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Laparoscopy

§ laparoscopy provides a window to directly 
visualize pelvic anatomy as well as a 

technique for performing many operations 
with less morbidity than laparotomy 

§ the first human laparoscopy was performed 
in 1910 in Sweden. By the mid-1970s, 

laparoscopy had been adopted as the 
method of choice for female sterilization. 

§ Laparoscopic visualization is excellent 

because the video camera and endoscope 
magnify the image. 

§ Comprehensive Gynecology 7th edition, 2017 (Lobo RA, Gershenson DM, Lentz GM, Valea FA editors); chapter 10; 
Endoscopy: Hysteroscopy and Laparoscopy; p 190



LAPAROSCOPY:  INDICATIONS

§ The most common indication used to be female sterilization but is now 

diagnostic laparoscopy, and this includes the evaluation of pelvic pain. 

§ Other indications include removal of ectopic pregnancies, resection or ablation 

of endometriosis, ovarian cystectomy or salpingooophorectomy, myomectomy, 

hysterectomy, lysis of adhesions, removal of intraperitoneal intrauterine device, 

lymph node dissections, ovarian biopsy, and urogynecologic procedures. 

§ The limits and indications of surgical procedures via the laparoscope depend on 

the experience and judgment of the gynecologist. 

§ Comprehensive Gynecology 7th edition, 2017 (Lobo RA, Gershenson DM, Lentz GM, Valea FA editors); chapter 10; 
Endoscopy: Hysteroscopy and Laparoscopy; p 190



LAPAROSCOPY:  CONTRAINDICATIONS

§ Absolute contraindications to laparoscopy include intestinal obstruction, 

hemoperitoneum that produces hemodynamic instability, severe cardiovascular 

or pulmonary disease, and tuberculous peritonitis.

§ Relative contraindications, include morbid obesity, large hiatal hernia, 

advanced malignancy, generalized peritonitis or peritonitis following previous 

surgery, inflammatory bowel disease, and extensive intraabdominal scarring. 

Even with these relative contraindications, the surgeon may attempt 

laparoscopy. 

§ Comprehensive Gynecology 7th edition, 2017 (Lobo RA, Gershenson DM, Lentz GM, Valea FA editors); chapter 10; 
Endoscopy: Hysteroscopy and Laparoscopy; p 190



LAPAROSCOPIC EQUIPMENT AND 
TECHNIQUES 

§ general anesthesia is recommended and ensures adequate muscle relaxation, patient comfort, 
and the ability to manipulate intraabdominal organs. 

§ the standard laparoscope is 10 mm in diameter, but laparoscopes come in sizes varying from 2 
to 10 mm.

§ Laparoscopic telescopes come in 0-degree to 30-degree lens angles, but the 0-degree type is 
most commonly used. 

§ Most laparoscopes are 30 cm long and provide a field of vision of 60 to 75 degrees. 

§ the, as this is the thinnest area of the abdominal wall. inferior margin of the umbilicus is the 
preferred site of entry

§ carbon dioxide is the preferred gas to distend the abdominal cavity àquickly forms carbonic 
acid on the moist parietal peritoneal surface, which results in considerable discomfort to a 
patient without regional or general anesthesia. 

§ Comprehensive Gynecology 7th edition, 2017 (Lobo RA, Gershenson DM, Lentz GM, Valea FA editors); chapter 10; 
Endoscopy: Hysteroscopy and Laparoscopy; p 190



LAPAROSCOPIC EQUIPMENT AND 
TECHNIQUES 

§ A Veress needle has a retractable cutting point that is 
used for entry into the abdominal cavity for the 
purpose of insufflating the abdomen with gas for 
laparoscopy. 

§ A trocar is a blunt, bladed, or optical device for 
entering the abdominal cavity for laparoscopy and is 
the cannula for holding the laparoscope or 
laparoscopic instruments 
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 Laparoscopic ovarian biopsy (for karyotyping in certain endo-
crine disorders) is possible. The limits and indications of surgical 
procedures via the laparoscope depend on the experience and 
judgment of the gynecologist.

