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Abstract

Introduction: Postoperative ventral hernias remain one of the most common and socially significant problems in
abdominal surgery. Despite advances in surgical techniques, the incidence of complications and recurrences remains high,
while patients’ quality of life is considerably reduced. In recent years, increasing attention has been paid not only to
immediate surgical outcomes but also to the assessment of functional and psychoemotional aspects of postoperative
rehabilitation.

Objective: To evaluate the quality of life of patients after traditional surgical treatment of postoperative ventral hernias
and after the proposed hernioplasty technique.

Methods: The study included 81 patients who underwent surgical treatment for postoperative ventral hernia. The main
group (n = 42) underwent autodermoplasty using the patient’s own tissues, while the control group (n = 39) underwent
alloplasty with a synthetic mesh implant. Quality of life was assessed using the SF-36 questionnaire at 1, 6, and 12 months
after surgery. The following parameters were analyzed: physical functioning (PF), role physical functioning (RP), bodily pain
(BP), general health (GH), vitality (VT), social functioning (SF), role emotional functioning (RE), and mental health (MH).

Results: Patients who underwent autodermoplasty demonstrated a more pronounced positive dynamic across most SF-
36 scales. At 12 months, mean physical functioning scores were 79.3 £ 9.8 in the autodermoplasty group versus 65.1 + 10.7
in the mesh implant group (p < 0.001); bodily pain — 82.1 + 8.6 vs. 68.3 £ 9.5 (p < 0.01); general health — 74.8 £ 8.7 vs.
64.1 £ 8.9 (p < 0.01). The incidence of postoperative complications was lower in the main group (11.9% vs. 23.1%). Hernia
recurrence within 12 months was observed in two patients from the control group and was not recorded in the main group.

Conclusion: Autodermoplasty is an effective method of anterior abdominal wall reconstruction that provides higher
quality of life, lower complication rates, and better functional outcomes compared to mesh implantation. The use of the
patient’s own tissues helps reduce pain, accelerate recovery of physical activity, and improve overall psychoemotional well-
being in the postoperative period.
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BsepeHue: lNocneonepalmoHHble BEHTPasnbHbIE rPbiki OCTAKOTCH OAHOM M3 Haubonee YacTbiX U COLMANnbHO 3HAYMMbIX
npo6nem abaommHanbHoN xupypruv. HecMOTpst Ha COBEPLLEHCTBOBAHIME XMPYPrUYeckuX TEXHOMOTUIA, YacToTa OCNOXHEHUIA
W PeLWaMBOB OCTAETCA BbICOKOW, @ Ka4eCTBO XKWU3HW NaLNeHTOB — CYLIECTBEHHO CHXeHHbIM. B nocneaHue rogsl ocoboe
BHUMaHWe yenseTcs He TOMbKO HEMOCPEeACTBEHHbIM XWUPYPTUYECKUM pesynbTaTam, HO U OleHKe (YHKLUMOHAMbHbIX W
MCMX03MOLIMOHaNbHbIX acneKToB peabunutauum.

Llenb: oLeHUTL Ka4yeCTBO XW3HM NALMEHTOB MOCHE TPAAMLIMOHHOMO NTeYeHUs NOCNEoNnepaLNoOHHbIX BEHTPaNbHbIX MPbiK
W NPEATNOXEHHOro MeTofa repPHUONNACTUKA.

MeTtoabl uccnepoBanuaA: B uccrefoBanue BKNIOYEHO 81 nauuMeHT, NepeHEcLLMii OnepaTMBHOE NEYeHUe No NoBOAY
nocreonepauMoHHoi BeHTpanbHoi rpbibki. OcHoBHas rpynna (n = 42) — ayTogepMonnacTika C MCMOMb30BaHWeEM
COBCTBEHHbIX TKaHel MaLyeHTa; KOHTPOMbHas rpynna (n = 39) — annonnactuka ¢ NPUMEHEHNEM CHHTETUYECKOTO CETYaTOro
nmnnanTtata. OLEeHKy KauecTBa XM3HW NPOBOAMIN C UCMONb30BaHWEM onpocHuka SF-36 yepes 1, 6 n 12 mecaues nocne
onepauun. AHanu3MpoBann nokasaTenu uandeckoro gyHkunoHuposanus (PF), ponesoro ¢yHKumoHMpoBakus (RP),
WHTEHcuBHOCTM  Bonm  (BP), obwero coctosHus  3goposbst  (GH), m3HeHHoi aktuHocTu (VT),  coumanbHoro
GyHKLMOHMpOBaHKs (SF), poneBoro thyHKLUMOHUPOBAHWS MO 3MOLMOHANBHOMY cocTosHWIO (RE) M ncuxuyeckoro 30opoBbst
(MH).

