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A 38-year-old parous woman with a body mass index of
22.6 kg/m* and a history of progressive menorrhagia and
urinary frequency underwent laparoscopic myomectomy and
uterine artery ligation for uterine fundal intramural leiomyoma
measuring 10 cm x 8 cm [1,2]. The Veress needle technique
was used to create the pneumoperitoneum and then a 12-mm
infraumbilical vertical skin incision for a main trocar and
sleeve was made to allow placement of the 10-mm laparo-
scope. We used an electromechanical morcellator to retrieve
the specimen through a 15-mm lateral port across the lower
abdomen. The intraoperative course was smooth and the
infraumbilical fascia and subcutaneous layer were separately
closed by 3-0 Vicryl suture (Polyglactin 910; Ethicon, Som-
merville, NJ, USA).

Fifteen hours after the procedure, in the early morning of the
1st day postoperatively, she presented with symptoms of painful
abdomen and nausea. After removing the covering gauze, an
incarcerated loop of small bowel with gangrene was noted in the
umbilical trocar site (Fig. 1A and B). Hence, an emergency
reoperation was done by a general surgeon for the evaluation of
unreducible intestinal gangrenous change. The fascial sutures
were found to be almost loosening. An 8-cm segment of the
necrotic jejunum (Fig. 2) had to be resected, with reconstruction
by end-to-end anastomosis, which was located 90 cm proximal
to the ileocecal valve through laparotomy. The patient recovered
uneventfully and was discharged 8 days after her second oper-
ation, tolerating a regular diet.

This case illustrates a rare complication of laparoscopic
port insertion. The timing of the occurrence of herniation of
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abdominal content varies from as early as a few hours to
several years after laparoscopy. Tonouchi et al [3] have
classified port site hernia into three types as follows. The
early onset type is within 2 weeks, most commonly with
small bowel obstruction. The late onset type occurs several
months after the operation and involves dehiscence of the
fascial plane with a peritoneal sac. The special type that
occurred in the present case indicated protrusion of the small
intestine. Our case demonstrated that early onset of port site
hernia could cause irreducible small bowel strangulation
without obvious prodromal symptoms until the occurrence of
gangrenous change of the bowel during progression of
herniation.

With regard to the size of the port site, Kadar et al [4] have
reported that incidence of port site hernia was 0.23% at a 10-
mm port site and 3.1% at a 12-mm port site, and Mayol et al
[5] have reported umbilical port site hernia with an incidence
of 1.6%. The clinical presentation and course of port site
hernia can vary and depend on the extent and nature of the
herniated content. If a patient complains of nonspecific
symptoms including nausea, vomiting, and vague abdominal
pain, clinical imaging (i.e., plain radiography or computed
tomography) may be helpful to diagnose port site herniation in
some cases.

Various factors can precipitate the development of trocar
site hernias [3], such as large trocar size, incomplete closure of
fascia, midline trocars, stretching the port site for specimen
retrieval, coughing movements at the time of too early reversal
of general anesthesia [6], obesity, poor nutrition, or post-
operative port site infection. It is known that a port site
>10 mm in diameter usually causes hernia, whereas a 5-mm
port site rarely does [7]. Hence, it is necessary to repair the
fascial and peritoneal layers to prevent port site hernia.
Although port site hernia is rare, surgeons should keep this
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Fig. 2. An 8-cm segment of necrotic jejunum.
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Fig. 1. (A) Incarcerated small bowel herniation with gangrenous change at the

infraumbilical port site. (B) Close-up view. (6
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