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ABSTRACT
Port-site metastasis is a major complication of surgical laparos-
copy for gynecologic oncology and has been reported in
literature with an incidence of 1.1 to 16%. Factors that contribute
for development of port site can be divided in three categories:
operative related, wound related and tumor related. With this
review, the authors pretend to report the ideal surgical conditions,
laparoscopic environment and means of prevention to decrease
risk of port-site metastases in gynecologic malignancies.
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INTRODUCTION

Laparoscopy is an established technical option for the
diagnosis, staging and treatment of several oncologic
pathologies.1 The early optimism after the introduction of
this approach was followed by the doubts based on the
observation of port-site metastasis after laparoscopic surgery
for neoplastic diseases.2 In 1978, port-site metastasis was
defined for the first time, subsequent to laparoscopy in a
patient with ovarian cancer. Port-site metastasis is a major
complication of surgical laparoscopy for gynecologic
oncology and has been reported in literature with an
incidence of 1.1 to 16%.3 Prospective studies show that it
is possible to keep the incidence of abdominal wall
metastases to about 1% comparable to open surgery.4

Etiology of port-site metastases is multifactorial. Factors
can be divided in three categories: operative related, wound
related and tumor related. Operative-related factors include
the gas used, the effect of gas turbulence in long laparoscopic
procedures, the high pressure pneumoperitoneum, long-
operative procedure, tumor manipulation, local trauma and
individual surgical skills. Wound-related factors are forced
extraction of unprotected tissue and contamination from
instruments during tumor dissection. Tumor-related factors
are the biologic properties of the tumor, embolization of
exfoliated cells and tumor stage.1,3,5-8

AIM

The aim of this review is to report ideal surgical conditions,
laparoscopic environment and means of prevention to
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decrease risk of port-site metastases in gynecologic
malignancies.

MATERIALS AND METHODS

The authors searched in Medline database for English-
language and French-language articles using the keywords
‘laparoscopic port-site metastases’, ‘prevention
of laparoscopic port-site metastases’, ‘laparoscopic port-
site metastases in ovarian cancer’, ‘laparoscopic
port-site metastases in endometrial cancer’, ‘laparoscopic
port-site metastases in cervical cancer’ and ‘laparoscopic
port-site metastases in borderline ovarian tumors’.

Additional articles were obtained based on the
bibliographic cross-reference of the initial articles reviewed.

There were identified >400 articles in English published
during the last 51 years regarding the history, incidence,
etiology and prevention of port-site metastases. According
to the aim of this revision, 28 articles were selected and
reviewed.

RESULTS

The development of port-site metastases following
laparoscopic resection of various malignancies continues
to be a disturbing issue for laparoscopic surgeons.9

Mostly studies intend to investigate the factors
potentially responsible for the spread of cancer cells in
laparoscopic surgery.

Based on experimental studies and clinical reports, many
theories have been proposed to account for the ability of
tumor to spread to surgical wounds. The tumor cell
entrapment hypothesis, which was proposed in 1989,
suggests that free cancer cells are able to implant on raw
tissue surfaces including damaged peritoneal surfaces.
Postoperatively, these areas become covered by a fibrinous
exudate which could serve to protect the tumor cells from
destruction by the normal defense mechanisms. This theory
is supported by studies that have demonstrated tumor cells
at concentrations of up to 26% in wound washings and have
shown the recovery of tumor cells from the gloves and
instruments used during surgery. Hypotheses specific to
laparoscopy include exfoliation and spread of tumor cells
by laparoscopic instruments, direct implantation at the trocar
site by frequent changes of instruments, direct implantation
from the passage of the specimen, the presence of the
pneumoperitoneum, which can create a ‘chimney effect’
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that causes an increase in the passage of tumor cells at port
sites and preferential growth of malignant cells at areas of
laparoscopic peritoneal perforation.10,11

A study performed to evaluate the variables in the spread
of tumor cells to port sites in swines demonstrated that some
strategies, such as increasing insufflation pressure, reducing
episodes of desufflation and gas leaks, and using frequent
intra-abdominal lavage may help to reduce the numbers of
viable tumor cells displaced to port sites during laparoscopic
surgery for intra-abdominal malignancy.12

Another study performed in rat model evaluated the
effects of carbon dioxide (CO2) pneumoperitoneum and
wound closure technique on port-site tumor implantation.
This study suggests that closure technique (skin closure
alone vs all three layers) may influence the rate of port- site
tumor implantation. The rate of tumor implantation was
found to be significantly higher for skin closure alone.13