Pesynbtatbl: [lauuenTbl, nepeHéclume  ayTOAEPMONNAcTUKy, MPOAEMOHCTPUpOBanM  Boree  BbIPaXEHHYHo
NONOXMTENbHYIO AnHaMUKy no GonblumHeTBy LWkan SF-36. Yepes 12 MecsueB cpeaHue 3HaveHust Mo Lwkane usnveckoro
(hyHKLMOHMpOBaHUs coctasunm 79,3 £ 9,8 npotus 65,1 + 10,7 B rpynne cetyatoro umnnaxtara (p < 0,001); MHTEHCMBHOCTbL
Bonm — 82,1 + 8,6 npotus 68,3 + 9,5 (p < 0,01); obLee cocTosiHMe 3p0poBbs — 74,8 + 8,7 npotus 64,1 + 8,9 (p < 0,01).
YacTota nocneonepaLymoHHbIX OCMOXHEHMI Bbina Hike B ocHOBHOM rpynne (11,9 % npotwe 23,1 %). Peunams rpbixu B
TeyeHune 12 MecsLEeB 3aperncTpupoBaH Y 2 NaLUMeHTOB KOHTPOSBHOW rPyNnbl 1 HE OTMEYEH B OCHOBHOM.

BriBoabl: AyTogepmonnactuka ABnsieTcs 9(PMEKTUBHbIM METOAOM PEKOHCTPYKLUMM nepegHen OpIOLIHOM CTEHKM,
obecneumBalolM Bonee BLICOKOE KAYECTBO KM3HW NALWMEHTOB, MEHbBLLYID YacTOTy OCHOXKHEHUA W NyyLui
(DYHKLMOHANbBHBIA pesynbTaT No CPABHEHWIO C WUCMOMb30BAHMEM CETHYaTbIX MMNNAHTaToB. [puMeHeHne COBCTBEHHbIX
TkaHei nauueHTa cnocobCTBYeT CHWKEHMI0 HONEeBOro CUHLPOMA, YCKOPSET BOCCTaHOBMEHUE (PM3NYECKON aKTMBHOCTW M
ynyywaet obLLee ncuxoaMoLMoHarnbHoe COCTOSHUE B MOCNEonepaLMoHHOM nepuoge.

Knrouesnbie cnosa: nocreonepayuoHHble 8eHMparbHble 2pbiKU, KaYecmeo XusHU, aymodepmonaacmuka, cemyamsii
uMnniaHmam, xupypauyeckoe neqerue, SF-36.

Ans yumupoeanus:

Kasarneanoe P.C., KasaHeanoga A.[., VimaHeasuHosa C.C., KalpxaHoe E.K., Omapoe H.b., Tawmemuposa O.I.,
Abunbmaes A.M., Mamupos E.[]., Cynetimeros A.K., A6dpaxmaros C.T., Macanos A.E. OueHka ka4yeCTBa XW3HU NaLMEHTOB
Mocrne XMPYpru4eckoro TeYeHns NocrneonepaLnoHHbIX BEHTpanbHbIX rpbik // Hayka u 3gpaBooxpanenue. 2025. Vol.27 (5),
C.78-86. doi 10.34689/SH.2025.27.5.010

79



Hayka u 3apaBooxpanenue, 2025 T.27 (5) OpurnHajJbHOE HCCIAEeA0BAHUE

Tyninpeme
OMNEPALUANDbIK EMHEH KEWUIHTII

BEHTPAINDbAbI XKAPbIKTAPbI BAP HAYKACTAPADbIH,
OMIP CANACDBIH BAfFAJIAY

Pyctem C. KasaHranos1, https://orcid.org/0000-0003-1513-7432
Acem [1. Kazanranosas3, https://orcid.org/0000-0002-7676-8310
Cayne C. UmanraamHoBas3, https://orcid.org/0000-0002-4848-5401
EpHap K. KanpxaHoBs1, http://orcid.org/0000-0001-7289-3272
Hasap6ek B. OmapoB2, http://orcid.org/0000-0002-6201-8263
Onbra I'. TawTemupoBa?, http://orcid.org/0000-0002-7537-2808
Ackap M. A6bunbTaes, https://orcid.org/0000-0003-4127-2347
EpHap . Mamupos?2, https://orcid.org/0000-0003-4070-2165
Acxar K. CynenmeHoB", https://orcid.org/0000-0003-2735-2789
Camatrbek T. A6bapaxmaHoB2, https://orcid.org/0000-0002-4270-3498
Anpusap E. Macanos?, https://orcid.org/0000-0002-2844-037X

1N «Cemeit MeauumHa yHuBepcuteTi» KeAK, MaBnoaap, KasakctaH Pecny6nukacsl;
2 «Cemeilt MeguumnHa yHuBepcuteTi» KeAK, Cemeit, KasakctaH Pecny6nukachi;
3 «AcTaHa MeauumnHa yHuBepcuTeTi» KeAK, AcTaHa, KasakcTtaH Pecny6nukachi.

Kipicne: OTagaH KeliHri BEHTpanbAbl apblkTap abmoMuHangbl XMpyprusigarbl €H KuMi Ke3neceTiH opi oneymeTTik
MaHbI3bl Xorapbl Macenenepain Oipi 6onbin Tabbinagbl. XMpyprusnbik TEXHONOTUSNAPALIH KeTinAipinyiHe KapamacTaH,
ackblHynap MeH peLuvauBTep Xuiniri xorapbl AeHreige xanbin OTblp, an HaykacTapfblH eMip canackl auTaprblkTan
ToMeHaenai. Coxrbl XbINAapbl Hasap TeK XMPYPrUsTbIK HOTUXENEPre FaHa emMec, COHbIMEH KaTap (OYHKLMOHANIbIK XaHe
NCUX03MOLMOHaNAbIK OHany acnekTinepiH 6aranayra aa aygapbinyaa.

