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Abstract

Purpose Patients from deprived areas are more likely to experience longer waiting times for elective surgery, be multimor-
bid, and have inferior outcomes from elective and emergency surgery. This study aims to investigate how surgical outcomes
vary by deprivation for patients undergoing elective abdominal wall reconstruction.

Methods A three-centre retrospective cohort study was conducted across three hospitals in North-West England, including
patients with complex ventral hernias undergoing abdominal wall reconstruction between 2013 and 2021. Demographic
data, comorbidities, and index of multiple deprivation quintiles were recorded.

Results 234 patients (49.6% female), age 57 (SD 13) years, underwent elective abdominal wall reconstruction. Significantly
higher unemployment rates were found in the most deprived quintiles (Q1 and Q2). There were more smokers in Q1 and
Q2, but no significant deprivation related differences in BMI, diabetes, chronic kidney disease or ischaemic heart disease.
There were also higher rates of Clavien-Dindo 1-2 complications in Q1 and QS, but no difference in the Clavien-Dindo 3—4
outcomes. Patients in Q1 and Q5 had a significantly greater hospital length of stay.

Conclusion The association between deprivation and greater unemployment and smoking rates highlights the potential need
for equitable support in patient optimisation. The lack of differences in patient co-morbidities and hernia characteristics
could represent the application of standardised operative criteria and thresholds. Further research is needed to better under-
stand the relationship between socioeconomic status, complications, and prolonged hospital length of stay.

Keywords Abdominal Wall Reconstruction - Ventral hernia repair - Hernia - Surgical outcomes - Health inequalities -
Socioeconomic status

Introduction

< Donna Shrestha

d hrestha@doctors.org.uk . . 1y .
onnashrestha@doctors.org.u It is estimated that 10.8 million general surgical procedures

are performed annually in England, UK [1] and approxi-
mately 15,000 hospital admissions are attributed to inci-
sional hernia surgery [2]. Abdominal wall reconstruction
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(AWR) surgery addresses the most complex of incisional
hernias, with greater patient co-morbidities and techni-
cal demands [3]. The need to understand socioeconomic
inequalities in patients undergoing abdominal wall recon-
struction (AWR) is paramount because AWR is developing
as a distinct surgical sub-specialty and there are increasingly
prominent calls to improve care for the management of her-
nias, which has been historically heterogenous and variable
in quality [4-7]. Understanding individual patients’ needs
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and their socioeconomic challenges is crucial for inform-
ing equitable care. It has been projected that optimal patient
care at every stage of the AWR patient journey could lead
to savings of £20,000 per patient [2]. Efforts to standardise
care offers potential financial benefits to healthcare systems
such as the National Health Service (NHS) but also offers
potential to improve post-operative outcomes for patients
and their quality of life.

Health inequalities, the avoidable differences in health
outcomes between specific groups of people, have increased
in recent years in the UK and the health gap between the
least and most deprived populations has widened [8].
Patients from the most deprived areas are over twice as
likely to wait more than a year for elective surgery, com-
pared to those from the least deprived areas [9]. Further-
more, there is growing evidence of disparities in surgical
outcomes in many areas of surgery related to socioeconomic
deprivation [10-13]. Data from the national emergency
laparotomy audit (NELA) database has demonstrated that
patients from deprived backgrounds have greater 30-day
mortality and more co-morbid [10]. Socioeconomic depri-
vation has been linked with higher peri-operative and long
term mortality rates in elective colorectal cancer surgery
[11], as well as lower survival rates following endometrial
cancer surgery, regardless of the stage of the disease at diag-
nosis [14]. A comprehensive cross-specialty study involv-
ing over 9,000 patients who underwent elective surgery
demonstrated that those from more deprived backgrounds
were subject to greater long-term complications [12]. The
published literature on socioeconomic inequalities on ven-
tral hernia surgery outcomes originates primarily from the
USA and, most commonly, use insurance status and median
household income as indicators of socioeconomic status
[15-20]. Although research in the field of socioeconomic
inequalities and health outcomes is rapidly emerging, to our
knowledge, there are no published studies based on UK data
on the socioeconomic inequalities in ventral hernia surgery
outcomes.

Rates of incisional hernias following midline laparotomy
have been reported to be up to 40%, depending on the period
of follow up [21-23]. The development of incisional hernias
is influenced by multiple factors, including obesity, smok-
ing, comorbidities, and malnutrition, all of which hinder
wound healing [24]. In the North-West of England, where
there are greater levels of socioeconomic deprivation com-
pared to other areas in the country, there is a higher incidence
of cardiometabolic diseases such as hypertension, diabetes,
obesity and ischaemic heart disease [25]. The pathways in
which socioeconomic deprivation could adversely impact
outcomes in patients undergoing AWR is multifaceted and
understudied. However, socioeconomic deprivation could
manifest adversely through known theorised mechanisms
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such as delayed health care utilisation [26], poorer health-
seeking behaviours and health literacy [27, 28], greater
multimorbidity and lifestyle related risk factors [29, 30].
The aim of this study is to (i) understand how patient fac-
tors vary by socioeconomic deprivation, and (ii) determine
whether patients from more deprived backgrounds have
greater adverse outcomes of AWR surgery.

Methods
Study design and ethics

This was a retrospective, three-centre observational cohort
study that was performed through the analysis of retrospec-
tively collected data from electronic patient records. The
study sites were hospitals where complex ventral hernia
surgeries are routinely performed and included Northern
Care Alliance NHS Foundation Trust, University Hospitals
of Morecambe Bay NHS Foundation Trust, and East Lan-
cashire Hospitals NHS Trust. Ethical approval was granted
by Lancaster University (FHM-2022-3281-IRAS-1) and
Health Research Authority (HRA) approval was granted
before the research commenced.

Subjects and inclusion criteria

The inclusion criteria comprised: adults aged> 18 years,
with complex primary or incisional hernias where ‘com-
plex’ was defined as hernias with large defect>10 cm, or
previous repair, or previous mesh, or need for component
separation, or need for adhesiolysis [3, 31]. All patients had
a minimum of two years of follow up. Patients undergoing
parastomal hernia repairs were excluded due to the unique
challenges that parastomal repairs pose.

