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Case Report

Small Intestinal Adhesion at a Parastomal Hernia of the Ileal Conduit

and Hernia Repair with Laparoscopy and Tailored Mesh: A Case Report
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Parastomal hernia of the ileal conduit (PHIC) is a long-term complication of radical cystectomy (RC) for

bladder cancer. A systematic review reported an estimated incidence of PHIC after RC of 17%. Several

surgical techniques have been reported for treating parastomal hernias. However, few studies have in-

vestigated treatment of PHIC, and there are no guidelines for the optimal approach for PHIC repair.

Here, we describe a case in which good results were achieved using the laparoscopic Sugarbaker (LS)

technique with a tailored mesh for PHIC. An 80-year-old Japanese woman underwent robot-assisted

radical cystectomy for bladder cancer. Ten months after surgery, she was diagnosed as having bowel

obstruction due to PHIC. The LS technique was performed using a tailored mesh. Severe small-

intestinal adhesions from previous surgeries were safely divided using laparoscopic surgery. No hernia

recurrence was observed at 2 years postoperatively. We used the LS technique to treat PHIC, and severe

small-intestinal adhesions were safely treated using laparoscopic surgery. The LS technique appears to

be a viable therapeutic option for such cases.
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Introduction

Radical cystectomy (RC) with an ileal conduit is the stan-

dard curative treatment for muscle-invasive bladder can-

cer, whereas open RC is the treatment of choice for lo-

coregional control of muscle-invasive bladder cancer1. A

systematic review found that parastomal hernia of the il-

eal conduit (PHIC) is a rare but serious complication af-

ter RC, with an estimated incidence of 17%2. Maruo et

al.3 reported that body mass index and diameter of the

passage through the rectus abdominis muscle were sig-

nificant predictors of PHIC in a Japanese patient group.

PHIC causes symptoms such as pain, leakage, and skin

manifestations and significantly impairs patient quality

of life. Several surgical techniques for treating parastomal

hernia (PH) have been reported, including direct suture

repair, stoma relocation, and mesh repair. The laparo-

scopic Sugarbaker (LS) technique, first reported by Sug-

arbaker in 1985, is useful for repairing PH4,5. A systematic

review revealed that LS resulted in significantly less re-

currence than the keyhole technique6. Many studies have

reported the use of the LS technique to manage PH;

however, few such reports pertain to PHIC. Therefore, to

our knowledge, there are no current guidelines regarding

the optimal approach to PHIC repair. In addition, pa-

tients with PH often have adhesions from previous sur-

gery. Hansson reported that 54 of 61 patients who under-

went LS had some form of intestinal adhesions3. Dense

adhesions increase the risk of damage to the ileal conduit
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Figure 1 CT scans showing incarceration of the bowel (white arrow) and ileal conduit (white arrowhead)

Figure 2 Illustrations showing port placement

One 12-mm port and two 5-mm ports were placed on opposite sides of the stoma. The yellow area 

represents the position of the ileal conduit. The 2-0 PROLENE anchoring sutures were suspended 

from the outside of the body with a LAPA-HER-CLOSURE, and the mesh was tacked with a Cap-

sure by using double-crown technique.

in LS for PHIC. Here, we describe a case of severe small-

intestinal adhesion for which good results were achieved

with the LS technique using a tailored mesh for PHIC.

Case Presentation

An 80-year-old Japanese woman (body mass index: 20.5

kg/m2) underwent robot-assisted radical cystectomy

(RARC) with an ileal conduit for bladder cancer, prior to

which she had undergone mesh repair for an incisional

hernia in the right lower abdomen (the timing of the in-

cisional hernia surgery is unknown). Ten months after

the RARC, she was diagnosed with bowel obstruction.

Computed tomography revealed a defect in the muscle

layer around the ileal conduit and an intestinal incarcera-

tion (Figure 1). After conservative therapy with a small-

intestinal decompression tube, we performed LS for

PHIC. A 12-mm balloon trocar was placed in the left up-

per abdomen using open technique, before placing two

additional 5-mm ports. We chose a 5-mm flexible laparo-

scope that allowed access to the trocar (Figure 2). In this

case, incisional hernia repair with mesh was performed

before RARC, and the mesh had caused severe adhesions

of the small intestine (Figure 3a). The use of a laparo-

scope and sharp dissection with scissors enabled surgery

to be performed without damaging the ileal conduit or

the ureter. The intestinal surface layer of the wall was

partially injured and was repaired laparoscopically with

3-0 VICRYL (Ethicon, Raritan, NJ, USA). A defect of ap-

proximately 3 cm × 3 cm was confirmed around the ileal

conduit (Figure 3b). We used two sizes of Ventralight ST

Mesh (BD-BARD, Warwick, RI, USA) (25.4 × 20.3 cm and

20.3 × 15.3 cm). The mesh consisted of absorbent and

non-absorbent materials. The anterior side had a

polypropylene mesh (polypropylene side), and the poste-
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Figure　3　Intraoperative photograph taken before the division of adhesions

The white arrows indicate the previous mesh (a). Photograph captured after the division of adhesions. Severe intestinal ad-

hesions were present around the previous mesh. The size of the hernia orifice was 3 cm × 3 cm. The white arrowheads show 

the ileal conduit. The blue arrowheads show damage to the surface layer of the intestinal wall, which was repaired with 3-0 

VICRYL (b). A photograph showing mesh placement (c).

