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Introduction

Recently there is considerable interest
of gynecological laparoscopy, in Thailand.
Value of this procedure has been univer-
sally accepted for some years(5’13'14)

Howcver, it also has some problems.
This communication describes experience
of diagnostic and operative laparoscopy,
at Chulalongkorn Hospital, between May

1970 to February 1973.

Instruments

Instruments consisted of an 11 mm
Storz fibre optic laparoscope, with an
opcrating channel and forward - oblique
attached to a cold
light fountain. Semm pneumoperitoneum

Hopkin's telescope,
apparatus was used for carbon dioxide

insufflation. Some intraperitoneal findings
were photographed with a Robot camera.

Anesthesia and Analgesia

Epidural analgesia’ was given to the
majority of patients. General anesthesia
with endotracheal intubation was only
used in the patients who were nervous
or when the epidural block technique
failed. Some patients had local in{iltration
of 1 per cent xylocaine solution. with
previous sedation. (See Table I).

Table I: Methods of Anesthesia
and Analgesia.

Methods No. of Cases
Epidural Analgesia 131
General Anesthesia 10
Local Anesthesia 14

Total 155
Procedure

Majority of the were

admitted into the hospital one day before

patients

the laparoscopic procedure. Pre - operative
preparation was the same as for a major

gynecological operation. Morphine égr.

and Atropine i%) gr. were given intra-

muscularly. The bladder was empticd.
The patients were placed in supine
horizontal position. The uterus could be
manipulated either mannually, or by the
use of a small Hegar dilator, or a Spack-
man’s intrauterine cannula.

When the anesthetic or analgesic
procedure was complete and became
effective, the Verres needle was inserted
into the peritoneal cavity, just below the
umbilicus, in the midline, to insufflate
carbon dioxide. In some of the earlier
cases, air was given. With Semm
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the flow
of carbon dioxide was controlled at the
and the total
volume of 2.5 to 3.5 litres were used.

pneumoperitoneum apparatus,

rate of 1 litre per min.

The intraperitoneal pressure was moni-
tored and kept around 20 mm. of Hg.

The technique of laparoscopy was
similar to that described by Steptoe!!d).
For visualization of the pelvic organs, the
operative table was tilted at 20 degree
Trendelenburg position.

Electrocoagulation  sterilization was
performed by two different techniques,
either by introducing a flexible electro-
coagulation forceps into the peritoneal
cavity, through the operating channel in
the laparoscope; or by inserting a rigid
electrocoagulation  forceps through an
extra puncture hole, midway between the
umbilicus  and

the symphysis pubis.

Electrocoagulation was performed at two
adjacent points, on each fallopian tube,
near to the cornu of uterus, as described
by Jordan'®. The tubes were not divided.

On completion of the procedure, the
gas was removed and the incision was
closed with few subcuticular catgut
The patient was discharged on
the following day. The operative time

lasted 15 to 45 minutes.

sutures.

Results

Between May 1970 to February 1973,
laparoscopy was performed on 155
patients, by the authors, 93 for diagnosis
and 62 for tubal sterilization. The age
of the patients was ranged from 19 to 50
years. The indications for diagnostic
laparoscopy are summarised in Table II

and the findings are listed in Table IIL

Tabie I1I: Indications for Laparoscopy

Diagnostic Procedure

Indications

No. of Patients

Pelvic Pain

Pelvic Masses

Suspected Ectopic pregnancy
Amenorrhoea (Primary & Secondary)
Infertility

Displacement of LU.C.D.
(Intrauterine contraceptive device)
Virilism

Pelvic Malignancy Assessment

26
21
15
10
12

3

3
3

Total

93
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Table III: Laparoscopic findings.

Findings No. of patients
Ectopic Pregnancy 1
Ovarian Tumour 9
Myoma Uteri 7
Pelvic Inflammatory Diseases 14
Anomaly of genital tract 7
Endometriosis 4
Hydrosalpinx 3
Perforation of Uterus 6
Rupture of ovarian follicle 4
Carcinomatosis 3
Stein Leventhal Syndrome 2
Adrenogenital Syndrome 1
Abdominal Pregnancy 1
Pregnant Uterus 2
Normal findings 19
Total 93

Pelvic pain of uncertain etiology and There were few  complications.

ill defined pelvic masses were the main
indications for diagnostic laparoscopy in
this series. Normal pelvic findings were
found in 21 patients, included two cases
of uterine pregnancy. There were six
cases of perforated uterus. Three of these
were caused by the Lippes loop. However
in only one instant that the displaced
contraceptive device could be visualised
and removed by the laparoscopy. In the
other two patients, the intestines and the
blood clots completely concealed the
displaced loops. Laparotomy had to be
performed. Perforation of uterus occurred
during dilatation and currettage was
diagnosed twice. Hemorrhage was easily
controlled by light cautery and the
treatment was simply conservative,

