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Herniorrhaphy and Gastropexy in the Treatment
of Acute Gastric Outlet Obstruction from a Gastric
Paracolostomy Herniation
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Despite its rarity, gastric parastomal hernia presents a significant complication. It can lead to
both acute gastric outlet obstruction and potentially life-threatening visceral strangulation.

This report describes a case of acute gastric outlet obstruction secondary to gastric incarceration
within a parastomal hernia, successfully managed with laparoscopic parastomal hernia repair and
gastropexy.

A 91-year-old frail patient with multiple comorbidities presented with a large, non-reducible
parastomal hernia containing loops of small bowel, as well as the gastric body and pyloric antrum.
This resulted in high-grade gastric outlet obstruction, with the transition point at the hernia
fascial defect. The patient had a history of rectal cancer treated 20 years prior with low anterior
resection and end colostomy in the left lower quadrant.

Following nasogastric decompression and manual reduction of the hernia, along with fluid
resuscitation and electrolyte correction, the patient underwent laparoscopic repair of the 8 x 8

cm parastomal hernia using composite mesh and the keyhole technique. Due to increased gastric
mobility and ligamentous laxity, a prophylactic gastropexy was also performed to mitigate the risk
of future gastric migration and herniation.

Given the risks of recurrence, incarceration, and strangulation, operative repair is reccommended
for stomach-containing parastomal hernias. Concomitant gastropexy should be considered to
further reduce the risk of recurrence.
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Case Description

Incarceration of the stomach within a parastomal hernia
is a rare but serious complication, potentially leading to
acute gastric outlet obstruction and visceral strangulation.
Documented cases are scarce, with only a handful reported
in the literature.™ This report describes a case of acute gas-
tric outlet obstruction secondary to gastric incarceration in
a para-colostomy hernia, successfully managed with lapa-
roscopic parastomal hernia repair and gastropexy. A review
of the literature further highlights the challenges associated
with this condition.

A 9l-year-old frail male with multiple comorbidities,
including a history of rectal cancer treated 20 years prior
with low anterior resection and end-colostomy, presented
with a three-day history of abdominal pain, nausea, vom-
iting, anorexia, and decreased ostomy output. He had a
history of a chronic parastomal hernia with prior episodes
of small bowel obstruction managed non-operatively. Pre-
vious imaging had not demonstrated gastric herniation.

On presentation, vital signs were stable, and physical
examination revealed a large, non-reducible, non-tender
parastomal bulge. Laboratory findings were notable for
leukocytosis (17.6 x 10°), hypochloremia (95 mmol/L),
hypokalemia (3.0 mmol/L), and mild lactic acidosis (2.5
mmol/L). CT scan of the abdomen demonstrated a left
lower quadrant parastomal hernia containing small bowel
loops, the gastric body, and the pyloric antrum. Gastric
distention with air-fluid levels and a decompressed duo-
denum indicated a high-grade gastric outlet obstruction,
with the transition point in the herniated stomach (Figure

1).

Figure 1. CT Scan of Stomach Herniation (arrows) Within Large
Parastomal Hernia in LLQ (arrows). Published with Permission

(A) Axial and (B) sagittal views
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A nasogastric tube was placed in the emergency depart-
ment, yielding a large volume of gastric contents. Follow-
ing decompression, the hernia was manually reduced. The
patient was admitted for fluid resuscitation, electrolyte
correction, and bowel rest. After 72 hours, his condition
improved, colostomy output resumed, the nasogastric tube
was removed, and oral feeding was initiated.

Following multidisciplinary preoperative risk assessment
and optimization of his COPD and chronic atrial fibrilla-
tion, the patient underwent laparoscopic parastomal her-
nia repair to prevent future obstructive episodes. Extensive
omental and small bowel adhesions surrounding the her-
nia were lysed, and incarcerated small bowel loops were
freed. The size of the defect was measured to be 8 x 8 cm
(Figure 2).

Figure 2. Intraoperative View of Parastomal Hernia Defect, Measuring 8 x
8 cm (arrows). Published with Permission

The hernia repair involved a composite mesh (Proceed™,
Ethicon, Somerville, NJ, USA) using a keyhole technique
with a 4 cm mesh overlap. The mesh was secured with
transfascial sutures and tacks (Figure 3). Gaps between the
colostomy and the mesh keyhole were closed with sutures
and an omental flap (Figure 3).
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Figure 3. Laparoscopic View of Repaired Parastomal Hernia. Published
with Permission

Upper arrow: mesh covering the defect. Lower arrow: omental flap interposed
between the colostomy and mesh keyhole.

Given the increased gastric mobility and ligament laxity
associated with advanced age, a prophylactic gastropexy
was performed using three non-absorbable seromuscular
sutures placed intracorporeally along the greater curvature
(Figure 4). Suture ends were passed through the abdominal
wall and tied.

Figure 4. Laparoscopic View of Gastropexy. Published with Permission
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Operation was achieved with three non-absorbable seromuscular sutures
placed intracorporeally along the greater curvature of the stomach.

