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ABSTRACT
Objective: Parastomal hernia (PH) in association with an ileal conduit is a common complication that
is difficult to treat. Mesh reinforcement has been suggested to improve outcomes; either as prophy-
laxis or for treatment of a parastomal hernia during abdominal wall reconstruction.
Patients and methods: A retrospective study was performed in consecutive patients subjected to
mesh implantation between 2000 and 2016 having a concurrent or previous ileal conduit reconstruc-
tion. Postoperative and late urostomal complications, as well as hernia occurrence, were ascertained
by a chart review of patients’ records.
Results: A total of 25 patients were included of whom 13 (52%) developed either a urostomal compli-
cation, a PH, or both. Complications were caused by mesh erosion in four patients, of which three
were diagnosed more than five years after surgery. Four patients developed a urostomal stenosis. One
out of eight patients with urostomal complications were subjected to a new ileal conduit reconstruc-
tion and another four to other types of revisional surgery.
Conclusions: Every second patient with an ileal conduit developed either a local urostomal complica-
tion, a PH, or both after abdominal wall mesh reconstruction. A careful and cautious attitude towards
the use of mesh in patients with an ileal conduit is suggested.
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Introduction

An ileal conduit is the most common type of urinary diver-
sion fashioned in conjunction with radical cystectomy (RC).
The surgery is either carried out with robotic-assisted lapar-
oscopy or through a lower midline incision. Similarly, during
pelvic exenteration surgery, an ileal conduit is constructed in
addition to an ostomy for the bowel diversion, the latter
most commonly as an end sigmoidostomy. The cystectomy
itself is associated with abdominal wall-related complications
such as incisional hernias in up to 20% of the patients at fol-
low-up [1,2]. In addition, stoma-related complications such as
protrusion of abdominal content through a local defect in
the abdominal wall at the site of the ileal conduit can occur,
i.e. a parastomal hernia (PH) [3]. A PH does frequently cause
an ill-fitting ostomy bandage, bowel and/or urinary obstruc-
tion, as well as considerable discomfort [4]. Similarly, after
colorectal surgery, PHs frequently occur and many patients
have some type of symptoms due to their PH [5]. Stoma site
fascial incisions of >35mm, age >70 years, BMI >25, dia-
betes, and increased abdominal pressure are risk factors
associated with the development of a PH [6].

It has recently been demonstrated that the use of prophy-
lactic lightweight mesh in the sublay position can reduce the

cumulative incidence PH from 23% to 11% after open cystec-
tomy with ileal conduit formation within two years of sur-
gery [7]. Both prevention and surgery for abdominal wall
hernias are routinely performed using mesh implantation.
This could potentially cause complications such as stomal
obstruction and/or mesh erosion. Two studies reported a low
risk of such mesh-related complications when a prophylactic
mesh was used [7,8]. However, long-term ileal conduit com-
plications related to repair of abdominal wall hernias and/or
abdominal wall reconstructions using mesh implantation in
association with ileal conduits are currently lacking.
Furthermore, a recent randomized multicenter trial did not
report any reduced risk of PH when applying a prophylactic
mesh during colorectal surgery [9], which together with the
absence of long-term data on mesh-related complications
from previously published similar randomized trials is the
rationale for the current study.

The aim was to retrospectively review the panorama of
complications that can occur in conjunction with mesh
implantation in patients having an ileal conduit construction
with simultaneous abdominal wall reconstruction or in
patients already having an ileal conduit being subjected to
abdominal wall hernia/parastomal hernia repair.
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Patients and methods

Data collection

A retrospective chart review was performed on patients at
Skåne University Hospital (SUS), a tertiary referral center for
both radical cystectomy and abdominal wall hernia repair.
Patients that had undergone abdominal wall reconstruction (PH
and/or incisional hernia) with the additional criteria of previous
or concurrent urinary diversion surgery between 2000 and 2016
(n¼ 335) were identified. To comply with study inclusion,
abdominal wall mesh implantation around the conduit was
placed either in conjunction with the reconstruction of an ileal
conduit or at a later occasion for the treatment of a PH and/or
incisional hernia. Files were reviewed, both from local hospital
records and tertiary referral units, respectively. After excluding
duplicates, 31 patients met the defined search criteria.
Exclusions were five patients taking part in an ongoing random-
ized study using mesh as a prophylactic measure to decrease
the risk of PH and thus not receiving the mesh during bladder
wall reconstruction or surgical correction of PH and/or incisional
hernia [7]. An additional patient having had the ileal conduit
removed before the hernia repair was also excluded. A total of
25 patients were eligible for inclusion (Figure 1).

