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Abstract 

Background: 

Sub-xiphoid incisional hernias are rare postoperative complications, often following median 

sternotomy or upper midline laparotomy. Surgical repair is technically demanding due to the 

proximity to the diaphragm, sternum, and great vessels. Risk factors such as diabetes, hypertension, 

and coronary artery disease complicate perioperative management. 

Case Presentation: 

A 68-year-old female presented with a 1.5-year history of a progressively enlarging swelling in the 

sub-xiphoid region, following coronary artery bypass grafting (CABG). The swelling was reducible 

and associated with dull pain and exertional dyspnoea. CT imaging confirmed a 3×3 cm incisional 

hernia without strangulation. After multidisciplinary optimization of comorbidities, the patient 

underwent open onlay mesh repair. Intraoperatively, the defect was closed with prolene sutures and 

reinforced with a 10×10 cm polypropylene mesh. The postoperative course was uneventful, and the 

patient was discharged on day 5. 

Conclusion: 

This case demonstrates that with adequate multidisciplinary planning and optimization of 

comorbidities, open onlay mesh repair is a safe and effective treatment for sub-xiphoid incisional 

hernias, even in high-risk patients. 
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INTRODUCTION 

Incisional hernias occur in 10–15% of abdominal surgeries, with incidence increasing in patients with advanced age, 

obesity, diabetes, and poor wound healing (1,2). Sub-xiphoid hernias are an uncommon subtype, typically developing 

after median sternotomy or upper midline incisions (3,4). These hernias present unique surgical challenges due to their 

proximity to the sternum, diaphragm, pericardium, and major vessels, and the potential for respiratory compromise (5). 

 



TPM Vol. 32, No. S3, 2025         Open Access 

ISSN: 1972-6325 

https://www.tpmap.org/ 

 

 

1420 

 

  

Repair techniques include primary closure, onlay meshplasty, sublay repair, and component separation, with mesh 

reinforcement generally recommended to reduce recurrence risk (6,7). The presence of significant comorbidities 

requires careful perioperative risk assessment and optimization (8). 

We report a case of a sub-xiphoid incisional hernia in a high-risk patient with multiple comorbidities, managed 

successfully with open onlay mesh repair. 

Case Presentation 

History: 

A 68-year-old female presented with a swelling in the sub-xiphoid region for 1.5 years. The swelling developed after 

undergoing CABG via median sternotomy. She reported dull-aching pain exacerbated by coughing, and mild shortness 

of breath on exertion. 

Past Medical History: 

 

• Hypertension (10 years) 

• Type 2 diabetes mellitus (HbA1c: 8.7) 

• Coronary artery disease 

• Previous laparoscopic hysterectomy (3 years ago) 

• CABG (1.5 years ago) 

Examination: 

A reducible 3×3 cm swelling was noted just below the xiphoid process, with a positive cough impulse and no overlying 

skin changes. No signs of obstruction or strangulation were present. 

Investigations: 

 

• CT scan abdomen and thorax: sub-xiphoid incisional hernia containing omentum; no bowel involvement; no 

evidence of strangulation. (Figure -1 and 2)  

• Baseline cardiac evaluation and pulmonary function testing were performed as part of preoperative workup. 

• Multidisciplinary clearance obtained from cardiology, pulmonology, and anaesthesiology 
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Figure - 1 

Figure -2 

Surgical Procedure: 
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An open onlay mesh repair was performed under general anaesthesia. The hernia sac containing omentum was reduced. 

(Figure-3).  The 3×3 cm fascial defect was closed with interrupted 1-0 prolene sutures. A 10×10 cm polypropylene 

mesh was placed over the closed defect (onlay technique) and fixed with prolene. (Figure-4). A subcutaneous suction 

drain was placed, and wound closure was performed in layers. 

Figure-3 

 



TPM Vol. 32, No. S3, 2025         Open Access 

ISSN: 1972-6325 

https://www.tpmap.org/ 

 

 

1423 

 

  

 

Figure -4 

 

 

 

Postoperative Course: 

The patient had an uneventful recovery. The drain was removed on postoperative day 3, and she was discharged on day 

5 with instructions for glycaemic control, wound care, and gradual return to activity. 

 

 

 

 



TPM Vol. 32, No. S3, 2025         Open Access 

ISSN: 1972-6325 

https://www.tpmap.org/ 

 

 

1424 

 

  

DISCUSSION 

Epidemiology and Risk Factors: 

Sub-xiphoid incisional hernias are rare, accounting for <5% of all incisional hernias (3,4). They most commonly follow 

median sternotomy performed for cardiac surgery (9). Risk factors include poor wound healing from diabetes, obesity, 

chronic cough, and postoperative wound infection (1,2,8). 

 

Technical Considerations: 

Repair is complicated by: 

• Limited tissue availability for closure near the costal margin. 

• Proximity to the diaphragm and heart, which increases intraoperative risk. 

• Potential tension on the repair due to respiratory movements (5,6). 

Choice of Repair: 

Mesh repair is the standard of care for ventral and incisional hernias, reducing recurrence rates compared to primary 

suture repair (6,7,10). The onlay technique, while associated with slightly higher seroma rates than sublay repair, is 

technically simpler in the sub-xiphoid location and avoids dissection near major vessels (11). 

Multidisciplinary Management: 

In high-risk patients, collaboration with cardiology and anaesthesiology teams is essential to minimize perioperative 

complications (8). In this case, stringent preoperative glycaemic control and cardiovascular optimization were key to a 

smooth recovery. 

Literature Review: 

Previous studies, such as Ko et al. (2019) and Novitsky et al. (2012), emphasize that while laparoscopic approaches can 

be used, open mesh repair remains reliable in anatomically complex and scarred fields (7,11). Recurrence rates for sub-

xiphoid hernias after mesh repair range from 0–10% over 2–5 years (6,10). 

CONCLUSION 

This case highlights that open onlay mesh repair, when combined with meticulous preoperative optimization and 

multidisciplinary care, is a safe and effective treatment for sub-xiphoid incisional hernias in high-risk patients. 
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