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ADVANTAGES OF LAPAROSCOPY
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Improved postop respiratory function

Cosmetic and less postop wound infection




Table 68-2 Operative procedures suitable for
ambulatory surgery

Specialty

Dental
Dermatology
General

Gynecology

Ophthalmology

Orthopedic

Otolaryngology

Pain clinic

Plastic surgery

Urology

Types of Procedures

Extraction, restoration, facial fractures

Excision of skin lesions

Biopsy, endoscopy, excision of masses,
hemorrhoidectomy, herniorrhaphy,
laparoscopic procedures, varicose
vein surgery

Cone biopsy, dilatation and curettage,
hysteroscopy, laparoscopy,
polypectomy, tubal ligation, vaginal
hysterectomy

Cataract extraction, chalazion excision,
nasolacrimal duct probing,
strabismus repair, tonometry

Anterior cruciate repair, arthroscopy,
bunionectomy, carpal tunnel release,
closed reduction, hardware removal,
manipulation under anesthesia

Adenoidectomy, laryngoscopy,
mastoidectomy, myringotomy,
polypectomy, rhinoplasty,
tonsillectomy, tympanoplasty

Chemical sympathectomy, epidural
injection, nerve blocks

Basal cell cancer excision, cleft lip
repair, liposuction, mammaplasty,
otoplasty, scar revision, septorhino-
plasty, skin graft

Bladder surgery, circumcision,
cystoscopy, lithotripsy, orchiectomy,
prostate biopsy, vasovasostomy




TECHNIQUE OF LAPAROSCOPY

Y.L
. ; 1 LTt .
1le and trocar .
o - a2 OO w

N R - fa 28 M9 N B -

_ g " : ‘-.:' " e P2 X 1o 4‘.:_‘k~—\:"l, -_|. A ) n : +
B S S e 2 7 2 4 > Y- :
' T S A o - -t - ',
with the needle directed toward the
PRI e

=2\ RS

under vision for placing Veress neeedle

ntraperitoneal placement:



TECHNIQUE OF LAPAROSCOPY
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GASES THAT CAN BE USED

1. CARBON DIOXIDE-



PHYSIOLOGICAL EFFECTS OF CARBON- DIOXIDE
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MINIMISING HAEMODYNAMIC EFFECTS
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| DIAPHRAGMATIC
MOVEMENT

MOVEMENT

EFFECT OF PNEUMOPERITONEUM ON RS
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EFFECT OF CO, PNEUMOPERITONEUM ON RS
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EFFECTS OF PNEUMOPERITONEUM ON CNS

Limits
venous
drainage




EFFECTS OF PNEUMOPERITONEUM ON
RENAL SYSTEM




EFFECT OF PNEUMOPERITONEUM ON
SPLANCHNIC PHYSIOLOGY

Transient {]

IAP 10- 15 | venous return

mmHg | from splanchnic
vessels

g [ cardiac output

40% J, in
Persistent |APs mesenteric and

progressive

tissue
over 20 mm Hg gastrointestinal acidosis

mucosal blood flow



PROBLEMS WITH POSITIONING
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PROBLEMS WITH POSITIONING
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PROBLEMS WITH POSITIONING
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Reduced venous return
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COMPLICATIONS
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SUBCUTANEOUS EMPHYSEMA
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SUBCUTANEOUS EMPHYSEMA
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SUBCUTANEOUS EMPHYSEMA SUSPECTED..
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CO, SUBCUTANEOUS EMPHYSEMA




PNEUMOTHORAX, PNEUMOMEDIASTINUM, PNEUMOPERICARDIUA
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ENDOBRONCHIAL INTUBATION

Pneumoperitoneum
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GAS EMBOLISM

Etco, decreases in the case of embolism

Aa-EtCO, increases.

Pulse oximetry is also helpful in recognizing
hypoxemia

Aspiration of gas or foamy blood from a central
venous line

|
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Doppler and TEE are very sensitive



GAS EMBOLISM

« Changes in doppler sounds

' \isghoe |« Increased mean pulmonary artery
0, 5ml/kg of air pressure

» Tachycardia, cardiac arrhythmias,
hypotension,§ CVP, alteration in
heart tones, cyanosis, and ECG-

right-sided heart strain







WELL LEG COMPARTMENT SYNDROME
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Impaired arterial dresents al _g e

perfusion to r aised B bnate lower limb pain

lower limbs T I P

ompression 0 Venus | 3. Myoglobin-associated acute renal failur

vessels by lower limbs S
K2 | 'RISK FACTORS: Prolong Sx, obesity, PVD,

Reduced femoral venous drainage due| hypotension
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ASPIRATION OF GASTRIC CONTENTS

TIAP
l

Changes of the LES

l
{rRisk of regurgitation



Lee cardiac risk index can be used for
quantification of rdiac risk

For patients with heart disease the
postoperative benefits of laparoscopy must be
balanced against the intraoperative risks




h
PFT,CXR,ABG, 5p0, in addition to history and
physucal examination

7,

Cessation of smoking, adequate bronchodilators, )
steroids and chest physiotherapy with incentive
spirometry help to reduce post op pulmonary

complications

2




CHOICE OF ANESTHESIA .