Patients’ socioeconomic status was derived from the
English Index of Multiple Deprivation (IMD) decile, which
was obtained from individual postcodes. The IMD is a
composite score made of scores across seven deprivation
domains (income, employment, health and disability, edu-
cation skills and training, crime, barriers to housing and
services, and living environment) with a total of 37 indi-
cators, where each domain measures the proportion of the
population experiencing a certain category of deprivation.
32,844 Lower-layer Super Output Areas (LSOA) in Eng-
land are ranked from most deprived (1) to the least deprived
(32,844) based on their IMD score. Each LSOA accounts
for an average of 1500 residents [32]. For the purposes of
this analysis, patients were grouped into deprivation quin-
tiles (Q1, most deprived - QS5, least deprived).
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Statistics

Data were assessed for normality using the Shapiro-Wilk
test. A p-value of p<0.05 was considered a significant
deviation from normality. Normality was also defined as
the ratio of skewness and kurtosis to the respective standard
error not exceeding +2.0.

Baseline patient characteristics, hernia characteristics
and adverse outcomes were compared between IMD quin-
tiles (Q1-Q5) using descriptive statistics. For continuous
variables with a normal distribution, a one-way analysis of
variance (ANOVA) to examine for differences was used.
Kruskal-Wallis test was used for non-parametric variables.
For categorical variables, the chi-squared goodness of fit
test was used. A p-value of p <0.05 was considered signifi-
cant for all tests.

Two binomial multivariable logistic regression were per-
formed to assess the relationship between deprivation and
adverse outcomes and test the hypothesis that low socioeco-
nomic status predicts poor outcomes of surgery: (i) to ascer-
tain the effects of age, sex, BMI, diabetes, smoking status,
chronic lung disease, ischaemic heart disease, the number
of previous repairs > 1, previous mesh, component separa-
tion, having an open procedure and IMD on the likelihood
of having a prolonged LOS, and (ii) to ascertain the effects
of age, sex, BMI, diabetes, smoking status, chronic lung dis-
ease, ischaemic heart disease, component separation, hav-
ing an open procedure, CDC wound classification and IMD
on the likelihood of having post operative complications.
Results were presented as odds ratios (OR) to represent the
effect size of predictor variables on the dependent variable.
95% confidence intervals were also calculated. Variables
were checked for multicollinearity using the variance infla-
tion factor (VIF) and were not included if the value was

>1.5. A comprehensive set of assumption checks were per-
formed to ensure the validity and reliability of the model.
There were no indications of significant multicollinearity
(VIF <5, tolerance > 0.5) and Cook’s Distance values were
within acceptable ranges (-2.5 to 2.5), confirming that no
data transformation was required. All analyses were con-
ducted using Jamovi (version 2.4.8, The Jamovi Project,
Sydney, Australia).

Results
Baseline characteristics

A total of 234 patients underwent an elective complex ven-
tral hernia repair between 2013 and 2021. The percentage
of patients in each quintile, Q1-Q5, were 39.3%, 20.5%,
9.8%, 17.9% and 12.5% respectively and differed signifi-
cantly (p<0.001). The mean patient age was 56.9 (SD,
13.2) years; 111 (49.6%) patients were female (Table 1).
There was no difference in age (p=0.22), sex (p=0.109),
or BMI (p=0.058) between the five deprivation quintiles.
Employment status varied across the five deprivation quin-
tiles (»p <0.001), with unemployment rates being higher in
QI and Q2, i.e. the most deprived quintiles. There was a
significant difference in current smokers across the quintiles
(»p=0.03, with a greater proportion of current smokers in Q1
and Q2. No significant differences were observed between
the five quintiles in the presence of diabetes.

Hernia characteristics

A total of 218 (97.3%) of patients had incisional hernias and
the remaining six (2.7%) patients had primary ventral hernia

Table 1 Baseline characteristics comparison by IMD quintile. Percentages displayed are of the overall total or relative to the total number in each
IMD quintile, as indicated by n/total. Chi squared goodness of fit or ANOVA tests were used. P-values in bold are significant (p <0.05)

Missing Quintile 1 Quintile 2 Quintile 3 Quintile 4 Quintile 5 P-value
data (92)) Q2) (Q3) Q4 (Q3)
Total n (%) 0 88/224 (39.3) 46/224 (20.5) 22/224 (9.8) 40/224 (17.9) 28/224 (12.5) <0.001
Age mean (SD) 0 55(14) 59 (13) 54 (13) 60 (12) 59 (14) 0.122
Sex
Sex - F n (%) 48/88 (54.5) 25/46 (54.3) 12/22 (54.5) 13/40 (32.5) 13/28 (46.4) 0.109
BMI mean (SD) 3 31.1(5.8) 31.2(7.1) 34.5(7.3) 29.9 (4.4) 29.6 (4.4) 0.058
Employment 36 74 37 18 38 21
Status n
Unemployed 7 (%) 29/74 (39.2) 16/37 (43.2) 2/18 7/38 4/21 <0.001
(11.1) (18.4) (19.0)
Retired n (%) 17/74 (22.9) 8/37 1/18 10/38 (26.3) 7/21 <0.001
(21.6) (5.5) (33.3)
Smoking Status » 2 87 46 22 39 28
Current n (%) 17/87 8/46 4/22 3/39 2/28 0.030
(19.5) (17.4) (18.2) 7.7) (7.1)
Diabetes n (%) 0 14/88 9/46 3/22 4/40 2/28 0.124
(15.9) (19.6) (13.6) (10) (7.1)
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Table 2 Operative details

n %
Incisional hernia 218 97.3
Primary hernia 6 2.7
Laparoscopic/ 32/223 14.4
Laparoscopic-assisted
Open 191/ 223 85.6
Component separation 95/224 42.4

repairs. 149 (66.5%) patients underwent their first hernia
repair. Whereas 80 (35.7%) patients had one or more previ-
ous repairs (ranging from one to five repairs). 64 (28.6%)
patients had a mesh inserted at a previous repair. The mean
cranio-caudal hernia size was 12.8 cm (SD, 7.8) and the
mean transverse hernia size was 10.9 cm (SD, 5.4). The
most common ventral hernia working group classification
[33] was grade 2 (55.4%), followed by grade 1 (19.6%),
grade 3 (15.6%) and grade 4 (8.9%). There was no differ-
ence in the number of previous repairs that patients had in
each of the five deprivation quintiles, with more than 60%
of each group undergoing their first repairs. (Table available
in supplement 2)

Operative details

There were six different operating surgeons across three
hospital sites. 191 (85.6%) of patients had an open repair
and 32 (14.4%) had laparoscopic or laparoscopic-assisted
procedures. 42.4% of repairs underwent component separa-
tion (Table 2).