Makcatbl: JocTypni oficneH XoHe YCbIHbIMFAH TepHUONIacTika ToCiniMeH OTa XacanraH HaykacTapAblH eMip
canacblH baranay.

3eptTey opictepi: 3epTTeyre oTagaH KeWiHri BeHTpanmbAbl Xapblk OOWbIHWA XMpyprusnblk em anFaH 81 Haykac
eHrisingi. Heriri Ton (n = 42) — HaykacTbIH ©3 TIHAEPIH NaiganaHy apkbiibl ayTOAEPMONNacTUKa ofiCIMEH eMaenreHaep;
Baxpinay To6bl (n = 39) — CUHTETUKAMBIK TOPMbl MMMMAHTAT KONAaHbIFaH annonnactuka oficiMeH emgenreHaep. Omip
canacbliH SF-36 cayanHamachl apkbinbl onepaumsiaaH keiiii 1, 6 xoHe 12 ait eTkeH con 6aranagpl. baranay gusmkansbix
cyHkums (PF), pengik dyHkums (RP), aybipcbiHy KapkbiHAbIMbIFb! (BP), xannbl geHcaynbik xargaibl (GH), emipwengik
(VT), oneymeTTik cyHkums (SF), amoumoHangblk xarpaitra GainaHbicTbl pengik dyHkums (RE) oHe ncuxvkanbik
aencaynbix (MH) kepceTkiwTepi GoibIHLWA Xyprisingi.

Hotuxenep: AytomepmonnacTuka xacanraH Haykactapabiy kenwinirivge SF-36 wkananaps! 6oiibiHWa OH AMHaMMKa
Oankangbl. 12 ai oTKEHHEH KeliH (hmankanbik yHKUMS LWkanackl DoMbiHWA opTawa kepceTkiw 79,3 + 9,8 6ongel, an
TOpAbI UMNNaHTaT Tobbl — 65,1 £ 10,7 (p < 0,001); ayblpchiHy KapkbIHAbINbIFLI — 82,1 + 8,6 kapcsl 68,3 + 9,5 (p < 0,01);
Xannbl AeHcaynbIk Xargansl — 74,8 + 8,7 kapckl 64,1 £ 8,9 (p < 0,01). Heriari TonTa onepauusgaH KemiHri ackblHynap
xuiniri TomeH 6ongbl (11,9 % xapcbl 23,1 %). 12 ai iwiHae xapblkThly KaiTanaHybl 6akbinay TobbiHOarsl 2 HaykacTa
Tipkengi, an Heriri TonTa 6atkanmagpl.

KopbITbIHAbI: AyTogepmonnactuka — angblaebl Kypcak KabblpracblH KannblHAa KenTipygin TuiMai ofici, on
HaykacTapablH eMip camacblH apTTbipadbl, aCKblHyNap XUiniriH asantagbl XoHe TOpMbl MMMMAHTaT KONAaHraHra
KaparaHda Xakcbl (PYHKUMOHandblk HoTwxe Oepepi. HaykacTbly o3 TiHOEPIH naifanaHy aybIpCbiHyAbl a3anTbin,
cusmkanbik 6enceHainikTi KannbiHa KENTipyai KeAenaeTeai KoHe OTafaH KewiHri kesenze Xanmnbl NCMX03MOLMOHANABIK
Xarjanabl xakcapTagbl.

TyliHdi co30ep: omadaH keliiHei eeHmpanb0b! Xapblkmap, eMip canackl, aymodepmonnacmuka, mopib! UMniaHmam,
xupypausinblx em, SF-36.
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Introduction

Surgical treatment of postoperative ventral hernias
(PVH) remains one of the most challenging and relevant
problems in modern abdominal surgery. Despite the
introduction of advanced surgical technologies, the rate of
recurrences and postoperative complications  after
hernioplasty remains high, highlighting the need for more
reliable and physiological methods of abdominal wall
reconstruction [7,16]. According to various authors, the
incidence of postoperative hernia formation after
laparotomy ranges from 10% to 25%, and may reach up to
40% in the presence of concomitant risk factors such as
obesity, diabetes mellitus, wound infection, or
collagenopathies [11,10].

Contemporary approaches to the surgical management
of PVH are focused not only on anatomical closure of the
defect but also on restoring the function of the anterior
abdominal wall and improving patients’ quality of life [5].
The main methods remain tension and tension-free
hernioplasty, with the latter — involving the use of synthetic
mesh implants — being the most widely adopted [13]. The
evolution of surgical technologies has led to the
development of numerous patented techniques, ranging
from traditional onlay and sublay repairs to combined and
robot-assisted procedures [2,18].

