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Abstract

Incisional hernia is not a rare complication in kidney allograft recipi-
ents, due to prolonged dialysis, immunosuppressive drugs, especially, 
corticosteroids, and high prevalence of diabetes mellitus. Although 
the use of immunosuppressive drugs increases the risk of infection 
with synthetic materials, using mesh to prevent hernia recurrence in 
patients with multiple predisposing factors is safe and necessary. Re-
peated surgeries cause pathological distortion of anatomy which pre-
vents the intraoperative visibility of the ureter and increases the risk 
of injury. In the present case, we report a very rare ureteric injury in a 
patient who underwent incisional hernia repair with propylene mesh 
after renal transplantation.
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Introduction

Incisional hernia is a well-known complication after abdomi-
nal surgery. Although the incidence of incisional hernia after 
renal transplantation is unclear, it is not a rare complication in 
kidney allograft recipients, due to prolonged dialysis, immuno-
suppressive drugs, especially, corticosteroids, and high preva-
lence of diabetes mellitus. Incisional hernia after kidney trans-
plantation increases patient morbidity and affects the quality of 
life. Although the use of immunosuppressive drugs increases 
the risk of infection with synthetic materials, using mesh to 
prevent hernia recurrence in patients with multiple predispos-
ing factors is safe and necessary [1]. Iatrogenic ureteral injury 
is a potential complication in various surgical procedures [2]. 
The incidence of such complications varies between 0.5% and 
10% [3, 4]. The risk of injury is related to the sophistication 

of the procedure or presence of periureteric pathology. The 
prevalent presentation in ureteral injury is flank pain, fever or 
leukocytosis. About 10% of patients have hematuria following 
surgical injury. Anuria may result from bilateral ureteric injury 
or from unilateral ureteric injury in a solitary functioning kid-
ney. Herein, we present a case of unusual ureteric injury in a 
patient who underwent incisional hernia repair with propylene 
mesh after renal transplantation.

Case Report

A 29-year-old male patient underwent living donor renal trans-
plantation due to focal segmental glomerulosclerosis in 2006. 
On the postoperative period, the patient underwent an emer-
cency surgery for uretero-neo-cystostomy necrosis and revi-
sion of uretero-neo-cystostomy was performed 7 days after 
the renal transplantation. Following an uneventful recovery, 
the patient was discharged 10 days after the second operation. 
His maintenance immunosuppression included tacrolimus, 
mycophenolate mofetil and prednisone. The patient presented 
with incisional hernia 3 years after the renal transplantation. 
We decided to repair hernia using propylene mesh due to the 
large size of hernia (8 cm). We approximated the fascial edges 
and placed the mesh on fascia. Before closure of the wound, a 
hemovac drain was inserted over the mesh. During the postop-
erative period, the urine of the patient began to decrease and 
subsequently developed a clear discharge from the hemovac 
drain which was consistent with urine on biochemical analy-
sis. We performed Tc99m DTPA dynamic renal scintigraphy to 
detect the site of the urinary leakage. Tc99m DTPA dynamic 
renal scintigraphy showed distal ureteric leakage. In the ex-
ploratory laparotomy, we found the partial distal ureteric inju-
ry (Fig. 1a) and confirmed the diagnosis as iatrogenic ureteral 
injury. The patient underwent primary repair of the injury and 
insertion of a JJ stent (Fig. 1b). He was discharged from clinic 
2 weeks later and the stent was removed 4 weeks later. After 
a 30-month follow-up, he remains in good health without any 
complication and recurrence of hernia.

Discussion

The incidence of incisional hernia is between 3% and 13% 
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[5, 6]. The predisposing factors for incisional hernia are age, 
obesity, alcoholism, smoking, emergency surgeries, wound 
infection, hematoma, technical error, and unsuitable suture 
material. In patients with chronic renal failure, who have un-
dergone kidney transplantation, multiple factors interfere with 
wound healing, such as long-term uremia, malnutrition before 
renal transplantation, and administration of corticosteroids 
and azathioprine, postoperatively [1]. Varga et al stated that 
the ratio of incisional hernia in renal transplantations is 2.6% 
[7]. In the present case, incisional hernia developed 3 years 
after the renal transplantation. But it was stated that incisional 
hernia occurs in up to 70% of the patients in the first postop-
erative year. Only in 10% it develops between 1 and 5 years 
after transplantation [1, 8]. Complications such as hematoma, 
lymphocele, urinary fistula and repeated surgeries after renal 
transplantations are the predisposing factors for incisional 
hernia [1]. Repeated surgery for ureteral leakage could be the 
possible predisposing factor in the present case. The ureter 
can be damaged anywhere along its course but the frequen-
cy of injury increases in the distal segment [9]. Pathological 
distortion of anatomy prevents the intraoperative visibility of 
the ureter and increases the risk of injury. In the present case, 
inflammatory response, connective tissue proliferation and fi-
brosis formation against the repeated surgeries and propylene 
mesh were the reasons for anatomical distortion. There are too 
many treatment options for iatrogenic ureteric injuries. Uri-
nary diversion, end to end anastomosis, primary repair, ure-
teric stenting, appendix interposition and autotransplantation 
are the treatment options stated in the literature [10, 11]. The 
ureteric injury was partial, so we performed primary repair 
with JJ stenting in this case. The rate of the complications 
after the injury repair is not known. Urinoma, abscess and 
peritonitis are the short-term complications. Ureteral stricture 
and retained stent leading to stone formation are recognized 
long-term complications from such procedures [12]. The 
transplanted ureter is commonly placed on the ventral side 
and native ureter is placed on the posterior side. The abnormal 
localization of the ureter in kidney recipients, fibrosis forma-
tion against the repeated surgeries and previous surgical com-
plications are associated with high risk of ureteral injury, so a 
high index of suspicion is warranted during incisional hernia 

repair in kidney recipients.
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