Patient characteristics, potential risk factors for complica-
tions (gender, BMI, diabetes, American Society of
Anesthesiologists (ASA) score, smoking status), and indica-
tions for surgery were ascertained from a review of patient’s
charts. Type of mesh and surgical technique for mesh
implantation was registered. Postoperative complications
within 90 days after surgery were categorized according to
Clavien-Dindo [10]. All surgeries were classified as clean-con-
taminated according to CDC (Centers for Disease Control and
Prevention) wound classification [11]. Information on symp-
toms and findings that could indicate urostomal dysfunction
and complications such as stenosis, calcifications in the ileal
conduit, erosion of mesh and/or pain were identified. Hernia
recurrences were identified either from patient charts or
from CT scans performed during follow-up (FoU).

Follow-up

Patient records were reviewed for the date of mesh implant-
ation as starting point until June 2020. Late complications
were defined as any dysfunction of the urostomy related to
the mesh and/or a hernia occurrence. The last date for FoU
was defined as either a physical visit or telephone contact in
the surgical or urological department at either the local hos-
pital or at the referral center.

Statistics and ethics

Descriptive statistics were used. The study was approved by
the Research Ethics Board of Lund University (2014/831).

Results

A total of 25 patients (10 females and 15 males) were identi-
fied as having received both an ileal conduit in combination
with an abdominal wall mesh implantation. The median fol-
low-up was 72months (interquartile range (IQR) 29–92) after
mesh implantation. Patient characteristics are given in Table
1. The majority of patients (22/25) underwent radical cystec-
tomy (RC) due to urological, gynecological, or colorectal
malignancies. Three patients underwent RC and received an
ileal conduit due to a benign urological condition.
Indications and surgical characteristics are given in Table 2.
Eleven patients (44%) received a prophylactic mesh in con-
junction with the abdominal wall reconstruction using a ver-
tical rectus abdominis myocutaneous flap (VRAM), 13
patients (52%) underwent a hernia mesh repair and the
remaining one patient (4%) received a mesh in association
with reoperation for wound dehiscence after RC.

Late urostomal complications and/or occurrence of a PH
were noted in 13/25 (52%) patients (Table 3). Eight patients
had urostomal complications and five developed a PH.
Among the patients with urostomal complications, 3/8 also
developed a PH, hence in all 8/25 (32%) patients developed
PHs. In total, 7/13 patients underwent a reoperation either

Figure 1. A CONSORT diagram describing the study population.

Table 1. Patient characteristics stratified for urostomal complications and/or
parastomal hernia (PH) during follow-up.

No urostomal
complication and/or PH

n¼ 12

Urostomal complication
and/or PH
n¼ 13

Gender
Female 6 4
Male 6 9

Smoking
Yes 2 0
No 10 13

Diabetes
Yes 0 1
No 12 12

ASA score
1–2 10 6
3 2 5
Missing 0 2

BMI
18–24 6 4
25–29 4 5
>30 2 3
Missing 0 1

2 L. JAKOBSSON ET AL.



due to urostomal complications or recurrent PH and two
patients had to undergo one or two additional surgical inter-
ventions, respectively. In addition, one patient (Male, 31 in
Table 3) is awaiting surgery for his PH. Four out of the eight
patients with urostomal complications developed a mesh
erosion into the conduit (Figure 2) (Male, 43 in Table 3), and
three of these underwent open surgical revision. The other
four patients with a urostomal complication developed a
urostomal stenosis at the level of the mesh, and one of these
had to undergo surgery with reconstruction of a new ileal
conduit. In total, 5/8 patients with urostomal complications
required surgical interventions, another two patients were
treated with the chronic catheter in the conduit due to
comorbidity, and one patient did not require any further
invasive treatments. Urostomal complications occurred after

Table 2. Indications for radical cystectomy (RC), type of surgery, and Clavien-
Dindo within 90 days of surgery stratified by no urostomal and urostomal
complication.

