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hernia: erosion and enterocutaneous fistula formation
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ABSTRACT

Recurrence of hernia has significantly reduced with mesh repair. But mesh is a foreign material which has its own
complications like haematoma, infection, sinus formation, mesh migration and erosion. Mesh migration and erosion
although rare, is a challenging complication which requires surgical intervention. There are very few such mesh
related complications reported in the literature. Authors report a case of mesh erosion resulting in chronic infection
and formation of enterocutaneous fistula following incisional hernia repair 5 years after surgery. In this case small
bowel segment containing mesh was resected and primary anastomosis was done. Migration of mesh also depends on
the nature of mesh (biomaterial) and type of fixation. Although many techniques of hernia repair have been described
(open or laparoscopic) care must be taken to fix the mesh to abdominal wall for prevention of delayed complications.
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Different techniques of repair, types of meshes have been discussed to prevent such complications.

INTRODUCTION

Primary suture repair of incisional hernia results in
recurrence rate as high as 50%.! Tension-free mesh repair
has lowered the reported recurrence to between 0% and
10%. There is increased trend of mesh repair of ventral
hernias using different types of mesh. Nevertheless,
several mesh-related complications have been reported
post repair.2® These complications are associated with
type of mesh, intra-operative findings, and surgical
technique. Complications observed are wound infection,
seroma, delayed wound healing, sinus formation, mesh
migration and erosion into adjacent structures,
enterocutaneous fistula, and recurrence. Although mesh
migration is the rarest of these complications, the
diagnosis is difficult. There are very few such mesh
related complications reported in the literature. We wish
to report a case of mesh erosion resulting in chronic

infection and formation of enterocutaneous fistula
following incisional hernia repair 5 years after surgery.

CASE REPORT

A 48-year-old lady, hypertensive, who underwent
abdominal hysterectomy (10 years ago) and incisional
hernia repair with mesh (5 years ago), presented to us
with complaints of swelling and pain over scar which
ruptured with discharge of pus 1 year ago. Since then
multiple episodes of local abscesses with spontaneous
rupture and healing occurred, but there was an increase in
discharge since 1 month.

On examination, there was an infraumbilical midline scar
with indurated area and discharging sinus. Culture of
wound swab showed Escherichia coli, and was treated
with 1V antibiotics as per sensitivity. Later food particles
were seen through the opening along with a high feculent
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output. There was erythema and excoriation surrounding
the fistulous opening. A CT scan of abdomen with oral
contrast was suggestive of a defect of 42mm with
herniation of small bowel loops, and contrast was seen to
pass externally (Figure 1).

was taken for a tissue repair. The post operative period
was uneventful and patient was allowed liquids after 48
hours and normal diet after 72 hours. On the seventh
postoperative day SSI developed involving 75% of the
wound.

Figure 1: CT scan abdomen (oral contrast) showing
fistulous tract and contrast extravasation.

The case was diagnosed as recurrent incisional hernia
with entero-cutaneous fistula. Initially output was 400 ml
which gradually stabilized to less than 100 ml over the
next 2 months. She was planned for laparotomy and MR
fistulogram was done to know the exact anatomical
details. MRI showed communication between abdominal
wall and proximal ileal loops (Figure 2).

Figure 2: MRI abdomen showing fistulous tract
communicating with bowel.

Intra-operatively mesh was seen extruding through the
external opening. Extensive adhesions between small
bowel and parietes were lysed. Small bowel which was
densely adherent to sac and the skin at fistulous opening
was released (Figure 3).

Mesh was seen eroding into the lumen of the small bowel
(Figure 4). A segment of small bowel of 6 inches resected
(Figure 5) and an end to end anastomosis performed in
two layers. In view of fecal contamination, a decision

Figure 3: Small bowel densely adherent to parietes
and sac at site of fistula.

Figure 4: Mesh seen eroding into the lumen of
small bowel.

Figure 5: Specimen showing mesh eroded into bowel.
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DISCUSSION

Mesh repair has significantly reduced the incidence of
recurrence. A systemic review and network meta-analysis
was done by Holihan et al, to identify the ideal mesh
location associated with lowest recurrence following an
open ventral hernia repair.* This meta-analysis
demonstrated that sublay placement of mesh showed
improved outcomes compared to onlay, inlay and
underlay repair. Sublay repair allows for tissue
integration from posterior rectus sheath and anterior
myofascial complex. In addition, this location protects
mesh from exposure to superficial wound complications,
intra abdominal adhesions and contamination. Underlay
has advantage of protecting mesh from superficial wound
complications and has highest potential for mesh overlap.
However repair by open underlay technique leaves the
mesh susceptible to organ and space infection.

Incidence of mesh infection in open surgery is 6-10%
which drops to 0-3.6% with laparoscopic procedure.>®
Mesh introduction through trocar avoids skin contact and
placement away from trocar incision.” Migration of
surgical mesh and subsequent infection is less reported in
literature but is a dangerous complication of hernia
repair. This can cause recurrence of hernia, intestinal
occlusion, erosion and peritonitis with enteric fistula.®
The cut edges of mesh become sharp, damaging surface
of viscous and evoking an inflammatory reaction thereby
leading to weakness, erosion and finally infection.®
Basoglu emphasized the need for peritoneal or omentum
coverage for prevention of contact of bowel to mesh.°

Migration of mesh also depends on the nature of mesh
(biomaterial) and type of fixation. Composite meshes
which combine inert surface on visceral side and a more
porous surface on parietal side allows intraperitoneal
placement of mesh with minimal adhesion to visceral
organs and tissue ingrowth on parietal surface.’* Mesh
shrinks by about 24-30% within 4 weeks of repair which
can contribute to mesh displacement, migration and
recurrence of hernia. Light weight prolene meshes and
meshes with big pores, showed less shrinkage.’? Mesh
that is fixed with transfascial sutures showed less
shrinkage when compared to those fixed by tacks alone.*?
However transfascial sutures can cause nerve entrapment,
and therefore limiting number of transfascial sutures and
compensating with tacks is an equally satisfactory
approach.

Once there is migration and erosion of mesh into bowel,
it has to be repaired. Repair would entail laparotomy,
mesh explantation, bowel resection and anastomosis.
However there is high chance of hernia recurrence after
mesh removal, and placement of mesh at index surgery
has high probability of infection. It is suggested to
perform a staged operation, with mesh/bowel resection
first followed by hernia repair at a later date. In our
experience superficial SSI was noticed on the seventh
postoperative day and hence decision to defer a primary

mesh repair appears more apt. Another option in study of
literature points to the use of biocompatible meshes
which has shown more promise. Despite all the benefits,
there are many complications of mesh repair which can
increase the morbidity and mortality. Although mesh
migration, particularly erosion, to the intestine and
development of an enterocutaneous fistula is a rare
complication of any incisional hernia repair, certain
precautions during initial repair will help decrease this. It
should also be recognized that mesh erosion tend to occur
years later for which surgery is the mainstay of treatment.
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