Received: 2 September 2022 Revised: 30 September 2022

Accepted: 10 October 2022

DOI: 10.1002/ccr3.6519

CASE REPORT

Clinical Case Reports e WILEY

When a polyester mesh causes an enterocutaneous fistula,

30years after its implantation

Mohamed Farés Mahjoubi'?

| Nada Essid"® | Bochra Rezgui'?

Mohamed Zran?® | Karim Haouet” | Mounir Ben Moussa'?

'Department of Surgery A, Charles
Nicolle Hospital, Tunis, Tunisia

Abstract

*Faculty of Medicine of Tunis,
University Tunis El Manar, Tunis,
Tunisia

3Department of Pathology, Charles
Nicolle Hospital, Tunis, Tunisia
Correspondence KEYWORDS
Mohamed Farés Mahjoubi, Department
of Surgery A, Charles Nicolle Hospital,
Tunis 1007, Tunisia.

Email: mahjoubyfares@yahoo.com

1 | INTRODUCTION

The use of mesh in the treatment of anterior abdomi-
nal wall hernias is older than thoughts." It has been an
alternative to herniorrhaphy since 1890." This method is
widely used today because it offers several advantages. In
fact, it strengthens the areas of parietal weakness, allows
tension-free closure, and allows the body to colonize and
strengthen it with collagen fibers.! However, as it is a for-
eign body, the nature of the mesh must be as little harmful
as possible.

There was a variety of mesh such as cotton or silk.
The type of the mesh used is always a matter since 1890.>
The work of Francis Usher led to a radical change in the
mesh materials used, with the use of polymeric materials.’
Multifilament polyester meshes such as Mersilene belong
to the first generation of meshes." Its use reached its peak
in the 1980s, especially for large hernias of the anterior ab-
dominal wall.* It offered several advantages such as the low
risk of infection on the mesh and of hernia recurrence.*

Digestive fistula on mesh is an exceptional and late complication of hernioplasty.
The type of mesh and its position are often implicated in its occurrence. Clinical
presentation is multiform. Morphological examinations are essential to confirm
the diagnosis, and the curative treatment remains surgical.

fistula, surgical mesh, ventral hernia

Although early complications of mesh cure are domi-
nated by hematoma, seroma and infection. Recurrence is
the most common late complication.5 However, rare late
complications include fistulas and intestinal or colonic
migration of the mesh.’

We report a case of intestinal fistula on mesh that oc-
curred 30years later after a cure of an umbilical hernia.

2 | CASE SUMMARY

2.1 | Clinical presentation
A 75-year-old woman, hypertensive, diabetic on oral an-
tidiabetics, with a history of a median sub-umbilical scar
eventration after caesarean section, was treated with a
pre-peritoneal Mersilene prosthesis 30 years ago.

She consulted for a painful umbilical mass, evolving
for 5days, with no recent weight loss or associated transit
disorders.
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On examination, the patient was apyretic, with a firm
umbilical mass, 10 cm in diameter, surmounted by a fistu-
lous orifice with pus discharge. The rest of the abdomen
was soft, and the hernial orifices were free. Pelvic touch
was normal.

2.2 | Differential diagnosis,
investigations and treatment

The biological tests showed white blood cells at 11,000 ele-
ments/mm?>, C-reactive protein (CRP) at 25mg/L, hemo-
globin at 7 g/dl, and a normal renal function. The rest of
the biological work-up was normal.

An emergency abdominal Computerized Tomography
(CT) scan was performed showing a 4-cm air and fluid
collection, suggestive of an abscess. This collection was
in contact with an agglomeration of small bowel, around
a hyperdense intraluminal foreign body, fistulated to the
anterior abdominal wall, in the umbilical region.

The retained diagnosis was an anterior abdominal wall
abscess complicating an enterocutaneous fistula on an old
Mersilene mesh.

Empirical intravenous antibiotic therapy with cefotax-
ime and metronidazole was administered immediately
after diagnosis. A short 48-h preparation was performed: A
transfusion with post-transfusion hemoglobin of 10.6 g/dl,
management of co-morbidities, combined with respiratory
and psychological preparation, and nutritional support.

1

FIGURE 1 The monobloc resected operative specimen,
showing from left to right: the victim bowel loop, the eroding mesh
soiled with fecal material from the fistula, and the part of the wall
communicating with the bowel segment.

The procedure was performed by median laparot-
omy. Intraoperative exploration showed a 10-cm um-
bilical inflammatory swelling, located on the old scar,
surmounted by a fistulous orifice. A careful incision
was made with pus drainage. A bacteriological sample
of the pus was taken. Access to the peritoneal cavity
was started 2-3 cm below the xiphoid to avoid injuring
the small intestine agglomerated under the umbilicus.
Release of the intestinal and parietal adhesions was la-
borious, individualizing a small loop fistulated to the
skin through an intraperitoneal mesh. This loop was
located 50 cm from Bauhin's valve. A single block resec-
tion of the fistulated bowel loop, the Mersilene mesh,
the adjacent fascia and skin, was performed (Figure 1),
followed by a manual side-to-side bowel anastomosis.
A polyglactin mesh was placed between the intestines
and the abdominal wall. The fascial plan was closed in
free tension by separate stitches. The skin plan over ab-
scess cavity was left open to avoid secondary purulent
retentions.