Surgical outcomes

The median length of stay (LOS) was 6 days and 106
(47.3%) patients had a prolonged LOS (greater than the
median LOS). Complications occurred in 76 (33.9%)
patients. Of these, 58 (25.9%) were Clavien-Dindo (CD)
1-2 complications and 18 (8%) were CD 3—4 complications
(CD classification in supplement 1). There was a significant
difference in CD 1-2 outcomes amongst the five IMD quin-
tiles (p=0.014) but no difference in the CD 3—4 outcomes
(p-0.518) (Table 3). There was a significant difference in
prolonged length of stay amongst the groups (p =0.026).

Table 4 Predictive variables for prolonged length of stay assessed
using binomial multivariable logistic regression. P-values in bold are
significant (p <0.05)

Odds  P-value Lower Upper
Ratio CI CI
Age 1.00 0.78 0.98 1.03
Sex:
Female — Male 1.02 0.96 0.52 2.00
BMI 0.95 0.08 0.90 1.01
Smoker:
Yes — No 1.30 0.59 0.51 3.31
Diabetes:
Yes — No 1.14 0.78 0.45 2.88
Chronic Lung Disease:
Yes — No 243 0.097  0.85 6.96
IHD:
Yes — No 2.12 0.17 0.73 6.20
One or more previous
repairs:
Yes — No 1.67 0.45 0.45 6.22
Previous Mesh:
Yes — No 0.48 0.31 0.12 1.94
Component Separation:
Yes — No 11.8 <0.001 5.79 24.00
Open:
Yes — No 5.64 0.10 0.71 44.6
IMD Quintile:
2vs. 1 0.43 0.07 0.17 1.06
3vs. 1 0.29 0.07 0.07 1.10
4vs. 1 0.42 0.074 0.16 1.09
Svs. 1 0.9 0.85 0.30 2.67

Logistic regression — prolonged hospital length of
stay (Table 4)

The logistic regression model was statistically signifi-
cant, ¥*(15)=76.6, p<0.001. The model explained 39.7%
(Nagelkerke R?) of the variance in prolonged length of stay
and correctly classified 76.5% of cases. Of the variables
included in the model, only having component separation
was a significant predictor of prolonged hospital length
of stay (OR 5.78, p<0.001). Deprivation had no signifi-
cant impact on the likelihood of having prolonged hospital
length of stay (p>0.05).

Table 3 Adverse outcomes compared by IMD quintiles: prolonged length of stay, Clavien-Dindo (CD) 1 or 2 and CD3 or 4 complications. Percent-
ages displayed are out of the total number in each IMD quintile, as indicated by n/total. P-values in bold are significant (p <0.05)

Quintile 1 Quintile 2 Quintile 3 Quintile 4 Quintile 5 P -value
Qb Q2 (Q3) Q4 Q5)
Prolonged length of stay (> median length of stay) 47/88 20/46 7/22 14/40 16/28 0.026
(53.4) (43.5) (31.8) 35) (57.1)
Complications 29/88 6/46 4/22 10/40 (25.0) 9/28 0.014
CD 1 or 2 (n, (%)) (33.0) (13.0) (18.2) (32.1)
Complications 7/88 3/46 1/22 4/40 3/28 0.518
CD 3 or 4 (n, (%)) (8.0) (6.5) (4.5) (10.0) (10.7)
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Logistic regression — early post operative
complications (table 5)

The logistic regression model was statistically signifi-
cant, ¥*(16)=67.1, p<0.001. The model explained 36.5%
(Nagelkerke R?) of the variance in occurrence of early post
operative complications and correctly classified 73.5% of
cases. A diagnosis of diabetes was a significant predic-
tor of having an overall early postoperative complication
(OR 3.365, p=0.011), as well as having greater than CD
1 wound classification. In terms of deprivation, being in
quintile 2 reduced the risk of having postoperative compli-
cations significantly when compared to being in quintile 1
(OR 0.0779, p=0.003). There were no other significant pre-
dictors of post operative complications.

Discussion

The outcomes of AWR surgery are dependent on patient
factors, technical and systems factors, and the wider social
determinants of health [34, 35]. Therefore, improving
the patient journey, encompassing prevention, diagnosis,
treatment, and rehabilitation, is both a social and medical

Table 5 Predictive variables for post operative complications (CD1-4)
assessed using binomial multivariable logistic regression. P-values in
bold are significant (p <0.05)

Odds  P-value Lower Upper

Ratio CI CI
Age 0.99 0.40 0.96 1.02
Sex:
Female — Male 0.89 0.75 0.44 1.81
BMI 0.97 0.36 0.91 1.04
Smoker:
Yes — No 1.08 0.89 0.40 291
Diabetes:
Yes — No 3.37 0.01 1.33 8.55
IHD:
Yes — No 2.11 0.18 0.71 6.25
Chronic Lung Disease:
Yes — No 1.23 0.70 0.43 3.56
Component Separation:
Yes — No 1.73 0.15 0.83 3.62
Open:
yes — no 1.63 0.71 0.126 21.12
CDC Wound Classification:
2-1 7.72 <0.001 239 24.93
3-1 6.59 0.001  2.07 20.95
4-1 7.93 0.001 225 28.03
IMD Quintile:
2vs. 1 0.22 0.003  0.08 0.61
3vs. 1 0.29 0.08 0.07 1.17
4vs. 1 0.68 0.43 0.26 1.77
Svs. 1 0.89 0.83 0.30 2.60

endeavour. This exploratory study provides insights into
patient and surgical factors for 234 patients who have under-
gone AWR across three hospitals in the North-West region
of England. The study’s main findings comprise signifi-
cantly greater unemployment and smoking rates amongst
the most deprived quintiles, and a significant difference in
minor operative complications and hospital length of stay
between the deprivation groups, despite the groups having
similar co-morbidities and baseline hernia characteristics.

