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ABSTRACT
 

Background: Laparoscopic surgery is a minimal invasive procedure frequently used in recent years for diag-
nostic and therapeutic purpose. The aim of study is to highlight the role of Laparoscopy in acute or chronic 
gynecological conditions, findings and complication observed in the last three years in tertiary care hospital.

Methods: All the cases of laparoscopy performed during Jan 2013-2016 at Department of Obs. & Gynae 
Ziauddin Hospitals were retrospectively analyzed.

Results: Data of 167 patients were collected from medical record. In 27% cases diagnostic laparoscopy was 
done where as the remaining 73% cases had both the diagnostic as well as therapeutic procedures. The 
indications of laparoscopy were subfertility in 40 (23.9%) ,chronic pelvic pain in 73 (43.7%) and acute pelvic 
pain in 54(32.33%) cases. No major complication observed in this study. Laparoscopy was converted in to 
laparotomy in two patients due to massive adhesions and significant hemorrhage.

Conclusion: Laparoscopy is a less invasive, safe and effective diagnostic as well as therapeutic procedure 
in different gynecological conditions.
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INTRODUCTION 

Laparoscopy and Hysteroscopy are the most 
common endoscopic techniques used in gynecolo-
gy1. MAS (i-e laparoscopy) is a minimal invasive 
procedure that has been used widely in gynecolog-
ical surgery for  more than  5 decades for diagnostic 
and therapeutic purpose2,3.

 It involves insertion of a lighted narrow telescope 
like instrument was inserted through a small incision 
in the umbilicus to visualize the peritoneal cavity 
and its content by means of distension created by 
artificial pneumoperitoneum4,5. This provides com-
plete, detailed examination of the abdominal or 
pelvic organs, peritoneum and diaphragm6 .Tubal 
patency can also be checked through laparosco-
py by using a uterine manipular with a cannula, 
injecting a dilute dye (methylene blue) through 
cervical and visualizing the direct spillage of this 
blue dye from fimbrial end of the fallopian tubes7. 
However, the procedure menstruation and preg-

nancy should be excluded before the procedure 8.
Laparoscopy is increasingly becoming the 
preferred approach in acute and chronic gyneco-
logical conditions. A quite wide range of proce-
dures such as tubal ligation, hysterectomy 9, 
myomectomy10 removal of ovarian cyst or 
adenexa11,12 , exploration of chronic pelvic pain 
and infertility evaluation13 can be performed. It is 
used for treatment of endometriosis14, 15, in suspect-
ed mullerian abnormalities 16, uterine perforation5 , 
to take biopsy17 and lately for treatment of utero 
viginal prolapse , urinary incontinence and even in 
gynecological cancers. Its wide used in gynecologi-
cal condition led to the expansion of its in other 
abdominal organ pathology such as colon , stom-
ach and esophagus18,19.

Initially Laparoscopy had been limited to elective 
surgery but now is described in many gynaecologi-
cal emergencies like adenexal torsion, tubo-ovari-
an abscess, peritonitis and recently significant 
popular diagnosis and management of ectopic 

pregnancy20. It is also a valuable tool for diagnosis, 
retrieval of lost IUCD4 and Transient occlusion of 
uterine arteries (TOUA) 21. There is another recent 
addition of increasing use of laparoscopy in man-
agement of non-obstetric complication in pregnan-
cy22, 23. Laparoendoscopic single-site (LESS) 24, 
Robotic assisted25 and Gasless26 are various tech-
nique of laparoscopic surgery. 

The advantages of laparoscopy are better precise 
visualization of the anatomy, faster recovery time, 
reduced postoperative pain and blood loss4. It 
shortens hospital stay, less incidence of wound 
complication , scaring and adhesion formation 
,better aesthetic result with low morbidity and 
mortality due to minimal surgical trauma6.

