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Abstract:

Objective: Emergency laparotomy is associated with high
postoperative morbidity, particularly wound-related
complications such as surgical site infection and wound
dehiscence. The technique of fascial closure is a modifiable factor
that may influence these outcomes, yet evidence regarding the
optimal method remains inconsistent. To compare interrupted
and continuous suturing techniques for abdominal fascial closure
in patients undergoing emergency laparotomy, with respect to
wound dehiscence and surgical site infection. Study Design:
Randomized controlled trial. Place and Duration of Study: This
study was conducted at Rawalpindi Medical College and affiliated
hospitals over three months. Methodology: A total of 184 patients
aged 18-60 years undergoing emergency laparotomy were
enrolled and randomly allocated into two equal groups: Group A
(interrupted closure using the Smead-Jones technique) and Group
B (continuous closure). Baseline demographic and clinical
variables were recorded. Patients were followed for 10
postoperative days, and wound dehiscence and infection were
assessed clinically. Data were analyzed using SPSS version 20,
with p <0.05 considered statistically significant. Results: Baseline
characteristics were comparable between the groups. Wound
dehiscence occurred in 3 patients (3.3%) in Group A and 11
patients (12.0%) in Group B, showing a statistically significant
difference (p = 0.028). Continuous closure was associated with a
3.7-fold higher risk of dehiscence. Wound infection was observed
in 14 patients (15.2%) in Group A and 22 patients (23.9%) in
Group B; however, this difference was not statistically significant
(p = 0.12). Conclusion: Most infections were superficial and
responded to conservative management. Interrupted fascial
closure significantly reduces the risk of wound dehiscence after
emergency laparotomy and should be preferred over continuous
closure in high-risk surgical settings.

Keywords: Emergency Laparotomy, Interrupted Suturing,
Continuous Suturing, Wound Closure, Postoperative Outcomes

INTRODUCTION all general surgical admissions in tertiary care
Emergency laparotomy is one of the most frequently hospitals (Nasir et al., 2025). It is indicated in a wide
performed  life-saving  surgical  procedures range of acute abdominal conditions such as

worldwide, accounting for approximately 10-15% of intestinal obstruction, gastrointestinal perforation,
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abdominal trauma, strangulated hernia, complicated
appendicitis, and peritonitis. Despite improvements
in perioperative care, anesthesia, and surgical
techniques, emergency laparotomy continues to
carry a high risk of postoperative complications and
mortality. Recent studies report mortality rates
ranging from 10% to 18%, compared with 1-3% in
elective abdominal surgeries, highlighting the
significant clinical burden associated with these
procedures (Begum et al, 2022). Postoperative
wound complications are among the most common
adverse outcomes following emergency laparotomy.
Surgical site infection (SSI) has been reported in 15-
35% of cases, while wound dehiscence occurs in
approximately 2-15% of patients, depending on
patient characteristics and surgical technique (Gaur;
Polychronidis et al., 2023). Wound dehiscence alone
increases hospital stay by an average of 7-14 days,
doubles the risk of reoperation, and is associated with
mortality rates as high as 25-45% in severe cases
involving evisceration or sepsis. These complications
significantly increase healthcare costs, with
estimates suggesting a 2-3 fold increase in treatment
expenditure for patients who develop postoperative
wound complications (Sharma, Prashar, & Gandotra,
2020). Several patient-related and surgical factors
influence wound healing, including advanced age,
anemia, malnutrition, obesity, smoking, diabetes
mellitus, sepsis, duration of surgery, degree of wound
contamination, suture material, and technique of
wound closure (Bharti & Sharma, 2020). Among
these, the method used for fascial closure remains
one of the most important modifiable surgical factors.
Proper closure of the abdominal wall is critical for
restoring anatomical integrity, preventing bacterial
entry, maintaining tensile strength, and minimizing
the risk of wound failure and incisional hernia, which
itself develops in 10-20% of laparotomy patients
within one year (Mc Geehan et al., 2021). Two major
techniques are commonly employed for midline
laparotomy wound closure: interrupted suturing and
continuous suturing. Interrupted suturing involves
placing individual stitches secured with separate
knots, whereas continuous suturing uses a single
strand along the length of the incision. Interrupted
suturing is believed to provide superior mechanical
stability by distributing tension across multiple
points and limiting wound disruption if one knot fails
(Ullah, Uddin, Shoib, & Yaseen, 2021). Biomechanical
studies have demonstrated that interrupted closure
can withstand 20-30% greater tensile force before
fascial separation compared to continuous closure.
Moreover, localized infection or tissue necrosis is less
likely to compromise the entire wound (Khan et al,,
2024; Shahab, 2025). Continuous suturing, on the
other hand, reduces operative time by approximately
25-40%, requires 30-50% less suture material, and
provides uniform tension distribution. However,
mechanical failure at a single point can compromise

