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Abstract
Objective Ventral rectopexy is a validated treatment for rec-
tal prolapse with a low morbidity rate but a risk of intrarectal
mesh migration. The purpose of this study was to report the
results of local transanal mesh excision for intrarectal mesh
migration after ventral rectopexy.
Methods Between January 2004 and March 2011, 312 pa-
tients underwent laparoscopic ventral rectopexy in two hospi-
tals. Six patients were treated for intrarectal mesh migration.
Results Delay between ventral rectopexy and the onset of
symptoms was 53 months (4–124 months). All patients have
symptoms. Imaging revealed a pelvic abscess in two cases.
Intrarectal mesh migration was confirmed by anorectoscopy or
clinical examination. Five patients were only treated by local
transanal partial mesh excision, and one required a colostomy.
Morbidity and mortality were zero. The median hospitalization
time was 5 days (3–8 days). After a median postoperative
follow-up period of 9 months (1–40 months), one recurrence
was observed 2 months after surgery.
Conclusion Local transanal mesh excision for intrarectalmesh
migration after laparoscopic ventral rectopexy is a feasible
conservative treatment. This simple treatment produced a cure
of the pelvic inflammation and closure of the fistula without
compromising a more aggressive secondary treatment which
was not necessary in our series.
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Abbreviations
EUS Endorectal ultrasound
MRI Magnetic resonance imaging
RP Rectal prolapse
VR Ventral rectopexy

Introduction

Complete rectal prolapse (RP) is the circumferential full-
thickness protrusion of the rectal wall through the anal orifice
[1]. Ventral rectopexy (VR) improves fecal incontinence, with
low recurrence, in patients suffering from these conditions [2].
This procedure involves mobilization of the anterior wall of the
rectum and anterior placement of a mesh on the rectum with
fixation to the sacrum. The complication rate fluctuates from
1.4 to 47 % in the literature and includes mainly urinary tract
infections and port site incisional hernias [2]. After VR, mesh
related complications—mesh detachment [3, 4], mesh infec-
tion [5], and erosion of the posterior vaginal wall—are rare [6].
In apical vaginal prolapse, mesh erosion is the single most
frequent complication in 4.6 to 10.7 % of cases, depending on
the different prosthetic materials used [7]. Ouaissi et al. [8]
reported good results for mesh ablation, proctectomy with
primary colorectal anastomosis, omental patch interposition,
and temporary ileostomy in cases of high rectovaginal fistulas
after prosthetic material repair for pelvic organ prolapse. When
confronted with intravaginal mesh migration after VR without
clinical signs for a rectovaginal fistula, treatment by local
excision of the mesh has been reported [6], but it is not known
whether this conservative approach is effective for intrarectal
migration.

The databases of two French surgical centers performing
laparoscopic rectal RP surgery were pooled. The purpose was
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to report the results of local transanal mesh excision for
intrarectal mesh migration after laparoscopic VR for RP.

Methods

Between January 2004 and March 2011, 312 patients (273
women, 39 men) with a median age of 60 years (range 18 to
90 years) underwent laparoscopic VR for RP in two surgical
centers. The operative technique was standardized in the two
centers to the following principles, initially described by
D'Hoore and Penninckx [3]: all surgical procedures were
performed by surgeons expert in laparoscopy. Four ports were
generally used, with a 10 to 12 mmHg pneumoperitoneum. A
0 or 45° laparoscope was used according to the surgeon's
preference. Briefly, the dissection was exclusively anterior to
the rectum, preserving the lateral ligaments, and dissection was
extended to the levator ani muscles. Then a polyester mesh
(Parietex, TycoTM) was used for rectal fixation. The mesh was
fixed with an endo-stapler (4.0 mm, TycoTM, Norwalk,
Connecticut, USA) or suture (Vicryl 3/0, EthiconTM) (204 vs.
108 patients). Patients were commenced on Movicol twice a
day from day 1 postoperatively and were weaned of this after
discharge over a period of 4–6 weeks. All patients should be
reviewed in the outpatient clinic at 1, 3, and 12 months post-
operatively and assessed for morbidity.

Management of intrarectal mesh migration

Six (1.9%) of the female patients with amedian age of 67 years
(range: 42 to 84 years) had intrarectal mesh migration.

An abdominal CT scan was performed as was gadolinium
enhanced magnetic resonance imaging (MRI) of the pelvis
using T1- and T2-weighted sequences, plus an anorectoscopy
or endorectal ultrasound examination, to evaluate the anal
sphincter.

All patients were operated on. Local transanal partial mesh
excisions were made in the gynecologic position with a Parks'
retractor (Fig. 1) under general anesthesia with an antibiotic
cover.

For postoperative follow-up, all patients underwent an initial
clinical control at 1 month, then anorectoscopy and an MRI of
the pelvis 6 months after local excision.

