 11.0

II 120 69.4

III 34 19.6

Preoperative stoma

Yes 68 39.3

No 105 60.7

Primary operative procedure

APER 51 29.5

With additional 
procedurea

55 31.8

Excision of pouch 1 0.6

Panproctocolectomya 2 1.2

Posterior pelvic clearance 14 8.1

With additional 
procedurea

5 2.9

TPE 39 22.5

With additional 
procedurea

6 3.5

Reconstruction – VRAM

Right 151 86.2

Number of patients 
(N = 173)

Percentage 
(%)

and bilateral IGAP flap 
advancement

1 0.6

and bilateral posterior 
thigh V–Y 
advancement flap

1 0.6

Left 20 11.5

Bold value indicates total for all anal cancer, italics value indicates 
numbers according to sub-types of anal cancer.
Abbreviations: APER, abdominoperineal excision; ASA, American 
Society of Anesthesiologists; IGAP, inferior gluteal artery perforator; 
SCC, squamous cell carcinoma; VRAM, vertical rectus abdominis 
myocutaneous.
aAdditional procedures – examples include sacrectomy, coccygectomy, 
vaginectomy, prostatectomy and pelvic lymphadenectomy.

TA B L E  2  (Continued)
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of 15.1% in our cohort at 1 year is consistent with results seen in 
a similar cohort study of VRAMs by Kim et al. [15]. This is lower 
than the cited figure of 50% at 1 year by Mortensen et al. [6], where 
CT imaging was performed with raised legs to simulate the Valsalva 
manoeuvre to demonstrate herniation. This is not routine in most 
clinical settings, particularly when the indication for imaging is can-
cer surveillance. Prophylactic mesh insertion did not make a signif-
icant difference in terms of occurrence of IH in our cohort, echoing 
the findings in a randomized controlled trial by Mortensen et al. [6], 
although it is appreciated that the numbers in both cohorts were 
small. The findings of a large retrospective cohort study (n = 192) 
by Schellerer [16] reported promising results with IH rates of only 
6% with donor site reinforcement with Vypro® mesh compared with 
primary closure. Although not statistically significant, this suggests 
that prophylactic mesh insertion may have a role in hernia preven-
tion in this patient group [16].

The incidence at 1 year is comparable to other studies follow-
ing midline non-VRAM laparotomy, with commonly cited figures 
of 11%–20% [3–5]. Within the STITCH trial, the incidence of IH at 
1 year diagnosed via clinical examination and/or radiological assess-
ment was 16.8% [3]. The similar rates in this study and the STITCH 
trial suggests that there are inherent patient factors which predis-
pose to hernia formation regardless of the surgical techniques used, 
as it is hypothetical to expect higher rates of IH following VRAM 

given the removal of the rectus muscle and some anterior sheath 
unilaterally.

The radiological incidence of PSH at 1 year (33.1%) and in the full 
follow-up period (53.3%) is consistent with the published literature 
(32%–44% at 1 year and up to 58% at 7 years) [17]. While the true in-
cidence of PSH following formation of an ileal conduit is unknown, it 
has been reported to be up to 28% (n = 3170) in a review by Narang 
et al. [18]. It is therefore unusual that in the 44 patients in our cohort 
who had urostomies formed, none were detected. This suggests that 
in the case of bilateral ostomies from TPE, should hernias develop, 
these tend to occur preferentially at the colostomy/ ileostomy site 
via the rectus rather than at the urostomy site via the oblique mus-
cles. A retrospective cohort study by Huang et al. [19] compared 
the incidence of PSH in extraperitoneal colostomy and colostomies 
formed through the abdominal internal and external oblique muscle 
gap after laparoscopic APER. They reported no occurrences of PSH 
in the oblique group radiologically or clinically after 24 months [19]. 
It is possible that the oblique muscles provide a protective factor 
in PSH formation, possibly due to the alternative fibre directions of 
the muscles, or due to the difference in the contents of the stoma 
(urine versus faeces) and therefore peristaltic forces applied to the 
trephine.

