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SMALL BOWEL LAPAROSCOPIC RESECTION FOR STRANGULATED UMBILICAL 

HERNIA (Abstract): Laparoscopic small bowel resection is a general accepted technique for 

small bowel tumors and diverticulum. However, the laparoscopic approach for intestinal resection 

for strangulated hernias is still controversial. This video presents the case of a 49 years old woman 

admitted for strangulated umbilical hernia. The patient was diagnosed with morbid obesity with a 

BMI of 51.3 kg/m
2
. A laparoscopic approach was performed; the exploration confirmed the 

strangulated umbilical hernia containing small bowel. Kelotomy was necessary to reduce the 

small bowel. Given the ischemic injuries of the herniated small bowel segment, the resection with 

side-to-side stapled anastomosis was then performed. The hernia sac was also resected. The 

parietal defect was then closed by conventional non absorbable running suture. The postoperative 

course was uneventful and the patient was discharged in the 4
th

 postoperative day. 

CONCLUSION: Even the laparoscopic small bowel resection for strangulated hernia is 

controversial the technique is feasible and safe in obese patients and could avoid operative site 

infection. 
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BACKGROUND 

Laparoscopic approach for small 

bowel obstruction is well known and is 

associated with reduce hospital stay and 

mortality rate [1]. In the same time the 

feasibility of laparoscopic small bowel 

resection for tumors and diverticulum are 

also demonstrated in various papers [2-4]. 

The laparoscopic approach also proved its 

feasibility for strangulated groin hernia [5]. 

However the place of laparosopic 

approach for strangulated umbilical hernia is 

not well studied.  

The aim of this video is to present a 

case of laparoscopic small bowel resection 

for strangulated umbilical hernia. 

 

CASE PRESENTATION 

A 49 years old obese woman was 

admitted for intense periumbilical pain. The 

weight was 138 kg for 164 cm, so a body 

mass index (BMI) of 51.3 kg/m
2
. The 

physical exam revealed a painful, non 

reducible small periumbilical tumor.  

The plain X-ray abdominal exam 

revealed no fluid-air levels and the 
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ultrasound exam noted herniated adipose 

tissue. 

The lab tests revealed leucocytosis 

(11,500/mm
3
) and elevated C reactive 

protein (CRP) levels (41 mg/L). 

A laparoscopic approach was 

proposed. 

A 15 mm direct view type trocar was 

placed at the mid distance between xyphoid 

and umbilicus. The laparoscopic exploration 

revealed a strangulated umbilical hernia 

containing a round ligament and a small 

bowel segment. Three trocars were place in 

the right abdominal quadrants. 

Kelotomy was necessary to reduce the 

herniated small bowel segment and round 

ligament. 

The small bowel presented persistent 

ischemic injuries. The mesentery was 

divided using bipolar grasper; then a stapled 

side-to-side anastomosis was performed. The 

small bowel segment was divided using an 

Endo GIA stapler.  

The hernia sac resection as well as 

round ligament resection was performed.  

An extensive abdominal irrigation was 

done and a suction drain was placed in 

Douglas pouch. 

A small periumbilical incision was 

performed and the resected specimens were 

extracted using an endo-bag. The parietal 

defect was repaired by transversal double 

running non absorbable monofilament 

suture. The operative time was 40 minutes. 

The postoperative course was 

uneventful and the patient was discharged in 

4
th

 postoperative day. 

 

DISCUSSIONS 

The laparoscopic approach for ventral 

proved its advantages to open approach in 

term of hospital stay, postoperative 

morbidity, and operative site and mesh 

infection and recurrence [6-8]. 

On the other hand the laparoscopic 

approache was extensively studied for small 

bowel obstruction [1,9,10] and allow a good 

evaluation for the “need for resection” [11]. 

However there are few data in the 

literature about the laparoscopic small bowel 

resection for strangulated umbilical hernia. 

In fact an extensive search of PubMed and 

Google scholar revealed only one reference 

[12].  