Absolute contraindications to laparoscopy include intesti-
nal obstruction, hemoperitoneum that produces hemodynamic 
instability, severe cardiovascular or pulmonary disease, and 
tuberculous peritonitis. Relative contraindications, in which 
each case must be individualized, include morbid obesity, large 
hiatal hernia, advanced malignancy, generalized peritonitis or 
peritonitis following previous surgery, inflammatory bowel dis-
ease, and extensive intraabdominal scarring. Even with these 
relative contraindications, the surgeon may attempt laparoscopy.

LAPAROSCOPIC EQUIPMENT AND TECHNIQUES

Laparoscopy may be performed under local, regional, or gen-
eral anesthesia. For simple procedures, many prefer local anes-
thesia for its safety, with the addition of conscious sedation by 
intravenous medication. Regional anesthesia is possible, but the 
 Trendelenburg position needed for gravity to keep the bowels in 
the upper abdomen can be bothersome to the patient and restrict 
respiration. The risks associated with general anesthesia are one 
of the major hazards of laparoscopy. However, when operative 
laparoscopy is contemplated, general anesthesia is recommended 
and ensures adequate muscle relaxation, patient comfort, and the 
ability to manipulate intraabdominal organs. The standard diag-
nostic laparoscope is 10 mm in diameter, but laparoscopes come 
in sizes varying from 2 to 10 mm. The microlaparoscopes are used 
primarily for diagnostic evaluation. The 5-mm and 10-mm forms 
are widely utilized. Laparoscopic telescopes come in 0-degree to 
30-degree lens angles, but the 0-degree type is most commonly 
used. Most laparoscopes are 30 cm long and provide a field of 
vision of 60 to 75 degrees. The inferior margin of the umbilicus 
is the preferred site of entry, as this is the thinnest area of the 
abdominal wall. Alternative sites are detailed in Figure 10.8. The 
choice of gas to develop the pneumoperitoneum depends on the 
choice of anesthesia. Nitrous oxide is preferable with local anes-
thesia, but carbon dioxide is the choice with general anesthesia. 
Nitrous oxide is nonflammable but does support combustion. 
Carbon dioxide quickly forms carbonic acid on the moist parietal 
peritoneal surface, which results in considerable discomfort to a 
patient without regional or general anesthesia.

A Veress needle (Fig. 10.9; radially dilating trocar with Veress- 
type needle) has a retractable cutting point that is used for 
entry into the abdominal cavity for the purpose of insufflat-
ing the abdomen with gas for laparoscopy. A trocar is a blunt, 
bladed, or optical device for entering the abdominal cavity for 
laparoscopy and is the cannula for holding the laparoscope or 
laparoscopic instruments (Fig. 10.10). Secondary puncture tro-
cars vary from 5 mm (bipolar forceps, 5-mm telescope, suction/ 
irrigation device, vessel sealing, cutting or coagulation devices), 7 
or 8 mm in width (Filshie clips for sterilization), to 10 to 12 mm 
for pouches to remove specimens, or a morcellating device for 
removing fibroids or a uterus.

There are three techniques to access the abdomen. First, Ver-
ess needle insertion is used to create a pneumoperitoneum fol-
lowed by trocar placement. Second, direct trocar placement in a 
noninsufflated abdomen has been described. Third, an open or 
Hasson technique can be used when adhesions are expected, par-
ticularly under the umbilicus. When using the Veress technique, 
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Figure 10.8 Usual sites for insertion of insufflating needle in laparos-
copy: (1) infraumbilical fold, (2) supraumbilical fold, (3) left costal mar-
gin, (4) midway between umbilicus and pubis, and (5) left McBurney’s 
point. (From Corson SL. Operating room preparation and basic tech-
niques. In: Phillips JM, ed. Laparoscopy. Baltimore: Williams & Wilkins; 
1977. Copyright 1977 by the Williams & Wilkins Co., Baltimore.)

Figure 10.9 Radially dilating trocar with Veress-type needle. (From 
Beiber EJ, Sanfilippo JS, Horowitz IR. Clinical Gynecology. Philadelphia: 
Elsevier; 2006.)
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LAPAROSCOPIC EQUIPMENT AND 
TECHNIQUES 
§ there are three techniques to access the abdomen. 

