
Hernia (2oo0) 4:33-36 

Hernia 
�9 Springer-Veflag 2000 

Case reports 

Large hernia caused by entero-cutaneous fistula after laparoscopic adhesiolysis: 
report of a case 
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Department of General and Abdominal Surgery, (Chairman Prof. Dr. K. Ludwig), 
General Hospital Dresden-Friedrichstadt, Teaching Hospital of Technical University Dresden, Friedrichstrage 41, D-too67 Dresden, Germany 

Summary: A young and otherwise healthy man was admitted to a district hos- 
pital, for treatment of adhesional disease developed as a result of complicated 
appendectomy two decades before. He was treated by laparoscopy, during 
which seven small-bowel loops were released from the abdominal wall. Nine 
days later, laparotomy became necessary because of recurrent intestinal obs- 
truction. This ~!aparotomy revealed two small bowel leakages in the right 
lower abdomen with purulent peritonitis. Resection of the leaking small 
bowel loops was performed. When the patient was transferred to our depart- 
ment, he was in a serious condition with persistent fever and a few days later 
multiple entero-cutaneous fistulae appeared in the wound, causing a large 
abdominal wall defect of 31 x 16 cm. Following 8 weeks of fistula-shrinking, 
the size of the defect was reduced to 17 x 9 cm. After resection of intestinal 
loops including multiple fistulae, a large abdominal wall-defect persisted. 
Hernia repair was performed 8 months after resection by intraperitoneal 
implantation of a large 3o x 40 cm ePTFE prosthetic patch (Gore-Tex| fixed 
by transfascial subcutaneous sutures. Follow-up at 2o months revealed resto- 
ration of abdominal wall integrity and good general health. 
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Although some large studies showed 
the benefit of laparoscopic manage- 
ment of adhesional peritoneal disease, 
it is still diff icul t  to predict  which 
patients will be suitable for laparosco- 
pic t he rapy  [Bailey 1998, Francois  
1994]. Among the most serious compli- 
cations of laparoscopic treatment of 

adhesional disease of the small bowel 
are recurrent postoperative bowel obs- 
truction and bowel leakage, potentially 
causing per i toni t is  or entero-cuta-  
neous fistula [Bailey 1998, Federmann 
1995]. Entero-cutaneous fistula usually 
requires protracted therapy and, for 
surgical measures such as resection of 

fistula and small-bowel loops, a repeat 
laparotomy as well. 

A large abdominal wall defect may 
develop as a consequence of entero- 
cutaneous fistula and laparotomy in 
potentially infected tissue. This type of 
hernia, caused by recurrent laparoto- 
my and fistula, is not adequatelly trea- 
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ted by convent ional  hernia  repair.  
However, incisional hernia repair by 
prosthetic implantation should not be 
performed in potentially infected tis- 
sue. As a consequence, the concept of 
s taged t r e a t m e n t  of pa t i en t s  wi th  
potentially contaminated tissue by use 
of fistula resection and hernia repair 
has been suggested [Brown 1985, Day-  

t o n  1986, Okunski 1996]. 
We report a case of recurrent small 

intestine obstruction treated by laparo- 
scopic adhesiolysis, where multiple 
entero-cutaneous fistula developed. 
After intestinal resection, a very large 
inc i s iona l  he rn i a  r equ i r ed  he rn i a  
repair by an expanded polytetrafluro- 
ethylene patch (ePTFE, Gore-Tex| 

I Case history 
March 5, 1997: A 4z-year-old man was 
admitted to a nearby district hospital for 
laparoscopic treatment of adhesional 
disease, which he had developed as a 
result of appendectomy and right para- 
rectal revisional laparotomy because of 
peritonitis in the late 197os and conven- 
tional umbilical hernia repair in 1991. 
Interventional adhesiolysis was indica- 
ted because of recurrent small bowel 
obstruction and persistent pain. Preope- 
rative ultrasound assessment revealed 
an area without adhesions in the left 
upper abdomen. Therefore, the patient 
was considered suitable for laparoscopy. 