The laparoscopic bowel resection for 

strangulated umbilical hernia is apparently 

nonsense because the herniated intestinal 

bowel is already exteriorized in hernia sac 

and a resection is in theory, simple and 

feasible. Furthermore after a septic operative 

time, a hernia mesh repair is contra 

indicated. There are however references in 

the literature about a laparoscopic small 

bowel resection for strangulated groin hernia 

[13,14] and several reports about 

concomitant bariatric (sleeve and gastric by-

pass) and hernia mesh repair [15-17] and 

about laparoscopic cholecystetcomy and 

hernia mesh repair [18]. 

However in obese patients there is a 

higher risk of severe surgical site infection 

after intestinal open surgery [19,20]. Much 

more the laparoscopic approach decreases by 

70 to 80% the surgical site infection rate 

compared with open surgery across general 

abdominal surgical procedures [21]. From 

these reasons a laparoscopic approach was 

preferred in presented case; in the same time 

to extract the bulky resected specimen a 

periumbilical incision was performed and 

the parietal defect was closed by transversal 

suturing. An alternative repair technique is 

laparoscopic transparietal suture as in the 

case presented by Keshishian A. [12]. The 

mesh repair wasn’t performed due to the 

high risk of severe parietal infection [22]. A 

biologic mesh is another alternative for 

hernia repair but wasn’t available in our 

department [23]. 

 

CONCLUSION 

Despite the controversial aspects 

already discussed the laparoscopic small 

bowel resection for strangulated umbilical 

hernia is a feasible technique for obese 

patients and is associated with rapid 

postoperative recovery. 

 

CONFLICT OF INTERESTS 

None to declare. 



Strangulated hernia; laparoscopic small bowel resection 285 
Jurnalul de Chirurgie (Iaşi), 2013, Vol. 9, Nr. 3 

REFERENCES 

1. Cirocchi R, Abraha I, Farinella E, Montedori A, 

Sciannameo F. Laparoscopic versus open 

surgery in small bowel obstruction. Cochrane 

Database Syst Rev. 2010; (2): CD007511. doi: 

10.1002/14651858.CD007511.pub2. 

2. Chen YH, Liu KH, Yeh CN, et al. 

Laparoscopic resection of gastrointestinal 

stromal tumors: safe, efficient, and comparable 

oncologic outcomes. J Laparoendosc Adv 

Surg Tech A. 2012; 22(8): 758-763.  

3. Hamm JK, Chaudhery SI, Kim RH. 

Laparoscopic resection of small bowel 

sarcoma. Surg Laparosc Endosc Percutan 

Tech. 2013; 23(3): e138-e140.  

4. Ding Y, Zhou Y, Ji Z, Zhang J, Wang Q. 

Laparoscopic management of perforated 

Meckel's diverticulum in adults. Int J Med Sci. 

2012; 9(3): 243-247. doi: 10.7150/ijms.4170. 

5. Deeba S, Purkayastha S, Paraskevas P, 

Athanasiou T, Darzi A, Zacharakis E. 

Laparoscopic approach to incarcerated and 

strangulated inguinal hernias. JSLS. 2009; 

13(3): 327-331. 

6. Lomanto D, Iyer SG, Shabbir A, Cheah WK. 

Laparoscopic versus open ventral hernia mesh 

repair: a prospective study. Surg Endosc. 

2006; 20(7): 1030-1035.  

7. Singhal V, Szeto P, VanderMeer TJ, Cagir B. 

Ventral hernia repair: outcomes change with 

long-term follow-up. JSLS. 2012; 16(3): 373-

379.  

8. Cassie S, Okrainec A, Saleh F, Quereshy FS, 

Jackson TD. Laparoscopic versus open 

elective repair of primary umbilical hernias: 

short-term outcomes from the American 

College of Surgeons National Surgery Quality 

Improvement Program. Surg Endosc. 2013 Oct 

26. [Epub ahead of print] 

9. O'Connor DB, Winter DC. The role of 

laparoscopy in the management of acute 

small-bowel obstruction: a review of over 

2,000 cases. Surg Endosc. 2012; 26(1): 12-17. 

