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Abstract  The results of surgical treatment of 156 patients with morbid obesity and ventral hernias were analyzed. The 

comparison group included 54 patients who underwent isolated hernioalloplasty. The study group consisted of 102 patients 

who underwent simultaneous surgeries, including hernioalloplasty, abdominoplasty, and correction of concomitant surgical 

pathology of the abdominal and pelvic organs. Intraoperative parameters, complication rate, long-term results, and quality of 

life were assessed using the SF-36 questionnaire. All patients in the study group were found to have concomitant surgical 

pathology, most commonly abdominal adhesive disease, cholelithiasis, and pelvic pathology. The use of a combined surgical 

approach reduced the incidence of wound complications (13.7% versus 35.2% in the comparison group), decreased the risk of 

ventral hernia recurrence (3.1% versus 16.3%), and shortened the duration of hospitalization. According to the SF-36, a 

significant improvement in the physical, psychoemotional, and social components of quality of life was noted. Combined 

hernioalloplasty with abdominoplasty and simultaneous correction of concomitant pathology is a pathogenetically justified 

and clinically effective method for treating ventral hernias in patients with morbid obesity. 
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1. Introduction 

Ventral hernias in patients with morbid obesity represent 

one of the most complex and challenging issues in modern 

abdominal surgery. This is due to a combination of pronounced 

[1] anatomical and functional changes in the anterior 

abdominal wall, including abdominoptosis, a massive skin 

and fat apron, persistently elevated intra-abdominal pressure, 

and a high incidence of concomitant surgical pathology of 

the abdominal and pelvic organs. In this patient population, 

ventral hernia is typically not an isolated condition but 

develops in the context of systemic disorders associated with 

obesity, significantly complicating the choice of optimal 

surgical approach. 

The use of traditional isolated hernioalloplasty methods  

in patients with morbid obesity is associated with a high 

incidence of wound and extra-abdominal complications, 

technical difficulties during surgery, and recurrence of 

ventral hernias in the late postoperative period. Persistent 

severe abdominoptosis and massive subcutaneous fat after 

hernioplasty lead to disruption of the biomechanics of the 

anterior abdominal wall, uneven distribution of loads on the 

mesh implant fixation area, and deterioration of the conditions 

for reparative processes. The presence of concomitant surgical 

pathology further increases the scope of the intervention and 

the risk of adverse outcomes [2]. 
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In recent years, increasing attention has been paid to 

simultaneous surgical interventions aimed at the simultaneous 

correction of several pathological conditions in this category 

of patients. This approach is seen as an opportunity not  

only to eliminate the hernia defect but also to address    

key pathogenetic factors that determine the development of 

complications and recurrence. In particular, the combination 

of hernialloplasty and abdominoplasty allows for the 

restoration of the anatomical and functional integrity of the 

anterior abdominal wall and the reduction of pathological 

loads on the reconstruction area. However, the safety, 

feasibility, and clinical efficacy of combined hernioalloplasty 

and abdominoplasty in patients with morbid obesity remain 

controversial. The impact of these simultaneous procedures 

on the incidence of postoperative complications, long-term 

treatment outcomes, and patient quality of life, as well as  

the patient selection criteria for this [3] approach, remain 

insufficiently studied. This underscores the relevance of 

further research aimed at substantiating optimal surgical 

approaches for patients with ventral hernias and morbid 

obesity. 

The aim of this study was to evaluate the efficacy and 

safety of combined surgical approaches in patients with 

ventral hernias and morbid obesity. 

2. Material and Methods 

The study included 156 patients with morbid obesity and 

ventral hernias, who were treated in the surgical department 
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of a multidisciplinary hospital. Patients were selected based 

on clinical and instrumental examinations, taking into 

account the degree of obesity, the size and location of the 

hernia defect, and the presence of concomitant surgical 

pathology of the abdominal cavity and pelvis. All patients 

underwent elective surgery after standard preoperative 

preparation. 