the entire closure, increasing the likelihood of
complete wound dehiscence. In contaminated
surgical fields, continuous sutures may also facilitate
bacterial migration along the suture tract, potentially
increasing infection risk (Mounika, Ramya, &
Srinivas, 2025). Clinical evidence regarding the
superiority of either technique remains inconsistent.
Some studies have reported significantly lower
wound dehiscence rates with interrupted suturing.
For example, one randomized trial reported
dehiscence rates of 2.6% in the interrupted group
compared to 10.7% in the continuous group (p =
0.049). Another study observed rates of 2.5% versus
13.75% respectively (p = 0.02) (Garg et al., 2021).
Conversely, other investigations have found no
statistically significant difference, reporting infection
rates of 26.7% in interrupted closure versus 33.3% in
continuous closure (p > 0.05). A multicenter
randomized controlled trial involving more than 400
patients showed wound dehiscence rates of 2.7% in
interrupted closure and 2.4% in continuous closure,
indicating near equivalence (Venkateswaran et al.,
2023). In high-income countries, implementation of
standardized emergency laparotomy pathways has
reduced overall mortality from 18% to nearly 10%
over the past decade. However, in developing regions,
wound complication rates remain high due to delayed
presentation, limited resources, poor nutritional
status, and high rates of intra-abdominal
contamination. In some South Asian hospitals, SSI
rates following emergency laparotomy have been
reported as high as 40%, with wound dehiscence
exceeding 12%/(Albendary et al., 2022). Given the
significant morbidity, mortality, and financial burden
associated with postoperative wound complications
and the lack of definitive consensus regarding the
optimal closure technique, further high-quality
randomized controlled trials are essential. This study
aims to provide additional evidence by comparing
interrupted and continuous suturing techniques in
emergency laparotomy wounds, focusing on
quantifiable outcomes such as wound dehiscence and
surgical site infection, to guide surgeons in selecting
the most effective and safe method for abdominal
wound closure.

METHODOLOGY

Study Design

This study was conducted as a randomized controlled
trial to evaluate and compare the outcomes of two
different abdominal wound closure techniques in
patients undergoing emergency laparotomy.
Randomization was used to minimize selection bias
and ensure comparability between the two
intervention groups. The study focused on objective
outcome measures including wound dehiscence and
surgical site infection. A controlled design was chosen
to establish a causal relationship between the
suturing technique and postoperative outcomes. The
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methodology was standardized for all participants.
Ethical and scientific rigor was maintained
throughout the study period.

Study Setting

The research was carried out in the Department of
Surgery at Rawalpindi Medical College and its allied
teaching hospitals, including Benazir Bhutto Hospital,
Rawalpindi. These institutions serve as major tertiary
care centers providing emergency surgical services. A
large number of emergency laparotomies are
performed daily at these hospitals. This setting
ensured adequate patient recruitment within the
study duration. Facilities for postoperative
monitoring and follow-up were readily available. The
presence of experienced surgical staff helped
maintain uniformity of procedures.

Study Duration

The study conducted from 17 Sep 2025 to 17 Dec
2025, beginning after approval from the College of
Physicians and Surgeons Pakistan (CPSP). This
period included patient enrollment, surgical
intervention, postoperative follow-up, and data
collection. The time frame was sufficient to achieve
the calculated sample size. It also allowed
standardized assessment of short-term wound
outcomes. All patients were followed until
postoperative day ten. Data analysis was completed
after the end of the study period.

Sampling Technique

A non-probability consecutive sampling technique
was employed for patient selection. All eligible
patients presenting for emergency laparotomy
during the study period were considered for
inclusion. This approach ensured rapid recruitment
and practicality in an emergency setting. Sampling
continued until the required sample size was
achieved. Selection bias was minimized through
random group allocation. The method was
appropriate given the wurgent nature of the
procedures.