The intraabdominal laparoscopic 
status showed some small bowel loops 
fixed to the abdominal wall in the right 
lower abdomen. A total of seven small 
bowel loops were laparoscopical ly  
removed from the abdominal wall by 
step-by-step incision and coagulation. 
The procedure took 3 hours. 

Nine days later,  af ter  an ini t ial  
a s y m p t o m a t i c  per iod ,  the pa t i en t  
developed symptoms  of  r ecu r ren t  
small bowel obstruction and peritoni- 
tis, requiring laparotomy via a right 
pararectal incision. This revealed two 
small bowel leakages with purulent  
peritonitis. The leaking intestinal loops 
were resected and anastomoses were 
performed by biofragmentable Val- 
trac| Staged abdominal lavage 
was planned for the next days. Two 

days later, increasing biliary secretion 
appeared in the abdominal  wound.  
March 21, 1997: The patient was trans- 
ferred to our department. At that time 
he was in a serious condition with per- 
sistent fever. He had developed mul- 
tiple entero-cutaneous fistulae in the 
lower abdomen with an abdominal  
wall defect of 31 x 16 cm (Fig. 1). The 
fistulous system excreted more than 2 
liters of biliary fluids per day. To col- 
lect the fluids, a large stoma device 
covering the fistulae was used for a 
period of 8 weeks. During this period, 
the abdominal wall defect decreased in 
size to 17 x 9 cm (Fig. 2). 

May 2o, 1997: Laparotomy for fistula 
resection was performed. Via a median 
laparotomy the fistulous system was 
released from its abdominal wall adhe- 
sions and two small bowel loops of 
approximately 20 cm length were resec- 
ted. Anas tomoses  were su tured  by 
absorbable monofflament sutures in two 
layer-technique and the small bowel was 
protected by a "Miller-Abbot" catheter 
device. Abdominal wall dosure was per- 
formed without  suturing the fascial 
edges of the pararectal wall defect at this 
time. Wound healing was protected for 
7 days by approximating the fascial 
edges by a temporary steel-wire Ventro- 
ill | -device. The patient was well and 
able to leave the hospital after abdomi- 
nal wound  heal ing within 14 days. 

January 18, 1998: After regaining 
body-weight, the patient was readmit- 
ted for planned repair of the giant inci- 
sional hernias caused by the previous 
median and right pararectal laparoto- 
mies (Fig. 3). A laparotomy via a para- 
rectal incision revealed loss of parietal 
peritoneum and the decision was made 
for hernia repair by underlay prosthe- 
sis implantation in an intraperitoneal 
position. For this procedure, a 2 ram- 
thick expanded polytetrafluoroethyle- 
ne soft tissue patch (ePTFE) (Gore- 
Tex| W.L. Gore, Flagstaff, AZ, USA) 
sized 30 x 40 cm was implanted and 
fixed with transfascial subcutaneous 
fixation sutures. The healthy fascial 
edges were identified, but it was not 
possible to close them above the patch. 
The patient was discharged from hos- 
pital lo days after hernia repair. 

At a recent follow-up examination 
2o mo n t h s  af ter  inc is ional  he rn ia  
repair, the patient was asymptomatic 
and had restored abdominal wall inte- 
grity without recurrent hernia (Fig. 4)- 

Discussion 
Laparoscopy is an attractive option for 
recurrent adhesional disease, aiming at 
improvement of either bowel obstruc- 
tion or chronic abdominal pain [Fran- 
cois 1994[. Laparoscopic management 
simultaneously gives the opportunity 
for both diagnostic and therapeutic 
measures, thus allowing treatment of 
certain cases of small bowel obstruc- 
tions [Ibrahim 1996]. Reduced peri- 
operative pain and hospital stay may 
be additional advantages of laparosco- 
pic treatment [Bailey 1998]. However, 
the procedure can be associated with 
serious complications such as persis- 
tent bowel obstruction or small bowel 
leakage [Bailey 1998, Federmann 1995]. 
Because of these possible complica- 
tions, the indications for laparoscopic 
management must be restrictive, espe- 
cially after previous laparotomies. 