Another experimental study in rat model proved that the
choice of helium as insufflation gas reduces the incidence
of port-site metastases and the degree of intraperitoneal
tumor spread.14 However, the use of helium carries a
possible risk of lethal gas embolism.4

Several clinical reports have suggested that gasless
laparoscopy may aid in the prevention of port-site metastases
by reducing tumor dissemination created by the carbon
dioxide CO2 pneumoperitoneum. However, in vitro research
involving a laparoscopic model performed on colorectal
cancer cells showed that malignant cells were not identified
in the CO2 exhaust, but were found on the laparoscopic
instruments used. Similarly, a study of the instruments, port
cannula, and CO2 gas of 12 patients undergoing staging
laparoscopy for pancreatic cancer showed extremely low
levels of free-floating tumor cells when compared with the
cell content found on the cannula and instruments. In both
cases, the authors concluded that the finding of malignant
cells on the ports was a result of direct contamination by
the instruments and not from dispersion of malignant cells
by the CO2 gas.15 In a prospective randomized study in rats
using a xenograft ovarian cancer model, port-site metastases
were found to be significantly higher in the gasless
laparoscopy group compared with that in a group that had
laparoscopy with a CO2 pneumoperitoneum.16

An article that reviewed all reported cases of laparoscopic
port-site metastases in patients with gynecological
malignancies revealed that 71% of port-site recurrences were
isolated in the tissue-manipulating port.8 This observation
also highlights the importance of the usage of protected
tissue retrieval.

Other studies were performed to evaluate if the
irrigation of port sites are efficient for the prevention of
port-site metastases.17

One study evaluated the effect of topical application of
oxaliplatin on the development of port-site metastases in
an experimental murine model. Intramuscular topical
application of oxaliplatin did not decrease the incidence of
port-site metastasis, but a tendency of declination was
observed.9

In another article reported the results of incidence of
port-site metastases with the irrigation after completion of
the pneumoperitoneum with povidone-iodine, a mixture of
taurolidine and heparin or sodium chloride in rat models.
No difference in tumor growth at trocar wounds was found
between any type of irrigation and controls in both
experiments.18 However, another study has shown a
significant reduction in port-site metastases when diluted
povidone-iodine was instilled in the peritoneal cavity in a
rat model.16

Cell adhesion molecules integrin and CD44 play an
important role in the development of port-site metastasis.
According to an investigative study in a murine model,
intraperitoneal injection of antiadhesion molecules can
prevent port-site metastasis.19

Another study investigated the antiproliferative effect
of aspirin and indomethacin on tumor cells in vitro and
in vivo and the potential of these drugs to inhibit port-site
and intraperitoneal metastases. Despite promising in vitro
studies, this study does not suggest any clinical therapeutic
value associated the use of aspirin or indomethacin for
the prevention of the spread of tumor following the spillage
of cells into the peritoneal cavity at laparoscopic surgery.20

Several authors have suggested that the presence of
ascites may be a contraindication to performing laparoscopy
in patients with known or suspected malignancy.
Specifically, a review of the literature of all cases of port-
site metastases demonstrated the presence of ascites to be
significantly associated with the early occurrence of port-
site metastases, and another study has demonstrated that
patients with ovarian cancer who developed port-site
metastases after undergoing laparoscopy tended to
have larger amounts of ascitic fluid present at the time of
surgery.21 Specific factors that were shown to be
significantly associated with the rapid development of port-
site metastases postoperatively included the diagnosis of
ovarian malignancy, the presence of ascites and noncurative
surgery. The early onset of postoperative chemotherapy has
been advocated by several authors that have suggested that
patients with a longer duration between laparoscopy and
postoperative chemotherapy may be more likely to develop
port-site metastases.22

A recent study presented clinical evidence to prove that
port-site metastases are likely to be due to the hematogenous
spread of tumor cells. In this same study, the authors propose
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that port-site metastasis could be a likely existence of
circulating tumor cells at the time of surgical trauma of
penetrating nature, i.e. port site or injection site, which
manifest in some patients depending upon their immune
response.23

DISCUSSION

Proper surgical technique in tumor handling following
rigorous oncological principles is the key to good surgery
with low recurrences and excellent survival rates. Some
unusual cases reported in literature highlight the important
role that tumor and host biologic mechanisms play in the
development of port-site metastasis.24 Whether or not
patients with malignancy would benefit from a gasless
laparoscopy approach remains controversial and further
research is needed in this area.16