§ First, Veress needle insertion is used to create a pneumoperitoneum followed by 

trocar placement; 

§ intraperitoneal pressure of ≤10 mm Hg is a reliable indicator of correct intraperitoneal 

needle placement, and insufflation of the carbon dioxide gas can begin 

§ Second, direct trocar placement in a noninsulated abdomen 

§ third, an open or Hasson technique can be used when adhesions are expected,       
particularly under the umbilicus. 
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 Laparoscopic ovarian biopsy (for karyotyping in certain endo-
crine disorders) is possible. The limits and indications of surgical 
procedures via the laparoscope depend on the experience and 
judgment of the gynecologist.

Absolute contraindications to laparoscopy include intesti-
nal obstruction, hemoperitoneum that produces hemodynamic 
instability, severe cardiovascular or pulmonary disease, and 
tuberculous peritonitis. Relative contraindications, in which 
each case must be individualized, include morbid obesity, large 
hiatal hernia, advanced malignancy, generalized peritonitis or 
peritonitis following previous surgery, inflammatory bowel dis-
ease, and extensive intraabdominal scarring. Even with these 
relative contraindications, the surgeon may attempt laparoscopy.

LAPAROSCOPIC EQUIPMENT AND TECHNIQUES

Laparoscopy may be performed under local, regional, or gen-
eral anesthesia. For simple procedures, many prefer local anes-
thesia for its safety, with the addition of conscious sedation by 
intravenous medication. Regional anesthesia is possible, but the 
 Trendelenburg position needed for gravity to keep the bowels in 
the upper abdomen can be bothersome to the patient and restrict 
respiration. The risks associated with general anesthesia are one 
of the major hazards of laparoscopy. However, when operative 
laparoscopy is contemplated, general anesthesia is recommended 
and ensures adequate muscle relaxation, patient comfort, and the 
ability to manipulate intraabdominal organs. The standard diag-
nostic laparoscope is 10 mm in diameter, but laparoscopes come 
in sizes varying from 2 to 10 mm. The microlaparoscopes are used 
primarily for diagnostic evaluation. The 5-mm and 10-mm forms 
are widely utilized. Laparoscopic telescopes come in 0-degree to 
30-degree lens angles, but the 0-degree type is most commonly 
used. Most laparoscopes are 30 cm long and provide a field of 
vision of 60 to 75 degrees. The inferior margin of the umbilicus 
is the preferred site of entry, as this is the thinnest area of the 
abdominal wall. Alternative sites are detailed in Figure 10.8. The 
choice of gas to develop the pneumoperitoneum depends on the 
choice of anesthesia. Nitrous oxide is preferable with local anes-
thesia, but carbon dioxide is the choice with general anesthesia. 
Nitrous oxide is nonflammable but does support combustion. 
Carbon dioxide quickly forms carbonic acid on the moist parietal 
peritoneal surface, which results in considerable discomfort to a 
patient without regional or general anesthesia.

A Veress needle (Fig. 10.9; radially dilating trocar with Veress- 
type needle) has a retractable cutting point that is used for 
entry into the abdominal cavity for the purpose of insufflat-
ing the abdomen with gas for laparoscopy. A trocar is a blunt, 
bladed, or optical device for entering the abdominal cavity for 
laparoscopy and is the cannula for holding the laparoscope or 
laparoscopic instruments (Fig. 10.10). Secondary puncture tro-
cars vary from 5 mm (bipolar forceps, 5-mm telescope, suction/ 
irrigation device, vessel sealing, cutting or coagulation devices), 7 
or 8 mm in width (Filshie clips for sterilization), to 10 to 12 mm 
for pouches to remove specimens, or a morcellating device for 
removing fibroids or a uterus.

There are three techniques to access the abdomen. First, Ver-
ess needle insertion is used to create a pneumoperitoneum fol-
lowed by trocar placement. Second, direct trocar placement in a 
noninsufflated abdomen has been described. Third, an open or 
Hasson technique can be used when adhesions are expected, par-
ticularly under the umbilicus. When using the Veress technique, 
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Figure 10.8 Usual sites for insertion of insufflating needle in laparos-
copy: (1) infraumbilical fold, (2) supraumbilical fold, (3) left costal mar-
gin, (4) midway between umbilicus and pubis, and (5) left McBurney’s 
point. (From Corson SL. Operating room preparation and basic tech-
niques. In: Phillips JM, ed. Laparoscopy. Baltimore: Williams & Wilkins; 
1977. Copyright 1977 by the Williams & Wilkins Co., Baltimore.)