A large discrepancy exists between radiological and clinical diagno-
sis for both donor-site IH (29.1% vs. 6.3%) and PSH (53.3% vs. 19.7%). A 

F I G U R E  1  Hernia-free survival curve for donor-site incisional hernias
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systematic review by Kroese et al. [20] found that there was an increase 
in the rate of prevalence of IH with CT imaging compared with other di-
agnostic modalities (including clinical examination); they concluded that 
CT imaging provides the most accurate diagnosis [20]. Recent guide-
lines for reporting interventions in IH have therefore recommended CT 
imaging for detection within such trials [21]. In the case of PSH, the 
sensitivity of clinical examination ranges between 66% and 94%. While 
specificities up to 100% have been reported, negative predictive values 
of 63%–96% have been cited [18]. While CT imaging is recommended 
where clinical diagnosis of PSH is uncertain (or to aid surgical planning), 
the diagnosis can be missed up to 7% of the time. Interobserver reliabil-
ity remains a challenge in the clinical diagnosis of these hernias [18,20].

Despite the high incidence of detected hernias, the number of 
patients undergoing surgical intervention in our cohort is small. Only 
three patients underwent a repair of their IH and 10 had a repair of 
their PSH. The reasons for this could be patient comorbidities and 
the risk of surgery outweighing the benefits, lack of symptoms war-
ranting intervention or a lack of surgical experience/confidence in 
repairing complex hernias in the earlier part of the study period.

In general, up to 75% of patients diagnosed with PSH and a third 
with IH are symptomatic. These conditions have a significant impact on 
quality of life (QoL) and not infrequently lead to emergency presenta-
tions [22–24]. A cross-sectional study by van Dijk et al. [25] found that 
56.8% of patients developed PSH following APER or Hartmann's. QoL 
was assessed with Short Form 36 (SF-36) and European Quality of Life 5 
Dimension (EuroQol-5D) instruments and the Body Image Questionnaire 
(BIQ) and patients reported decrease in physical functioning and general 
health scores as well as increased pain. They also reported an increase 
in shame about the scar and a concurrent IH decreased patient scoring 
of the scar in the BIQ [25]. Similarly, Ramhorst et al. [26] assessed QoL 
outcomes with the SF-36 and FACT-C questionnaires in 519 patients 
who had VRAM reconstruction following pelvic exenterative surgery and 
found that at baseline, patients requiring flap reconstruction reported 
significantly lower scores for general health, physical component health 
summary, bodily pain and mental health. While scores improve for pa-
tients without (or minor) complications, patients with major flap compli-
cations (including long-term complications such as IH and PSH) scored 
significantly more negatively at 6 months for the area ‘role physical’ [26].

F I G U R E  2  Hernia-free survival curve 
for parastomal hernias
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TA B L E  3  European Hernia Society 
(EHS) classification over time
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    |  7TANG et al.

Several studies have reported on improved QoL outcomes in 
patients with IH following repair, although these are not necessarily 
cancer specific [27–30]. Jensen et al. [31] conducted a nationwide 
registry study on QoL specifically in CRC survivors. A total of 2466 
patients were assessed using the European Organisation for Research 
and Treatment of Cancer (EORTC QLQ-C30) questionnaire and sur-
gical repair was associated with improved scores in physical and role 
functioning [31]. Similarly, a cohort study by Feng et al. [32], which 
examined the QoL outcomes in patients with abdominal malignancy 
(not CRC-specific), found that in the 46 patients who underwent re-
pair of their IH there was improvement in both abdominal wall specific 
(HerQLes) and cancer specific (FACT-G) QoL scores [32].

While we suggest that an improved diagnosis of hernia is import-
ant, our data do not support that this necessarily translates into clin-
ical significance. We do acknowledge that no QoL assessments have 
been reported in this cohort of patients. As hernia surgery is carried 
out with the aim of improving the patient's QoL, diligent documen-
tation on the presence of an IH or PSH and presence (or absence) of 
symptoms during the follow-up process is desirable, as well as evalu-
ation of the extent of the impact on the patient's QoL.

