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A rare cause of intestinal obstruction: dual mesh migration into the
small intestine following laparoscopic umbilical hernia repair
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ABSTRACT

The laparoscopic approach is widely accepted worldwide for the management of Umbilical hernias. Here we report a
case of intestinal obstruction due to migration of a composite dual mesh into the small intestine after laparoscopic
umbilical hernia repair. A case was reported in which, a 50-year-old female patient presented in emergency
department with 3 days history of constipation and a clinical picture of intestinal obstruction. She underwent
laparoscopic umbilical hernia repair using dual mesh elsewhere 2 years back. As initial conservative management
failed, emergency exploratory laparotomy was done which showed adhesions between the ileum and anterior
abdominal wall and the mesh had migrated into the intestinal lumen and produced intestinal obstruction. The involved
bowel was resected. It was concluded that mechanical small bowel obstruction is an uncommon and rare but possible

complication after laparoscopic umbilical hernia repair using dual mesh.
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INTRODUCTION

Umbilical hernia is a rather common surgical problem.
Elective repair after diagnosis is advised. Suture repairs
have high recurrence rates, therefore, mesh reinforcement
is recommended. Mesh can be placed through either an
open or a laparoscopic approach with good clinical
results. Laparoscopic umbilical hernia repair has been
practiced since late 1990s.*? Composite meshes are
required for laparoscopic repairs. Migration of a surgical
mesh, consequent infection and enterocutaneous fistula
formation are the dangerous and more common
complications in patients who have undergone hernia
repair. Here we describe a case of small intestinal
obstruction due to migration of a composite dual mesh 2
years after umbilical hernia repair.

CASE REPORT

A 50-year-old female patient presented in emergency
department with 3 days history of abdominal distension,

pain and fever. She had absolute constipation for 3 days.
She is a known diabetic on oral hypoglycemic drugs. She
underwent laparoscopic umbilical hernia repair elsewhere
2 years back. The hernia was repaired by the laparoscopic
intraperitoneal onlay mesh (IPOM) technique using
composite dual mesh. Physical examination showed
abdominal distension .Laparoscopic port site scars were
present in the abdomen. Bowel sounds were increased.
Digital rectal examination revealed empty rectum. Patient
was resuscitated. X-ray abdomen showed dilated small
bowel loops along with few air fluid levels. Ultrasound
abdomen revealed edematous, and dilated small bowel
loops. Diagnosis of sub-acute intestinal obstruction was
made and the patient was put on conservative
management. Blood investigations showed Hb 12.5 g/dI,
WBC 15,600/cumm of which 85 % were polymorphs.
Her serum electrolytes, renal function test and liver
function test were normal. There was no improvement in
her general condition with time and the obstruction was
not relieved. To clarify the etiology an abdominal CT
scan was obtained. The CT scan showed dilated and fluid
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filled edematous small bowel loops with adhesion to the
abdominal wall and intral luminal abnormal shadows in
the mid ileum suggestive of intestinal obstruction.

Emergency exploratory laparotomy was  done.
Intraoperatively, the jejunum was dilated and there were
extensive adhesions between the ileum and the previous
site of mesh repair in the abdominal wall. The bowel
loops were detached from the parietes gently and
repaired. We observed that the mesh had migrated into
the ileum from the abdominal wall and produced
intestinal obstruction (Figure 1, 2). About 50 cms of the
involved ileum was resected and end to end anastomosis
was done. Postoperative recovery was uneventful except
for minimal wound infection and the patient was
discharged 15 days post-surgery.

Figure 1: Dual mesh migrated inside the lumen of
ileum producing intestinal obstruction.

Figure 2: Mesh extracted from the ileal lumen.

DISCUSSION

The umbilicus is one of the potential weak areas of the
abdomen and a relatively common site of herniation.
Umbilical hernias occur more frequently in women,
obesity and repeated pregnancies being the most common
precursor.® Laparoscopic repair of umbilical hernia has
largely replaced open method and become popular among
the surgeons and patients due to statistically fewer wound
com4p|ications, short hospital stay and low recurrence
rate.

In the present era, umbilical hernias are repaired either by
the laparoscopic intraperitoneal onlay mesh (IPOM)
technique using tissue separating/dual meshes or with
poly propylene mesh by raising a flap (TAPP).

Composite meshes with absorbable barrier (Sepramesh -
Genzyme Biosurgery, Cambridge, USA , Parietex and
Parientene Composite meshes, PROCEED surgical mesh-
Johnson and Johnson, India) and nonabsorbable barriers
(Bard composix mesh - Davol Inc, Cranston, USA,The
Gore-Tex Dual mesh -W. L. Gore, USA) are now the
prosthesis of choice in laparoscopic ventral hernia repair
by IPOM technique.® The prosthesis is fixed in place with
either transfascial sutures or tacks. However, mesh is a
foreign substance, which may increase the risk of
complications such as hematoma, seroma, foreign body
reaction, organ damage, infection, mesh rejection, and
fistula formation. Among these complications, mesh
migration is relatively rare. Mesh erosion and migration
can present as acute intestinal obstruction, mass
formation, bowel perforation and chronic abdominal
pain.>’ Mesh migration may occur because of inadequate
fixation of the mesh to the fascia or adequate fixation
complicated by sliding via external forces and entry in
the abdomen from points of least resistance. In addition,
migration can occur acutely or in response to an
inflammatory reaction to mesh erosion over a period of
years.®® Mesh erosions into the Stomach, Small
intestine, Large intestine and bladder following various
hernia repairs are available in the literature.