Figure 10.9 Radially dilating trocar with Veress-type needle. (From 
Beiber EJ, Sanfilippo JS, Horowitz IR. Clinical Gynecology. Philadelphia: 
Elsevier; 2006.)
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Primary trocar 
entry
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 Laparoscopic ovarian biopsy (for karyotyping in certain endo-
crine disorders) is possible. The limits and indications of surgical 
procedures via the laparoscope depend on the experience and 
judgment of the gynecologist.

Absolute contraindications to laparoscopy include intesti-
nal obstruction, hemoperitoneum that produces hemodynamic 
instability, severe cardiovascular or pulmonary disease, and 
tuberculous peritonitis. Relative contraindications, in which 
each case must be individualized, include morbid obesity, large 
hiatal hernia, advanced malignancy, generalized peritonitis or 
peritonitis following previous surgery, inflammatory bowel dis-
ease, and extensive intraabdominal scarring. Even with these 
relative contraindications, the surgeon may attempt laparoscopy.

LAPAROSCOPIC EQUIPMENT AND TECHNIQUES

Laparoscopy may be performed under local, regional, or gen-
eral anesthesia. For simple procedures, many prefer local anes-
thesia for its safety, with the addition of conscious sedation by 
intravenous medication. Regional anesthesia is possible, but the 
 Trendelenburg position needed for gravity to keep the bowels in 
the upper abdomen can be bothersome to the patient and restrict 
respiration. The risks associated with general anesthesia are one 
of the major hazards of laparoscopy. However, when operative 
laparoscopy is contemplated, general anesthesia is recommended 
and ensures adequate muscle relaxation, patient comfort, and the 
ability to manipulate intraabdominal organs. The standard diag-
nostic laparoscope is 10 mm in diameter, but laparoscopes come 
in sizes varying from 2 to 10 mm. The microlaparoscopes are used 
primarily for diagnostic evaluation. The 5-mm and 10-mm forms 
are widely utilized. Laparoscopic telescopes come in 0-degree to 
30-degree lens angles, but the 0-degree type is most commonly 
used. Most laparoscopes are 30 cm long and provide a field of 
vision of 60 to 75 degrees. The inferior margin of the umbilicus 
is the preferred site of entry, as this is the thinnest area of the 
abdominal wall. Alternative sites are detailed in Figure 10.8. The 
choice of gas to develop the pneumoperitoneum depends on the 
choice of anesthesia. Nitrous oxide is preferable with local anes-
thesia, but carbon dioxide is the choice with general anesthesia. 
Nitrous oxide is nonflammable but does support combustion. 
Carbon dioxide quickly forms carbonic acid on the moist parietal 
peritoneal surface, which results in considerable discomfort to a 
patient without regional or general anesthesia.

A Veress needle (Fig. 10.9; radially dilating trocar with Veress- 
type needle) has a retractable cutting point that is used for 
entry into the abdominal cavity for the purpose of insufflat-
ing the abdomen with gas for laparoscopy. A trocar is a blunt, 
bladed, or optical device for entering the abdominal cavity for 
laparoscopy and is the cannula for holding the laparoscope or 
laparoscopic instruments (Fig. 10.10). Secondary puncture tro-
cars vary from 5 mm (bipolar forceps, 5-mm telescope, suction/ 
irrigation device, vessel sealing, cutting or coagulation devices), 7 
or 8 mm in width (Filshie clips for sterilization), to 10 to 12 mm 
for pouches to remove specimens, or a morcellating device for 
removing fibroids or a uterus.

There are three techniques to access the abdomen. First, Ver-
ess needle insertion is used to create a pneumoperitoneum fol-
lowed by trocar placement. Second, direct trocar placement in a 
noninsufflated abdomen has been described. Third, an open or 
Hasson technique can be used when adhesions are expected, par-
ticularly under the umbilicus. When using the Veress technique, 
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Figure 10.8 Usual sites for insertion of insufflating needle in laparos-
copy: (1) infraumbilical fold, (2) supraumbilical fold, (3) left costal mar-
gin, (4) midway between umbilicus and pubis, and (5) left McBurney’s 
point. (From Corson SL. Operating room preparation and basic tech-
niques. In: Phillips JM, ed. Laparoscopy. Baltimore: Williams & Wilkins; 
1977. Copyright 1977 by the Williams & Wilkins Co., Baltimore.)