Working-age individuals residing in the most deprived
areas of England are over twice as likely to be unem-
ployed compared to the national average of 8% [36]. Our
study population exhibited greater unemployment rates
but a similar pattern of socioeconomic disparity, where Q1
had greater unemployment rates (39.2%) compared to Q5
(19%). This is important in the context of patients under-
going AWR as unemployment has a multifaceted adverse
impact on health through economic hardship, psychological
stress, and resorting to unhealthy behaviours. Longer peri-
ods of unemployment has also been linked to greater disease
burden [37]. Similarly, patients from deprived backgrounds
are less likely to have formal qualifications and have poorer
health literacy [38]. These are all factors which could have
contributed to the study findings. Specifically, our results
showed that socioeconomic deprivation was associated with
greater CD1-2 complications and patients from Q2 had sig-
nificantly greater risk of prolonged hospital stay compared
to Q1. Whilst there are no other studies reporting hernia
surgery outcomes by socioeconomic deprivation in the UK,
similar findings can be seen from US studies, keeping in
mind the differences in healthcare systems — insurance-
based (US) versus free at the point of use (NHS). Maskal et
al. [19] used the distressed community index (DCI), which
is formulated using US Census data and is based on seven
indicators of neighbourhood prosperity, including employ-
ment. They demonstrated in a database study of over 30,000
patients undergoing ventral hernia surgery that higher DCI
correlated with re-admission after surgery, re-operation, and
had greater surgical site occurrences [19].

Several retrospective studies from the US have reported
disparities in hernia surgery outcomes, using median house-
hold income (MHI) as an indicator for socioeconomic sta-
tus, derived from patient zip codes and US Census Bureau
data [15, 20, 39]. In a cohort of 478 patients undergoing
complex abdominal wall hernias, Marxen et al. demon-
strated a significantly increased risk of overall complica-
tions and delayed wound healing amongst patients with low
MHI [20]. Bowman et al. reported on 321 patients having
ventral hernia surgery having greater likelihood of 30-day
readmission [15]. Disparities have also been reported in
larger national database studies in patients with low MHI
undergoing ventral hernia repairs showing prolonged length
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of stay, greater risk of inpatient mortality and greater overall
complication rates [16—18].

Our findings of greater low-grade complications in the
more deprived quintiles could be explained by smoking and
diabetes, a known contributory factor to low grade compli-
cations such as seromas and wound infections [40]. Within
our study population, diabetes was a significant predictor
of all grades of post-operative complications, and socio-
economic deprivation was significantly related to having
a greater number of current smokers, which is reflective
of the disparity seen in large data studies in England [30].
Interestingly, greater rates of prolonged length of stay and
CD1-2 complications was observed in the most and least
deprived quintiles, which is difficult to explain from the data
available.

Understanding the deprivation profile of a patient popu-
lation is particularly relevant from the standpoint of loco-
regional service planning, and crucially, when considering
the implementation of a prehabilitation service. There is
some evidence that prehabilitation for patients living with
obesity leads to reduced risks of complications after abdom-
inal wall reconstruction [41] though the benefits have been
better demonstrated in other surgical conditions [42]. Pre-
habilitation can be integrated within community leisure and
health improvement facilities, and it is imperative to iden-
tify which localities might experience increased demand
to effectively plan and ensure the equitable distribution of
resources [43].

Notably, a large proportion (40%) of the patients in this
study belonged to the most deprived quintile, and the pro-
portion of patients in each quintile mirrored the distribution
of population-level deprivation in the region. Whilst there
is no literature to suggest socioeconomic disparities in the
prevalence of ventral hernias, there is evidence that some
of the risk factors associated with greater hernia occurrence
and complications, such as obesity [44] and smoking [45],
are more common in more deprived patient groups [30, 46].
It is possible that the prevalence does not significantly vary
by deprivation and that the process of selection for an opera-
tion in the NHS is non-discriminatory. Alternatively, the true
incidence could vary by deprivation, however, as the study
only included patients who have undergone elective repair,
patients on other pathways will not have been captured.
These include patients who have emergency hernia repairs,
those on a ‘watch and wait’ pathway, those who are denied
surgery altogether (e.g. due to their fitness) and patients who
do not present to health services. The difficulty in accurately
recording data on these groups of patients, where there is
most likely the greatest influence of socioeconomic depriva-
tion, is a challenge in conducting health inequality research
in this field. In the UK, a study of Hospital Episode Statis-
tics data reported greater incidence of all types of hernia
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repairs as an emergency in the most deprived group (23,033
in IMD Q1 vs. 18,614 in QS5) [47]. This could be explained,
in part, by greater waiting times in more deprived groups
[48], leading to greater rates of obstruction or strangulation
[49], necessitating emergency repair.

The IMD is one of the most widely used measures of
deprivation in the UK and within its published literature
and is helpful in comparing and identifying deprivation
profiles of small areas. However, its use is imperfect as it
does not accurately identify people’s specific deprivation
status, as people from deprived backgrounds may live in
non-deprived areas and vice versa. It also doesn’t capture
individual factors such as ethnicity and person- specific life
experiences contributing to deprivation. Therefore, it could
be argued that IMD is a simplified measure of deprivation.

A limitation in the study methodology is having a small
sample size compared to larger nationwide studies. Future
studies should include patients from a greater geographi-
cal area to increase ecological validity. No national hernia
database currently exists, and neither would it be possible
to link and extract the granular patient and surgical data
that this study has reported from NHS England’s Hospital
Episode Statistics databases. Future studies should inves-
tigate the impact of deprivation and upstream wider deter-
minants of health on the CVH patient journey. This may be
best explored through a qualitative study as a quantitative
methodology is less suited to capturing intersectionality, the
patient’s exposure to experiences which shape their social
position and their experiences. It will be possible, as a UK-
wide database becomes available, to gain more reliable and
generalisable insights into the socioeconomic disparities in
AWR surgery.