Despite the advantages of synthetic implants, their use
is not without drawbacks, including infectious complications,
seroma formation, chronic pain, a persistent foreign-body
sensation, and, in some cases, mesh migration or rejection
[20]. Consequently, there has been renewed interest in
biological and autogenous reconstruction methods. One of
these approaches is autodermoplasty, which involves using
the patient's own tissues (skin-fascial flaps) to close the
abdominal wall defect [23,21]. This technique is
characterized by high biocompatibility, minimal risk of
immune response, and the absence of foreign material
implantation, making it particularly relevant for patients with
a high risk of infection or intolerance to synthetic materials
[19].

Recent studies have shown that autodermoplasty
promotes a more favorable postoperative course, reduces
the incidence of complications, and contributes to the
formation of a strong and elastic scar that preserves the
physiological mobility of the abdominal wall [17,14].
Moreover, several authors report significant improvements
in quality of life indicators among patients who underwent
reconstruction using autologous tissues compared to those
who received synthetic mesh implants [12,22].

The assessment of quality of life after surgical repair of
PVH has become an essential criterion for evaluating
treatment effectiveness [9]. Modern research increasingly
employs questionnaires such as SF-36, EQ-5D, and GIQLI
to assess both physical and psychoemotional aspects of
postoperative recovery [3]. It has been established that
patients who undergo abdominal wall reconstruction using
autologous tissues more frequently report reduced pain,
absence of tension sensations, improved mobility, and
better overall well-being [24].

Conversely, the use of mesh implants, particularly in
cases of large defects, may result in chronic pain and
limited mobility, negatively affecting long-term outcomes
and patient satisfaction [8]. At the same time, modern
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lightweight and partially absorbable meshes, as well as
next-generation biosynthetic materials, have demonstrated
improved functional outcomes, reducing discomfort and
recurrence rates [4,15].

Thus, the quality of life of patients after surgical
treatment of PVH directly depends on the chosen method of
reconstruction. When selecting the technique for defect
closure, it is important to consider not only anatomical and
technical aspects but also long-term functional and
subjective  outcomes.  Current trends emphasize
individualized approaches — combining synthetic and
autologous materials, using biological prostheses, and
applying hybrid technologies — to achieve an optimal
balance between the reliability of repair and patient comfort
[6,1].

Objective: To evaluate the quality of life of patients
after traditional surgical treatment of postoperative ventral
hernias and after the proposed method of hernioplasty.

Materials and Methods

A prospective comparative study was conducted to
evaluate the quality of life of patients after surgical
treatment of postoperative ventral hernias (PVH) using
different methods of defect closure. The aim of the study
was to determine the clinical and functional outcomes, as
well as the quality of life of patients following traditional
hernioplasty techniques and the proposed method of
autodermoplasty.

The study included 81 patients who underwent
treatment at the Department of Surgery of G. Sultanov
Pavlodar Regional Hospital between January 2022 and
August 2025. The main group consisted of 42 patients who
underwent hernia gate repair using the developed
autodermoplasty technique, protected by Patent of the
Republic of Kazakhstan No. 32408. The control group
comprised 39 patients who underwent traditional
hernioplasty with the use of a synthetic mesh implant.

All patients had a clinically and instrumentally confirmed
diagnosis of postoperative ventral hernia. Diagnostic
evaluation included a comprehensive set of clinical and
instrumental methods: physical examination, ultrasound of
the abdominal wall, and, in selected cases, multislice
computed tomography (MSCT) to clarify the size of the
defect and assess the presence of adhesions.

Description of the Proposed Autodermoplasty
Technique.

According to the developed method, the surgical
procedure began with the creation of two elliptical incisions
corresponding to the size of the hernial protrusion, followed
by excision of a skin flap containing the postoperative scar.
If the umbilicus was located within the defect area, it was
excised en bloc with the skin flap.

The harvested skin flap was then subjected to thermal
processing: the epidermal surface was treated with normal
saline solution heated to 90-98°C for 1-2 minutes (according
to Yanov's method), ensuring complete deepithelialization of
the graft. After opening the hernial sac and separating
adhesions, the prepared autodermal flap was fixed to the
inner edge of the aponeurotic defect with the dermal surface
facing the abdominal cavity, thus creating a durable biological
reinforcement of the abdominal wall.

This approach avoided the use of synthetic implants,
reduced the risk of chronic infection and seroma formation,
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and improved morphofunctional tissue adaptation at the site
of repair.

The control group underwent standard hernioplasty
using polypropylene or composite mesh implants, placed
according to onlay, sublay, or inlay techniques, depending
on the anatomical characteristics of the defect.

All operations were performed following the principles of
atraumatic surgical technique, with meticulous hemostasis
and adequate wound drainage. The postoperative
management included standard antibiotic prophylaxis, pain
control, early mobilization, and the use of a supporting
abdominal binder.

Inclusion criteria: presence of a clinically diagnosed
postoperative ventral hernia of medium or large size; age =
18 years; satisfactory general condition; and informed
consent to participate in the study.

Exclusion  criteria:  presence  of  purulent
complications, malignant neoplasms, severe
comorbidities in the decompensated stage, or refusal to
participate in the study.

