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Introduction – Introduction of synthetic mesh was a landmark breakthrough in management of hernia 
repair and has signicantly reduced recurrence rates. But in addition to benets, some more problems 

have come in picture major being 'mesh infection'. Prolene mesh has shown promise when used in abdominal and inguinal 
hernia repair, especially when used in planned surgeries. Being a foreign material,slightest breach in asepsis can lead to 
favourable environment for bacterial proliferation and form a 'biolm'. It appears that laparoscopic hernia repair is a 
promising method but having chances of mesh infection owing to difcult approach and lack of uniformity in sterilization of 
laparoscopic instruments. Improper sterilization or protocols might lead to such a large ventral wall sinus or abscess 
increasing morbidity and cost of treatment.  A 39 year old male patient presented to OPD with abdominal pain Case Report
since 15 days, low grade fever , anorexia and weight loss 1.5 months following TAPP repair of bilateral inguinal hernia 1.5 
months ago. Work-up showed acute diverticulitis with diverticula perforation involving descending colon and adjacent sigmoid 
colon in left iliac fossa with collection in left iliac fossa.  Lower Midline Exploratory laparotomy was performed. Around 100 cc 
pus was drained around mesh beneath parietal peritoneum, the infected mesh was removed. Post operatively patient 
recovered excellently. TAPP is a safe procedure for treat groin hernias, unless, mesh complications like foreign Conclusion 
body reaction, deep-seated infection, mesh migration and perforation into viscera can occur even 20 years later of the 
procedure with no dened incidence. The chance of recurrence of hernia following management of infected mesh should 
always be considered.
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INTRODUCTION
Over the past two decades laparoscopy has been established 
as a superior technique in many general surgery procedures. 
Accordingly laparoscopic mesh repair techniques have been 
tried and proven to be have advantages over open hernia 
procedure, such as less acute and chronic pain, early return to 
work with no difference in recurrence rate(1). TAPP (Trans-
abdominal Pre-Peritoneal) and TEP (Totally Extraperitoneal) 
procedures are performed by almost every laparoscopic 
surgeons worldwide. It is now fast becoming a superior 
technique in the repair for inguinal hernia(2). The 
complication rates of abscess and wound infection Rate is 
signicantly low in laparoscopic approach than in open 
approach with similar recurrence rate*(3,4).  Felix et al 
performed laparoscopic inguinal hernia surgery in around 
1000 patients and found that the complication rate was 
0.5%(5). Deep-seated mesh infection is rare but once it occurs 
it can be very difcult to treat and may cause chronic groin 
sepsis and abscess. The rate of mesh infection after open 
mesh repair is reported to be between 0.5% - 3%, whereas in 
laparoscopic repair is less than 0.16%(6-8). The patient may 
present with painful groin swelling, and sinus formation(9). 
Conservative treatment is usually not successful hence 
requiring removal of mesh and drainage of collection. The 
mesh removal can be done by open anterior approach or by 
laparoscopic approach(10). Here, we present a case of 
abscess formation with mesh infection following TAPP for left 
indirect inguinal hernia which required removal of the 
infected mesh with drainage of abscess by lower midline 
exploratory laparotomy approach.

Case Report
A 39 years old male presented to outpatient department with 
complaint of swelling in left iliac fossa region more towards 
noticed for 1 month which was gradually increasing in size 
with lower abdominal pain since one month. Transabdominal 
pre-peritoneal (TAPP) mesh repair was done in Outside 
Hospital one and half months back a 10 x 15 centimeters 
polypropylene microporous mesh used and xed with non-

absorbable titanium tacker at cooper's ligament, lateral 
rectus muscle and the third one at the lateral aspect. Early 
post-operative period was uneventful and he was discharged 
on second post-operative day. He was followed up one week 
after for skin suture removal where he had no complaints 
except for some pain at the surgical site while walking. 8-10 
days after the surgery he presented in the outpatient 
department of that outside hospital with complaint of mild 
fever and diarrhoea for which oral medication was given. He 
also complained of decreased appetite and weight loss. loss. 
He was admitted there for 3 days for injectables and 
symptoms relieved partially. Outside contrast-enhanced 
computed tomography revealed large loculated collection 
seen in left iliac fossa extending inferiorly into left to pelvis. 
Collection is seen in close proximity to descending colon in left 
iliac fossa. There is focal subserosal wall thickening involving 
descending colon and adjacent sigmoid colon. the collection 
inferiorly abuts left side of urinary bladder. It measures 55 × 
52 x 80 mm (volume 100 cc). Diffuse surrounding inammatory 
facial thickening seen, possibility of acute diverticulitis with 
perforation with large localized collection in left iliac fossa. No 
any growth, bowel obstruction or signicant perilesional 
nodes. He was admitted and started on antibiotics then lower 
midline Exploratory laparotomy surgery was done. 