Conventional GA / TIVAwith muscle [ ®8

relaxation with ETT [ % Minimise BMV (| gastric insufflation)
* Mz aintain EtCO,-30-35mmhg
Conventional GA“I TIVAjl-I = muscle «N20 +/-

\

Regional
Anaesthesia |

IV Sedation + LA

- NG Tube
» Avoid Halothane

- —




Muscle relaxants

Muscle relaxants

JRisk of pneumothorax and |
respiratory dead space. |

.



Use of L.M.A
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Use of Proseal LMA ," -
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Monitoring

Continuous ECG
Intermittent NIBP

Pulse oximetry (SpO2)
Capnography (EtCO2)

Temperature
Intra abdominal pressure

N 1BP

Oesophageal stethoscope

Precordial doppler

Transoesophageal echocardiography

Pulmonary airway pressures



« Affords higher instantaneous flow peaks,
minimizing peak pressures

« Provide improved alveolar recruitment and
oxygenation in laparoscopic surgery

« Constant flow to deliver a pre-set tidal volume
and ensure an adequate minute volume

« An increased risk of barotrauma and high
inflation pressures.




Addition of titrated Used cautiously as
levels of PEEP | increasing PEEP

minimize alveolar may compromise
de-recruitment. cardiac output.




ANALGESIA

EPDURAL/ 1V OPIOID & NON
TP BLOCK OPIOID DRUGS

INTRAPERITONEAL WOUND
INSTILLATION INFILTRATION



REGIONAL ANAESTHESIA IN LAPAROSCOPIC
SURGERY

REGIONAL | [ Supportive
ANESTHESIA [ (LS

postop analgesia, less PONV, High level
re j:z._.‘?}g.- ‘omfort Shoulder tip pam NOT

evel o v.*e ck can migrate cephalad -



LOCAL ANESTHESIA

Inability to relax
abdominal musculature

Quick recovery
Less PONV

a——

Tolerance of low IAP

Haemodynamic
changes J .
' / May require sedation or
Early diagnosis of ;
\ 1.‘.' '




POSTOPERATIVE MANAGEMENT
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Postoperative shoulder-tip pain

Alveolar recruitment technique using short term CPAP or
high flow O2 delivery systems




.n, cyclizine, and

Multi-modal regime h a n



SPECIAL CONSIDERATIONS -




Table 56-2. Management of Patients With Cardiac
Disease for Laparoscopy

Preoperative evaluation: echocardiography
! >

I left ventricular ejection fraction < 30%
Intraoperative monitoring

Intra-arterial line
Pulmonary arteory catheter
Transesophageal echocanrdiography?
Continuous ST segmont analysis?
Coasless lnparoscopy?
Lapuarotomy?
Intrnoperative management
Slow Insulflation

Low intra-abdominal pressure

Hemodynamic optimization before pneumoperitoneum (preload
aungmentation)

Patient tilt after insuffation

Anesthesia: isoflurane
vasodilating drugs (nicardipine, nitroglycerin)
cardiotonic agents

FExperienced surgeon

Postoperative care

Slow recovery from anesthesia (benefit of clonidine)
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COPD AND LAP SURGERY -

~« Duration of surgery should be limited to 2 hrs. P
Standard monitoring

« IAP less than 12ZmmHg

a—

Wonitor peak airway pressure to avoid barotraumas

» Minimal tilt & multimodal analgesia to prevent postop
respiratory depression Y




LAPAROSCOPY IN THE ELDERLY

~ Age related physiologic
' co-morbidities

| and pathological changes &

>

Narrow margin of safety |

Decrease in

o

organ reserve

| Prevent venous
stasis
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ANAESTHESIA FOR LAPAROSCOPY IN THE ELDERLY

| During |
. recovery |

Exaggerated
hypotension on
8 correcting lithotomy

Increased Impaired Delayed
| sensitivity to drugs Bl metabolism excretion




LAP DURING PREGNANCY

tRisk of abortion/ More prone to

miscarriage / hypoxemia- ¥ FRC

Risk of acid aspiration
premature * 02 consumption

Fetal acidosis




RECOMMENDATIONS FOR SAFE LAP IN
PREGNANCY R




LAP SURGERY IN CHILDREN

Risk of

Abdominal Small

surface / abdominal : injuries to

cavity ratio surface and Alw:lﬂr?al vital organs
" ‘:rt?lnts doerr%aar:‘sd ch;ll?;g l: is tra:gﬁmebri l-ical
children < small technique for

adults telescopes insufflation




LAP SURGERY IN CHILDREN

IAP= 10 - Volume of -

12 mm gas for Prone for

Hg in croatioit o8 hypothermia

neumo
older pepritoneum , and PONV

children. \  isless




LAP IN OBESE PATIENTS

Detrimental effect in respiratory mechanics is due to supine position
and increased weight

Increased Carbon dioxide production and oxygen consumption

Reduced chest wall compliance & decreased lung volumes

Potential airway and intubation problems

Difficulties during IV access, positioning, pneumoperitoneum
induction, trocar access

Umbilicus is located 3-6cm caudal to the aortic bifurcation, making
trocar placement more difficult.




POST LAP IN OBESE
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S

Aggressive pulmonary care and
positioning

Obese patients must have sequential compression
devices on their lower extremities

ey

Prophylactic anticoagulation to prevent
pulmonary emboli




CONTRAINDICATIONS FOR LAPAROSCOPY

Diaphragmatic hernia

Acute or recent Ml

Severe obstructive lung disease

V-Pshunt |

Increased IC

CCF & Vavuleart diseases*




GASLESS LAPAROSCOPY







