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Case Report

Laparoscopic Repair of Incarcerated Diaphragmatic Hernia
with Mesh
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ABSTRACT

Diaphragmatic hernias are now being approached laparoscopically. Incarcerated diaphragmatic
hernia poses a special problem due to concerns about contamination. We describe a laparoscopic
repair of such a hernia with the use of prosthetic mesh.

INTRODUCTION

LAPAROSCOPY HAS CHALLENGED THE TRADITIONAL ap­proaches to many surgical issues. One such issue, di­

aphragmatic hernia, has been previously addressed with

a thoracotomy or laparotomy. Laparoscopy has now been
utilized for the repair of diaphragmatic ruptures and her­
nia.i-I:! Our previous experience includes the use of mesh

reinforcement for large, chronic diaphragmatic, and/or hi­
atal hernias.I3•I') While mesh has been placed in con­

taminated cases, it has not been described for repairs of
the diaphragm during contaminated procedures. IS We be­
lieve this is the first reported case of laparoscopic repair
of a chronic traumatic diaphragmatic hernia with the use

of mesh during a clean-contaminated case and we dis­

cuss the various options in minimally invasive repair of
diaphragmatic defects.

CASE REPORT

A 73-year-old man with a I-year history of constipa­
tion and intermittent pain with bowel movements was ad-

mitted to the hospital to be evaluated for a large bowel
obstruction. He only had a vague history of a motor ve­

hicle collision when he was a young adult. A eolonoscopy
and a barium enema were performed. These tests revealed

herniation of the splenic flexure of the colon through the
diaphragm (Fig. I).

The abdomen was soft, nontender, and nondistended
with normal, active bowel sounds. Rectal examination re­

vealcd no masses or gross bleeding. Thc patient was taken

to the operating room for a laparoscopic repair of a di­
aphragmatic hernia after a mechanical bowel preparation
as well as oral neomycin and erythromycin. Intravenous
antibiotics were given preoperatively.

The patient was placed in the lithotomy position and

five trocars (10/11 mm) were placed (Fig. 2). The omen­
tum and the colon were found to be stuck in a left an­

terolateral diaphragmatic hernia that measured about 6 X

12 cm (Fig. 3). A combination of blunt and sharp dis­
section was used to reduce the omentum and the colon

into the abdomen. Upon reduction, an ischemic portion
of the colon and a colotomy were noted. The the ischemic

area was approximately 2 cm and the colotomy measured
approximately 0.5 cm. The colotomy appeared to occur
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