—

A

LAPAROSCOPY-ASSISTED OPEN REPAIR OF
RECURRENT UMBILICAL HERNIA COMPLICATED
BY MID-ILEAL AND SKIN SURFACE MESH
EROSION: A CASE REPORT

Kiran KJ!, Wasim Akram M2, Divya Lakshmi®

Received 2 01/01/2026

Received i ised. :02/02/2026 . L . .

Aiig}‘z dm revised form © 17/02/2026 “Department of General, Laparos.coplc, GI, Bariatric and Robotic Surgery, Apollo Hospitals,
Bannerghatta Road, Bangalore, India.

Keywords: ABSTRACT

Ventral Hernia , Adhesions,
Hybridization technique, Mesh
Exposure , Recurrence

Corresponding Author:

Dr. Kiran KJ

Email: krn1980p@gmail.com
DOI: 10.47009/jamp.2026.8.2.1

Source of Support: Nil,
Conflict of Interest: None declared

Int J Acad Med Pharm
2026; 8 (2); 1-3

Background: Aim: To describe the presentation, intraoperative challenges, and
surgical management of the complication, now known as mesh erosion into the
bowel and skin surface, and the role of a hybrid approach for abdomens that
have been previously operated upon. Materials and Methods: A case of a 35-
year-old female patient with a past surgical history of several abdominal
surgeries and presenting complaints of recurrent umbilical hernia and erosion of
the mesh material from the surgical site, which indicated incarcerated omentum
and the possibility of an entero-mesh fistula, as indicated by the presentation.
Therefore, a plan of a laparoscopy-assisted open anatomical repair had been
considered. A diagnostic laparoscopy had been performed first, followed by an
open midline laparotomy precisely at mesh eroding area. Results: The intra-
operative findings included adhesions of small bowel, omentum to anterior
abdominal wall, and mesh; inter-bowel adhesions; and mesh erosion into a
segment of mid-ileum of around 10 cm involving serosal breach and fibrino-
purulent exudate exteriorly but without any evidence of intestinal perforation or
peritonitis. The removal of the mesh was done as much as possible with
resection and anastomosis of involved bowel segment. The postoperative period
was uneventful, and the patient was asymptomatic at the end of 2 months
without complications and recurrence. Conclusion: Erosion of mesh into the
bowel is a rare serious postoperative complication of ventral hernia repair,
especially in patients with multiple previous surgical procedures performed for
various reasons. A hybrid laparoscopic-open approach for safer entry, precise
assessment of adhesions, bowel integrity, and management of the mesh, with
avoidance of iatrogenic bowel damage, can lead to good outcomes with low
rates of recurrence and preservation of bowel length and avoidance of Large
Laparotomy incisions.

INTRODUCTION

Mesh erosion into the bowel is a rare but serious long-
term complication following ventral hernia repair
with synthetic mesh. It results from chronic
inflammation, mechanical irritation, or bacterial
colonization at the mesh—tissue interface and may
present months to years after implantation.[!-!

The reported incidence ranges from 1-5% in large
ventral hernia series, varying with mesh type,
surgical technique, and patient factors.l!! Heavy-
weight polypropylene meshes and patients with
multiple prior abdominal surgeries carry higher
risk.[3] Repeated abdominal operations such as lower
segment cesarean section (LSCS), appendectomy,
and laparotomies predispose to dense adhesions
between bowel, omentum, and mesh. Additional risk

factors include inadequate mesh overlap (<5 cm),
direct mesh—bowel contact, and postoperative
infection.>1%

Case Report

A 35-year-old female presented with a recurrent
umbilical hernia complicated by superficial mesh
exposure and suspected bowel erosion following
multiple previous abdominal surgeries. The condition
was managed by a laparoscopy-assisted open
anatomical repair.

Presenting Complaint

The patient had a painless, reducible umbilical
swelling measuring approximately 5 cm, with visible
superficial mesh exposure through the skin for one
year.
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Figure 1: Image shows the pre-operative photo - the
hernial defect and exposed mesh

Past Surgical History

e Lower segment cesarean section

Open appendicectomy

Exploratory laparotomy with adhesiolysis

Open ventral hernia repair with synthetic mesh

Two subsequent wound dehiscence repairs with

secondary suturing and recurred with superficial

mesh exposure

Pre-operative  imaging suggested incarcerated

omentum with a possibility of entero-mesh fistula.

Intra-operative Findings

Diagnostic  laparoscopy

exploration revealed:

e Dense adhesions of small bowel and omentum to
the abdominal wall and mesh

e Inter-bowel adhesions

e  Mesh eroding into an approximately 10 cm mid-
ileal segment

e No free perforation or generalized peritonitis

followed by open

Figure 2a-c: Image shows the intra operative dense
adhesions of intestine to the abdominal wall and

previous mesh

was done, preserving non-eroded segments and
resection and anastomosis of involved bowel
segment. The wumbilical defect was repaired
anatomically using continuous non-absorbable
polypropylene 1-0 sutures.

Post-operative Course and Follow-up

Recovery was uneventful. The patient was
discharged on postoperative day 5 on oral diet. At 2-
month follow-up, she remained asymptomatic with
no recurrence, normal bowel function, and a well-
healed umbilicus and laparotomy wound.

Midline Laparotomy incision and port incision at
Palmer's point

Procedure Done

Conversion to precise open midline laparotomy was
performed. Adhesiolysis was achieved using hydro-
dissection and sharp dissection. Partial mesh excision

DISCUSSION

Mesh erosion into the bowel after ventral hernia
repair is an uncommon but potentially life-
threatening complication.['"¥ This case highlights the
technical complexity encountered in multiply
operated abdomens and need for meticulous surgical
techniques. A hybrid approach beginning with
diagnostic laparoscopy allows safe evaluation before
definitive open repair.l8!

Port placement at Palmer’s point or the left upper
quadrant using 5—-10 mm trocars minimizes the risk
of inadvertent bowel injury in hostile abdomens.®!

A 30° laparoscope helps map adhesions, assess
erosion extent, and evaluate bowel viability before
selecting a safe open entry site. Subsequent
conversion to midline laparotomy through the
previous scar allows controlled adhesiolysis, often
aided by wet gauze counter-traction.

Laparoscopy has been shown to reduce iatrogenic
bowel injury rates by nearly 50% compared with
blind open entry in re-operative fields.””! During
adhesiolysis, maintaining a margin of at least 2 cm
from the eroded segment and employing a gentle

International Journal of Academic Medicine and Pharmacy (www.academicmed.org)
ISSN (O): 2687-5365; ISSN (P): 2753-6556



“push—peel” maneuver for densely adherent bowel
are recommended technical principles.
Intra-operative air insufflation under saline can help
test bowel integrity.

Post-operative strategies include early nasogastric
decompression for ileus, electrolyte replacement and
parenteral protein supplementation.

Hybrid laparoscopic-open approaches in complex
ventral hernias have demonstrated reduced
recurrence rates of approximately 5-10% at one year
while preserving bowel length and minimizing
morbidity.>!%""] This technique is particularly
advantageous in patients with prior surgeries, dense
adhesions, and localized mesh erosion where
complete mesh explantation may not be feasible.

CONCLUSION

Erosion of mesh into the bowel is a rare serious
postoperative complication of ventral hernia repair,
especially in patients with multiple previous surgical
procedures performed for various reasons. A hybrid
laparoscopic-open approach for safer entry, precise
assessment of adhesions, bowel integrity, and
management of the mesh, with avoidance of
iatrogenic bowel damage, can lead to good outcomes
with low rates of recurrence and preservation of
bowel length and avoidance of Large Laparotomy
incisions.
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