Over an eight-year period, our study demonstrated some
differences in low grade complications and hospital length
of stay between the deprivation groups but no difference
in high grade complications. It’s possible that the NHS,
despite its increasing frailty, has the capacity to avoid the
worst complications through equitable care in hospital and
equal access to specialist multidisciplinary teams. How-
ever, currently, as the NHS faces significant pressures and
with growing disparities in healthcare access and health
outcomes, the aim must be to optimise NHS functioning to
mitigate the impact of socioeconomic deprivation.

Supplementary Information The online version contains
supplementary material available at https://doi.org/10.1007/s10029-
024-03155-0.

Author contributions All authors contributed to the study conception
and design. Material preparation, data collection and analysis were
performed by Donna Shrestha. The first draft of the manuscript was
written by Donna Shrestha and all authors commented on previous
versions of the manuscript. All authors read and approved the final
manuscript.


https://doi.org/10.1007/s10029-024-03155-0
https://doi.org/10.1007/s10029-024-03155-0

Hernia

Funding This research is supported by the National Institute for
Health Research Applied Research Collaboration North West Coast
(ARC NWC). The views expressed in this publication are those of the
authors and not necessarily those of the National Institute for Health
Research or the Department of Health and Social Care. (NIHR ARC
NWC, grant number: NIHR-INF-2166).

Data availability The data that support the findings of this study are
available on request from the corresponding author, Donna Shrestha.
The data are not publicly available due to there containing information
that could compromise the privacy of research participants.

Declarations

Conflict of interest Donna Shrestha, Theodoros M Bampouras, Clif-
ford L Shelton, Dominic Slade, Daren A Subar, Christopher J Gaffney
declare that they have no conflict of interest.

Open Access This article is licensed under a Creative Commons
Attribution 4.0 International License, which permits use, sharing,
adaptation, distribution and reproduction in any medium or format,
as long as you give appropriate credit to the original author(s) and the
source, provide a link to the Creative Commons licence, and indicate
if changes were made. The images or other third party material in this
article are included in the article’s Creative Commons licence, unless
indicated otherwise in a credit line to the material. If material is not
included in the article’s Creative Commons licence and your intended
use is not permitted by statutory regulation or exceeds the permitted
use, you will need to obtain permission directly from the copyright
holder. To view a copy of this licence, visit http://creativecommons.
org/licenses/by/4.0/.

References

1. NHS Digital (2023) Hospital Admitted Patient Care Activity,
2022-23. https://digital.nhs.uk/data-and-information/publica-
tions/statistical/hospital-admitted-patient-care-activity/2022-23#
(Accessed 14 November 2023)

2. Abercrombie J, de Beaux A, Daniels I, Gallagher H, Daugh-
erty M, Windsor A, Anderson ID, Wheeler J, Slade D (2020)
British Hernia Society (BHS) - Unwarranted Variation Sce-
nario: Getting the Complex Abdominal Wall Repair Pathway
Right: Angela’s Story. https://www.britishherniasociety.org/
wp-content/uploads/2022/05/Full-version- CAWR-RC-Style-
Scenario 2020-v3-31-07-20.pdf (Accessed 20 November 2023)

3.  Grove TN, Kontovounisios C, Montgomery A, Heniford BT,
Windsor ACJ, Warren OJ (2021) Perioperative optimization in
complex abdominal wall hernias: Delphi consensus statement.
BIJS open 5(5). https://doi.org/10.1093/BJSOPEN/ZRAB082

4. Henriksen NA, Montgomery A, Kaufmann R, Berrevoet F, East
B, Fischer J, Hope W, Klassen D, Lorenz R, Renard Y, Garcia
Urena MA, Simons MP (2020) Guidelines for treatment of umbil-
ical and epigastric hernias from the European Hernia Society and
Americas Hernia Society. Br J Surg 107(3):171-190. https://doi.
org/10.1002/bjs. 11489

5. Howard R, Thumma J, Ehlers A, Englesbe M, Dimick J, Telem D
(2023) Trends in Surgical technique and outcomes of ventral her-
nia repair in the United States. Ann Surg 278(2):274-279. https://
doi.org/10.1097/s1a.0000000000005654

6.  Smith O, Macleod T, Lim P, Chitsabesan P, Chintapatla S (2021)
A structured pathway for developing your complex abdominal
hernia service: our York pathway. Hernia 25(2):267-275. https://
doi.org/10.1007/s10029-020-02354-9

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

Abercrombie J (2017) General Surgery: GIRFT Programme
National Specialty Report. https://future.nhs.uk/GIRFTNational/
groupHome?done=GRPJustJoined

Marmot M, Allen J, Boyce T, Goldblatt P, Morrison J (2020) Health
Equity in England: The Marmot Review 10 years on. health.org.
uk/publications/reports/the-marmot-review-10-years-on
Robertson R, Blythe N, Jefferies D (2023) Tackling health
inequalities on NHS waiting lists: learning from local case stud-
ies. https://assets.kingsfund.org.uk/f/256914/x/98aabc1536/tack-
ling_health_inequalities_in_waiting_lists_2023.pdf

Poulton TE, Moonesinghe R, Raine R, Martin P (2020) Socioeco-
nomic deprivation and mortality after emergency laparotomy: an
observational epidemiological study. Br J Anaesth 124(1):73-83.
https://doi.org/10.1016/j.bja.2019.08.022

Poulton TE, Salih T, Martin P, Rojas-Garcia A, Raine R, Moone-
singhe SR (2018) Systematic review of the influence of socioeco-
nomic deprivation on mortality after colorectal surgery. Br J Surg
105:959-970. https://doi.org/10.1002/bjs.10848

Wan Y1, McGuckin D, Fowler AJ, Prowle JR, Pearse RM, Moo-
nesinghe SR (2021) Socioeconomic deprivation and long-term
outcomes after elective surgery: analysis of prospective data from
two observational studies. Br J Anaesth 126(3):642—651. https://
doi.org/10.1016/j.bja.2020.10.019

Jeevan R, Browne JP, Pereira J, Caddy CM, Sheppard C, van der
Meulen JH, Cromwell DA (2015) Socioeconomic deprivation
and inpatient complication rates following mastectomy and breast
reconstruction surgery. Br J Surg 102(9):1064—1070. https://doi.
org/10.1002/bjs.9847

