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CASE SUMMARY 
A 54-year-old female presented to 

the general surgery outpatient office 
with acutely worsening “aching and 
burning” chronic abdominal pain. 
She had an extensive past medical and 
surgical history pertinent for chronic 
abdominal pain, gastroesophageal 
reflux disease (GERD), hiatal hernia, 
ventral incisional hernia status post 
Nissen fundoplication, and two revi-
sion fundoplication procedures with 
hiatal hernia repair with prosthetic 
mesh. Workup included a computed 
tomography (CT) exam of the abdo-
men and pelvis without intravenous 
contrast, which revealed erosion of 
the mesh through the gastric fundus 
(Figure 1). An EGD was scheduled for 
attempted endoscopic mesh removal, 
however, during the EGD, the pro-
truding mesh could not be retrieved. 
Post-procedural CT of the abdomen 
and pelvis with IV contrast was per-
formed to exclude hemorrhage, and 
this CT revealed mesh protrusion into 
the distended gastric lumen (Figure 
2). General surgery was then con-
sulted. The patient was scheduled for 
nonemergent surgical resection of the 
mesh. In the interim, the patient devel-
oped gastric outlet obstruction symp-

toms, and had to be taken urgently to 
the operating room. Intraoperative 
EGD prior to skin incision revealed 
complete transmural migration of the 
mesh through the gastric wall. The 
mesh was impacted in the pylorus and 
easily retrieved endoscopically (Fig-
ure 3). Endoscopic evaluation of the 
gastric lumen revealed no evidence 
of perforation. Follow-up chest radio-
graph and fluoroscopic upper gastro-
intestinal series confirmed that the 
gastric wall was intact. The patient 
was discharged.

IMAGING FINDINGS  
Initial CT of the abdomen and pel-

vis without IV contrast showed diffuse 
inflammation at the level of the hiatal 
hernia repair with mesh. The prosthetic 
mesh was eroding through the gastric 
wall and partially protruding within 
the gastric lumen surrounded by gas-
tric contents. No extraluminal air or 
fluid collection was present to suggest 
perforation or leakage of gastric con-
tents into the peritoneum.

CT of the abdomen and pelvis 
with IV contrast after the initial EGD 

FIGURE 1. Initial CT of the abdomen and pelvis without IV contrast showed diffuse inflam-
mation at the level of the hiatal hernia repair with mesh. The prosthetic mesh is noted to be 
eroding through the gastric wall and partially protruding within the gastric lumen surrounded 
by gastric contents. No extraluminal air or fluid collection is present to suggest perforation or 
leakage of gastric contents into the peritoneum.
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demonstrated protrusion of the hiatal 
hernia mesh into the gastric lumen. 
The post-procedural air, acting as 
negative enteric contrast, delineated 
the true intraluminal nature of the 
mesh. In addition, there is soft tissue 
inflammation involving the gastric 
fundus, gastrosplenic ligament, and 
gastrohepatic ligament. There was 

no evidence of extraluminal air or 
fluid collection to suggest perforation 
and/or spillage of gastric contents. A 
three-dimensional reconstruction of 
the gastric lumen with field-of-view 
projecting towards the gastroesopha-
geal junction exhibited intraluminal 
mesh with preservation of the lower 
esophageal sphincter.

Intraoperative EGD images pro-
vided by the surgical team displayed 
the transmural progression of the entire 
mesh, which is lodged in the pylorus. 