This study aims to contribute to the available literature but is 
limited by its retrospective nature. While the length of follow-up ex-
tends to 10 years, follow-up is often carried out by surgical teams in 
the patient's local hospitals and the reporting of complications can 
be variable and not accurately captured. There is also a limitation in 
the interpretation of our results in the fact that most recurrences of 
colorectal or anal cancers tend to occur in the first 2 years [33–36] 
which could skew the data presented.

CONCLUSION

An understanding of the natural history and accurate knowledge of inci-
dence of donor site IH and PSH following VRAM reconstruction offers 

benefits for preoperative counselling. While the use of CT imaging im-
proves the diagnosis of donor-site IH and PSH, the clinical significance 
of this is unknown. The results from this study indicate that while the 
VRAM reconstruction technique remains a satisfactory option for re-
construction of perineal defects in colorectal surgery, IH and PSH con-
tinue to have a significant impact on abdominal wall function and QoL. 
Further work is required on hernia prevention in this patient group.

AUTHOR CONTRIBUTIONS
AT, GT, DM, PD, RLH conceptualised and designed the study. Data anal-
ysis and interpretation was performed by AT and RLH. AT, GT, PD and 
RLH were involved in the drafting and critical revisions of the article. All 
authors approved the final manuscript submitted for publication.

CONFLIC T OF INTERE S T
The authors have nothing to declare.

E THIC AL S TATEMENT
The study protocol was reviewed by Swansea Bay University Health 
Board and deemed to be a service evaluation.

FUNDING INFORMATION
No funding was received for this work.

DATA AVAIL ABILIT Y S TATEMENT
The data that support the findings of this study are available from 
the corresponding author upon reasonable request.

ORCID
Alethea M. Tang   https://orcid.org/0000-0001-9681-9755 

R E FE R E N C E S
	 1.	 Harries RL, Radwan RW, Dewi M, Cubitt J, Warbrick-Smith J, Sadiq 

O, et al. Outcomes following immediate vertical rectus abdominis 

F I G U R E  3  The change in European Hernia Society (EHS) classification for parastomal hernias with time

80

60

40

20

0

Y1

Change in European Hernia Society Classification over time

N
um

be
r 

of
 s

ca
n 

de
te

ct
ed

 h
er

ni
as

Y2
Year

EHS Classification I II III IV NA

Y5

 14631318, 0, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/codi.16400 by T

est, W
iley O

nline L
ibrary on [28/11/2022]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense

https://orcid.org/0000-0001-9681-9755
https://orcid.org/0000-0001-9681-9755


8  |    TANG et al.

Myocutaneous (VRAM) flap-based perineal reconstruction fol-
lowing Resectional surgery for pelvic malignancies. World J Surg. 
2021;45(7):2290–7. https://doi.org/10.1007/s0026​8-021-06044​-0

	 2.	 Radwan RW, Tang AM, Harries RL, Davies EG, Drew P, Evans MD. 
Vertical rectus abdominis flap (VRAM) for perineal reconstruction fol-
lowing pelvic surgery: a systematic review. J Plast Reconstr Aesthet 
Surg. 2021;74(3):523–9. https://doi.org/10.1016/j.bjps.2020.10.100

	 3.	 Deerenberg EB, Harlaar JJ, Steyerberg EW, Lont HE, van Doorn 
HC, Heisterkamp J, et al. Small bites versus large bites for closure of 
abdominal midline incisions (STITCH): a double-blind, multicentre, 
randomised controlled trial. Lancet. 2015;386(10000):1254–60. 
https://doi.org/10.1016/S0140​-6736(15)60459​-7

	 4.	 Bosanquet DC, Ansell J, Abdelrahman T, Cornish J, Harries R, 
Stimpson A, et al. Systematic review and meta-regression of fac-
tors affecting midline incisional hernia rates: analysis of 14,618 pa-
tients. PLoS One. 2015;10(9):e0138745. https://doi.org/10.1371/
journ​al.pone.0138745

	 5.	 Höer J, Lawong G, Klinge U, Schumpelick V. Factors influenc-
ing the development of incisional hernia. A retrospective study 
of 2,983 laparotomy patients over a period of 10 years. Chirurg. 
2002;73(5):474–80.