Donkers H, Bekkers R, Massuger L, Galaal K (2019) Systematic
review on socioeconomic deprivation and survival in endome-
trial cancer. Cancer Causes Control 30(9):1013—-1022. https://doi.
org/10.1007/s10552-019-01202-1

Bowman K, Telem DA, Hernandez-Rosa J, Stein N, Williams
R, Divino CM (2010) Impact of race and socioeconomic status
on presentation and management of ventral hernias. Arch Surg
145(8):776—780. https://doi.org/10.1001/archsurg.2010.141
Novitsky YW, Orenstein SB (2013) Effect of patient and hospital
characteristics on outcomes of elective ventral hernia repair in
the United States. Hernia: J Hernias Abdom wall Surg 17(5):639—
645. https://doi.org/10.1007/s10029-013-1088-5

Feimster JW, Ganai S, Scaife S, Mellinger JD (2020) Deter-
minants of 90-day readmission following ventral hernia repair
with and without myocutaneous flap reconstruction: a National
readmissions database analysis. Surg Endosc 34(10):4662—4668.
https://doi.org/10.1007/s00464-019-07250-7

Ferguson DH, Smith CG, Olufajo OA, Zeineddin A, Williams
M (2021) Risk factors Associated with adverse outcomes after
ventral hernia repair with component separation. J Surg Res
258:299-306. https://doi.org/10.1016/j.js5.2020.08.063

Maskal SM, Chang JH, Ellis RC, Phillips S, Melland-Smith M,
Messer N, Beffa LRA, Petro CC, Prabhu AS, Rosen MJ, Miller
BT (2023) Distressed community index as a predictor of presen-
tation and postoperative outcomes in ventral hernia repair. Am J
Surg. https://doi.org/10.1016/j.amjsurg.2023.06.015

Marxen T, Faulkner HR, Losken A (2022) Evaluating the Effect
of Socioeconomic Status on Complex Abdominal Wall Recon-
struction outcomes. Ann Plast Surg 89(6):670-674. https://doi.
org/10.1097/SAP.0000000000003332

Deerenberg EB, Harlaar JJ, Steyerberg EW, Lont HE, van Doorn
HC, Heisterkamp J, Wijnhoven BP, Schouten WR, Cense HA,
Stockmann HB, Berends FJ, Dijkhuizen FPH, Dwarkasing RS,
Jairam AP, van Ramshorst GH, Kleinrensink GJ, Jeekel J, Lange
JF (2015) Small bites versus large bites for closure of abdominal
midline incisions (STITCH): a double-blind, multicentre, ran-
domised controlled trial. Lancet 386(10000):1254—-1260. https://
doi.org/10.1016/S0140-6736(15)60459-7

@ Springer


https://future.nhs.uk/GIRFTNational/groupHome?done=GRPJustJoined
https://future.nhs.uk/GIRFTNational/groupHome?done=GRPJustJoined
http://health.org.uk/publications/reports/the-marmot-review-10-years-on
http://health.org.uk/publications/reports/the-marmot-review-10-years-on
https://assets.kingsfund.org.uk/f/256914/x/98aabc1536/tackling_health_inequalities_in_waiting_lists_2023.pdf
https://assets.kingsfund.org.uk/f/256914/x/98aabc1536/tackling_health_inequalities_in_waiting_lists_2023.pdf
https://doi.org/10.1016/j.bja.2019.08.022
https://doi.org/10.1002/bjs.10848
https://doi.org/10.1016/j.bja.2020.10.019
https://doi.org/10.1016/j.bja.2020.10.019
https://doi.org/10.1002/bjs.9847
https://doi.org/10.1002/bjs.9847
https://doi.org/10.1007/s10552-019-01202-1
https://doi.org/10.1007/s10552-019-01202-1
https://doi.org/10.1001/archsurg.2010.141
https://doi.org/10.1007/s10029-013-1088-5
https://doi.org/10.1007/s00464-019-07250-7
https://doi.org/10.1016/j.jss.2020.08.063
https://doi.org/10.1016/j.amjsurg.2023.06.015
https://doi.org/10.1097/SAP.0000000000003332
https://doi.org/10.1097/SAP.0000000000003332
https://doi.org/10.1016/S0140-6736(15)60459-7
https://doi.org/10.1016/S0140-6736(15)60459-7
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://digital.nhs.uk/data-and-information/publications/statistical/hospital-admitted-patient-care-activity/2022-23#
https://digital.nhs.uk/data-and-information/publications/statistical/hospital-admitted-patient-care-activity/2022-23#
https://www.britishherniasociety.org/wp-content/uploads/2022/05/Full-version-_CAWR-RC-Style-Scenario_2020-v3-31-07-20.pdf
https://www.britishherniasociety.org/wp-content/uploads/2022/05/Full-version-_CAWR-RC-Style-Scenario_2020-v3-31-07-20.pdf
https://www.britishherniasociety.org/wp-content/uploads/2022/05/Full-version-_CAWR-RC-Style-Scenario_2020-v3-31-07-20.pdf
https://doi.org/10.1093/BJSOPEN/ZRAB082
https://doi.org/10.1002/bjs.11489
https://doi.org/10.1002/bjs.11489
https://doi.org/10.1097/sla.0000000000005654
https://doi.org/10.1097/sla.0000000000005654
https://doi.org/10.1007/s10029-020-02354-9
https://doi.org/10.1007/s10029-020-02354-9

Hernia

22.

23.

24.

25.

26.

217.

28.

29.

30.

31.

32.

33.

34.

35.