Sample Size

The sample size was calculated using the WHO
sample size calculator for comparison of two
proportions. The parameters included a 5% level of
significance and 80% study power. Expected wound
dehiscence rates were 2.50% for the interrupted
group and 13.75% for the continuous group. Based
on these values, a total of 184 patients were required.
Ninety-two patients were assigned to each group.
This sample size ensured adequate statistical
reliability.

Inclusion and Exclusion Criteria

Patients aged between 18 and 60 years of either
gender undergoing emergency laparotomy were
eligible for inclusion in the study. Individuals
declared unfit for surgery, those with a history of
diabetes mellitus, immunocompromised status,
malignancy, or pregnant and lactating women were
excluded. Patients with extreme body mass index

values, defined as less than 15 kg/m? or greater than
30 kg/m?, were also excluded from participation.
These criteria were applied to minimize confounding
factors that could independently influence wound
healing and postoperative outcomes. Eligibility was
assessed preoperatively by the surgical team. Only
patients providing informed consent were enrolled in
the trial.

Data Collection Procedure

Ethical approval was obtained prior to patient
recruitment. Written informed consent was taken
from all participants or their attendants. Baseline
data including age, gender, BMI, and surgical
indication were recorded on a structured proforma.
Indications included intestinal obstruction, intestinal
perforation, and blunt abdominal trauma involving
solid organs. Patients were randomly allocated to
either group using the lottery method. Surgical
techniques were applied according to group
assignment.

Intervention Protocol

Group A patients underwent interrupted fascial
closure using the Smead-Jones technique with
Prolene 1 suture material. Group B patients received
continuous fascial closure using Prolene 1. All
procedures were performed under standardized
operating conditions. Surgeries were conducted by
senior residents or consultants to maintain
uniformity. Sterile protocols were strictly followed.
Postoperative care was standardized for both groups.
Ethical Considerations

Patient confidentiality was strictly maintained
throughout the study. Names were not recorded on
the data forms. Each patient was assigned a
computer-generated identification number.
Participation was voluntary, and withdrawal was
allowed at any stage. No additional financial burden
was placed on patients. Ethical standards were
maintained in accordance with institutional
guidelines.

Data Analysis

Data were analyzed using SPSS version 20. Age and
BMI were expressed as mean * standard deviation
and median (IQR). Categorical variables were
presented as frequencies and percentages.
Stratification was done for age, gender, BMI, and
surgical indication. The chi-square test was used for
comparison between groups. A p-value of < 0.05 was
considered statistically significant.

RESULTS

Study Enrollment and Group Allocation

A total of 184 patients undergoing emergency
laparotomy were enrolled. The study population
included 112 males (60.9%) and 72 females (39.1%),
with an overall mean age of 38.9 + 10.1 years (range:
18-60 years). The average body mass index of the
participants was 23.9 + 3.3 kg/m? Using random
allocation by the lottery method, patients were
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equally divided into two groups: 92 patients (50.0%)
in Group A who underwent interrupted suturing and
92 patients (50.0%) in Group B who underwent
continuous  suturing. Baseline = demographic
characteristics were comparable between the two
groups with no statistically significant differences (p
> 0.05). All patients completed the planned 10-day
postoperative follow-up, yielding a 100% follow-up
rate. No patients were withdrawn from the study
after randomization. There were no protocol
violations or missing data during the study period.
Furthermore, no in-hospital mortality was observed
during the follow-up period. Consequently, data from
all 184 participants (100%) were included in the final
analysis (Figure 1).

l

(Completed follow-up n = 521} (Completed fllow-up (n = 52)]
(Bnalyzed tn = 52)) (Bnalyzed n = 62)
Figure 1. CONSORT-style flow diagram showing
patient enrollment, randomization, allocation to
interrupted and continuous suturing groups, follow-
up, and final analysis in the study population (N =

184).

Age Distribution of Participants

The mean age of patients in the interrupted suturing
group was 38.6 * 10.4 years, compared with 39.2
9.8 years in the continuous suturing group. The
median age was 39 years (IQR: 30-47) in Group A and
40 years (IQR: 31-48) in Group B. In Group A, 18
patients (19.6%) were aged 18-24 years, 66 patients
(71.7%) were 25-50 years, and 8 patients (8.7%)
were 51-60 years. In Group B, 17 patients (18.5%)
were aged 18-24 years, 67 patients (72.8%) were
25-50years, and 8 patients (8.7%) were 51-60 years.
Overall, approximately 72% (133/184) of the study
population fell within the 25-50 year age range. The
age distribution was comparable between both
groups and the difference was not statistically
significant (p > 0.05). This indicates that
randomization achieved balanced age characteristics
at baseline. Therefore, age was unlikely to confound

the comparison of postoperative outcomes between
groups (Table 1).

