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There are significant differences in the way that appendicitis
is investigated globally. Most of this variation is balanced
against concerns regarding computed tomography (CT) radi-
ation exposure, sensitivity to ultrasonography (USG) diag-
nosis, and imaging delays.We present a case of delayedmesh
infection in a patient who was clinically diagnosed with
acute appendicitis and later diagnosed with mesh infection
by radio imaging.

A 36-year-old male with no comorbidities reported high-
grade fever, episodes of vomiting, and abdominal pain in the
right iliac fossa for the past 2 days. The patient underwent
surgery laparoscopically for a right inguinal hernia 8 months
before admission. The abdomen was soft, with rebound
tenderness in the right lower quadrant. Hematological
parameters revealed a raised leucocyte count of 12,000
cells/mm3 and a raised C-reactive protein level of 8.6mg/dL.
He was admitted with a clinical diagnosis of acute appendi-
citis andwas started on intravenous ceftriaxone, metronida-
zole, and amikacin. An urgent appendicectomy was planned.
However, an urgent USG of the abdomen to confirm the
diagnosis showed poorly defined hypoechoic soft tissue
thickening along with low-level echoes and minimal thick
collection around thehernialmesh in the anterior abdominal
wall in the right lower quadrant (►Fig. 1A). There was no
peri-enteric inflammation. In view of these sonological
findings, the decision for urgent appendicectomy was de-
ferred, and contrast-enhanced CT of the abdomen revealed
enhanced heterogeneous linear soft tissue thickening imme-
diately related to the underlying mesh (►Fig. 1B). The
appendix was delineated normally. Thus, a solid radiological
suspicion of hernial mesh infection was raised. With these

results, it was decided to continue managing the patient
conservatively with antibiotics and symptomatic treatment.
Hebecame afebrile on the 4th dayof his hospital stay andwas
discharged on the 14th day.

Problems such as hernia recurrence, mesh migration or
mesh infection, and neuralgia at the surgical site are known
as delayed or late complications. Surgical site infection after
hernia repair occurs in approximately 3 to 5% of patients, and
the risk of deep surgical site infection is much lower, ranging
from 0.3 to 0.5%.1 Hernial mesh infection is an uncommon
complication, and its prevalence is unknown. It may appear
in the early postoperative period or months or years after
surgery. Delayed onset of deeper infections involving the
mesh has been recorded in the literature, even years after
surgery. Any deviation from the standard method of asepsis
during surgery or possibly bacterial transgression from the
gut or secondary to sepsis are the many possible explana-
tions for mesh infections.2 The nature of the synthetic
material used to make a mesh, the size of the filament pores,
or the type of suturematerial employedwere all addressed in
recent studies as probable causes.3 Mesh infections may
present with infected loculated collections, abscesses, sinus
formation, or an enteric or a cutaneous fistula. There is
evidence of late-onset mycobacterial mesh infections, which
are followed by secondary infections that result in pus
discharge but the absence of any tuberculosis symptoms
excluded that. Among these methods, wound therapy with
negative pressure is helpful for encouraging healing.4

Imaging diagnostics, clinical scores, inflammatory serum
markers, and laboratory test results should all be used to
diagnose appendicitis based on the clinical context. With a
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negative appendectomy rate of more than 20%, the most
commonly used score, the Alvarado score, is not sensitive
enough to diagnose acute appendicitis. Despite its inaccura-
cy, this score is frequently used for the clinical diagnosis of
appendicitis. A negative appendectomy is thought to have
occurred in 15 to 39% of patients, and research has shown
that imaging is the best way to overcome this problem.5 In
addition to diagnosis, imaging can rule out other differential
diagnoses. In our case, the infection was a delayed mesh
infection, which is not often documented in the literature.

Thus, it is recommended that imaging should be consid-
ered for all patients with suspected appendicitis, and mesh
infections should be considered as a possible differential
diagnosis for patients presentingwith clinical appendicitis in
the appropriate clinical setting.
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Fig. 1 (A) Ultrasound revealing thickened inflamed hypoechoic soft tissue (vertical red arrow) posterior to a linear interrupted hyperechoic
structure (horizontal red arrow) representing a crumpled mesh. (B) Contrast-enhanced computed tomography of the abdomen. An axial section
at the level of the urinary bladder showing well-defined linear inhomogeneous enhancing soft tissues in the anterior abdominal wall at the hernia
repair site on the right side (vertical red arrow).
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