Results

Patient characteristics, details of surgery, and follow-up are
summarized in Table 1. An endo-stapler (n=2) or suture (n=4)
was used for initial surgical fixation. The median time interval
betweenVR and the onset of symptomswas 53months (range
4 to 124 months). Three patients complained about anorectal
discharge with rectal bleeding or mucus in the stools, one

patient had fecal incontinence due to RP recurrence, one
patient had sepsis with a rectocutaneous fistula, and one patient
just had anal pain. CT scanning and pelvic MRI revealed a
pelvic abscess in two cases (Fig. 2). Intrarectal mesh migration
was confirmed by anorectoscopy or clinical examination in all
cases. All the patients were treated by local transanal partial
mesh excision, except for one patient with a rectocutaneous
fistula, in whom a colostomywas also performed. The pre- and
postoperative course was uneventful in all patients. The medi-
an hospitalization time was 5 days (range 3 to 8 days). After a
median postoperative follow-up period of 9 months (range 1 to
40 months), only one mesh migration was observed 2 months
following the initial partial mesh resection. Local transanal
partial mesh excision was performed once again, and the
patient is now symptom free with no recurrence of mesh
migration. One patient underwent Altemeier's procedure a
few months after mesh excision due to recurrence of the RP.

Discussion

Several techniques have been reported in RP surgery includ-
ing abdominal approaches (pexy, resection, fixation, or com-
binations thereof) and perineal approaches. The use of pros-
thetic material has recently become more frequent. VR re-
duces postoperative constipation and fecal incontinence, with
a low rate of recurrence and few complications in patients
suffering from RP. Most of the complications after VR are
minor [2]. We have reported here a possible severe complica-
tion that was treated in six patients by a conservative approach
with good results.

Fig. 1 Partial mesh excisions
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With the more frequent use of mesh in pelvic organ prolapse
surgery, new complications or adverse effects have been report-
ed. The type of prosthetic material used, the shape of the mesh,
and the surgical technique probably has an effect on those
possible complications. However, the supremacy of one mesh
over another has not been clearly demonstrated in the literature
[9, 10]. In our series, the intrarectal mesh migration was always
related to the use of a polyetser mesh, secured to the rectal wall
using an endo-stapler in two cases and by suturing in four cases.

After pelvic organ prolapse surgery, the incidence of
rectovaginal fistula is less than 1 % [11]. Information in the
literature concerning intrarectal mesh migration after VR is
scarce, and the exact incidence of this complication is un-
known. Hernandez et al. [12] reported intraluminal migration

of the mesh, which was expulsed via the rectum 2 years after
surgery. In our study, migration was found for up to 10 years
following the initial surgery. Patients complained of anorectal
discharge, fecal incontinence, constipation, pelvic sepsis, or
persistent abdominal pain, etc. These symptoms, even several
years after surgery, should prompt clinicians to look for
intrarectal mesh migration.

Erosion of the posterior vaginal wall has been reported,
and in this case, treatment by local excision of the mesh is a
possible approach [6]. This conservative treatment has never
been described for intrarectal mesh migration, however. In
cases of mesh infection after pelvic organ prolapse surgery,
ablation of the mesh is classically recommended as a first
treatment option, with or without temporary colostomy. If a
high rectovaginal fistula occurs, management of the patient
can include mesh ablation, proctectomy with primary colo-
rectal anastomosis, omental patch interposition, and tempo-
rary ileostomy [8]. The ongoing pelvic inflammatory process
and the fistula could be encouraged by the mesh, but in our
study, only the intraluminal part of it was excised, the major
part of the mesh is still staying in contact with the rectal wall.
This led to the complete cure of the pelvic inflammation with
a good functional result of the VR.

So far, it is impossible to determine the exact frequency of
this complication. We have recognized only the symptomatic
patients coming postoperatively. We do not know if some
patient can be symptom free with a mesh migration.

In conclusion, local transanal mesh excision for intrarectal
mesh migration after laparoscopic VR for RP is a feasible
conservative treatment in selected cases. This simple treat-
ment produced a cure of the pelvic inflammation and closure
of the fistula without compromising a more aggressive sec-
ondary treatment.

Table 1 Patient characteristics, details of surgery, and follow-up

Patient
no.

Agea

(years)
Rectal
mesh
fixation

Symptoms Delay to
secondary
surgery
(months)

Secondary
surgery

Postoperative
course

Hospitalization
time (days)

Follow-up
(months)

Postoperative
outcomes
(RP recurrence/
symptoms)

1 84 Suture Fecal incontinence,
RP recurrence

58 Mesh resection Uneventful 3 4 1/1

2 75 Suture Rectal bleeding,
mucus in stools,
sepsis, and recto-
cutaneous fistula

48 Mesh resection
and colostomy

Uneventful 7 21 0/0

3 68 Suture Rectal bleeding,
mucus in stools

60 Mesh resection Uneventful 3 1 0/0

4 67 Stapler Rectal bleeding,
mucus in stools

124 Mesh resection Uneventful 5 40 0/0

5 63 Suture Mucus in stools 5 Mesh resection Uneventful 8 6 0/0

6 42 Stapler Anal pain 4 Mesh resection Uneventful 6 12 0/0

RP rectal prolapse
a At time of secondary surgery

Fig. 2 Arrow pelvic abscess into the rectovaginal septum
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