	 6.	 Mortensen AR, Grossmann I, Rosenkilde M, Wara P, Laurberg S, 
Christensen P. Double-blind randomized controlled trial of collagen 
mesh for the prevention of abdominal incisional hernia in patients 
having a vertical rectus abdominis myocutaneus flap during surgery 
for advanced pelvic malignancy. Colorectal Dis. 2017;19(5):491–
500. https://doi.org/10.1111/codi.13552

	 7.	 von Elm E, Altman DG, Egger M, Pocock P, Gøtzsche PC, 
Vandenbroucke JP. STROBE initiative. Strengthening the re-
porting of observational studies in epidemiology (STROBE) 
statement: guidelines for reporting observational studies. BMJ. 
2007;335:806–8.

	 8.	 Butler CE, Rodriguez-Bigas MA. Pelvic reconstruction after ab-
dominoperineal resection: is it worthwhile? Ann Surg Oncol. 
2005;12(2):91–4.

	 9.	 Sahami T, Haque A, Harris D, Davies M, Beynon J, Evans M, et al. 
The vertical rectus abdominis myocutaneous flap—a video vignette. 
Colorectal Dis. 2015;17(5):455.

	10.	 Muysoms F, Miserez M, Berrevoet F, Campanelli G, Champault GG, 
Chelala E, et al. Classification of primary and incisional abdominal 
wall hernias. Hernia. 2009;13:407–14.

	11.	 Korenkov M, Paul A, Sauerland S, Neugebauer E, Arndt M, Chevrel 
JP, et al. Classification and Sur- gical treatment of incisional her-
nia. Results of an experts' meet- ing. Langenbecks Arch Surg. 
2001;386:65–73.

	12.	 Pearl RK. Parastomal hernias. World J Surg. 1989;13:569–72.
	13.	 Smietanski M, Szczepkowski M, Alexandre JA, Berger D, Bury K, 

Conze J, et al. European Hernia Society classification of parastomal 
hernia. Hernia. 2014;18:1–6.

	14.	 Ho KK, Economou T, Smart NJ, Daniels IR. Radiological progres-
sion of end colostomy trephine diameter and area. BJS Open. 
2019;3(1):112.

	15.	 Kim E, Fernando C, McCombie A, Bailey W, Frizelle F, Glyn 
T, et al. Abdominal and perineal hernia rates following verti-
cal rectus abdominis myocutaneous (VRAM) flap reconstruc-
tion - a supraregional experience. J Plast Reconstr Aesthet Surg. 
2021;75:1158–63. https://doi.org/10.1016/j.bjps.2021.11.002

	16.	 Schellerer VS, Bartholomé L, Langheinrich MC, Grützmann R, 
Horch RE, Merkel S, et al. Donor site morbidity of patients receiv-
ing vertical rectus abdominis myocutaneous flap for perineal, vag-
inal or inguinal reconstruction. World J Surg. 2021;45(1):132–40. 
https://doi.org/10.1007/s0026​8-020-05788​-5

	17.	 Antoniou SA, Agresta F, Garcia Alamino JM, Berger D, Berrevoet F, 
Brandsma HT, et al. European Hernia Society guidelines on prevention 

and treatment of parastomal hernias. Hernia. 2018;22(1):183–98. 
https://doi.org/10.1007/s1002​9-017-1697-5

	18.	 Narang SK, Alam NN, Campain NJ, Pathak S, McGrath JS, Daniels 
IR, et al. Parastomal hernia following cystectomy and ileal conduit 
urinary diversion: a systematic review. Hernia. 2017;21(2):163–75. 
https://doi.org/10.1007/s1002​9-016-1561-z