Figure 01. Intra-operative nding : dissecting the sigmoid 
colon off the TAPP space

VOLUME - 12, ISSUE - 04, APRIL - 2023 • PRINT ISSN No. 2277 - 8160 • DOI : 10.36106/gjra



40 X GJRA - GLOBAL JOURNAL FOR RESEARCH ANALYSIS

Distal sigmoid colon was adherent to previously operated site 
so adhesiolysis was done. Drainage of 100 ml of pus from 
Trans-abdominal Pre-peritoneal space and removal of the 
infected mesh was done. After thorough irrigation of the pre-
peritoneal cavity, drain was placed and defect was closed 
using interrupted technique. Abdominal drain kept in pelvis. 
Post-operatively patient was kept on third generation 
cephalosporin and metronidazole. The patient improved and 
was discharged on the 6th post-operative day.

Figure 02. Removal of Infected Mesh from TAPP Space

Fiigure 03. Removed Infected Mesh

DISCUSSION
Early wound infection is related to intra-operative 
contamination, whereas late prosthetic infection may be 
associated with persistent uid collection(11). Various factors 
have been instated for mesh infection that includes patient 
factors, technical factors and postoperative complications. 
Patient factors include chronic obstructive lung disease, high 
Body Mass Index, smoking, advance age, American Society of 
Anesthesiologist ASA>3(12,13). Technical factors include 
prior surgical site infections, prior surgery at the same site, 
iatrogenic enterotomy, microporous/multilament/heavy 
weight/hydrophobic mesh, vicryl- prolene composite mesh, 
longer operating time, and lack of tissue coverage of mesh(12-
15).  Seroma formation following surgery is a potential risk 
factor for mesh infection and repeated aspiration of seroma is 
also regarded as one(10). The reported incidence of seroma 
formation after TAPP is 3.0-8.0%(16)  and for TEP is 0.5-
12.2%(17). The need for extensive dissection of pre-peritoneal 
space and placement of mesh as well as inammatory 
response related to surgical applications, such as cutting, 
electrocautery all act for seroma formation(18). Hematoma, 
folded mesh can also lead to infection(18).  In this patient we 
found that the pus collected was frank yellowish purulent with 
no evidence of hematoma. Most likely, the cause was seroma 
leading to infection and abscess formation.

In an article published by Cihan in 2006, the incidence of 
stseroma formation after laparoscopic hernia surgery in 1  post-

operative day increased from 56.7% to 66.7% after the use of 
ultrasonography post-operatively(18). Breakdown or 
splippage of the mesh, with concomitant loss of giant cells, 
could stimulate an acute inammation, which is easily 
colonized by hematogenic bacteria(19).

In this case report we have described our experience of 
removal of infected mesh after laparoscopic hernia surgery 
from lower midline exploratory laparotomy approach. The 
laparoscopic TAPP approach for removal of infected mesh has 

risk of spread/ spillage of pus in to the peritoneal cavity, 
adhesions. Apart from this there might be some difculty in 
mesh identication due to presence of adhesion between 
bowel and peritoneum due to the initial surgery(8,20).Hernia 
recurrence after mesh removal is seen in 5% of cases 
according to 40 cases review done by S Rehman et al in 
2012(21).

Taylor et al in 1999 reported two cases of recurrence of which 
one was asymptomatic. This occurred two years after the 
mesh removal and had to undergo open mesh repair. The 
patient further developed chronic groin sepsis and hence 
necessitated mesh removal(9).  However Pradeep K et al 
reported the recurrence rate of 20%(10).  In this case we 
repaired the defect with interrupted repair to prevent 
recurrence. Patient was discharged on 6th postoperative day. 
And was followed up on 14th day and then monthly where he 
had no complaints. He is planned for follow up at 1 year and 2 
years.
     
Mesh infection with abscess formation is rare but dreadful 
complication following laparoscopic hernia repair. 
Appropriate sterilization or high-level disinfection is a must. 
Postoperative pain at the surgical site should not be taken 
lightly and possibility of complications such as seroma, 
hematoma supercial surgical site infections which may lead 
to deep seated mesh infection can always be ruled out using 
ultrasonography. Removal of the mesh with drainage of 
abscess can be carried out by either laparoscopic or open 
approach. The chance of recurrence of hernia following 
management of infected mesh should always be considered.
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