According to the review of literature, the prophylactic
measures proposed to avoid the development of port-site
metastases after laparoscopy in gynecologic malignancies
are as follows:
• Preoperative measures7,25

– Proper patient selection
– Avoidance of laparoscopic surgery, if ascites is present
– Compliance guidance and adequate equipment for

advanced laparoscopic surgery
– Knowledge of the principles of prevention in the

event of intraoperative discovery of malignant
disease

– Adequate duration of the procedure
– Proper training of the surgeon

• Technical measures1,3,25-28

– Protected puncture of ovarian cyst
– Resection without rupture of an ovarian cyst (in case

of rupture-aspiration and extensive washing)
– Minimal tumor manipulation
– Resection of the tumor with adequate margin
– Peritoneal lavage with heparin in order to avoid

adhesion of free cells or lavage with cytocidal
solutions

– Use of protective bags for tissue retrieval
– Avoiding CO2 leaks and sudden desufflations
– Use of heated and humidified CO2

– Exsufflation of the peritoneum before removal of
the ports

– Drainage placement, if needed, before abdomen
deflation

– Irrigation of ports with heparin or povidone-iodine
solution before removal

– Administration systemic or intraperitoneal of
methotrexate

– Closure of all abdominal layers including the
peritoneum

– Early chemotherapy.

CONCLUSION

Laparoscopic port-site metastases are a potential
complication of laparoscopy in patients with gynecological
malignancies, even in patients with early-stage disease.

Although the etiology is not yet understood, a number
of factors are contributory. All efforts should be made to
prevent port-site metastases.

The risk of port-site metastases remains low, provided
that surgeons rigorously adhere to the principles of
oncological surgery.

ACKNOWLEDGMENT

I would like to thank Professor Rajneesh Mishra, World
Laparoscopy Hospital, New Delhi, for his esteem support.

REFERENCES

1. Martinez J, Targarona EM, Balagué C, Pera M, Trias M. Port-
site metastasis. An unresolved problem in laparoscopic surgery.
A review. Int Surg 1995 Oct-Dec;80(4):315-321.

2. Spiridakis K, Panagiotakis G, Krasoniklakis G, Grigoraki M,
Chronakis E, Psarakis F, Kokkinokis T, Kandylatus S. Port-site
metastasis: a problem in oncologic laparoscopic surgery.
Case report and review of the literature. G Chir 2010 Apr;31(4):
175-179.

3. Özmen B, Ôükür YE, Atabekoglu SC, Heper OA, Sönmezer M,
Güngör M. Early port-site metastasis during neoadjuvant
chemotherapy in advanced stage ovarian cancer: report of two
cases. J Gynecol Oncol 2011 March 31;22(1):57-60.

4. Reymond M, Scbnetder C, Kastl S, Hohenberger W, Kockerlzng
F. The pathogenesis of port-site recurrences. Gastronest Surg
1998;2:406-414.

5. Agostini A, Mattei S, Ronda I, Banet J, Lécuru F, Blanc B.
Prevention of port-site metastasis after laparoscopy. Gynecol
Obstet Fertil 2002 Nov;30(11):878-881.

6. Schaeff B, Paolucci V, Thomopoulos J. Port-site recurrences
after laparoscopic surgery. A review. Dig Surg 1998;15(2):
124-134.

7. Castillo OA, Vitagliano G. Port-site metastasis and tumor
seeding in oncologic laparoscopic urology. Urology 2008
Mar;71(3):372-378.

8. Ramirez PT, Frumovitz M, Wolf JK, Levenback C. Laparoscopic
port-site metastases in patients with gynecological malignancies.
Int J Gynecol Cancer 2004 Nov-Dec;14(6):1070-1077.

9. Tai YS, Abente FC, Assalia A, Ueda K, Gagner M. Topical
treatment with oxaliplatin for the prevention of port-site
metastases in laparoscopic surgery for colorectal cancer. JSLS
2006 Apr-Jun;10(2):160-165.

10. Sugarbaker P, Cunliffe WJ, Belliveau J, de Bruÿn EA, Graves T,
Mullins RE, Schlag P. Rationale for integrating early
postoperative intraperitoneal chemotherapy into the surgical
treatment of gastrointestinal cancer. Semin Oncol 1989 Aug;
16(4 Suppl V6):83-97.