No urostomal
complication
and/or PH
(n¼ 12)

Urostomal
complication
and/or PH
(n¼ 13)

Indications for previous/concurrent RC
Urological malignancies 3 6
Colorectal malignancies 6 3
Gynecological malignancies 3 1
Benign urinary conditions 0 3

Type of surgery
Pelvic exenteration with VRAM 8 3
Abdominal wall hernia mesh repair 4 9
Reoperation wound dehiscence after RC 0 1

Clavien-Dindo
Grade 1–2 10 7
Grade 3–4 2 6

VRAM: vertical rectus abdominis myocutaneous flap.

Table 3. Thirteen patients developed urostomal complications and/or parastomal hernia (PH) during follow-up.

Gender/age at
primary surgery Diagnosis

Hernia mesh repair/
prophylactic

mesh

Time to
compli-
cation/
PH

(years)

Type of urostomal
complication/

PH

Number
of

re-operations

Persistent symptoms related
to urostomal complication
or PH at late follow-up

Y¼ yes, N¼ no

Female, 67 Cervical cancer Prophylactic 5 Erosion of mesh with
extensive calcifications

2 N: No further complications
reported, refrained from
definite revisional surgery

Male, 74 Rectal cancer Prophylactic 5 Erosion of mesh,
asymptomatic PH,
subcutaneous
fistula, stenosis

1 Y: Recurrent episodes with
ileus not requiring surgery

Male, 43 Bladder cancer Hernia mesh
repair

1 Erosion of mesh,
subcutaneous fistula

1 Y: Recurrence of PH not
requiring intervention

Male, 52 Bladder cancer Hernia mesh
repair

1 Stenosis at level of mesh 0 Y: Episodes of urinary
obstruction requiring
permanent catheter in
conduit and episodes of
ileus, refrained from
surgical revision

Female, 30 Interstitial cystitis Hernia mesh
repair

1 Stenosis at level of mesh 3 Y: Abdominal pain,
infections, permanent
catheter in conduit

Female, 73 Bladder cancer Hernia mesh
repair

1 Stenosis at level of mesh 0 Y: Recurrent urinary tract
infections and PH

Male, 51 Bladder cancer Hernia mesh
repair

6 Erosion of mesh, stenosis 1 N: No further
complications reported

Female, 52 Interstitial cystitis Hernia mesh
repair

<1 Stenosis at level of mesh 0 Y: Pain around conduit,
permanent catheter due to
obstructed urine output

Male, 45 Sigmoid cancer Prophylactic/
preoperative
Incisional hernia

3 PH 1 N

Male, 31 Rectal
cancer

Prophylactic 6 PH 0 Y: PH with intermittent
bowel obstruction
awaiting surgery

Male, 84 Bladder
cancer

Hernia mesh
repair

2 PH 0 Y: Recurrent episodes
with ileus, refrained from
revisional surgery

Male, 81 Bladder
cancer

Prophylactic,
wound
dehiscence

1 PH 1 N

Male, 67 Interstitial
cystitis

Hernia mesh
repair

5 PH 0 Y: Recurrent episodes
with ileus.

Information about gender, age at primary surgery, diagnoses leading to primary surgery with the construction of an ileal conduit, indications for mesh implant-
ation, (i.e. whether the patient received a mesh as prophylaxis during pelvic exenteration surgery or during PH repair), time to development of mesh-related
complications and/or PH, number of reoperations for urostomal complications and/or PH, and whether persistent symptoms related to urostomal complications
and/or PH was present at long-term follow-up.
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hernia repair in 9/13 patients, compared to 3/11 among
those receiving a prophylactic mesh.

Mesh location varied. In 15 patients the ileal conduit was
brought out through a flat mesh, and in one patient a mesh
collar (‘chimney mesh’) was constructed. In another six
patients, a midline retro muscular mesh reinforcement was
performed, and in two patients an intraabdominal mesh was
placed using the Sugarbaker technique [11]. Information on
mesh location was missing in one patient.

The type of mesh used during surgery also varied. The
most common mesh type was DynaMesh CicatVR (FEG
Textiltechnik, Aachen, Germany) (12 patients). Six out of
these developed a complication and/or parastomal hernia
(PH). Among the remaining patients, three received a
ParieteneVR mesh, two a ProleneVR mesh, and the remaining
four patients received either a PhysiomeshVR , VyproVR ,
ProceedVR , or a PremilieneVR mesh. Information on mesh type
was missing in four patients. Nine patients had persistent
symptoms related to their urostomal complication and/or
PH. In three patients persistent symptoms were present des-
pite surgical interventions were undertaken (Table 3).