Table 1. Age distribution of participants in the
interrupted (Group A) and continuous (Group B)
suturing groups, including mean * SD, median
(IQR), and categorical age ranges (N = 184).

Age Interrupted Continuous Total

variable suturing suturing n=184
(Group A) (Group B)
n=92 n=92
Mean * 38.6+10.4 39.2+938 389 =
SD 10.1
(years)
Median 39 (30-47)  40(31-48) 40 (30-
(IQR) 48)
(years)
18-24 18 (19.6%) 17 (18.5%) 35
years (19.0%)
25-50 66 (71.7%) 67 (72.8%) 133
years (72.3%)
51-60 8 (8.7%) 8 (8.7%) 16
years (8.7%)

Gender Distribution

In Group A (interrupted suturing), 57 patients
(61.9%) were male and 35 patients (38.1%) were
female, giving a male-to-female ratio of 1.63:1. In
Group B (continuous suturing), 55 patients (59.8%)
were male and 37 patients (40.2%) were female, with
a male-to-female ratio of 1.49:1. Overall, the study
population consisted of 112 males (60.9%) and 72
females (39.1%), with an overall male-to-female ratio
of 1.56:1. The absolute difference in male proportion
between groups was 2.1%, indicating very similar
gender composition. The proportion of females
differed by only 2.1% between the two groups
(38.1% vs 40.2%). Statistical comparison showed no
significant association between gender and group
allocation (p > 0.05). This suggests that
randomization achieved a balanced distribution of
gender. Therefore, gender was unlikely to act as a
confounding factor in comparing wound outcomes
between the two suturing techniques.

100
B Ml
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6204485 5942080 60.5+488

0.2:480
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Note: SO shown is for a binary indicator (e.g., Male=1/Female=0], SO = sqrt(p{1-p)) expressed in percentage points.

Figure 2. Gender distribution (%) in Group A
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(interrupted suturing), Group B (continuous
suturing), and the overall study population. Bars
represent mean proportions of male and female
participants, with values displayed as mean *
standard deviation based on binary coding.

Body Mass Index (BMI) Distribution

Body Mass Index (BMI) was comparable between the
two study arms. In Group A (interrupted suturing; n
=92), the mean BMI was 23.7 + 3.4 kg/m? (SE ~ 0.35),
while in Group B (continuous suturing; n = 92) the
mean BMI was 24.1 + 3.2 kg/m? (SE ~ 0.33). The
overall pooled mean for the full cohort (N = 184) was
approximately 23.9 + 3.3 kg/m? The between-group
mean difference was small (0.4 kg/m? Group B -
Group A), and the approximate 95% confidence
interval for this difference (-0.55 to +1.35 kg/m?)
included zero, consistent with no statistically
significant difference (p > 0.05). The estimated 95%
CI for mean BMI was 23.00-24.40 kg/m? in Group A
and 23.44-24.76 kg/m? in Group B, showing
substantial overlap. Variability was similar across
groups (pooled SD =~ 3.30 kg/m?), and the
standardized effect size was minimal (Cohen’s d =
0.12), suggesting no meaningful clinical imbalance.
Most participants in both groups were within the
normal BMI range (18.5-24.9 kg/m?), with
comparatively fewer patients in the underweight
(<18.5 kg/m?) or overweight/obese (>25.0 kg/m?)
categories. Overall, these findings indicate that BMI
was well balanced at baseline and unlikely to
confound comparisons of wound outcomes between
the interrupted and continuous suturing techniques.

0 0

BMI (kg/m?)

Group A Group B Overall
(Interrupted) (Continuous)

Note: Box plot is based on simulated individual values generated from the reported meanSD (normal assumption), since raw BMI dal

Figure 3. Box plot showing the distribution of body
mass index (BMI, kg/m?) in Group A (interrupted
suturing), Group B (continuous suturing), and the
overall study population. The boxes represent the
interquartile range, the horizontal line indicates the

median, the triangle denotes the mean, and the
whiskers and points indicate data range and outliers,
respectively.

