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1  |  CASE

A 64- year- old woman underwent total laparoscopic hyster-
ectomy and bilateral salpingo- oophorectomy for endome-
trial cancer without any intraoperative complications. In 
this surgery, two 12- mm trocars (umbilical and right lower 
abdomen) and two 5- mm trocars (middle and left lower ab-
domen) were used. Port- site fascial closure was performed 
for two 12- mm port sites using the 2- 0 polyglactin 910. No 
abdominal metastasis was found during the surgery.

She developed an ileus on postoperative Day 1 (POD- 1); 
however, no abnormal laboratory findings were observed. 
Pain management and fluid therapy were administered as 
per the diagnosis of non- obstructive bowel dysfunction. 
On POD- 4 laboratory results (white blood cell count, C- 
reactive protein levels, electrolyte levels, and renal func-
tion) were normal and the patient had no sign of infection, 

but the ileus was not improved. On POD- 5, the patient de-
veloped sudden right lower abdominal pain with a huge 
palpable lower abdominal mass. Computed tomography 
revealed a mass lesion at the right port site, suggesting 
massive herniation of the small bowel through the right 
12- mm- sized port site (Figure  1A,B). During the second 
surgery on POD- 5, we attempted to repair the strangulated 
hernia (Figure  2A); however, it required 10- cm laparot-
omy to pull out the struggled ileum. After laparotomy over 
the previous port site, approximately 55 cm of the ileum 
was resected owing to necrosis (Figure 2B). For the fascial 
closure of the port- site hernia, intermittent sutures using 
0 poly- p- dioxanone were applied, and mesh- augmented 
repair was not performed. Subsequently, the patient was 
discharged without any postoperative complications.

The port- site hernia is a potentially serious complica-
tion of minimally invasive surgery (MIS) with a reported 

Received: 18 January 2023 | Revised: 10 March 2023 | Accepted: 2 May 2023

DOI: 10.1002/ccr3.7391  

C A S E  I M A G E

Port- site hernia: A potentially severe complication of 
minimally invasive surgery

Shinya Matsuzaki1,2  |   Michihide Maeda1 |   Tsuyoshi Hisa1 |   Shoji Kamiura1

This is an open access article under the terms of the Creative Commons Attribution-NonCommercial-NoDerivs License, which permits use and distribution in any 
medium, provided the original work is properly cited, the use is non-commercial and no modifications or adaptations are made.
© 2023 The Authors. Clinical Case Reports published by John Wiley & Sons Ltd.

Shinya Matsuzaki, Michihide Maeda and Tsuyoshi Hisa contributed equally to this work.  

1Department of Gynecology, Osaka 
International Cancer Institute, Osaka, 
Japan
2Department of Obstetrics and 
Gynecology, Osaka University, Osaka, 
Japan

Correspondence
Shoji Kamiura, Department of 
Gynecology, Osaka International 
Cancer Institute, 3- 1- 69 Otemae, Chuo- 
ku, Osaka 540- 0008, Japan.
Email: kamiura-sh@oici.jp

Key Clinical Message
Recently, the number of minimally invasive surgeries (MIS) is increasing; how-
ever, a specific postoperative complication of MIS such as port- site hernia needs 
to be recognized. A persistent postoperative ileus after MIS is rare and such symp-
toms need to be recognized as a probable sign of a port- site hernia.

Abstract
Recently, minimally invasive surgery (MIS) approaches for early endometrial 
cancer have shown non- inferior oncologic outcomes with better perioperative 
morbidity than open approaches. Nevertheless, port- site hernias are a rare but 
specific surgical complication of MIS. Knowing the clinical presentation, surgery 
for port- site hernias could help clinicians manage this condition.
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incidence of 0.5– 2%.1,2 A previous American Association 
of Gynecologic Laparoscopists surgery study of 840 port- 
site hernia showed that approximately 85% of cases oc-
curred at sites >10 mm; thus, the larger port should be 
noted as a risk factor for port- site hernias.2 Although the 
size of the trochar requiring fascial closure remains con-
troversial, several studies have suggested a >10- mm size 
for the closure of port sites.2

Despite fascial closure of the port site, our case developed 
to port- site hernia due to the ileus. We consider that post-
operative ileus may lead to increased abdominal pressure, 
and this may cause wound dehiscence with massive 12- mm 
port- site hernias. Therefore, our report creates awareness 

regarding the possibility of port- site hernias in women who 
develop ileus after MIS. We believe that the early use of 
whole abdominal ultrasonography or computed tomogra-
phy in women with ileus after MIS has the potential to re-
duce the perioperative morbidity regarding port- site hernias.

We need to recognize that the repair of port- site hernias 
is challenging in some cases. Our case has shown that the 
repair of a strangulated hernia is difficult and needs lap-
arotomy and resection of necrotic bowel. In women with 
massive port- site hernias, the necessity of laparotomy and 
resection of the necrotic bowel should be recognized. As a 
previous randomized controlled study has shown that pro-
phylactic mesh- augmented abdominal wall closure after 
emergent laparotomy is safe,3 the role of mesh- augmented 
abdominal wall closure during the repair of port- site her-
nias ought to be examined in future studies.

F I G U R E  1  Preoperative images of port- site hernia. Horizontal 
image (A) and sagittal image (B) of plane computed tomography. 
The patient developed a huge palpable mass and sudden right 
lower abdominal pain on postoperative Day 5. Computed 
tomography revealed a 163 × 91 × 63 mm mass. Herniation of the 
small bowel through the port site was suspected. Yellow arrow 
indicates the 12- mm port site. (Scale bar: 1 cm/ division of scale).

F I G U R E  2  Intraoperative and resected specimen of port- site 
hernia. (A) Intraoperative image during the second minimally 
invasive surgery reveals herniation of the small bowel. Since the 
bowel was stacked at the port site, repair of the herniation by 
pulling out the bowel was challenging. Laparotomy at the port site 
was performed to pull out the stacked small bowel. (B) Following 
herniation repair, approximately 55 cm of the small bowel was 
resected due to necrosis that could not be treated conservatively 
and thus a side- to- side anastomosis was performed.
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