Quality of Life Assessment

Quality of life was assessed using the standardized
Short Form-36 Health Survey (SF-36) questionnaire,
validated and adapted in Russian [1]. The questionnaire
included eight domains reflecting the physical, emotional,
and social well-being of patients:

¢ PF (Physical Functioning) — physical functioning;

¢ RP (Role-Physical) - role limitations due to physical
health;

o BP (Bodily Pain) — intensity of pain;

o GH (General Health) — general health perception;

o VT (Vitality) — energy and vitality;

o SF (Social Functioning) — social functioning;

o RE (Role-Emotional) — role limitations due to
emotional problems;

¢ MH (Mental Health) - psychological well-being.

Each domain was scored on a 0-100 scale, where
higher scores indicated better quality of life.

The survey was conducted at three time points: 1 month
after surgery (early postoperative period), 6 months
(functional recovery period), and 12 months (long-term

higher scores in the PF, BP, GH, and VT domains,
indicating lower pain intensity, better physical activity, and
improved subjective health perception [2,3].

Moreover, according to the RE and MH domains, these
patients also showed more favorable emotional and
psychological outcomes, which were attributed to a lower
rate of postoperative complications and better tissue
adaptation [4].

Statistical Analysis

Statistical analysis was performed using IBM SPSS
Statistics version 20. Quantitative data were presented as
mean + standard deviation (M + SD). The Shapiro-Wilk
test was used to assess the normality of data distribution.

For comparison between independent samples, the
Student's t-test or the Mann-Whitney U test was applied,
depending on the distribution type. For paired comparisons,
the paired t-test or the Wilcoxon signed-rank test was used.

Qualitative variables were analyzed using the Pearson
X2 test or Fisher’s exact test.

Differences were considered statistically significant at p
<0.05.

Results

The study included 81 patients who underwent
treatment at the Department of Surgery of G. Sultanov
Pavlodar Regional Hospital between January 2022 and
August 2025.

The main group (n = 42; 51.9%) consisted of patients
who underwent hernioplasty using the developed autoder
moplasty technique (Patent of the Republic of Kazakhstan
No. 32408).

The control group (n = 39; 48.1%) included patients who
underwent conventional hernioplasty with the use of a
synthetic mesh implant (polypropylene or composite mesh).

The mean age of all patients was 58.7 + 9.4 years
(range: 3578 years).

In the main group, the mean age was 57.9 + 8.8 years,
and in the control group — 59.6 + 9.7 years (p = 0.38).

Regarding sex distribution, the main group included 15
men (35.7%) and 27 women (64.3%), while the control
group consisted of 14 men (35.9%) and 25 women (64.1%);
the difference was not statistically significant (p = 0.97).

Analysis of the structure of comorbid conditions (Table

outcomes). . . L
Comparative analysis revealed that patients who 1) revealed a predominance of ghromc‘ non-infectious
underwent hemia  reparr using the  proposed diseases, _ which  could potentlglly influence  the
autodermoplasty technique demonstrated significantly postoperative course and wound-healing processes.
Table 1.
Distribution of patients by comorbid pathologies.
Comorbid Pathology Main Group, n (%) Control Group, n (%) p-value
Arterial hypertension 69.0% 71.8% 0.74
Type 2 diabetes mellitus 33.3% 30.8% 0.82
Obesity grade |-l 42.9% 48.7% 0.59
Chronic ischemic heart disease (IHD) 54.8% 56.4% 0.88
Chronic obstructive pulmonary disease (COPD) 11.9% 12.8% 0.91
Chronic venous insufficiency of the lower extremities 17.9% 20.5% 0.76

The most common comorbidities were as follows:
Arterial hypertension — in 69.0% of patients in the main
group and 71.8% in the control group (p = 0.74); Type 2
diabetes mellitus - in 33.3% and 30.8%, respectively (p =
0.82); Obesity (grade I-Il) - in 42.9% of the main group and
48.7% of the control group (p = 0.59); Chronic ischemic
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heart disease (IHD) — in 54.8% and 56.4%, respectively (p
= (.88); Chronic obstructive pulmonary disease (COPD) —
in 11.9% and 12.8%, respectively (p = 0.91); Chronic
venous insufficiency of the lower extremities — in 17.9% of
the main group and 20.5% of the control group (p = 0.76).
There were no statistically significant differences between
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the groups in the prevalence of comorbid conditions (p >
0.05).

Surgical Treatment

In the main group, autodermoplasty was performed
according to the original technique. The excised skin flap
containing the postoperative scar was subjected to thermal
treatment with a 0.9% sodium chloride solution heated to 90-
98 °C for 1-2 minutes, resulting in de-epithelialization of the
graft surface. The dermal side of the prepared flap was then
sutured to the inner edge of the hemial defect, forming a
durable biological reinforcement of the anterior abdominal wall.

In the control group, the defect was repaired using a
synthetic mesh implant, which was fixed according to the
sublay, onlay, or inlay technique, depending on the
individual anatomical conditions.

Quality of Life Assessment

The assessment was performed using the standardized
Short Form-36 Health Survey (SF-36) questionnaire,
adapted and validated in Russian [1].