Discussion

Every second patient subjected to abdominal wall recon-
struction or abdominal wall hernia repair with a mesh in con-
junction with an ileal conduit developed either mesh-related
urostomal complications and/or a PH during long-term fol-
low-up. Three out of four mesh erosions occurred five years
or later after mesh implantation. Nine out of 13 patients
developing urostomal complications or PH suffered from per-
sisting sequelae related to their mesh complication or a PH
despite having revisional surgery was performed.

The absence of mesh-related complications was demon-
strated in a randomized trial comparing stoma construction
using a prophylactic flat VyproVR mesh to no mesh in con-
junction with ileal conduit construction [7]. Similarly, the
absence of mesh-related complications and erosions were
reported in a retrospective observational study [8]. The use

of prophylactic mesh in gastrointestinal ostomy construction
is also considered safe with few long-term mesh-related
complications [12–15]. Considering that 9/13 of the urosto-
mal complications in the present study occurred after hernia
repair compared to 3/11 after prophylactic mesh application,
suggests that the risk of urostomal complications was high,
even if lower when a mesh was used as prophylaxis. It might
be that the intestinal wall in an ileal conduit, exposed to
urine for some time, is more fragile compared to the intes-
tinal segment used for permanent gastrointestinal ostomies.

The low number of patients in the current study pre-
cludes any associations between preoperative factors or the
type of mesh used at the surgery. However, the observation
that six out of the 12 patients that received a DynaMeshVR

had a urostomal complication and/or a PH calls for reflection.
It is unknown to what extent a sharp edge from a mesh
might contribute to mesh erosion into an ileal conduit. In
the current study, one patient received a mesh collar
(‘chimney mesh’) to avoid such sharp edges in the proximity
of the conduit. This concept of a mesh chimney is currently
evaluated in gastrointestinal surgery in a randomized setting
[16], but the impact on urinary flow in a conduit when using
a ‘chimney mesh’ construction has not been investigated so
far. In theory, any obstruction of the urinary flow in a patient
with an ileal conduit might increase the risk of urinary tract
infections, which is the most frequent cause of hospitaliza-
tion after cystectomy and ileal conduit [17]. The 73-year-old
female (Table 3) is an example of how such obstruction
could contribute to recurrent urinary tract sepsis episodes.
Additionally, stenosis might have contributed to persisting
symptoms with pain and urinary obstruction in another three
patients suffering from persistent symptoms for their urosto-
mal complication (Table 3).

Other methods to apply a mesh during PH repair have
been described in combination with primary suturing using a
shoelace technique, i.e. the Sugarbaker procedure [18], or by
the use of a biologic mesh [19]. Also, a local PH repair using
a mesh without a midline incision has been reported in 19
patients by transposing the conduit 5–10 centimeters super-
iorly, albeit with a 21% recurrence rate [20].

The deferred use of a mesh when a PH occurs, instead of
applying a prophylactic mesh at primary surgery, implies a
non-negligible risk of urostomal complications according to
our findings. Given the frequent occurrence of PH after RC
and ileal conduit construction ranging from 17% to 68% [3,
21,22], the optimal strategy whether to use a prophylactic
mesh in all patients subjected to ileal conduit diversion or in
selected patients only, is to be defined. Recently, an alterna-
tive stoma construction method both for end colostomies
and ileal conduits has been reported to decrease the risk of
PH [23]. Bypassing the intestine under the rectus abdominis
muscle and passing the emerging bowel and stoma lateral
to the rectus muscle, PHs were seldomly seen in this retro-
spective case series.

The current study is limited by its retrospective design, its lim-
ited cohort size, and the heterogenous indications for abdominal
wall reconstruction or repair of PH and/or incisional hernia.
Furthermore, considering the variety of mesh types used it is not

Figure 2. Surgical revision of ileal conduit with mesh eroded into the lumen of
the conduit.
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possible to draw any conclusions on possible associations
between type of mesh or type repair and risk of urostomal com-
plications. Nonetheless, also few observations of serious events
can be important to highlight in rare clinical settings.

Conclusions

The current study calls for a cautious attitude when using
mesh about an ileal conduit. Mesh erosions seem to occur
also several years after surgery. Especially, sharp mesh edges
in the proximity of an ileal conduit might be related to a risk
of urostomal complications.
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