Ripetti V et al reported two cases of mesh migration and
infection after umbilical hernia repair, causing
enterocutaneous fistula.*? Bostanci O et al reported a case
of enterocutaneous fistula due to late mesh migration in a
mentally retarded, diabetic, male patient after umbilical
hernia repair with composite dual mesh.®

Although infection and enterocutaneous fistula formation
are commonly reported in the literature, mechanical
bowel obstruction due to mesh migration is a very rare
complication after laparoscopic hernia repair. This has
been reported after laparoscopic repair of inguinal or
ventral hernias.’®** So far, only two cases of mechanical
small bowel obstruction, due to mesh migration following
laparoscopic umbilical hernia repair had been reported in
the literature.”*** In both the two cases polypropylene
meshes were used for repair. In our case, unlike other
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cases in the literature, the mesh erosion and small bowel
obstruction occurred after Implantation of a composite
dual mesh, as opposed to a polypropylene mesh.****

ACKNOWLEDGEMENTS

Authors would like to thank the Managing director, Sri
Kumaran Hospital, Royapuram, Chennai, India. Dr. E.
Selvakumar. M.S, MCh, for his constant encouragement
and kindly allowing the patient to be included in this
study.

Funding: No funding sources
Conflict of interest: None declared
Ethical approval: Not required

REFERENCES

1. Franklin ME, Dorman JP, Glass JL, Balli JE,
Gonzalez JJ. Laparoscopic ventral and incisional
hernia repair. Surg Laparosc Endosc. 1998;8:294-9.

2. Nguyen NT, Lee SL, Mayer KL, Furdui GL, Ho HS.
Laparoscopic umbilical herniorrhaphy. J
Laparoendosc Adv Surg Tech. 2000;10:151-3.

3. Jackson 0OJ, Moglen LH, Umbilical hernia. A
retrospective study. California Med. 1970;113:8-11.

4. Robins SB, Pofahl WE, Conzales RR. LVHR
reduces wound complication. Am J Surg.
2001;67(9):896-900.

5. Doctor HG. Evaluation of various prosthetic
materials and newer meshes for hernia repairs. J
Min Access Surg. 2006;3:110-6.

6.

10.

11.

12.

13.

14.

Gandhi DS, Marcin Z, Xin B, Asha D, Kaswala,
Zamir B. Chronic abdominal pain secondary to
mesh erosion into cecum following incisional hernia
repair: a case report and literature review. Annals of
Gastroenterol. 2011;24(4):321-4.

Benedetti MS, Albertario T, Niebel. Intestinal
perforation as a long-term complication of plug and
mesh inguinal hernioplasty: case report. Hernia.
2005;9(1):93-5.

Bostanci O, Idiz UO, Yazar M, Mihmanli M. A rare
complication of composite dual mesh: migration and
enterocutaneous fistula formation. Case Rep Surg.
2015;2015:293659.

Agrawal A, Avill R. Mesh migration following
repair of inguinal hernia: a case report and review of
literature. Hernia. 2006;10(1):79-82.

Majeski J. Migration of wire mesh into the intestinal
lumen causing an intestinal obstruction 30 years
after repair of ventral hernia. South med J.
1998;91;496-8.

Yilmaz I, Karakas DO, Sucullu I, Ozdemir Y, Yucel
Y. A rare cause of mechanical bowel obstruction:
mesh migration. Hernia. 2013;7(2):267-9.

Ripetti V, Vaccara VL, Angelini E, Battista GG,
Alloni R. mesh infection and migration after
umbilical hernia repair. Surg Sci. 2013;4:421-5.
Muria D, Formisano VF, Carlo D. Small bowel
obstruction by mesh migration after umbilical hernia
repair. Annali Italiani Chirurgia. 2007;78(1):59-60.
Palumbo VD, Bruno A, Damiano G, Tomasello G,
Martorana A, Ignatio A. Intra peritoneal coated poly
propylene hernia meshes: the dark side of the moon.
Ann Ital Chir. 2014:1-4.

Cite this article as: Perumal S, Eswaran S. A rare
cause of intestinal obstruction: dual mesh migration
into the small intestine following laparoscopic
umbilical hernia repair. Int Surg J 2016;3:2301-3.

International Surgery Journal | October-December 2016 | Vol 3 | Issue 4 Page 2303