Soderback H, Gunnarsson U, Hellman P, Sandblom G (2018)
Incisional hernia after surgery for colorectal cancer: a population-
based register study. Int J Colorectal Dis 33(10):1411-1417.
https://doi.org/10.1007/s00384-018-3124-5

Baucom RB, Ousley J, Beveridge GB, Phillips SE, Pierce RA,
Holzman MD, Sharp KW, Nealon WH, Poulose BK (2016) Can-
cer Survivorship: defining the incidence of Incisional Hernia
after Resection for Intra-abdominal Malignancy. Ann Surg Oncol
23(S5):764-771. https://doi.org/10.1245/s10434-016-5546-z
Bosanquet DC, Ansell J, Abdelrahman T, Cornish J, Harries R,
Stimpson A, Davies L, Glasbey JCD, Frewer KA, Frewer NC,
Russell D, Russell 1, Torkington J (2015) Systematic review and
Meta-regression of factors affecting midline Incisional Hernia
Rates: analysis of 14 618 patients. PLoS ONE 10(9):e0138745.
https://doi.org/10.1371/journal.pone.0138745

QOF (2023) Quality and Outcomes Framework, 2022-23. https://
digital.nhs.uk/data-and-information/publications/statistical/
quality-and-outcomes-framework-achievement-prevalence-and-
exceptions-data/2022-23 (Accessed 24 November 2023)

Moss C, Munford LA, Sutton M (2022) Associations between
inflexible job conditions, health and healthcare utilisation
in England: retrospective cross-sectional study. BMJ open
12(12):€062942. https://doi.org/10.1136/bmjopen-2022-062942
Smith SG, McGregor LM, Raine R, Wardle J, Von Wagner C,
Robb KA (2016) Inequalities in cancer screening participation:
examining differences in perceived benefits and barriers. Psycho-
oncology 25(10):1168—1174. https://doi.org/10.1002/pon.4195
Collyer TA, Smith KE (2020) An atlas of health inequalities and
health disparities research: how is this all getting done in silos,
and why? Soc Sci Med 264:113330. https://doi.org/10.1016/j.
socscimed.2020.113330

Barnett K, Mercer SW, Norbury M, Watt G, Wyke S, Guth-
rie B (2012) Epidemiology of multimorbidity and implications
for health care, research, and medical education: a cross-sec-
tional study. Lancet 380(9836):37—43. https://doi.org/10.1016/
s0140-6736(12)60240-2

Beard E, Brown J, West R, Angus C, Kaner E, Michie S (2017)
Healthier central England or North-South divide? Analysis of
national survey data on smoking and high-risk drinking. BMJ open
7(3):e014210. https://doi.org/10.1136/bmjopen-2016-014210
Slater NJ, Montgomery A, Berrevoet F, Carbonell AM, Chang A,
Franklin M, Kercher KW, Lammers BJ, Parra-Davilla E, Roll S,
Towfigh S, van Geffen E, Conze J, van Goor H (2014) Criteria for
definition of a complex abdominal wall hernia. Hernia 18(1):7—
17. https://doi.org/10.1007/s10029-013-1168-6

Noble D, McLennan D, Noble M, Plunkett E, Gutacker N,
Silk M, Wright G (2019) English indices of deprivation 2019 -
Research Report. https://imd-by-postcode.opendatacommunities.
org/imd/2019 (Accessed 28 October 2023)

Breuing K, Butler CE, Ferzoco S, Franz M, Hultman CS,
Kilbridge JF, Rosen M, Silverman RP, Vargo D (2010) Inci-
sional ventral hernias: review of the literature and recommen-
dations regarding the grading and technique of repair. Surgery
148(3):544-558. https://doi.org/10.1016/j.surg.2010.01.008
Parker SG, Mallett S, Quinn L, Wood CPJ, Boulton RW, Jams-
haid S, Erotocritou M, Gowda S, Collier W, Plumb AAO, Wind-
sor ACJ, Archer L, Halligan S (2021) Identifying predictors of
ventral hernia recurrence: systematic review and meta-analysis.
BIJS open 5(3). https://doi.org/10.1093/bjsopen/zraa071

Bishop C, El-Sayed T, Baljer B, Buckley E, Convill J, Row-
lands G, Bell R, Nandhra S (2023) Effect of health literacy and
socioeconomic deprivation on outcomes after lower limb surgi-
cal revascularisation for chronic limb-threatening ischaemia: the
HeaLTHI study. J Vascular Soc Great Br Irel 3(1):10-18. https://
doi.org/10.54522/jvsgbi.2023.094

@ Springer

36.

37.

38.

39.

40.

41.

42.

43.

44.

45.

46.

47.

48.

49.

Noble S (2017) Mind the gap — how did deprived areas fare in the
recesssion?https://ocsi.uk/2017/09/09/mind-the-gap-how-did-
deprived-areas-fare-in-the-recesssion/ (Accessed 12 December
2023)

Herbig B, Dragano N, Angerer P (2013) Health in the Long-
Term Unemployed. Deutsches Arzteblatt International 110(23—
24):413-419. https://doi.org/10.3238/arztebl.2013.0413

Simpson RM, Knowles E, O’Cathain A (2020) Health liter-
acy levels of British adults: a cross-sectional survey using two
domains of the health literacy questionnaire (HLQ). BMC Public
Health 20(1). https://doi.org/10.1186/s12889-020-09727-w
Gupta A, Cadwell JB, Merchant AM (2021) Social determinants
of health and outcomes of ventral hernia repair in a safety-net
hospital setting. Hernia 25(2):287-293. https://doi.org/10.1007/
$10029-020-02203-9

Petro CC, Haskins IN, Tastaldi L, Tu C, Krpata DM, Rosen MJ,
Prabhu AS (2019) Does active smoking really matter before ven-
tral hernia repair? An AHSQC analysis. Surgery 165(2):406—411.
https://doi.org/10.1016/j.surg.2018.07.039

Jensen KK, East B, Jisova B, Cano ML, Cavallaro G, Jor-
gensen LN, Rodrigues V, Stabilini C, Wouters D, Berrevoet F
(2022) The European Hernia Society Prehabilitation Project:
a systematic review of patient prehabilitation prior to ventral
hernia surgery. Hernia 26(3):715-726. https://doi.org/10.1007/
$10029-022-02573-2

Lambert JE, Hayes LD, Keegan TJ, Subar DA, Gaffney CJ (2021)
The impact of Prehabilitation on Patient outcomes in Hepatobi-
liary, Colorectal, and Upper Gastrointestinal Cancer surgery: a
PRISMA-Accordant Meta-analysis. Ann Surg 274(1):70-77.
https://doi.org/10.1097/SLA.0000000000004527

