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Abstract Parastomal hernia, particularly when recur-
rent, presents a troublesome problem to the surgeon.
Since the late 1970s, prosthetic-mesh repairs have been
used increasingly, though, as yet, there is no consensus
on the best technique of repair. We report a case of
failure of a polypropylene-mesh repair of a recurrent
parastomal hernia, complicated by erosion of the mesh
edge into the colon proximal to the stoma. This entailed
further resection of the colon, excision of the mesh and
relocation of the colostomy. The case highlights the
potential for serious morbidity from this form of repair
and the need for careful assessment of symptoms before
contemplating a surgical approach to any type of par-
astomal hernia.
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Case history

An 85-year-old gentleman presented as an emergency with a 2-week
history of parastomal pain. The stomal function remained normal
throughout this period.

Three years previously, he had undergone a laparoscopic-
assisted abdomino-perineal excision for Dukes’ A carcinoma of the
rectum with an end colostomy fashioned through the rectus muscle.
Nine months later, he developed a parastomal hernia, and a fascial
repair was subsequently performed with Prolene. Within 9 months,
the hernia recurred. The defect gradually enlarged and became
progressively more uncomfortable.
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Due to the worsening symptoms, further repair was under-
taken. At operation, via a midline incision, the sac was opened, the
contents reduced and the redundant sac amputated. The edges of
the defect were opposed with intermittent O Prolene, and a pre-cut
Prolene mesh was secured around the colon in the preperitoneal
plane to reinforce the repair. Mesocolon was sutured to the edge of
the mesh. Within a few weeks, the hernia recurred but for 8 months
gave rise to minimal symptoms until this presentation.

On examination, he was pyrexial (temperature 37.6°C). There
was a large, partially reducible parastomal hernia with erythema
and oedema over the lateral extent of the defect. Bowel sounds were
normal both over the hernia and elsewhere within the abdomen.
The white-cell count was elevated at 19.3.

Urgent exploration was undertaken because of the concern of
strangulation. During the operation, performed through a midline
incision, the parastomal hernia was found to contain descending
colon (Fig. 1). At the neck of the defect, the colon was densely
adherent to the Prolene mesh with an adjacent small cavity con-
taining pus and liquid faeces secondary to a defect in the colon. The
adhesions were divided and the mesh excised. Twenty centimetres
of descending colon, incorporating the perforation site, were re-
sected and a new colostomy fashioned in the right upper quadrant.
The deep layers of the old stoma site were closed with interrupted
Prolene and the skin left open and packed. The wound healed
without further complication.

Discussion

Parastomal hernia is a relatively common complication
after fashioning of either a permanent end colostomy
or a temporary defunctioning procedure. According
to Goligher, “some degree of herniation around the
colostomy is so common that this complication may be
regarded as inevitable [7]. The reported incidence,
however, is up to 50% [8]. The incidence increases with
time, although most cases occur within 2 years of stoma
formation.

Early herniation may result from technical errors,
including poor choice of stoma [12], too large a fascial
defect or peristomal sepsis. Later herniation is conse-
quent upon gradual stretching of the fascial defect [9].
Other important factors include the patient’s age, obe-
sity and increased abdominal pressure.



Fig. 1 View via midline inci-
sion of proximal colon herniat-
ing through pre-peritoneal
mesh

There are three main surgical approaches: stoma re-
location, fascial repair and reinforcement with prosthetic
mesh.

Stoma relocation is the simplest approach, with the
benefit of a complete closure of the defect at the old
stoma site and a “fresh start”. A laparotomy is required,
and the presence of multiple previous abdominal inci-
sions or extensive adhesions may make the procedure
difficult or impossible. Local approaches would, there-
fore, appear to carry many advantages [11].

Simple fascial repair [15], with non-absorbable su-
tures, has been associated with recurrence rates of
around 50% [2]. The results are poorer still for recurrent
parastomal hernias.

Since the late 1970s, in an effort to improve this
disappointing outcome, various procedures incorporat-
ing synthetic mesh have been advocated , either as a
primary strengthening technique at the time of stoma
fashioning [3] or to facilitate repair [1, 10, 13]. In spite of
concerns about the presence of prosthetic material in a
potentially contaminated field, there is little evidence in
the literature to suggest this is a major problem in
practice. Methods involving the positioning of mesh
intraperitoneally — thus not disturbing the stomal
opening — may further reduce the risk of infection [3, 14],
and laparoscopic intraperitoneal repairs have recently
been reported [4].

In this case report, we describe a previously unre-
ported complication of prosthetic-mesh repair. The
erosion of Prolene mesh through the colonic wall at the
neck of a recurrent parastomal hernia entailed a sub-
stantial emergency revision, with excision of contami-
nated mesh, further colonic resection and relocation of
the stoma. Most reports of mesh repair of parastomal
hernia describe the use of Marlex (polypropylene), and
there is very little information regarding the employment
of other materials. The rather rigid, abrasive cut edges of
polypropylene may be an important factor leading to
colonic perforation in this patient, in which case, a softer
material, such as polyester, might be preferable.
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Whilst prosthetic-mesh repair carries a lower recur-
rence rate than fascial repair, recurrence is not uncom-
mon. Such serious morbidity as that described above
highlights the need for careful case selection. Most pa-
tients can be managed quite satisfactorily by non-sur-
gical measures, such as a well-made stomal support [7].
In a review by Pearl, only 15% of parastomal hernia
patients required an operation [§8]. Urgent surgery is
indicated for symptoms of impending obstruction with
risk of strangulation, which has been described by
several authors [5, 6]. Elective surgery may be indicated
for local pain refractory to use of a support, incarcera-
tion, difficulty with appliance application, associated
prolapse, stenosis or problems with evacuation and
cosmesis.

No technique of parastomal-hernia repair has been
shown to give satisfactory long-term results, and repair
should be reserved for patients with symptoms that se-
verely disturb quality of life.
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