Figure 10.9 Radially dilating trocar with Veress-type needle. (From 
Beiber EJ, Sanfilippo JS, Horowitz IR. Clinical Gynecology. Philadelphia: 
Elsevier; 2006.)
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Primary trocar 
entry

§ Once the abdomen is insufflated to 15 
mm Hg (if using veress needle), the 
primary trocar can be inserted. 

§ Caution: primary trocar placement leads 
to the majority of vascular and bowel 
injuries 

§ Open laparoscopy, often called the 
Hasson technique, may be used as an 
alternative to the Veress needle option. 
Instead of blind entry into the peritoneal 
cavity, a small incision is made in the 
fascia and parietal peritoneum 

Comprehensive Gynecology 7th edition, 2017 (Lobo RA, Gershenson DM, Lentz GM, Valea FA editors); chapter 10; 
Endoscopy: Hysteroscopy and Laparoscopy; p 190



Secondary 
trocar entry

§ Once the primary trocar is in place, the 
telescope and camera can be attached 
and the pelvis visualized.

§ Secondary trocars can be placed under 
direct visualization, which is why there are 
fewer vascular and bowel injuries with 
these trocars. 

§ third and fourth puncture sites are often 
required for complex cases. 

Comprehensive Gynecology 7th edition, 2017 (Lobo RA, Gershenson DM, Lentz GM, Valea FA editors); chapter 10; 
Endoscopy: Hysteroscopy and Laparoscopy; p 190



Trocar entry

https://www.ostetriciaeginecologia.sm/en/gynecological-laparoscopy.php

https://www.ostetriciaeginecologia.sm/en/gynecological-laparoscopy.php


Trendelenburg 
position



Operative 
laparoscopy

§ Operative laparoscopy may be performed with 
mechanical instruments, including an extensive 
variety of scissors, scalpels, endoscopic syringes, 
myoma screws, suture devices, electrocautery 
instruments (both unipolar and bipolar), harmonic 
and vessel sealing devices for hemostasis and 
cutting, suction, irrigation, stapling devices, 
endoscopic clips, and laser instruments.

§ During operative laparoscopy, stabilization of the 
pelvic organs is essential, such as traction and 
countertraction on the edges of an adhesion. 

§ Multiple trocar sites are needed so that the 
primary surgeon and assistant can use both 
hands. 

Comprehensive Gynecology 7th edition, 2017 (Lobo RA, Gershenson DM, Lentz GM, Valea FA editors); chapter 10; 
Endoscopy: Hysteroscopy and Laparoscopy; p 190



instruments



Indications in 
gynecology

1. Sterilization

2. Diagnosis and treatment of infertility

3. Diagnosis and treatment of ectopic pregnancy

4. Management of pelvic pain

5. Hysterectomy

6. Myomectomy

7. Management of adnexal masses

8. cancer staging, including paraaortic and pelvic 
lymphadenectomy. 

9. tubal reanastomosis, 

10. appendectomy,

11. uterosacral ligament transection

12. presacral neurectomy

13.retropubic bladder neck suspensions, and complex 
urogynecologic procedures. 

Comprehensive Gynecology 7th edition, 
2017 (Lobo RA, Gershenson DM, Lentz 
GM, Valea FA editors); chapter 10; 
Endoscopy: Hysteroscopy and 
Laparoscopy; p 190
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Indications for laparoscopy in pregnancy include, but are not 
limited to, suspected appendicitis, ovarian torsion, and gallblad-
der disease. Laparoscopic surgery can be undertaken in all of 
pregnancy’s trimesters; however, the optimal time to operate is 
early in the second trimester. In the third trimester, surgery may 
be technically difficult due to the enlarged uterus. Although cur-
rently used general anesthetic agents are not believed to have 
significant teratogenic effects, the data are limited.

To reduce compression of the vena cava and the subsequent 
effect on cardiac output and placental blood flow, pregnant 
patients are positioned in supine or lithotomy with a leftward 
tilt. Insufflation of the abdomen to pressures above 15 mm Hg 
may affect maternal and fetal physiology, including a reduction 
of maternal cardiac output, an increased risk for maternal respi-
ratory acidosis, and a decrease in placental perfusion. Thus it is 
best for intraabdominal pressure to be maintained between 8 to 
12 mm Hg.

