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INTRODUCTION 

Stomas have been created by surgeons as a 

diversion of feces since the early 1800s. 

Morbidity and mortality related to stoma 

creation has progressively decreased with 

the advancement of modern therapy. 

Morbidity related to stoma was estimated 

between 2.9% to 81.1% in India [1]. Stomal 

issues, include skin excoriation, leakage 

from devices, dehydration from high output 

stomas, bowel obstruction, prolapse, and 

parastomal hernia are common 

impediments to this life saving procedure. 

Parastomal hernias are of an interest as 

their further management needs surgical 

intervention. 

Types of Parastomal hernias 
Subtype Description 

1) Interstitial Through muscular plane 
2) Subcutaneous Through subcutaneous tissue 
3) Intrastomal Through emerging intestinal wall and everted intestinal layer 
4) Peristomal Through layers of prolapsed bowel 

 

Definition and clinical features 

A parastomal hernia is a type of incisional 

hernia that allows protrusion of abdominal 

contents through the abdominal wall defect 

created during ostomy formation [2]. 

Patients generally present with a bulge at or 

around the stoma site. This may or may not 
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be associated with pain. Pain may have 

multiple causes including dragging type 

due to hernia, cramping of bowel or 

irritation of skin by stomal secretions due 

to improper fitting of the appliance. Misfit 

of appliance is another complaint. Patients 

may rarely present with strangulation of 

bowel with symptoms of obstruction. 

Management  

Most patients with a parastomal hernia do 

not have symptoms that are sufficient 

enough to warrant repair. For patients with 

mild symptoms, conservative management 

is ideal. This conservative management 

includes changing of appliance type, shape. 

Stomal nursing care is of prime importance 

for improved quality of care [3]. 

Conservative management is not always 

viable. Though recurrence rates are high, 

ranging from 2.9 to 69.4% depending on 

the type of repair [4], surgical management 

is the only management for moderate to 

severe symptomatic cases. 

1) Simple Fascial repair 

This technique is a modality of the 

past due to high recurrence rates of 

upto 69.4% [4].After incision sac is 

reduced and musculoperitoneal 

layer is sutured [5]. Simple fascial 

has even worse re-recurrence rates 

of 100% [6]. 

2) Stoma Relocation 

Although theoretically a sound 

process, second site herniation to 

the original is common. However it 

has been proven to be superior to 

simple fascial repair. There is a risk 

of repeat laparotomy in 

translocation. It is recommended 

that the new stoma be places on the 

opposite side of midline to prevent 

recurrence [7]. 

3) Mesh repair 

Mesh repair has been the preferred 

technique due to reduced recurrence 

rates. Synthetic meshes have less 

recurrence rates but causes other 

complications like fistula formation 

due to mesh erosion, adhesions, risk 

of infecting mesh subsequently 

causing infection of bowel [8]. 

PTFE and biological mesh have 

advantage of not causing above 

problems. PTFE may not adhere to 

bowel but has a problem of 

shrinkage [9]. Biological meshes 

are expensive, have low chances of 

infection but may cause seromas 

[10]. 

Described recurrence rates for mesh 

repair are less than 20% for both 

synthetic and biological meshes [4]. 

Placement of meshes include inlay, 

onlay, retromuscular and 

intraperitoneal 
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Onlay method involves mesh 

placement over anterior rectus 

sheath and external oblique 

aponeurosis. 

Inlay is suturing mesh to fascial 

defects and has a high failure rate. 

Intraperitoneal approach is one 

where mesh is placed over 

peritoneum. 

Retromuscular approach fixes mesh 

between rectus muscle and posterior 

rectus sheath. 

Sugarbaker and keyhole techniques 

were used for laproscopic approach 

of parastomal hernia repairs. 

Recently a combination of both 

called the Sandwich technique as 

recurrence of as low as 2.1% [11]. 

Open and laparoscopic mesh repair 

had no significant difference in 

recurrence rates of parastomal 

hernias. Within the dataset of 

laparoscopic procedures, the 

Sugarbaker technique had a 

remarkably lower recurrence rate 

than the keyhole method. There was 

no difference in occurrence of mesh 

infection or other postoperative 

morbidity between any of the mesh 

repair subsets. Studies performed 

after this meta-analysis have had 

similar findings [12]. 

4) Prophylactic Mesh 

A mesh placed prophylactically has 

been proposed to help patients with 

high risk prevent parastomal 

hernias. 

Small studies have been however 

larger studies are required for 

further confirmation. 

CONCLUSION 

The above discussion has opened a need for 

a definitive management of parastomal 

hernias as they are a common cause of 

morbidity in stoma patients. An elaborate 

preoperative and postoperative protocol 

needs to be prepared on its prevention 

based on evidence. 

The considerable morbidity of patients 

living stomas need a proper approach for 

their management as other issues including 

skin irritation, device failure, stenosis, 

obstruction also continue to haunt us. 

Mesh repair has been inadvertently proved 

to be most effective and can be considered 

gold standard. More study needs to be done 

for prophylactic repair to prove its 

effectiveness. Currently early stoma 

reversal is the only prophylactic prevention. 
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