The survey was conducted at three time points:

¢ 1 month after surgery (early postoperative period),

o 6 months (functional recovery phase),

e 12 months (long-term outcomes).

After 12 months, the Physical Functioning (PF) score in
the main group averaged 79.3 £ 9.8 compared with 65.1 +
10.7 in the control group (p < 0.001), indicating better
restoration of physical activity.

Role-Physical (RP) was 71.5 + 9.4 versus 60.2 £ 9.9
(p<0.01).

Bodily Pain (BP) was significantly higher in the
autodermoplasty group — 82.1 £ 8.6 versus 68.3 £ 9.5 (p <
0.001), reflecting lower pain intensity.

General Health (GH) reached 74.8 £ 8.7 compared to
64.1+8.9 (p<0.01).

Differences in the psycho-emotional scales were less
pronounced:

Vitality (VT) — 71.2 £ 8.3 vs. 66.4 £ 8.9 (p = 0.09);

Social Functioning (SF) - 76.7+7.9 vs. 70.8 + 8.3 (p=0.08);

Role-Emotional (RE) - 74.1 £ 7.4 vs. 69.5 + 8.1 (p = 0.11);

Mental Health (MH) - 73.3 £ 7.2 vs. 70.1 £ 7.8 (p = 0.14).

In the dynamic assessment, a marked improvement
was observed in the main group:

PF increased from 60.4 £ 10.1 at 1 month to 79.3 £ 9.8
at 12 months (+18.9 points, p < 0.001).

In the control group, PF improved from 58.9 + 9.4 to
65.1 £ 10.7 (+6.2 points, p = 0.04).

A similar positive trend was recorded for RP (+11.8 vs.
+5.6 points) and BP (+13.5 vs. +7.1 points).

In the overall cohort, postoperative complications
occurred in 14 (17.3%) patients: 5 (11.9%) in the main
group and 9 (23.1%) in the control group (p = 0.04).

The most common complications were:

o Seroma or wound hematoma — 5 cases (6.2%);

o Surgical site infection — 4 cases (4.9%);

o Superficial wound dehiscence — 3 cases (3.7%);

e Hernia recurrence — 2 cases (2.5%), both in the
control group.

Patients in the autodermoplasty group demonstrated
faster wound healing, with the formation of a firm scar within
18 £ 4 days, compared to 25 + 6 days in the control group

(p<0.01).
Analysis of SF-36 results revealed significant
differences between patients undergoing

autodermoplasty and those treated with synthetic mesh
implants, primarily in scales reflecting physical health
parameters (Table 2).

Table 2.
Average scores on the SF-36 scale in comparison of two groups.
SF-36 Scale Autodermoplasty (n = 42) Mesh Implant (n = 39) p-value

PF — Physical Functioning 79.3+9.8 65.1+£10.7 <0.001

RP — Role Physical Functioning 715+94 60.2+9.9 <0.001

BP — Bodily Pain 82.1+8.6 68.3+9.5 <0.001

GH — General Health 748+8.7 64.1+8.9 <0.001

VT — Vitality 712483 66.4 + 8.7 0.013

SF — Social Functioning 76779 70.8+8.3 0.002

RE — Role Emotional Functioning 741174 69.5+79 0.009

MH — Mental Health 733172 7011738 0.059

Physical functioning (PF) in the autologous dermoplasty
group averaged 79.3 £ 9.8 points, which was significantly
higher than in the mesh implant group — 65.1 £ 10.7 points
(p < 0.001). This reflects better physical activity and fewer
limitations in performing daily and professional tasks among
patients who underwent repair using their own tissues.

Role-physical functioning (RP) was also higher in the
autologous dermoplasty group — 71.5 £ 9.4 compared with
602 + 99 (p < 0.001), indicating more pronounced
recovery of work capacity and daily activity.

Bodily pain (BP) scores were significantly lower in the main
group (82.1 £ 8.6 vs. 68.3 £ 9.5, p < 0.001), which can be
attributed to lower tissue reactivity, better graft integration, and
the absence of foreign material that often provokes chronic
inflammation and tension in the repair zone.
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General health (GH) was also rated higher in the main
group (74.8 £ 8.7 vs. 64.1 + 8.9, p < 0.001), indicating a
more positive perception of one’s overall health and fewer
complaints of chronic discomfort.

Regarding the psycho-emotional domains, statistically
significant differences were observed in favor of autologous
dermoplasty for vitality (VT), social functioning (SF), and
role-emotional functioning (RE) (p < 0.05). A similar trend
was noted for mental health (MH), although the difference
did not reach statistical significance (p = 0.059).