Parietal emphysema occurred in twelve
patients. Few patients complained of mild
shoulder tip pain either during the

procedure or post operatively, particularly

if air was used for pneumoperitoneum.
In three cases, the pelvic organs were
only partially visualized, because there

were extensive pelvic adhersions, involved

the intestines and the omentum. There
was one case of wound infection which
satisfactorily ~ responded to antibiotic
therapy. Occasionally local ancsthesia and
epidural block technique failed and were
inadequate for the operation. Additional
sedative or anesthetic gas had to be
administered. In one instant, the local
infiltration of xylocaine solution provided
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inadequate analgesia and the operation
had to be abandoned. There was no
mortality.

Tubal sterilization by laparoscopic
technique was performed on 62 patients
and the details were briefly summarised
in Table IV. Majority of cases were
performed during puerperium, two to

seven days after delivery. In one case of
puerperial tubal sterilization, the enlarged
uterus was perforated by the laparoscopic
trocha. Laparotomy was subsequently
performed to repair the injury and the
sterilazation was carried out by the

Pomeroy technique.

Table IV : Details of Tubal electrocoagulation.

Types No. of Ceses.
Postpartum 42
Interval 20

Techniques No. of Cases.
“Single Puncture” 48
“Double Puncture” 14
Total 62

Discussion

Laparoscopy is a very effective tech-
nique for gynecological diagnosis and
tubal = sterilization. It is preferred to
culdoscopy(4). Ideally laparoscopy should
be carried out under general anesthesia
with endotracheal intubation and control-
led respiration(l). However this procedure
requires a skill anesthetist. At Chulalon-
gkorn Hospital, epidural block is used
for the majority of cases because it is
convenient, safe and adequate(2). Local
Anesthesia is usually inadequate for
operative laparoscopy. Additional pre-
operative sedation is recommended in all
cases.

Air, oxygen, carbon dioxide and
nitrous oxide have all been used for

pneumoperitoncum. The internists have
been using air or oxygen for pneumoperi-
tineum for some time(12)- Air is inabsor-
bable and can cause fatal air embolism(?).
Shoulder tip pain is frequently experienced
with air. Oxygen is contraindicated, if
using electrocoagulation. Nitrous oxide is
thought to be more suitable(6). However,
it is not universally accepted(1l). Carbon

dioxide is extensively used for pneum-
operitoneum. It is absorbed from the
peritoneum during the operation and
causes hypercarbia®). Using halothane
anesthesia in the presence of clevated
pCOs level can produce cardiac arrhyth-
mias(11). Difficulties and serious com-
plications may occur during pneumoperi-
toneum procedure. With the use of Semm
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apparatus, carbon dioxide insufflation 1s
easier and safer.

Our series of laparoscopic sterilization
is small compared with others(g, 15, It
is premature to assess the results. We
did a few hysterography on our patients,
three This

method of assessment, however, is expen-
sive, impracticable and inconclusive. The
procedure could by itself produce fistula(10)-
It is debatable whather division of the

months  post - operatively.

tubes 1s necessary or not(9). However,
the electrocoagulation procedure must be
thoroughly  performed. Laparoscopic
sterilization by the “single puncture”
technique is slightly more difficult to

master than the “double puncture” method.
Using an intrauterine cannula to ma-
nipulate the uterus is essential for the
“single puncture’” technique. In our
experience, puerperal sterilization by the
laparoscopc has no advantage over the
conventional tubal ligation by the Pomeroy
technique. The patients are usually kept
in hospital one day after the operation.
Wheeless has shown that laparoscopic
sterilization can be carried out as an
Out — patient procedure(16),

Conclusion

Between May 1970 to February 1973,
diagnostic and operative laparoscopies were
per —formed on 155 patients by the
authors. With our short experience, we
have come to the following conclusions :—

1. Laparoscopy has considerable value
in gynecological diagnosis and tubal
sterilization. However it also hLas some
problems.

2. Diagnosis of uterine perforation
due to dilatation and curettage can be
definitely made by laparoscopy.

3. Removal of a displaced intrauterine
contraceptive device can be conveniently
performed by the laparoscope, but som.
etimes there are difficulties.

4. Laparoscopic tubal sterilization.
performing during puerperium has no
particular advantage over the conventional
tubal ligation by the Pomeroy technique.
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