Indications for Emergency Laparotomy
Indications for emergency laparotomy were broadly
similar across the two randomized arms, with no
significant difference in distribution (p > 0.05),
suggesting good baseline comparability. In the
overall cohort (N = 184), the commonest indication
was intestinal perforation: 41.3% (=76/184),
followed by intestinal obstruction: 32.1% (=59/184)
and blunt abdominal trauma: 26.6% (x49/184).
Using simple binomial precision estimates, the
approximate 95% CI for these proportions was 34.2-
48.4% for perforation, 25.4-38.8% for obstruction,
and 20.2-33.0% for blunt trauma, indicating that
perforation remained the leading indication even
after accounting for sampling variability. Within
trauma-related laparotomies, organ injury patterns
showed a clear gradient: liver injury 12.0%
(»22/184), splenic injury 9.8% (x18/184), and renal
injury 4.8% (=9/184); these three injury categories
together account for the trauma total (22 + 18 + 9 =
49). Expressed within the trauma subgroup (n = 49),
this corresponds to roughly 44.9% liver, 36.7%
spleen, and 18.4% kidney involvement. Overall, the
near-matching indication profile between groups
supports that subsequent comparisons of wound
outcomes are unlikely to be confounded by
differences in the underlying reason for laparotomy.

5 0
0

Proportion {%5)

] ; T

0

Inte;t\na\ \nteétlna\ B\untal;domma\

perforation obstruction trauma
Note: Box plot shows boatstrap distributions of indication propartions (N=184) based on abserved counts (76, 59, 49).
Figure 4. Box plot showing the distribution of
proportions (%) of major indications for emergency
laparotomy, including intestinal perforation,
intestinal obstruction, and blunt abdominal trauma.
Boxes represent the interquartile range, horizontal
lines indicate medians, triangles denote means, and
whiskers and circles indicate the range and outliers,
respectively.
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Frequency of Wound Dehiscence

Wound dehiscence was less frequent with
interrupted closure than with continuous closure. In
Group A (interrupted; n = 92), dehiscence occurred in
3 patients (3.3%), whereas in Group B (continuous; n
= 92) it occurred in 11 patients (12.0%). This
represents an absolute risk increase of 8.7% with
continuous closure (12.0% - 3.3% = 8.7%), with an
approximate 95% CI: 1.1% to 16.3%. The relative risk
(RR) of dehiscence with continuous versus
interrupted closure was 3.67 (= 11/3), meaning
patients in the continuous group had about 3.7x
higher risk; the approximate 95% CI for RR was 1.06
to 12.71. The corresponding odds ratio (OR) was 4.03
(approx. 95% CI: 1.09 to 14.96). The difference
between groups was reported as statistically
significant (p = 0.028). Clinically, this translates to a
number needed to harm (NNH) of about 12—i.e., for
roughly every 12 patients closed with a continuous
technique instead of interrupted, one additional
wound dehiscence would be expected (based on the
observed absolute risk difference) (Table 2).

Table 2. Comparison of wound dehiscence
between interrupted and continuous suturing
techniques with risk estimates and statistical

Frequency of Wound Infection

Wound infection occurred in 14 /92 patients (15.2%)
in Group A (interrupted) and 22/92 patients (23.9%)
in Group B (continuous). This corresponds to an
absolute increase of 8.7% in the continuous group
(23.9% - 15.2% = 8.7%), but the difference was not
statistically significant (p = 0.12). The estimated
relative risk (RR) of infection with continuous versus
interrupted closure was 1.57, meaning a 57% higher
infection risk in Group B; however, the 95% CI
crosses 1, indicating uncertainty about a true
difference. Most infections were reported as
superficial and responded to antibiotics and local
wound care, suggesting limited severity despite the
higher observed frequency in the continuous group.

40
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Interrupted Continuous
(Group A) {Group B)

Note: Box plots show boatstrap (binomial) distributions of infection rates based on observed counts (14/92 vs 22/92)
Figure 5. Box plot comparing wound infection rates
(%) between interrupted (Group A) and continuous
(Group B) suturing techniques following emergency
laparotomy. Boxes represent the interquartile range,
horizontal lines indicate medians, triangles denote
means, and whiskers and circles represent the range
and outliers, respectively. The distribution is based
on bootstrap (binomial) estimates derived from the
observed infection counts (14/92 vs 22/92).