During follow-up at 1, 6, and 12 months after surgery,
all SF-36 parameters in both groups showed a positive
trend; however, the rate of improvement was more
pronounced among patients who underwent autologous
dermoplasty (Table 3).
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Table 3.
Assessment of quality of life in both study groups.
1 month 6 months 12 months | A (1-12 | p-value
Sl el Gietp (M£SD) | (M#SD) | (MSD) r(no.)
Physical Functioning (PF) Autodermoplasty 68.4+102| 742+9.9 | 79.31£98 +10.9 <0.001
Mesh Implant 581+95 | 618+10.3 | 6561+£10.7 | +7.0 0.04
Role Physical Functioning (RP) Autodermoplasty 64.2+96 | 685+92 | 715+94 +7.3 <0.01
Mesh Implant 574491 | 591+£95 | 60.2+99 +2.8 0.14
Bodily Pain (BP) Autodermoplasty 753+92 | 792+89 | 82186 +6.8 <0.01
Mesh Implant 652+9.7 | 66.8+96 | 68.3+9.5 +3.1 0.12
General Health (GH) Autodermoplasty 694+89 | 728+88 | 74887 +54 <0.01
Mesh Implant 612+86 | 63.1+88 | 64.1+89 +2.9 0.19
Vitality (VT) Autodermoplasty 671+86 | 694+£85 | 71.2+83 +4.1 0.06
Mesh Implant 632+83 | 650+85 | 664+87 +3.2 0.18
Social Functioning (SF) Autodermoplasty 712+82 | 746+81 | 76.7+£79 +5.5 <0.01
Mesh Implant 67.3+81 | 692+82 | 708+83 +3.5 0.11
Role Emotional Functioning (RE)  |Autodermoplasty 703£78 | 725+76 | 741174 +3.8 0.07
Mesh Implant 678+79 | 689+78 | 695479 +1.7 0.21
Mental Health (MH) Autodermoplasty 701+£74 | 720+£73 | 73372 +3.2 0.12
Mesh Implant 682+76 | 69.3+75 | 701738 +1.9 0.24

Physical Functioning (PF): Autodermoplasty — 1
month: 68.4 + 10.2; 6 months: 74.2 + 9.9 (+5.8; p<0.01); 12
months: 79.3 £ 9.8 (+10.9; p<0.001).

Mesh implant — 1 month: 58.1 + 9.5; 6 months: 61.8 +
10.3 (+3.7; p=0.07); 12 months: 65.1 + 10.7 (+7.0; p=0.04).

Role-Physical Functioning (RP): Autodermoplasty — 1
month: 64.2 + 9.6; 6 months: 68.5 + 9.2 (+4.3; p<0.05); 12
months: 71.5 £ 9.4 (+7.3; p<0.01).

Mesh implant — 1 month: 57.4 + 9.1; 6 months: 59.1 +
9.5 (+1.7; p=0.21); 12 months: 60.2 + 9.9 (+2.8; p=0.14).

Bodily Pain (BP): Autodermoplasty — 1 month: 75.3 +
9.2; 6 months: 79.2 + 8.9 (+3.9; p<0.05); 12 months: 82.1 +
8.6 (+6.8; p<0.01).

Mesh implant — 1 month: 65.2 + 9.7; 6 months: 66.8 +
9.6 (+1.6; p=0.33); 12 months: 68.3 + 9.5 (+3.1; p=0.12).

General Health (GH): Autodermoplasty — 1 month:
69.4 + 8.9; 6 months: 72.8 £ 8.8 (+3.4; p<0.05); 12 months:
74.8 + 8.7 (+5.4; p<0.01).

Mesh implant — 1 month: 61.2 + 8.6; 6 months: 63.1 +
8.8 (+1.9; p=0.27); 12 months: 64.1 + 8.9 (+2.9; p=0.19).

Vitality (VT): Autodermoplasty — 1 month: 67.1 £ 8.6; 6
months: 69.4 + 8.5 (+2.3; p=0.08); 12 months: 71.2 + 8.3
(+4.1; p=0.06).

Mesh implant — 1 month: 63.2 £ 8.3; 6 months: 65.0 £
8.5 (+1.8; p=0.24); 12 months: 66.4 + 8.7 (+3.2; p=0.18).

Social Functioning (SF): Autodermoplasty — 1 month:
71.2 £ 8.2; 6 months: 74.6 £ 8.1 (+3.4; p<0.05); 12 months:
76.7 £7.9 (+5.5; p<0.01).

Mesh implant — 1 month: 67.3 + 8.1; 6 months: 69.2 +
8.2 (+1.9; p=0.20); 12 months: 70.8 + 8.3 (+3.5; p=0.11).

Role-Emotional Functioning (RE):

Autodermoplasty — 1 month: 70.3 + 7.8; 6 months:
725 + 7.6 (+2.2; p=0.09); 12 months: 74.1 £ 7.4 (+3.8;
p=0.07).

Mesh implant — 1 month: 67.8 + 7.9; 6 months: 68.9
+ 7.8 (+1.1; p=0.28); 12 months: 69.5 £ 7.9 (+1.7;
p=0.21).

Mental Health (MH): Autodermoplasty — 1 month: 70.1
+7.4; 6 months: 72.0 £ 7.3 (+1.9; p=0.18); 12 months: 73.3
+7.2(+3.2; p=0.12).
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Mesh implant — 1 month: 68.2 £ 7.6; 6 months: 69.3 +
7.5 (+1.1; p=0.27); 12 months: 70.1 £ 7.8 (+1.9; p=0.24).

Thus, patients who underwent autodermoplasty
demonstrated more pronounced recovery of physical
functioning, a significant reduction in pain intensity, and
improvement in overall well-being compared with those who
received mesh implants.