The patient’s postoperative course was uneventful, and he
was subsequently discharged to an assisted-living facility.
He had an unremarkable recovery, reported feeling well
without abdominal pain, tolerated a regular diet, and had
a functioning ostomy with no palpable parastomal hernia
at his one-month follow-up clinic visit.
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Discussion

Parastomal hernias, the most common complication of
ostomy formation, occur in nearly 50% of patients.'"” End
colostomies are associated with the highest incidence,
while loop ileostomies have the lowest. These hernias typ-
ically contain omentum or bowel.'”!" Risk factors include
advanced age, obesity, diabetes, tobacco use, stoma type,
and emergent stoma creation.'’ Unlike other hernias, sur-
gical repair of parastomal hernias is generally reserved for
symptomatic patients with bowel obstruction, pouching
difficulties, or cosmetic concerns. Surgical approaches
include primary fascial repair, stoma relocation, and pros-
thetic repair, with the latter offering the best long-term
outcomes and lowest recurrence rates."!

Para-colostomy hernias containing stomach are rare, and
large-scale studies are currently lacking. Case reports sug-
gest advanced age and significant time elapsed since stoma
creation (>2 years) as potential risk factors.>*”51217 The
increased prevalence in elderly patients may be attributed
to age-related laxity of gastric suspensory ligaments.?

Clinical presentation is often nonspecific, including nau-
sea, vomiting, and abdominal pain.>*7#!3"17 While most
patients maintain ostomy output and present with a benign
abdominal exam,*'® some may experience decreased out-
put.*'® Although parastomal hernias are often palpable,
physical examination alone cannot determine hernia con-
tents. Symptom onset can range from acute to chronic,
with some patients reporting symptoms for up to a month
before presentation.

Initial management involves nasogastric decompression
for symptom relief.>">""” However, surgical repair is gener-
ally preferred to prevent recurrence. While some patients
underwent surgery during the index hospitalization,>**
others were deemed high-risk, and conservative manage-
ment was chosen, acknowledging the potential for recur-

rence. 318

Surgical exploration typically reveals viable stomach; one
case reported necrotic tissue requiring debridement but
not gastrectomy.” Surgical management generally involves
hernia reduction, ostomy relocation (in some cases), and
hernia defect repair.>*7%1°
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Our approach to gastropexy, in this case, draws upon the
paraesophageal hernia repair (PEHR) literature. While per-
cutaneous endoscopic gastrostomy (PEG) tube gastropexy
is often used in PEHR for postoperative gastric venting
and feeding access, our patient declined PEG placement,
prompting suture gastropexy. Although comparative data
are lacking, suture gastropexy avoids PEG-related compli-
cations such as dislodgement, leaks, and stoma site issues
when gastric decompression and feeding are not required.

Anterior gastropexy in PEHR has been suggested to reduce
recurrence compared to hiatal hernia repair alone,***' but
conflicting data exist.”> A randomized trial is ongoing to
address this question.”® Until results are available, the deci-
sion to perform gastropexy during PEHR is based on a
risk-benefit assessment considering patient-specific factors.

Similar to PEHR, hernia reduction with gastropexy alone,
while minimizing procedural risk in high-risk patients,
carries a high recurrence risk.?*? Therefore, hernia repair
is generally recommended when feasible.?

Given the rarity of gastric parastomal hernias, our manage-
ment was guided by PEHR principles. We elected to repair
the hernia defect due to the patient’s surgical candidacy.
We performed suture gastropexy, reasoning that the poten-
tial benefit of reduced recurrence outweighed the short-
term discomfort from suture sites.

To our knowledge, this is the first reported case of gas-
tropexy performed during repair of a stomach-containing
parastomal hernia. Upon diagnosis, nasogastric decom-
pression should be initiated, followed by prompt surgical
consultation. While surgery may be contraindicated in
some patients, we recommend operative management for
these hernias due to the risks of recurrence and complica-
tions. Gastropexy may be considered during repair to fur-
ther reduce recurrence, especially in elderly patients with
ligamentous laxity. Multidisciplinary, patient-centered dis-
cussion and preoperative optimization are essential for all
patients.

Conclusion

Stomach-containing parastomal hernias, while rare, repre-
sent a serious complication of parastomal hernia forma-
tion. Due to the risks of recurrence, incarceration, and
strangulation, operative repair is recommended when fea-
sible, considering the patient’s comorbidities and function-
al status. Concomitant gastropexy should be considered to
further mitigate the risk of recurrence.
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Lessons Learned

Parastomal hernias containing stomach, although rare,
pose a significant surgical challenge, often occurring in
older patients with multiple comorbidities. A multidisci-
plinary, patient-centered approach, including thorough
preoperative optimization, is crucial for these complex
cases. Surgeons should be prepared to address the hernia
defect and consider performing a gastropexy, as demon-
strated successfully in this case, to reinforce the repair and
prevent future herniation.
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