	19.	 Huang Y, Chen H, Zheng Q, Lin X, Zhu G, Wang J, et al. Abdominal 
oblique internal and external muscles gap colostomy for lower 
incidence of parastomal hernia and higher quality of life: a retro-
spective cohort study. World J Surg. 2021;45:3623–32. https://doi.
org/10.1007/s0026​8-021-06294​-y

	20.	 Kroese LF, Sneiders D, Kleinrensink GJ, Muysoms F, Lange JF. 
Comparing different modalities for the diagnosis of incisional her-
nia: a systematic review. Hernia. 2018;22(2):229–42. https://doi.
org/10.1007/s1002​9-017-1725-5

	21.	 Parker S, Halligan S, Berrevoet F, de Beaux AC, East B, Eker HH, 
et al. Reporting guidelines for interventional trials of primary 
and incisional ventral hernia repair. Br J Surg. 2021;108:1050–5. 
https://doi.org/10.1093/bjs/znab157

	22.	 Ripoche J, Basurko C, Fabbro-Perray P, Prudhomme M. Parastomal 
hernia. A study of the French Federation of Ostomy Patients. J Visc 
Surg. 2011;148:e435–41.

	23.	 Shabbir J, Britton DC. Stoma complications: a literature overview. 
Colorectal Dis. 2010;12:958–64.

	24.	 Nugent KP, Daniels P, Stewart B, Patankar R, Johnson CD. Quality 
of life in stoma patients. Dis Colon Rectum. 1999;42:1569–74.

	25.	 van Dijk SM, Timmermans L, Deerenberg EB, Lamme B, Kleinrensink 
GJ, Jeekel J, et al. Parastomal hernia: impact on quality of life? 
World J Surg. 2015;39:2595–601. https://doi.org/10.1007/s0026​
8-015-3107-4

	26.	 van Ramshorst GH, Young JM, Solomon MJ. Complications and 
impact on quality of life of vertical rectus abdominis myocutane-
ous flaps for reconstruction in pelvic exenteration surgery. Dis 
Colon Rectum. 2020;63(9):1225–33. https://doi.org/10.1097/
DCR.00000​00000​001632

	27.	 Langbach O, Bukholm I, Benth JS, Rokke O. Long-term quality 
of life and functionality after ventral hernia mesh repair. Surg 
Endosc. 2016;30(11):5023–33. https://doi.org/10.1007/s0046​
4-016-4850-9

	28.	 Poelman MM, Schellekens JF, Langenhorst BL, Schreurs WH. 
Health-related quality of life in patients treated for incisional hernia 
with an onlay technique. Hernia. 2010;14(3):237–42.

	29.	 Rogmark P, Petersson U, Bringman S, Ezra E, Osterberg J, 
Montgomery A. Quality of life and surgical outcome 1 year after 
open and laparoscopic incisional hernia repair: PROLOVE: a ran-
domized controlled trial. Ann Surg. 2016;263(2):244–50. https://
doi.org/10.1097/SLA.00000​00000​001305

	30.	 Ladurner R, Chiapponi C, Linhuber Q, Mussack T. Long term out-
come and quality of life after open incisional hernia repair–light 
versus heavy weight meshes. BMC Surg. 2011;11:25. https://doi.
org/10.1186/1471-2482-11-25

	31.	 Jensen KK, Emmertsen KJ, Laurberg S, Krarup PM. Long-term im-
pact of incisional hernia on quality of life after colonic cancer re-
section. Hernia. 2020;24:265–72. https://doi.org/10.1007/s1002​
9-019-01978​-w

	32.	 Feng MP, Baucom RB, Broman KK, Harris DA, Holzman MD, Huang 
LC, et al. Early repair of ventral incisional hernia may improve qual-
ity of life after surgery for abdominal malignancy: a prospective 
observational cohort study. Hernia. 2019;23:81–90. https://doi.
org/10.1007/s1002​9-018-1863-4

	33.	 Renehan AG, Egger M, Saunders MP, O'Dwyer ST. Impact on sur-
vival of intensive follow up after curative resection for colorectal 
cancer: systematic review and meta-analysis of randomised trials. 
BMJ. 2002;324:813.