80

Tânia Ornelas Freitas, Raquel Maciel Barbosa

11. Thomas CG. Tumor cell contamination of the surgical wound:
Experimental and clinical observations. Ann Surg 1961 May;
153(5):697-705.

12. Brundell SM, Tucker K, Texler M, Brown B, Chatterton B,
Hewett PJ. Variables in the spread of tumor cells to trocars and
port sites during operative laparoscopy. Surg Endosc 2002 Oct;
16(10):1413-1419.

13. Burns JM, Matthews BD, Pollinger HS, Mostafa G, Joels CS,
Austin CE, Kercher KW, Norton HJ, Honiford BT. Effect of
carbon dioxide pneumoperitoneum and wound closure technique
on port site tumor implantation in a rat model. Surg Endosc
2005 Mar;19(3):441-447.

14. Gupta A, Watson DI, Ellis T, Jamieson GG. Tumor implantation
following laparoscopy using different insufflation gases. ANZ
J Surg 2002 Apr;72(4):254-257.

15. Schaeff B, Paolucci V. Port-site recurrences after laparoscopic
surgery. A review. Dig Surg 1998;15:124-134.

16. Nagarsheth NP, Rahaman J, Cohen CJ, Gretz H, Nezhat F. The
incidence of port-site metastases in gynecologic cancers. JSLS
2004 Apr-Jun;8(2):133-139.

17. Seow-Choen F, Wan WH, Tan KY. The use of a wound protector
to prevent port-site recurrence may not be totally logical.
Colorectal Dis 2009 Feb;11(2):123-125.

18. Wittich P, Mearadji A, Marquet RL, Bonjer HJ. Irrigation of
port sites: Prevention of port-site metastases. J Laparoendosc
Adv Surg Tech A 2004 Jun;14(3):125-129.

19. Hirabayashi Y, Yamaguchi K, Shiraishi N, Adachi Y, Saiki I,
Kitano S. Port-site metastasis after CO2 pneumoperitoneum: role
of adhesion molecules and prevention with antiadhesion
molecules. Surg Endosc 2004 Jul;18(7):1113-1117.

20. Kinugasa S, Smith E, Drew PA, Watson DI, Jamieson GG.
Aspirin and indomethacin for the prevention of experimental
port-site metastases. Surg Endosc 2004 May;18(5):834-838.

21. Wang PH, Yuan CC, Lin G, Ng HT, Chao HT. Risk factors
contributing to early occurrence of port-site metastases of

laparoscopic surgery for malignancy. Gynecol Oncol 1999
Jan;72(1):38-44.

22. Kruitwagen R, Swinkels BM, Keyser K, Doesburg WH,
Schijf CP. Incidence and effect on survival of abdominal wall
metastases at trocar or puncture sites following laparoscopy or
paracentesis in women with ovarian cancer. Gynecol Oncol 1996
Feb;60(2):233-237.

23. Chaturvedi S, Bansal V, Kapoor R, Mandhani A. Is port-site
metastasis a result of systemic involvement? Indian J Urol 2012
Apr;28(2):169-173.

24. Highshaw RA, Vakar-Lopez F, Jonasch E, Yasko AW, Matin
SF. Port-site metastasis: The influence of biology. Eur Urol 2005
Mar;47(3):357-360.

25. Agostini A, Camatte S, Farthouat P, Blanc B, Lecuru F. Port-
site metastases following laparoscopic surgery. Bull Cancer
2000 Dec;87(12):902-906.

26. Hubens G. Port-site metastases: where are we at the beginning
of the 21st century? Acta Chir Belg 2002 Aug;102(4):230-237.

27. Hirabayashi Y, Yamaguchi K, Shiraishi N, Adachi Y, Kitamura
H, Kitano S. Development of port-site metastasis after pneumo-
peritoneum. Surg Endosc 2002 May;16(5):864-868.

28. Rané A, Eng MK, Keeley FX Jr. Port-site metastases. Curr Opin
Urol 2008 Mar;18(2):185-189.

ABOUT THE AUTHORS

Tânia Ornelas Freitas (Corresponding Author)

Resident, Department of Obstetrics and Gynecology, Hospital Dr Nélio
Mendonça, Madeira Island, Portugal, e-mail: tcof@portugalmail.pt

Raquel Maciel Barbosa
Department of Gynecology and Obstetrics, Centro Hospitalar do Porto
Maternidade Júlio Denis, Porto, Portugal


