
32 International Workshop on Laparoscopic Surgery in Gynaecology 

The international workshop on laparoscopic surgery in gynaecology held on the 19-20th 
May 1998 in Timi�oara, Rom加ia

The workshop was organized by the Romanian Society of Obstetrics Gynaecology (SOG), the Romanian Association 
for Gynaecologic Endoscopy (AREG), the Italian Society of Endoscopy and Laser Therapy (SIELG), the University of 
Medicine and Pharmacy Timi�oara and Societa Triveneta di Ginecologia ed Ostetricia, Italy. 

The scientific program included lectures and papers concerning laparoscopic surgery in Gynaecology and a round 
table on laparoscopy face to face with laparotomy in benign pelvic pathology. 

The workshop was led by professors Antonio Onnis (Padova), Stefan Chiovschi (Timisoara), Mauro Busacca 
(Milano), loan Lighezan (Timi�oara), Bruno Andrei (Parma) and Tudor Gavrilescu (Nassau USA). 

Stefan loan Chiovschi 

Much progress has been made since the first laparoscopic procedures and this new enthusiastic surgical field has 
become a routine solution for many gynaecological pathologies. 

In Romania the first International Workshop on Laparoscopic Surgery in Gyneacology is organized bearing in mind 
the most advanced guidelines in laparoscopy and includes lectures and communications on the main laparoscopic topics 
and a round table on endoscopic procedures "face to face" with laparotomy in benign pelvic pathology. 

Tirnisoara is honoured to host the international guests corning from Italy and we hope that this workshop will open the 
horizon of a new collaboration between Italian and Romanian surgeons in the laparoscopic filed and will bring a cultural 
enrichment for all of us. 
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One of the less defined surgical chapters, in terms of percentage and incidence, is the chapter on intra and postoperatory 
complications. In order to validate the feasibility of a surgical technique the evaluation of its risks and complications is mandatory. 
Unfortunately, very few studies of large case-series on laparoscopic surgery patients are available and the reported occurrence of 
complications regards mainly individual isolated cases or is based on the long accumulated experience on diagnostic laparoscopy or 
tubal sterilization. 

Conversely, the increased frequency of the indications, the enhanced number of surgeons approaching laparoscopic procedures, as 
well as the use of new instrumentation has created new complications. A national register of endoscopic complications is still 
unavailable. However, if we consider laparoscopic surgery as only a different way of approaching the pelvic organs, the complications 
are related to the technique, to the personal experience of the surgical team and to the peculiarity of the access route. In a paper 
published in 1985 Nezhat reported a 3.08% of complications related to 6949 cases of majort laparoscopic procedures, while a French 
multicenter study from 1993 reports an incidence of complications reaching 0.52% taking into consideration major laparoscopic 
surgery as well. 

Tab. 1 - Incidence of complications on 1000 operative procedure. 

Incidence per instrument: Incidence per anatomic site: 

• Veress needle 2.7 • Vessels

• Main port 2.4-2.7 • Bowel

• Ancillary port 2.5-6 • Urinary ways

• Monopolar hook 0.5-2.8 • Nerves

• Laser 1.2 • Uterine perforation

•�toneum 7.4 

2.6-11 

0.6-3 

0.06-1.6 

6.1 

3.7 

Other indicators: 

• Death

• Recovery > 3 days

• Readmission

0.05-0.3 

4.2-27 

3.1-5 

• High persistant B-HCG level 63-144

• Infections 1.4-6.5 

The first surgical step, the induction of pneumoperitoneum, implies the use of the Veress needle to penetrate the abdominal wall, a 
blind procedure that may lead to injures of the abdominal organs and vessels. 

Predisposing factors arc the presence . esions, lack of expenence of the surgeon, who may direct the needle too far vertically
or laterally. Stomach and bladder overdistention may also constitute risk factors for perforation, therefore preoperative complete 
evacuation by aspiration and catheterization is mandatory. A strict protocol during Veress needle penetration minimizes the risk of 
complications during this delicate preoperative phase. The needle must be inserted using a 45° angle and must respect the pelvic axis, 
choosing the entry point at the periumbilical level, in order to avoid peritoneal separation and subsequent preperitoneal emphysema; 
it is well known that peritoneum is highly adherent to the aponeurotic structures at umbilical level. Intestinal or vascular perforations 
must be promptly diagnosed using "security tests" using a syringe and controlling intraabdominal and insufflation pressure variation. 
When preperitoneal or subcutaneous emphysema is detected (by observing asymetrical abdominal distension or by revealing the 