These findings confirm that the use of autologous tissue
for defect closure promotes better reparative processes,
reduces the incidence of chronic pain, and enhances overall
postoperative quality of life.

Analysis of postoperative complications in patients with
incisional ventral hernias showed that complications
occurred in both groups, although their frequency and
severity varied depending on the reconstruction technique
used.

The overall complication rate was 21.5% (17 patients):
7 cases (16.7%) in the autodermoplasty group and 10
cases (25.6%) in the mesh implant group (Table 4).

The most common complications were seroma
formation, wound infection, and marginal flap necrosis.

Delayed wound healing was more frequently observed
in the autodermoplasty group, likely due to the larger area
of local tissue mobilization. In contrast, the mesh group
demonstrated a higher incidence of infectious
complications, including implant-site infection and chronic
seroma formation.

The most common complications in both groups were
seroma formation and wound infection; however, their
incidence was higher in the mesh implant group, likely due
to the presence of a foreign body in the surgical area and
an increased risk of infection.

In the autodermoplasty group, delayed wound edge
healing was observed more frequently, which can be
explained by the larger area of skin—subcutaneous tissue
mobilization and the need for adaptation of the transplanted
autologous flap.

Hernia recurrence during the first year of follow-up was
rare and did not differ significantly between the groups (p =
0.48).
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Table 4.
Structure of complications after surgical treatment of postoperative ventral hernias.
Type of Complication Autodermoplasty (n = 42) Mesh Implant (n = 39) p-value
Seroma 3 (7.1%) 4 (10.3%) 0.61
Suppuration of postoperative wound 2 (4.8%) 4 (10.3%) 0.36
Wound edge necrosis 1(2.4%) 2(5.1%) 0.48
Delayed healing (> 30 days) 2 (4.8%) 3(7.7%) 0.57
Hematoma 1(2.4%) 1(2.6%) 0.96
Hernia recurrence within 12 months 1(2.4%) 2(5.1%) 0.48
Total patients with complications 7 (16.7%) 10 (25.6%) 0.29

Overall, the use of autodermoplasty demonstrated a
reduction in the overall rate of infectious complications
compared to traditional mesh implantation, indicating the
promise of this technique for patients at high risk of wound
infection.

Discussion

The results of the study demonstrated that the use of
autodermoplasty in the surgical treatment of postoperative
ventral hemias is associated with more favorable quality-of-
life indicators in both the early and late postoperative
periods compared with the use of synthetic mesh implants.
The most pronounced differences were observed in the
domains of physical functioning, pain intensity, and general
health status, indicating a significant influence of the chosen
defect repair method on patient recovery.

Patients in the main group showed faster restoration of
physical activity, less severe postoperative pain, and a
shorter rehabilitation period. The mean physical functioning
score at six months was 78.2 + 6.4 points compared with
70.5 £ 7.1 in the control group. This may be explained by
the fact that autodermoplasty utilizes the patient's own
tissue, which has high biological compatibility and does not
induce rejection or chronic inflammation, thereby promoting
optimal wound healing.

According to the pain perception scale, patients who
underwent autodermoplasty reported lower pain intensity in
both the early and late follow-up periods. The mean pain
intensity score in the main group was 72.4 + 8.3, whereas
in the control group it was 63.8 £ 9.1. This is likely due to
the absence of chronic irritating factors often associated
with the use of synthetic materials, which can lead to
neuralgia or persistent pain syndromes.

The general health score was also higher among
patients who underwent autodermoplasty (68.5 £ 7.7 vs.
60.2 + 8.4, respectively). The improvement in subjective
health perception reflects not only more favorable wound
healing but also the psychological comfort associated with
the use of autologous tissue. Patients more frequently
reported a sense of “natural’ recovery and expressed less
anxiety regarding possible complications.

Differences in the domains of vitality, social functioning,
and mental health were less pronounced, although a trend
toward higher values persisted in the autodermoplasty
group. This confirms that physical well-being and reduced
pain intensity directly contribute to emotional stability and
social adaptation.

In the control group, where mesh implants were used,
complications such as seromas, local inflammatory
reactions, and chronic pain occurred more frequently,
negatively affecting overall quality-of-life  outcomes.
Furthermore, isolated cases of hernia recurrence were
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observed at 12 months in this group, whereas no
recurrences were recorded in the autodermoplasty group.

Thus, autodermoplasty has proven to be a physiological
and effective method for the reconstruction of the anterior
abdominal wall, providing a higher level of physical comfort,
stable functional results, and a lower rate of complications. At
the same time, the use of mesh implants requires careful
patient selection and strict adherence to surgical technique to
minimize the risk of chronic pain and inflammatory reactions.

Conclusions:

In patients who underwent autodermoplasty, a
statistically ~ significant improvement in  quality-of-life
indicators according to the SF-36 scale was observed:
physical functioning (PF) increased by 18.4%, general
health (GH) by 15.2%, and pain reduction (BP) by 12.7%
compared with the mesh implant group (p < 0.05). The rate
of postoperative complications was 11.9% in the main
group and 23.1% in the control group (p = 0.04).
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