Figure　4　Tailored VENTRALIGHT ST mesh

The blue arrow shows the polypropylene side; the 

white arrow shows the sepra side; and the yellow 

arrows show 2-0 PROLENE fixation of the mesh.

rior side had biodegradable coatings comprising sodium

hyaluronate and carboxymethyl cellulose (sepra side).

The mesh size is adjustable. The larger mesh was

trimmed into a circular shape with a diameter of 20 cm,

and the other mesh was trimmed into a 6-cm-wide band.

The meshes were then sutured at six points with 2-0

PROLENE (Ethicon, Raritan, NJ, USA), with the polypro-

pylene sides facing each other (Figure 4). Four anchoring

sutures were placed using 2-0 PROLENE. First, the mesh

was inserted through a 12-mm port and unrolled. Sec-

ond, the anchoring sutures were suspended from outside

the body with a LAPA-HER-CLOSURE (HAKKO Medi-

cal, Tokyo, Japan), and the ileal conduit was wrapped

with a mesh facing the 6-cm-wide sepra-film side (Figure

3c). Finally, the mesh was tacked with a Capsure (BD-

BARD, Warwick, RI, USA) using a double-crown tech-

nique (Figure 2). The total operative time was 280 min.

The patient was discharged without postoperative com-

plications. At this writing (>2 years postoperatively), the

patient has had no recurrence of PH.

Discussion

This report presents several important findings. First, the

patient presented with severe intestinal adhesions. The

adhesions around the ileal conduit were caused by the

mesh used in the previous incisional hernia surgery. The

patient underwent mesh repair of an incisional hernia in

the right lower abdomen before RARC. The abdominal

mesh was cut into a circular hole, and the ileal conduit

was located in the right lower abdomen through the

hole. In the current case, the stoma construction method

may have contributed to PHIC, as the abdominal wall

was vulnerable when the mesh was removed. In addi-

tion, severe adhesions around the mesh can contribute to

intestinal obstruction. If possible, the ileal conduit should

be constructed in a position that avoids previous ab-

dominal mesh applications. In a previous report describ-

ing a laparoscopic extraperitoneal approach for a PH,

technical difficulty and long operative times were consid-

ered problematic, but the technique was very useful in

terms of intestinal adhesions and mesh costs7. In our

case, the extraperitoneal approach was not selected be-

cause of the effect of the previous mesh. We used laparo-

scopic surgery to safely divide the intestinal adhesions.

The use of a 5-mm flexible laparoscope allows a closer

field of view and observation from multiple angles, mak-

ing it possible to perform surgery without damaging the

organs, including the ileal conduit and ureter. It is essen-

tial to avoid collateral damage to the ileal conduit. Pre-

operative balloon catheter insertion facilitates identifica-
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tion of the ileal conduit.

Second, we used tailored mesh patches in the LS tech-

nique. Until 2019, the Parietex Composite Parastomal

Mesh Center Band Type (PCO) (Covidien, Mansfield,

MA, USA) was selected as the appropriate mesh for the

LS technique; however, its use was discontinued because

of reports of mesh failure. No other mesh has been de-

veloped specifically for the LS technique, so we used a

tailored Ventralight ST Mesh patch. The mesh size should

be planned after considering the ileal conduit thickness.

The thickness can lead to bending in the mesh, thus re-

ducing the area that can be overlapped. Therefore, a

slightly larger mesh should be selected for the hernia ori-

fice. In this case, we selected a 20-cm-diameter circle and

a 6-cm-wide band mesh. The band mesh was designed to

match the thickness of the ileal conduit. A 6-cm band can

adequately flap the ileal conduit, but a band less than 6

cm might not be able to flap the ileal conduit. Larger

sizes may not provide enough area for the polypropylene

to be placed on the peritoneum, and the mesh may be

less strong.

Whereas the PCO was a single component, the tailored

mesh comprised two meshes. The tailored mesh exhibits

structural durability problems because it is self-fabricated

and must be firmly fixed to prevent misalignment. In our

case, the tailored mesh required six stitches of 2-0

PROLENE, and a non-absorbable tacker was used for

fixation to prevent the mesh from shifting. In addition,

transparency was worse for the tailored mesh than for

PCO. To avoid damaging the ileal conduit, the mesh was

pre-marked and tacked to avoid the marking area.

A previous report comparing the use of PCO with tai-

lored mesh in LS found that the rates of postoperative

complications and recurrence for tailored mesh were not

inferior to those for PCO. In particular, no recurrence

was noted in the tailored mesh group at 23 months of

follow-up8. Although tailored mesh requires caution in

several regards (e.g. its structural durability and trans-

parency), it is not inferior to the PCO mesh and can be

considered a viable treatment option.

Conclusions

We used the LS technique for PHIC, and severe intestinal

adhesions were safely treated with laparoscopic surgery.

A tailored mesh patch was useful in repairing PHIC.

Thus, the LS technique appears to be a viable surgical

option for patients with severe adhesions.
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