The present case demonstrates a 
potentially life-threatening bowel lea- 
kage after therapeutic  laparoscopy, 
resulting in a very large hernia from 
entero-cutaneous fistula. The compli- 
cated treatment of small bowel fistula 
was time-consuming and hernia repair 
in this situation required special consi- 
deration. 

The management of a large conta- 
minated abdominal wall defect is one 
of the most frustrating and difficult cli- 
nical situations. Repair of a large inci- 
sional hernia by conventional tech- 
niques like the Mayo procedure  is 
associated with high recurrence rates 
of up to 2o - 50% [Paul 1997]. Therefo- 
re, hernia repair by prosthetic implan- 
tation may be considered [Leber 1998, 
Stoppa 1989, Trupka 1998]. The use of 
non-absorbable mesh in contaminated 
wounds may cause long-term compli- 
cations such as chronic infection on 
mesh  e ros ion  into the bowel or 
th rough  the skin [Bleichrodt 1993, 
Brandt 1995, Okunski 1996, Vix 1997]. 
Nearly 90% of patients with hernia  
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Fig. 1 
Multiple entero-cutaneo~Js fistulas with an abdominal wall 
defect of 31 x 16 cm in tl're right lower abdomen. 

Fig. 3 
Large incisional hernia i~ the lower abdomen in right 
pararectal and umbilica site. 

Fig. 2 
Fistula shrinking to a size of 17 x 9 cm within 8 weeks. 

Fig.4 
Reinforcement of the abdomen after hernia repair by 
intraperitoneal ePTFE patch, fixed by transfascial 
subcutaneous sutures: result after 20 months. 

repair and contaminated wounds nee- 
ded removal of the mesh at some time 
in the postoperat ive period [Dayton 
1986, Taylor i999]. Additionally, her- 
nia  r epa i r  by  abso rbab l e  mesh  in 
contaminated tissue is likely to cause 
hernia recurrence in a high percentage 
of cases [Dayton 1986]. 

From our  po in t  of  view, s taged 
treatment for contaminated tissue, i.e. 
initial wound closure and delayed her- 
nia repair, seems to be appropriate. In 
this case, we regarded 8 months as a 
suf f ic ient  t i m e - f r a m e  f rom fis tula  
resection to prosthetic implantation, 
even it may have been possible to per- 
form hernia repair at an earlier time. 
At present,  there is little knowledge 
regarding the specific proper t ies  of 
pros the t ic  materials  for abdominal  
wall reinforcement in the presence of 
infection or delayed hernia repair in 
contaminated tissue [Okunski 1996, 
Vix 1997]. 

The Stoppa procedure by prosthetic 
implant  in the p reper i tonea l  plane 
avoids contact  of patch and bowel. 
Thus, the use of polyester mesh seems 
reasonable [Leber 1998, Stoppa 1989, 
Trupka  1998, Wantz  1991]. Due to 
multiple operative procedures, in the 
present case there was no peritoneum 
remaining to prevent direct contact of 
mesh and bowel. Therefore ePTFE was 
the material of choice in the intraperi- 
toneal  pos i t ion  [Gillion 1997]. The 
decision to use an ePTFE-patch was 
based on its smooth surface and low 
inflammatory response. Furthermore, 
an ePTFE-patch can be placed adjacent 
to bowel wi thout  risk of erosion or 
recurrent fistulization. 

This case illustrates the successful 
management of a very large hernia due 
to entero-cutaneous fistula by staged 
fistula resection and delayed prosthetic 
hernia repair by ePTFE patch. 
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