In the second and third trimesters of pregnancy, initial 
abdominal entry has an increased risk of inadvertently injuring 
the enlarged uterus. To decrease this risk, an open entry technique 
or entry in the left-upper quadrant at the Palmer point should be 
considered. Subsequent trocars are inserted under direct visual-
ization. Uterine manipulators that are placed through the cervix 
should not be used. Instead, a sponge stick in the vagina can be 
used to gently tilt the uterus.

The American College of Chest Physicians (ACCP) guide-
lines recommend thromboprophylaxis for all pregnant patients 
undergoing surgery. Mechanical compression devices are reason-
able for shorter laparoscopic procedures. The addition of low-
molecular-weight heparin is suggested for procedures lasting 
longer than 45 minutes. Early ambulation should be encouraged 
postoperatively. Prophylactic tocolytics are not routinely recom-
mended. If the fetus is of a viable gestational age, fetal heart 
rate monitoring may be performed before and after the surgical 
procedure.

LAPAROSCOPIC COMPLICATIONS

The major categories of complications with laparoscopy are lacera-
tion of blood vessels, intestinal and urinary tract injuries, including 
trocar and thermal injuries, incisional hernias, and cardiorespira-
tory problems arising from the pneumoperitoneum (Box 10.4). 
One complication has remained unchanged for 25 years. At least 
50% of the major laparoscopic complications arise before the 

planned surgery starts and occur with accessing the abdomen. 
Most of these injuries are with the primary trocar placement at 
the umbilicus and involve major vascular injuries or the bowel. 
A Cochrane review (Ahmad, 2012) compared an open-entry tech-
nique with the Veress needle and did not find a difference in the 
incidence of visceral or vascular injury; however, an open-entry 
technique did reduce the rate of failed entry.

Several studies have evaluated the incidence of complications 
with operative laparoscopy. A large, multicenter French study of 
29,966 laparoscopies showed a high frequency of trocar injuries 
with a total complication rate of 4.64 per thousand laparosco-
pies. Complications increase with the age of the patient and the 
complexity of the procedure. The overall rate of complications 
from large series of operative laparoscopy varies from 0.2% 
to 2%. Data were compiled from a series of injuries resulting 
from abdominal entry and laparoscopic access injuries reported 
to large insurance data banks (Chandler, 2001). The series 
included general surgery as well as gynecology from both the 
United States and other countries. Over a 20-year period, the 
data bank collected 594 reports of organ injury, 33% in gyne-
cology patients. Importantly, 50% of bowel injuries were unrec-
ognized for 24 hours or more. Sixty-five deaths were reported. 
Age older than 59 years and delayed diagnosis of injury were 
independently associated with mortality in this series. A system-
atic review of gynecology bowel injury from 90 studies found 
the overall incidence was 1 in 769 cases (Llarena, 2015). More 
complex surgeries resulted in higher injury rates.  Hysterectomy 
led to the highest bowel injury incidence at 1 in 256. Most inju-
ries occurred during abdominal access and insufflation using a 
Veress needle or trocar. A meta-analysis of 27 randomized con-
trolled trials compared laparoscopy and laparotomy for benign 
gynecologic procedures. The overall risk of complication was 
8.9% with laparoscopy compared with 15.2 with laparotomy 
(relative risk 0.6). The risk of major complications was the same 
at 1.4%, so the risk of minor complication was higher in the 
laparotomy group.

Laceration of the aorta, inferior vena cava, or iliac vessels is 
a surgical emergency. Because abdominal wall hematomas are 
usually subfascial in location, care must be taken to avoid the 
epigastric vessels. For safety, it has been recommended that lat-
eral trocars be placed at least 5 cm above the symphysis and at 
least 8 cm from the midline (Hurd, 1994). The Veress needle or 
the trocar may produce intestinal injuries. Thermal injuries may 
be recognized at the time of surgery, but if they are not recog-
nized intraoperatively, significant delays in recognition can lead 
to septicemia and death. The incidence of ureteral injuries var-
ies from 1% to 4% with laparoscopic dissection of the cardinal 
ligaments.