Depending on the chosen surgical approach, patients  

were divided into two comparable groups. The comparison 

group (n=54) included patients who underwent isolated 

hernialloplasty using tension-free methods of anterior 

abdominal wall reconstruction. The main group consisted of 

102 patients who underwent a combined surgical approach, 

including hernioalloplasty, abdominoplasty and simultaneous 

correction of concomitant surgical pathology of the 

abdominal and pelvic organs. 

Patients were assigned to groups based on their clinical 

presentation, the severity of abdominoptosis, the volume of 

the skin-fat apron, and the nature of any comorbidities. 

Patients in the study group underwent simultaneous procedures 

aimed at comprehensively addressing the hernia defect and 

any factors that could adversely affect hernioplasty results 

[5]. The sequence and scope of surgical procedures were 

determined individually, depending on the anatomical and 

functional characteristics and any comorbidities identified. 

All patients underwent a comprehensive clinical and 

instrumental examination, including anamnesis, physical 

examination, and laboratory and instrumental testing. 

Particular attention was paid to assessing the degree of 

obesity, the severity of abdominoptosis, the size and location 

of the ventral hernia, and the identification of concomitant 

surgical pathology of the abdominal and pelvic organs.   

The duration of the surgical procedure and the volume of 

intraoperative blood loss were recorded intraoperatively. 

 

Table 1.  Structure of concomitant surgical diseases of the abdominal organs in patients of the main group 

Simultaneous pathology 
Total 

abs. % 

Gallstone disease 29 16,3 

Liver cysts 6 3,4 

Pancreatic cysts 2 1,1 

Adhesive disease. Chronic, subacute intestinal obstruction 67 37,6 

Ovarian cyst 9 5,1 

Uterine fibroids 22 12,4 

Stage III-IV obesity. Pendulous abdomen 32 17,9 

Total 128 100 

Table 2.  Types of surgical interventions performed in patients with ventral hernias and morbid obesity 

Type of surgical intervention Comparison group (n = 54) Main group (n = 102) 

Isolated herniorrhaphy 54 (100%) – 

Hernioalloplasty + abdominoplasty – 67 (65,7%) 

Hernioalloplasty + abdominoplasty  

+ correction of concomitant pathology 
– 35 (34,3%) 

Including laparoscopic surgery – 35 (34,3%) 

Simultaneous surgeries in total – 102 (100%) 

Table 3.  Comparative characteristics of surgical interventions in the study groups 

Indicator Comparison group (n = 54) Main group (n = 102) 

Surgical Extent Hernioalloplasty Hernioalloplasty + abdominoplasty 

Average Surgical Duration,  

Minutes (M ± m) 
92,4 ± 6,8 138,6 ± 9,3* 

Average Intraoperative  

Blood Loss, mL (M ± m) 
186,5 ± 24,1 214,3 ± 28,7 

Use of Mesh Implant 54 (100%) 102 (100%) 

Abdominoptosis Correction 0 (0%) 102 (100%) 

Removal of Skin and  

Fat Apron, G (M ± m) 
0 3240 ± 410 

Note: * p < 0.05 
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Postoperatively, the frequency and nature of wound and 

extra-abdominal complications, patient mobilization time, 

inpatient stay, and long-term surgical outcomes, including 

the rate of ventral hernia recurrence, were analyzed. 

Long-term outcomes were assessed dynamically over time 

and allowed for evaluation of the sustainability of the 

anatomical and functional outcomes of the interventions. 

To comprehensively characterize the effectiveness of 

treatment and the degree of social and functional 

rehabilitation of patients, quality of life was assessed using 

the standardized SF-36 questionnaire, which assesses the 

physical, psycho-emotional, and social components of health. 

A comparative analysis of quality of life indicators was 

conducted between groups and over time after surgery. 

Statistical processing of the obtained data was performed 

using standard methods of variation statistics. Mean values 

and standard deviations were calculated for quantitative 

indicators, while absolute and relative values were calculated 

for qualitative indicators. The significance of differences 

between groups was assessed using appropriate parametric 

and nonparametric tests. Differences were considered 

statistically significant at a significance level of p<0.05. 