2.3 | Outcome and follow-up

The postoperative course was simple. Transit was restored
on the second postoperative day and oral feeding was al-
lowed. Antibiotic therapy was stopped immediately post-
operatively. Intraoperative bacteriological cultures were
positive for Escherichia coli and Klebsiella oxytoca, both
sensitive to cefotaxime. Local wound care was performed
with directed wound healing for the skin loss.

The patient was discharged at day 5 post-surgery. The
wound healed after 10weeks. Anatomopathological ex-
amination of the surgical specimen revealed an intestinal
loop with a foreign body type inflammatory reaction, ad-
hering to a solid fibro-fatty and muscular mass, not well
limited, including a synthetic membrane (Figure 2).

Actually, the patient has no recurrence of the eventra-
tion after 2 years of follow-up.

3 | DISCUSSION

Our case is important for four reasons: the diagnostic
discussion in front of this clinical presentation of ab-
dominal wall abscess is quite rich. It focuses on a rare
complication of anterior abdominal wall Hernioplasty.
The very long time (30years) between the placement of
the mesh and the occurrence of the complication is a
very important point to mention. The type of mesh that
is no longer used but that many patients are living with
today is a matter for discussion as it is as essential as the
type of complication.
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FIGURE 2 Histopathological examination showing a foreign
body reaction and inflammatory granulomas forming the fistula path.

In the presence of anterior abdominal wall abscess,
several diagnoses may be discussed, starting with deep
abdominal diseases: The first diagnoses to be evocated are
infected colonic tumor, fistulated to the skin, and fistulated
abscessed colonic diverticulitis. In our situation, the pa-
tient's age is in favor of these diagnoses, but the umbilical
location and the absence of transit disorders are not in line
with these diagnoses.7’8 Then, we should evoke Crohn's
disease complicated by enterocutaneous fistula. It occurs
at any age and can affect all segments of the digestive tract.
In our patient, the absence of chronic diarrhea is an ar-
gument against this diagnosis.’ Also, digestive tuberculo-
sis in its fistulizing form must be evoked systematically in
an endemic country.10 At last, superficial affections can be
considered, like abscessed,'’ an abscess complicating a fu-
runcle, which especially occurs in diabetic patient,'? or an
abdominal abscess complicating an insulin injection.'® But
in our patient, there was no history of furuncle or insulin
injections. The fistula on the old Mersilene mesh was not
evoked by our clinicians before the CT scan results. The CT
scan is of great importance in the etiologic diagnosis of any
suppuration of the abdominal wall.'**

Digestive mesh fistula is a rare and late complication
of abdominal parietal surgery.>!® The mesh involved is
mainly that made of synthetic materials.*'” The efforts
made by Rives and Louis have succeeded in reducing the
rate of this complication by prohibiting the intraperito-
neal implantation of synthetic meshes, which are capable
of eroding the digestive tract.*'® The clinical presentation
is often made of suppuration on the scar. The chronic and
recurrent nature of the suppuration should suggest a di-
gestive fistula. Sometimes, an intestinal occlusion may
occur if the mesh migrates into the intestine and obstructs
its lumen. Rarely, it is a urinary tract infection if the mesh
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migrates into the bladder.® The clinical presentation in our
patient was an acute parietal suppuration. The progres-
sion to chronicity might have been inevitable if interven-
tion had not been made.

In the study published by Morin et al.’ the authors
reported 22 cases from the literature of digestive fistula
appearing after mesh cure of eventration. Among those
cases, fistula occurred after a mean period of 6.7 years with
extremes ranging from 18 months to 15years. However, in
the current case, the interval was 30years, which is part
of the originality of this case and represents a diagnostic
pitfall.

For the mesh's material responsible for this compli-
cation, literature data place polyester meshes such as
Mersilene and Dacron in first place with 64% of cases of
digestive fistulas or intra-digestive migration of mesh, far
ahead of polyethylene meshes such as Marlex with only
about 23% of cases.® In our patient, the mesh was made
of polyester.

Overviewing our study, our patient had all the key el-
ements of the clinical case presented: A parietal surgery
dating back several years, using a mesh with a high risk
associated with digestive fistula, placed in a pre-peritoneal
position, which is more predisposing to this complication.
The clinical features were almost typical and the abdom-
inal CT scan allowed to retain the diagnosis and to elim-
inate differential diagnoses. The surgical treatment had
resolved the problem radically with simple postoperative
course.

4 | CONCLUSION

Digestive fistula on mesh is a rare and late complication
of hernioplasty. Good knowledge of mesh materials and
their interaction with the body, the advent of composite
meshes, and improved surgical techniques have reduced
the risk of its occurrence. However, this complication
must always be suspected in any patient with a mesh, who
presents an acute or chronic suppuration on the scar, and
keeping in mind other differential diagnoses.
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