10. Poves I, Sebastián Valverde E, Puig 

Companyó S, et al. Results of a laparoscopic 

approach for the treatment of acute small 

bowel obstruction due to adhesions and 

internal hernias. Cir Esp. 2013. pii: S0009-

739X(13)00239-X. 

11. Johnson KN, Chapital AB, Harold KL, Merritt 

MV, Johnson DJ. Laparoscopic management 

of acute small bowel obstruction: evaluating 

the need for resection. J Trauma Acute Care 

Surg. 2012; 72(1): 25-30.  

12. Keshishian A. Laparoscopic repair of hernia 

with bowel resection. Video; [available online 

at http://www.dssurgery.com/procedures] 

 

 

 

 

13. Ginestà C, Saavedra-Perez D, Valentini M, 

Vidal O, Benarroch G, García-Valdecasas JC. 

Total extraperitoneal (TEP) hernioplasty with 

intestinal resection assisted by laparoscopy for 

a strangulated Richter femoral hernia. Surg 

Laparosc Endosc Percutan Tech. 2013; 23(3): 

334-336. 

14. Rebuffat C, Galli A, Scalambra MS, Balsamo F. 

Laparoscopic repair of strangulated hernias. 

Surg Endosc. 2006; 20(1): 131-134. 

15. Praveen Raj P, Senthilnathan P, Kumaravel R, 

et al. Concomitant laparoscopic ventral hernia 

mesh repair and bariatric surgery: a 

retrospective study from a tertiary care center. 

Obes Surg. 2012; 22(5): 685-689.  

16. Datta T, Eid G, Nahmias N, Dallal RM. 

Management of ventral hernias during 

laparoscopic gastric bypass. Surg Obes Relat 

Dis. 2008; 4(6): 754-757.  

17. Eid GM, Mattar SG, Hamad G, et al. Repair of 

ventral hernias in morbidly obese patients 

undergoing laparoscopic gastric bypass should 

not be deferred. Surg Endosc. 2004; 18(2): 

207-210. 

18. Kamer E, Unalp HR, Derici H, Tansug T, 

Onal MA. Laparoscopic cholecystectomy 

accompanied by simultaneous umbilical hernia 

repair: a retrospective study. J Postgrad Med. 

2007; 53(3): 176-180. 

19. Kwaan MR, Sirany AM, Rothenberger DA, 

Madoff RD. Abdominal wall thickness: is it 

associated with superficial and deep incisional 

surgical site infection after colorectal surgery? 

Surg Infect (Larchmt). 2013; 14(4): 363-368.  

20. Wakefield H, Vaughan-Sarrazin M, Cullen JJ. 

Influence of obesity on complications and 

costs after intestinal surgery. Am J Surg. 2012; 

204(4): 434-440.  

21. Shabanzadeh DM, Sørensen LT. Laparoscopic 

surgery compared with open surgery decreases 

surgical site infection in obese patients: a 

systematic review and meta-analysis. Ann 

Surg. 2012; 256(6): 934-945.  

22. Shrivastava A, Gupta A, Gupta A, Shrivastava J. 

Erosion of small intestine with necrotising 

fasciitis of over lying abdominal wall after 

expanded poly-tetrafluoroethylene mesh 

implantation: A rare complication after 

laparoscopic incisional hernia repair. J Minim 

Access Surg. 2013; 9(3): 138-140.  
23. Cevasco M, Itani KM. Ventral hernia repair 

with synthetic, composite, and biologic mesh: 

characteristics, indications, and infection 

profile. Surg Infect (Larchmt). 2012; 13(4): 

209-215. 
 

 

 

 

http://www.dssurgery.com/procedures


286  Moldovanu R. 
Jurnalul de Chirurgie (Iaşi), 2013, Vol. 9, Nr. 3 

 

 

 