3. Results 

All patients in the study group had concomitant surgical 

pathologies requiring immediate correction, confirming the 

high prevalence of comorbidities in patients with morbid 

obesity and ventral hernias. The most common comorbidities 

included abdominal adhesive disease (37.6%), grades III–IV 

obesity with a prominent pendulous abdomen (17.9%), 

cholelithiasis (16.3%), and pelvic pathology in women.   

The presence of these conditions significantly impacted the 

extent and sequence of surgical intervention and required 

individualized planning of a simultaneous surgical approach. 

The use of a combined surgical approach was associated 

with a significant reduction in the incidence of wound 

complications compared to the comparison group. In the 

study group, a decrease in the incidence of seromas, infiltrates, 

and suppuration of the postoperative wound was noted. This 

was associated with the removal of massive subcutaneous fat, 

improved tissue healing, and reduced pathological stress on 

the reconstructed anterior abdominal wall. The recurrence 

rate of ventral hernias in the study group was 3.1%, 

compared to 16.3% in the comparison group, indicating 

greater stability of anatomical and functional results with the 

simultaneous approach. 

Furthermore, patients in the study group demonstrated a 

shorter hospital stay and earlier postoperative mobilization. 

This, in turn, reduced the risk of extra-abdominal 

complications and accelerated rehabilitation. The more 

favorable postoperative course confirms the safety and 

clinical feasibility of expanding the scope of the intervention 

through simultaneous correction of comorbidities. An analysis 

of quality-of-life indicators using the SF-36 questionnaire 

revealed a significant improvement in physical functioning, 

a reduction in pain severity, and increased social activity in 

patients in the study group. Improved psychoemotional state 

and social adaptation indicators reflected the restoration of 

functional integrity of the anterior abdominal wall and 

increased patient satisfaction with the surgical results. Taken 

together, the obtained data confirm that combined surgical 

approaches not only provide better clinical outcomes but also 

facilitate comprehensive functional and social rehabilitation 

in patients with ventral hernias and morbid obesity. 

4. Discussion 

The obtained results indicate that isolated hernia alloplasty 

in patients with morbid obesity does not eliminate the key 

pathogenetic factors of hernia formation and recurrence. 

Persistent severe abdominoptosis, a massive skin-fat apron, 

increased intra-abdominal pressure, and concomitant surgical 

pathology lead to disruption of the biomechanics of the 

anterior abdominal wall, uneven load distribution in the mesh 

implant fixation area, and a deterioration in the conditions 

for strong scar formation [6]. This explains the higher rate of 

wound complications and ventral hernia recurrence with 

isolated hernia alloplasty in this category of patients. 

Incorporating abdominoplasty and simultaneous correction 

of concomitant surgical pathology allows for addressing the 

key pathogenetic factors of the disease. Removal of the skin 

and fat apron and correction of abdominoptosis help reduce 

static and dynamic loads on the reconstructed anterior abdominal 

wall, restore its anatomical and functional integrity, and 

improve biomechanical conditions in the hernioplasty area. 

Simultaneous treatment of concomitant abdominal and 

pelvic pathologies reduces the cumulative impact of factors 

contributing to intra-abdominal hypertension and chronic 

inflammation, which positively impacts the postoperative 

course. 

Of particular significance is the fact that the use of a 

simultaneous approach was not associated with an increased 

incidence of intra- or postoperative complications, despite 

the increased surgical scope. On the contrary, the data obtained 

demonstrate a more favorable [8] early postoperative course, 

a reduced incidence of wound complications, and a 

significant reduction in the risk of ventral hernia recurrence 

at long-term follow-up. This confirms that increasing the 

surgical scope through functionally justified stages does not 

equate to an increased surgical risk [14]. 

5. Conclusions 

Combined hernioalloplasty with abdominoplasty and 

simultaneous correction of concomitant surgical pathology is 

an effective and safe treatment method for patients with 

ventral hernias and morbid obesity. This approach reduces 

the incidence of complications and recurrence, improves 

quality of life, and can be recommended for widespread 

implementation in clinical practice. 
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