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Reducing the incidence of incisional hernia after liver

transplantation
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Two important issues must be considered when deciding
the abdominal incision for a liver transplant (LT): a good
access to both liver lobes and a reduced rate of wound-
related morbidity. Historically, two incisions have been
recommended for a LT: the classic Mercedes incision [1]
and the subcostal bilateral incision [2]. Nevertheless, in
recent years, the right subcostal incision with medial
extension to xyphoid process (J-shaped incision) has
arisen as a good option for liver surgery [3]. The reported
frequencies of incisional hernia after LT range from 4.9%
to 17.2% and several factors such as older age, acute
rejection with steroids treatment, ascites or wound infec-
tion seem to be associated [4—7]. In a recent article from
UCLA, an incidence of 4.6% of incisional hernia was
reported after LT through a Mercedes incision [4]. The
authors found that reoperation, pulmonary complications
and the male gender were associated risk factors for inci-
sional hernia. Comparing the outcome using the J-shaped
incision and the classic Mercedes incision for LT,
Heisterkamp et al. [8] found a significantly lower
incidence of incisional hernia after the J-shaped incision
(7% vs. 24% P = 0.002) with a relaparotomy rate that
was not significantly different between the two groups
(31% and 45% respectively P = 0.487).

From January 1998 to December 2007, we performed
626 consecutive orthotopic liver transplantations. All
patients were transplanted using a bilateral subcostal inci-
sion that was closed with two layers of running sutures of
absorbable monofilament (Maxon 1; Synature, Covidien,
Mansfield, USA). Child-Pugh score was A in 141 patients
(22.5%), B in 242 (38.7%), and C in 243 (38.8%). Immuno-
suppression was based on tacrolimus, and steroids from
the first post-transplant day (20 mg/day of prednisone).
A 3-day course of methylprednisolone was used in 83
patients (13.2%) to treat a moderate or severe acute cellu-
lar rejection. Post-transplant relaparotomy was needed in
29 patients (4.6%). No patient was lost to follow-up. An
incisional hernia was diagnosed, and subsequently treated
in 11 patients, which means an incidence of 1.7%. The
Chi-squared test was used to compare our results with
the two reports already mentioned [4,8]. Our incidence
of incisional hernia was significantly lower with a P value
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ranging from 0.03 to 0.003 depending on the type of inci-
sion, J-shaped or Mercedes. In our opinion, this signifi-
cantly low incidence of incisional hernia may be
explained by several circumstances: (i) the avoidance of
Mercedes incision and its relative ischemic area at the
trifurcation point, (ii) the low accumulated steroid dose
in our patients because of our immunosuppressive proto-
col and the low rate of steroids-treated acute cellular
rejection, and (iii) the significant low incidence of post-
transplant relaparotomy (P < 0.001 when compared with
the reports previously mentioned [4,8]). According to our
results, subcostal bilateral incision may be considered for
liver transplantation provided other risk factors for
incisional hernia are prevented. Incisions with upward
midline extension may be reserved for liver transplants
with difficult suprahepatic vein reconstruction, as they
allow a vertical access to the suprahepatic vena cava
rather than from a caudal view [9].
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