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• It is an incisional hernia that develops

at the site of colostomy or ileostomy.

• Hernial sac usually lies within the

attenuated layers of the abdominal

wall.

• The incidence varies from 1-50% of

stoma cases, depending upon the

type of ostomy





Incidence of parastomal hernia after end ileostomy

Author year No. of 

patients

Parastomal 

hernia 

Mean follow 

up (months)

Sjodahl 1988 45 1 7

Weaver 1988 111 9 --

Williams 1990 46 13 6.5

Leong 1994 150 16 9.2

Carisen 1995 224 4 2.6

Makela 1997 54 4 8



Incidence of parastomal hernia after end colostomy

Author year No. of 
patients

Parastomal 
hernia 

Mean follow 
up (months)

Von Smitten 1986 54 26 48

Sjodahl 1988 81 7 84

Allen 1988 123 55 ----

Porter 1989 130 14 35

londono 1994 203 43 66

cheung 1995 156 56 38

Makela 1997 80 9 96

koltun 2000 25 1 84

moreno 2008 75 33 ---



• It  often results from one or more technical errors 

which underscore the importance of proper 

preoperative planning and close attention to 

detail in the operating room.
1- Size of abdominal wall aperture

2- Location

3- Intraperitoneal or extraperitoneal technique

4- Preoperative consultation by stoma therapist

5- Stoma fixation to the fascia

6- Elective or emergent stoma creation



General patient factors:
1- Obesity, 

2- Malnutrition, 

3- Increased intra-abdominal pressure (COPD, straining, 

ascites, trauma)

4- Steroid use 

5- Malignancy

6- Postoperative sepsis, 

7- Advanced age



• Clinical presentation:
1- Unsightly bulge 

2- Occasional leakage from around the stoma

3- The hernia may grow to become cosmetically 

unacceptable. 

4- Pain (common) (stretching of abdominal wall)

5- Peristomal skin irritation (leakage of stoma effluent)

6- Obstruction or strangulation (rare) (the necks are 

generally broad). 



Parastomal hernia; Management:
1- Preventive measures

2- Conservative measures (most of cases)

3- Surgical intervention (10 – 20 % of cases)

a- Local aponeurotic repair

b- Relocation

c- Mesh repair

- Open

- Laparoscopic

d- Closure 



Parastomal  hernia, Conservative management 



Indications for surgical treatment:
1- Abdominal Pain

2- Subacute intestinal obstruction

3- Irreducibility

4- Associated with prolapse

5- difficult to manage stoma

6- Patient discomfort

7- Incarceration 

8- Stoma necrosis



a- Local aponeurotic repair
- Technically simple

- Poor results

- Recurrence rates (46 – 100%)



B- Stoma Relocation:
- Relocation to the other side of 

abdominal wall is associated with 

lower recurrence rates (57 vs. 86)

- It seems appropriate to prophylactically 

reinforce the new stoma

- Possible relocation sites may be limited 

due to prior surgery

- Can be done with or without formal 

laparotomy







C- Mesh repair:

- Polypropylene

- Polytetrafluorethylene

- Polyvenylidene fluoride

- Biological graft

* Human

* Porcine

* Bovine























- Parastomal hernia; Prevention
All patients in whom a stoma is planned should be

evaluated by the surgeon as well as a specialist stoma

nurse, the stoma site being marked away from bony

prominences, skin folds, scars and belt lines, the patient having 

been examined standing, lying and sitting. A stoma should not 

be brought out through the laparotomy incision



Both intraperitoneal and extraperitoneal 

techniques of construction are commonly 

performed. 

The intraperitoneal method would seem more 

popular, a survey of 245 American surgeons 

showing 83.8% using this technique



If an intraperitoneal stoma is constructed, there 

is debate as to whether the trephine should be 

made lateral to or through the rectus abdominis 

muscle, it having been stated that stomas 

emerging through the rectus muscle have a 

lower incidence of herniation



It is important that the trephine made in the abdominal wall is of 

the correct size and not too larges (about 2.5 – 3 cm). 

Ruiter and Bijnen explained how the trephine is stretched open by 

tangential forces working on the circumference of the opening. 

According to the law of Laplace, the radial force (Frad) on a 

normal abdominal wall is related to the pressure (P) in the 

abdominal cavity and the radius (R1) of the abdominal cavity 

according to the formula:





Frad = PxR1/2

After construction of a trephine opening in the abdominal wall the

tangential force (Ftang) on the edge of the opening is related to the

radial force (Frad) and the radius of the trephine opening (R2)

according to the formula:

Ftang = Frad X R2

Therefore, the trephine opening should be constructed as small as 

will safely transmit the intestine to the skin surface. So, skin opening 

should be just large enough to admit the tips of two fingers





















Thank You