 14631318, 0, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/codi.16400 by T

est, W
iley O

nline L
ibrary on [28/11/2022]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense

https://doi.org/10.1007/s00268-021-06044-0
https://doi.org/10.1016/j.bjps.2020.10.100
https://doi.org/10.1016/S0140-6736(15)60459-7
https://doi.org/10.1371/journal.pone.0138745
https://doi.org/10.1371/journal.pone.0138745
https://doi.org/10.1111/codi.13552
https://doi.org/10.1016/j.bjps.2021.11.002
https://doi.org/10.1007/s00268-020-05788-5
https://doi.org/10.1007/s10029-017-1697-5
https://doi.org/10.1007/s10029-016-1561-z
https://doi.org/10.1007/s00268-021-06294-y
https://doi.org/10.1007/s00268-021-06294-y
https://doi.org/10.1007/s10029-017-1725-5
https://doi.org/10.1007/s10029-017-1725-5
https://doi.org/10.1093/bjs/znab157
https://doi.org/10.1007/s00268-015-3107-4
https://doi.org/10.1007/s00268-015-3107-4
https://doi.org/10.1097/DCR.0000000000001632
https://doi.org/10.1097/DCR.0000000000001632
https://doi.org/10.1007/s00464-016-4850-9
https://doi.org/10.1007/s00464-016-4850-9
https://doi.org/10.1097/SLA.0000000000001305
https://doi.org/10.1097/SLA.0000000000001305
https://doi.org/10.1186/1471-2482-11-25
https://doi.org/10.1186/1471-2482-11-25
https://doi.org/10.1007/s10029-019-01978-w
https://doi.org/10.1007/s10029-019-01978-w
https://doi.org/10.1007/s10029-018-1863-4
https://doi.org/10.1007/s10029-018-1863-4


    |  9TANG et al.

	34.	 Desch CE, Benson AB 3rd, Somerfield MR, Flynn PJ, Krause C, 
Loprinzi CL, et al. Colorectal cancer surveillance: 2005 update of 
an American Society of Clinical Oncology practice guideline. J Clin 
Oncol. 2005;23:8512–9.

	35.	 Guyot F, Faivre J, Manfredi S, Meny B, Bonithon-Kopp C, Bouvier 
AM. Time trends in the treatment and survival of recurrences from 
colorectal cancer. Ann Oncol. 2005;16:756–61.

	36.	 Faynsod M, Vargas HI, Tolmos J, Udani VM, Dave S, Arnell T, 
et al. Patterns of recurrence in anal canal carcinoma. Arch Surg. 
2000;135(9):1090–5. https://doi.org/10.1001/archs​urg.135.9.1090

How to cite this article: Tang AM, Spencer N, Parkins K, 
Bevan V, Taylor G, Markham D, et al. Radiological incidence 
of donor-site incisional hernia and parastomal hernia after 
vertical rectus abdominus myocutaneous flap-based 
reconstruction following colorectal surgery. Colorectal Dis. 
2022;00:1–9. https://doi.org/10.1111/codi.16400

 14631318, 0, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/codi.16400 by T

est, W
iley O

nline L
ibrary on [28/11/2022]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense

https://doi.org/10.1001/archsurg.135.9.1090
https://doi.org/10.1111/codi.16400

	Radiological incidence of donor-­site incisional hernia and parastomal hernia after vertical rectus abdominus myocutaneous flap-­based reconstruction following colorectal surgery
	Abstract
	INTRODUCTION
	METHOD
	Procedure
	Data collection
	Data analysis

	RESULTS
	Demographics
	Donor site incisional hernia
	Parastomal hernia

	DISCUSSION
	CONCLUSION
	AUTHOR CONTRIBUTIONS
	CONFLICT OF INTEREST
	ETHICAL STATEMENT
	FUNDING INFORMATION
	DATA AVAILABILITY STATEMENT

	REFERENCES