The risk of incisional hernia is increased for port sites of 
12 mm or greater and extraumbilical sites (0.17% to 0.23%). 
Many of these herniations occur despite fascial closure at the 
initial surgery. Clinical symptoms include a bulge at the incision 
site, which may be painful to a bowel obstruction or infarction.

Complications directly related to the pneumoperitoneum 
include pneumothorax, diminished venous return, gas embo-
lism, and cardiac arrhythmias. It is important not to develop 
pressures greater than 20 mm Hg in establishing the pneumoperi-
toneum. High pressures impede venous return and limit excur-
sion of the diaphragm. A rare but life-threatening complication 
of laparoscopy is gas embolism, which produces hypotension 

Laceration of major blood vessels; epigastric, obturator, iliac, 
vena cava, aorta

Surgical site bleeding

Box 10.4   Intraoperative and Delayed Laparoscopic Surgery 
Risks
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Most of these injuries are 
with the primary trocar 
placement at the 
umbilicus and involve 
major vascular injuries or 
the bowel. 

Complications

Comprehensive Gynecology 7th edition, 2017 (Lobo RA, Gershenson DM, Lentz GM, Valea FA editors); chapter 10; 
Endoscopy: Hysteroscopy and Laparoscopy; p 190



complications

§ For safety, it has been recommended that lateral 
trocars be placed at least 5 cm above the 
symphysis and at least 8 cm from the midline 

§ the incidence of ureteral injuries varies from 1% to 
4% with laparoscopic dissection of the cardinal 
ligaments. 

§ the risk of incisional hernia is increased for port 
sites of 12 mm or greater and extraumbilical sites 
(0.17% to 0.23%). 

§ rare but life-threatening complication of 
laparoscopy is gas embolism, which produces 
hypotension and the classical “mill wheel” murmur 
that can be heard over the entire precordium. 

Comprehensive Gynecology 7th edition, 2017 (Lobo RA, Gershenson DM, Lentz GM, Valea FA editors); chapter 10; 
Endoscopy: Hysteroscopy and Laparoscopy; p 190



Laparoscopy in 
pregnancy

§ laparoscopic surgery may provide better 
visualization and less manipulation of the gravid 
uterus. 

§ Indications for laparoscopy in pregnancy include 
suspected appendicitis, ovarian torsion, and 
gallbladder disease. 

§ Laparoscopic surgery can be undertaken in all of 
pregnancy’s trimesters; 

§ optimal time to operate is early in the second 
trimester. In the third trimester, surgery may be 
technically difficult due to the enlarged uterus. 

Comprehensive Gynecology 7th edition, 2017 (Lobo RA, Gershenson DM, Lentz GM, Valea FA editors); chapter 10; 
Endoscopy: Hysteroscopy and Laparoscopy; p 190



Laparoscopy in 
pregnancy

§ pregnant patients are positioned in supine or 
lithotomy with a leftward tilt (To reduce 
compression of the vena cava and the subsequent 
effect on cardiac output and placental blood flow)

§ It is best for intraabdominal pressure to be 
maintained between 8 to 12 mm Hg (insufflation of 
the abdomen to pressures > 15 mm Hg may affect 
maternal and fetal physiology, including a 
reduction of maternal cardiac output, an increased 
risk for maternal respiratory acidosis, and a 
decrease in placental perfusion)

Comprehensive Gynecology 7th edition, 2017 (Lobo RA, Gershenson DM, Lentz GM, Valea FA editors); chapter 10; 
Endoscopy: Hysteroscopy and Laparoscopy; p 190



Laparoscopy in 
pregnancy

§ To decrease this risk of injuring a large uterus 
during third trimester or late 2nd trimester, an 
open entry technique or entry in the left-upper 
quadrant at the Palmer point should be 
considered. 

§ the American College of Chest Physicians (ACCP) 
guidelines recommend thromboprophylaxis for 
all pregnant patients undergoing surgery. 

§ addition of low- molecular-weight heparin is 
suggested for procedures lasting longer than 45 
minutes. 

§ Early ambulation should be encouraged 
postoperatively. 

§ Prophylactic tocolytics are not routinely 
recommended. 

Comprehensive Gynecology 7th edition, 2017 (Lobo RA, Gershenson DM, Lentz GM, Valea FA editors); chapter 10; 
Endoscopy: Hysteroscopy and Laparoscopy; p 190
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