Moore J, Merchant Z, Rowlinson K, McEwan K, Evison M,
Faulkner G, Sultan J, McPhee JS, Steele J (2021) Implement-
ing a system-wide cancer prehabilitation programme: the jour-
ney of Greater Manchester’s ‘Prehab4cancer’. Eur J Surg Oncol
47(3):524-532. https://doi.org/10.1016/j.€js0.2020.04.042

Héer J, Lawong G, Klinge U, Schumpelick V (2002) Influencing
factors on the causes of incisional hernia.A retrospective study
of 2983 laparotomy patients over a period of 10 years. Chirurg
73(5):474-480. https://doi.org/10.1007/s00104-002-0425-5
Serensen LT, Hemmingsen UB, Kirkeby LT (2005) Smoking is
a risk factor for Incisional Hernia. Arch Surg 140(2):119. https://
doi.org/10.1001/archsurg.140.2.119

Holmes J (2021) Tackling Obesity: The role of the NHS
in a whole-system approach. https://assets.kingsfund.org.
uk/f/256914/x/cead3911f6/tackling obesity role nhs whole
system_approach 2021.pdf (Accessedl December 2023)
Hutchings A, Moler Zapata S, O’Neill S, Smart N, Cromwell D,
Hinchliffe R, Grieve R (2021) Variation in the rates of emergency
surgery amongst emergency admissions to hospital for common
acute conditions. BJS open 5(6). https://doi.org/10.1093/bjsopen/
zrab094

Jefferies D (2023) Unpicking the inequalities in the elective back-
logs in England. The King’s Fund. https://www.kingsfund.org.
uk/publications/unpicking-inequalities-elective-backlogs-eng-
land (Accessed 14 Novemeber 2023)

Mulloy CD, Hoffman RD, Danos DM, Lau FH (2020) Health dis-
parities in Incisional Hernia Presentation: an analysis of HCUP-
NIS years 2012-2014. Am Surg 86(7):799-802. https://doi.
org/10.1177/0003134820933574

Publisher’s note Springer Nature remains neutral with regard to juris-
dictional claims in published maps and institutional affiliations.


https://ocsi.uk/2017/09/09/mind-the-gap-how-did-deprived-areas-fare-in-the-recesssion/
https://ocsi.uk/2017/09/09/mind-the-gap-how-did-deprived-areas-fare-in-the-recesssion/
https://doi.org/10.3238/arztebl.2013.0413
https://doi.org/10.1186/s12889-020-09727-w
https://doi.org/10.1007/s10029-020-02203-9
https://doi.org/10.1007/s10029-020-02203-9
https://doi.org/10.1016/j.surg.2018.07.039
https://doi.org/10.1007/s10029-022-02573-2
https://doi.org/10.1007/s10029-022-02573-2
https://doi.org/10.1097/SLA.0000000000004527
https://doi.org/10.1016/j.ejso.2020.04.042
https://doi.org/10.1007/s00104-002-0425-5
https://doi.org/10.1001/archsurg.140.2.119
https://doi.org/10.1001/archsurg.140.2.119
https://assets.kingsfund.org.uk/f/256914/x/cead3911f6/tackling_obesity_role_nhs_whole_system_approach_2021.pdf
https://assets.kingsfund.org.uk/f/256914/x/cead3911f6/tackling_obesity_role_nhs_whole_system_approach_2021.pdf
https://assets.kingsfund.org.uk/f/256914/x/cead3911f6/tackling_obesity_role_nhs_whole_system_approach_2021.pdf
https://doi.org/10.1093/bjsopen/zrab094
https://doi.org/10.1093/bjsopen/zrab094
https://www.kingsfund.org.uk/publications/unpicking-inequalities-elective-backlogs-england
https://www.kingsfund.org.uk/publications/unpicking-inequalities-elective-backlogs-england
https://www.kingsfund.org.uk/publications/unpicking-inequalities-elective-backlogs-england
https://doi.org/10.1177/0003134820933574
https://doi.org/10.1177/0003134820933574
https://doi.org/10.1007/s00384-018-3124-5
https://doi.org/10.1245/s10434-016-5546-z
https://doi.org/10.1371/journal.pone.0138745
https://digital.nhs.uk/data-and-information/publications/statistical/quality-and-outcomes-framework-achievement-prevalence-and-exceptions-data/2022-23
https://digital.nhs.uk/data-and-information/publications/statistical/quality-and-outcomes-framework-achievement-prevalence-and-exceptions-data/2022-23
https://digital.nhs.uk/data-and-information/publications/statistical/quality-and-outcomes-framework-achievement-prevalence-and-exceptions-data/2022-23
https://digital.nhs.uk/data-and-information/publications/statistical/quality-and-outcomes-framework-achievement-prevalence-and-exceptions-data/2022-23
https://doi.org/10.1136/bmjopen-2022-062942
https://doi.org/10.1002/pon.4195
https://doi.org/10.1016/j.socscimed.2020.113330
https://doi.org/10.1016/j.socscimed.2020.113330
https://doi.org/10.1016/s0140-6736(12)60240-2
https://doi.org/10.1016/s0140-6736(12)60240-2
https://doi.org/10.1136/bmjopen-2016-014210
https://doi.org/10.1007/s10029-013-1168-6
https://imd-by-postcode.opendatacommunities.org/imd/2019
https://imd-by-postcode.opendatacommunities.org/imd/2019
https://doi.org/10.1016/j.surg.2010.01.008
https://doi.org/10.1093/bjsopen/zraa071
https://doi.org/10.54522/jvsgbi.2023.094
https://doi.org/10.54522/jvsgbi.2023.094

	﻿Socioeconomic inequalities in patients undergoing abdominal wall reconstruction in the North-West of England, UK: a three-centre retrospective cohort study
	﻿Abstract
	﻿Introduction
	﻿Methods
	﻿Study design and ethics
	﻿Subjects and inclusion criteria
	﻿Statistics

	﻿Results
	﻿Baseline characteristics
	﻿Hernia characteristics
	﻿Operative details
	﻿Surgical outcomes
	﻿Logistic regression – prolonged hospital length of stay (Table ﻿4﻿﻿﻿﻿﻿)
	﻿Logistic regression – early post operative complications (table ﻿5﻿﻿﻿﻿﻿)

	﻿Discussion
	﻿References