DIAGNOSIS
Complete gastric transmural migra-

tion of a prosthetic hiatal hernia

DISCUSSION  
Gastroesophageal Reflux Disease 

(GERD) is a common disease, affect-
ing 18.1-27.8 percent of the population 
in the United States.1 More than 90 
percent of patients with GERD have a 
hiatal hernia on radiologic imaging.2 
While medical management remains a 
popular treatment choice, surgery has 
been found to be an effective alterna-
tive to medical therapy.3 Indications 
for surgical repair of a hiatal hernia 
include failing medical management, 
opting for surgery despite successful 
medical management, complications 
of GERD such as Barrett’s esophagus, 
or having extra-esophageal manifes-
tations.4 A laparoscopic Nissen fun-
doplication, without or with mesh, is 
one of the mainstays of surgical man-
agement for hiatal hernia. Common 
complications include esophageal 
perforations, fibrosis, stenosis at the 
gastroesophageal junction, visceral 
erosion, and erosion of the mesh.5 
Transluminal migration of the mesh 
into the gastric lumen is a rare com-
plication, with approximately 10 cases 
found during our literature search. 
These patients with transluminal 
migration often present with dysphagia 
as their primary complaint, with chest 
pain and heart burn being the next 
most common symptoms.5 Removal of 
the intraluminal mesh with esophago-
gastroduodenoscopy (EGD) has been 
performed; however, several patients 
have required gastrectomy, esophagec-
tomy, and/or open surgery to reverse 
the repair. 

This study highlights the possi-
bility of complete transmural migra-
tion of mesh after multiple hiatal 

FIGURE 2. (A, B) CT of the abdomen 
and pelvis with IV contrast after the 
initial EGD demonstrates protrusion of 
the hiatal hernia mesh into the gastric 
lumen. The post-procedural air, act-
ing as negative enteric contrast, delin-
eates the true intraluminal nature of 
the mesh. In addition, there is soft tis-
sue inflammation involving the gastric 
fundus, gastrosplenic ligament, and 
gastrohepatic ligament. No evidence 
of extraluminal air or fluid collection to 
suggest perforation and/or spillage of 
gastric contents. (C) A three-dimensional reconstruction of the gastric lumen with field-of-
view projecting towards the gastroesophageal junction exhibits intraluminal mesh with pres-
ervation of the lower esophageal sphincter.

FIGURE 3. Intraoperative EGD images provided by the surgical team display the transmural 
progression of the entire mesh, which is lodged in the pylorus. 
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hernia repairs.  Erosion of foreign 
objects placed around the hiatus has 
been a known complication for many 
decades. When the Angelchik pros-
thesis was first implemented over 30 
years ago, gastric erosion was esti-
mated to have occurred in 0.15 per-
cent of procedures.6 After examining 
how often erosion of mesh occurs, one 
particular prospective trial found the 
incidence to be 0.49 percent. Transmu-
ral migration has rarely been cited in 
the literature; thus, there is no known 
incidence.  Our report seems to be the 
first case report looking at translumi-
nal migration of a mesh resulting in a 
gastric outlet obstruction.   

In reviewing the literature, three 
main types of repair mesh were used: 
biological, polytetrafluoroethylene, 
and polypropylene. Previous case series 
have shown erosion occurring with all 
three types.7 In studies showing trans-
luminal migration, only polytetrafluo-
roethylene, polypropylene, and teflon 
have been reported. Unfortunately for 
our case report, the type of prosthetic 
mesh used is unknown.    

For patients with erosion of mesh, a 
surgical procedure was often required 
to remove the mesh. These procedures 
included mesh resection, esophagec-
tomy, gastrectomy, or laparotomy for 
mesh resection.8 These procedures 
all have significant morbidity associ-

ated with them. For the case reports 
of transluminal migration, most could 
be removed by EGD, with one case 
requiring surgical intervention to 
remove the mesh off the gastric wall 
without perforation.9 Whether the 
mesh could have fully migrated into 
the gastric lumen and not required sur-
gery is uncertain. 

CONCLUSION  
While mesh repair for hiatal her-

nia may be indicated for treatment of 
a symptomatic hiatal hernia, this case 
report highlights a lesser known and 
documented cause of morbidity may 
arising from a Nissen fundoplication 
using mesh.  CT of the abdomen with 
contrast is a useful imaging modality 
for the possible diagnosis of translumi-
nal mesh migration, and perhaps, the 
utilization of negative enteric contrast 
may aid in the diagnosis.
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