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Dear Editor,

Parastomal hernias can be defined as incisional herniae,
located at, or immediately adjacent to a stoma (1). Parastomal hernias are believed to develop in approximately
78% of stoma patients, typically occurring within 2 years
of formation, but can also develop much later, as long
as 20 or 30 years following surgery (2, 3). Unfortunately,
of all stoma-related complications, parastomal hernia
is the most common and significant problem encountered (2, 4). Symptomatic patients often require surgical
treatment (5). There are several alternative therapeutical
approaches practiced, depending on surgical expertise
and experience. A laparoscopic approach using mesh is
a therapeutic option for parastomal hernias (6). The laparoscopic approach is a promising way of treating parastomal hernias because of the advantages of shorter hospital stay, and lower overall morbidity rates compared to an
open approach. Another potential advantage of the laparoscopic approach is that concurrent incisional herniae
can be detected and repaired simultaneously. The objective of this study was to evaluate the safety and efficacy
of complex laparoscopic parastomal hernia mesh repairs
performed in our unit as a day case/ short stay procedure.
A retrospective case note review of all laparoscopic
parastomal hernia repairs performed in our unit between 2008 and 2012 was performed. A proforma was
used to extract data on sex, age, in-patient stay, operative
time and technique, complications and follow-up. From
(2008-2014) 14 cases were performed in our unit. The sex
distribution was 8 males and 6 females. Median age of patients was 72 (range: 64-83). The median operating time
was 70.5 minutes (range 68-99 minutes). The median
in-patient stay was 2 days (range 2-6 days). Four patients
(29%) were discharged on the same day; 70% patients were
discharged within 72 hours. There were no intra-operative
bowel, mesh or wound complications; one patient had a
prolonged post-operative ileus. The ‘modified Sugarbak-

er technique’ was performed in 8 patients (4 paraurostomy and 4 paracolostomy repairs); ‘key-hole’ technique
performed in 6 paracolostomy patients. After a median
follow-up of 12 (range 3-24) months, one patient (7%) had
a recurrence. This patient underwent a successful re-do
laparoscopic mesh repair. Unfortunately, symptomatic
parastomal hernia patients often suffer from poor quality of life (7) and require surgical repair due either local
irritative symptoms or life-threatening situations such
as perforation and obstruction. Our experience suggests
that a laparoscopic parastomal mesh hernia repair is an
effective day case/ short stay procedure associated with
acceptable short-term results, regardless of type of hernia or laparoscopic technique used.
There is a paucity of published studies in the literature
on laparoscopic parastomal hernia mesh repair with
short-term follow-up. However our data, though small
in numbers, was comparable with published data on a
range of parameters. Conversion to open repair in our
series was 0%; Hansson et al. (6) demonstrated that the
conversion rates are generally low with 13/363 (3.6%). Our
negligible wound infection rates are in keeping with
published data. Meta-analysis of all randomized controlled trials performed by Forbes et al. (8) showed significantly lower wound and mesh infection rates in the
laparoscopic group. Regarding laparoscopic technique
used, the literature is mixed. Hansson et al. (6) demonstrated in a meta-analysis of six studies, the recurrence
rate of the laparoscopic Sugarbaker repair was 11.6 % in
110 patients. Recently, Mizrahi et al. (9) published data
on the keyhole technique similar to that of Hansson et
al. (6). Mizrahi, et al. reported recurrences greater than
40% (9). Wara and Andersen (10) reported a recurrence
rate less than 10% in a prospective study of 72 consecutive
patients with parastomal hernias (24 para-ileostomy and
48 para-colostomy).
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Overall, laparoscopic parastomal hernia repair appears to be a safe and effective approach, with same-day
or short inpatient stay achievable in the majority of patients. However, larger randomized controlled trials are
needed to assess the efficacy and safety of this approach
in the short and longer-term. Trials should also aim to
evaluate the different techniques and mesh implants
commonly used.
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