DISCUSSION

In the present randomized controlled trial,
interrupted fascial closure demonstrated a clear
advantage over continuous closure in reducing early
wound dehiscence following emergency laparotomy
(3.3% vs 12.0%, p = 0.028), while wound infection,
although more frequent in the continuous group
(23.9% vs 15.2%), did not reach statistical
significance. These findings are clinically important
because wound dehiscence is one of the most serious
postoperative complications, often leading to
reoperation, prolonged hospitalization, incisional
hernia, and increased mortality. Our results are
consistent with several previous studies conducted in
emergency surgical settings. (Mehdorn et al,, 2021)
reported dehiscence rates of 2.6% in interrupted

significance

Outcome: Interrupt Continuo @ Effect(G

Wound ed us roup B

dehiscenc = suturing( suturing( vs

e Group A)  Group B)  Group
A)

Total 92 92 —

patient(n)

Dehiscenc 3 (3.3%) 11 —

e Yes, n (12.0%)

(%)

Dehiscenc 89 81 =

eNo,n (%) (96.7%) (88.0%)

Risk 0.0326 0.1196 —

(proportio

n)

Absolute — — +8.7%

risk (95% CI

difference +1.1% to

(ARD) +16.3%)

Relative — — 3.67

risk (RR) (95% CI
1.06 to
12.71)

Odds ratio — — 4.03

(OR) (95% CI
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closure compared with 10.7% in continuous closure,
while (Badgurjar et al,, 2021) observed rates of 2.5%
versus 13.75%, both demonstrating statistically
significant superiority of interrupted suturing.
Similar trends were reported by (Petersson Borner,
2025), who each found significantly lower rates of
burst abdomen with interrupted techniques,
particularly in contaminated and septic abdomens.
Biomechanical investigations further support these
clinical findings, showing that interrupted sutures
tolerate 20-30% greater tensile stress before fascial
separation, as failure of a single knot does not
compromise the entire wound (Dilday et al., 2024).
However, not all studies have reached the same
conclusion. Large randomized trials from high-
income countries, including multicenter
investigations involving more than 400 patients,
reported nearly equivalent dehiscence rates between
interrupted and continuous closure (approximately
2-3% in both groups). The CONTINT trial similarly
found no meaningful difference in early fascial failure
or one-year incisional hernia rates (Zarei &
Ahmadinejad, 2021). These discrepancies may be
explained by differences in patient populations and
operative conditions. In well-resourced settings,
patients often undergo earlier intervention, receive
optimal nutritional and critical care support, and
present with lower degrees of contamination,
whereas emergency laparotomy patients in
developing regions frequently present late with
peritonitis, sepsis, anemia, and electrolyte imbalance,
all of which impair collagen synthesis and wound
healing. Under such high-risk conditions, the
mechanical redundancy of interrupted sutures may
provide a crucial protective effect (Kvist, Jensen,
Snitkjeer, & Burcharth, 2024). Regarding surgical site
infection, our study found a higher incidence in the
continuous closure group, but without statistical
significance. This finding aligns with reports by
several authors who also noted slightly higher
infection rates with continuous suturing but
insufficient evidence to establish causality (Gupta,
Verma, & Pal, 2021). Some investigators propose that
continuous sutures may facilitate bacterial tracking
along the suture line in contaminated wounds,
whereas interrupted sutures may compartmentalize
infection locally. Conversely, other trials and meta-
analyses, including systematic reviews of more than
20 randomized studies, have concluded that suture
technique alone has limited influence on infection
risk, which is more strongly determined by intra-
abdominal contamination, operative duration,
antibiotic timing, and patient comorbidities (Hussain
et al, 2025). Overall, our results reinforce the
growing body of evidence suggesting that interrupted
closure offers superior protection against wound
dehiscence in emergency laparotomy, particularly in
high-risk and resource-limited environments, while
differences in infection rates remain less definitive.

Given the significant morbidity, cost, and mortality
associated with fascial failure, even a modest
absolute reduction of 8-9% represents substantial
clinical benefit. These findings support the
preferential use of interrupted fascial closure for
emergency midline laparotomy wounds until further
large-scale trials establish definitive universal
guidelines.

CONCLUSION

Interrupted fascial closure significantly reduced the
risk of wound dehiscence compared with continuous
closure after emergency laparotomy. Although
wound infection was more frequent with continuous
suturing, this difference was not statistically
significant. Baseline characteristics, including age,
gender, BMI, and surgical indications, were well
balanced between groups. These findings indicate
that suture technique is an important modifiable
factor influencing early wound outcomes.
Interrupted suturing should be preferred for
abdominal closure in emergency laparotomy to
minimize the risk of fascial failure.
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