Although laparoscopy is a safe procedure but it is 
not free from complication such as hemorrhage, 
infection, incisional hernia, deep venous thrombo-
sis, higher risk of injury to the blood vessels and other 
pelvic organs ( bowel and bladder etc.) 4,5,6. Compli-
cations reported are mainly related to access tech-
nique and device. Serious complication occurs 
rarely and conversion to open laparotomy does not 
increase morbidity23. Patients should be carefully 
chosen for laparoscopy if they are obese BMI>45 or 
with history of pelvic inflammatory disease, previous 
abdominal surgery or laparotomy should be exclud-
ed to avoid these complications18. 

Methods

All the cases of Laparoscopy performed from Janu-
ary 2013 to January2016 at Department of Obstet-
rics &Gynecology, Ziauddin University Hospital were 
retrospectively reviewed and analyzed .The study 
included 167 patients, admitted with acute or 
chronic gynecological conditions and for infertility 
work up from outpatient department. After admis-
sion complete obstetrical, menstrual history and 
physical examination was carried out. All the cases 
included in the study were evaluated by routine 
blood investigations, ultrasound of abdomen and 
pelvis transvaginal and MRI pelvis in some patients.
Laparoscopy was performed with usual technique 

under general anesthesia, after proper informed 
consent especially for open conversion. Data was 
collected from patients medical record regarding 
personal data , presentation whether acute or 
chronic ,preoperative diagnosis ,laparoscopic 
finding , procedure performed ,intra and postoper-
ative complication ,hospital stay and analyzed on 
SPSS version 20.

The patient with unstable hemodynamic condition, 
acute peritonitis, respiratory distress, coagulation 
defect, markedly distended bowel loops, 
advanced pregnancy or tumors and incomplete 
information were excluded from the study.

Results

A total of 167 cases of laparoscopy were analyzed 
and two cases were excluded from the study due to 
incomplete data .The subfertility (primary & second-
ary) and pain in lower abdomen (acute & chronic) 
were two major indication of laparoscopy. In 54 
(32.3%) patient had acute onset of pain while 
73(43.7%) patient had chronic abdominal pain. 27% 
cases had laparoscopy to confirm the diagnosis 
and the remaining 73% cases underwent both the 
diagnostic as well as therapeutic procedures. Age 
group of the women varied from 13 to 55 years .The 
indications of laparoscopy were subfertility in 40 
cases( 23.9 %) ,chronic pelvic pain in 73 ( 43.7%) and 
patient with acute pelvic pain in 54(32.33%) cases.
Different therapeutic procedures like ovarian drilling 
3.6%, adhesiolysis  4.1%, salpingectomy 8.8%, ovari-
an cystectomy 47.7%, dye test 27.1% ,biopsy 2.5% 
and others 5.1% were performed in women while 
having minimal complications with short hospital 
stay , smooth recovery and no mortality. Two of the 
laparoscopy cases had to be converted into lapa-
rotomy one due to massive adhesions and in other 
because of significant hemorrhage in 26 weeks 
pregnant women presenting acute abdominal pain 
with par ovarian cyst. The mean duration of hospital 
stay was 2 days, few patients had mild side effect of 
general anesthesia like nausea and vomiting but 
were negligible in comparison of complications 
after laparotomy. 

DISCUSSION

Minimal access surgery is a valuable diagnostic 
method for female in the last twenty years and now 
frequently being used in the treatment of gyneco-
logical conditions for diagnostic and therapeutic 
purpose 3.Most studies agreed that laparoscopic 
surgery has a very high diagnostic accuracy 
88-99%20. It is not only more convenient but safe and 
effective by avoiding unnecessary non therapeutic 
surgeries17, delay in diagnosis and treatment4.  Our 
study shows an increase in therapeutic laparoscopy 
over 3 years in Ziauddin Hospital by better techno-
logical advancement and skill of the surgeons. The 
indication for laparoscopy were subfertility 23.9%, 
acute pelvic pain 32.3% and chronic pelvic pain 
43.7% .In acute conditions ovarian cyst torsion/rup-
ture/ hemorrhagic in 30 (18.2%) cases, ectopic 
pregnancy 15 (9.1%) and other non obstetrical 
procedures were 9 (5.0%) proved both diagnostic 
and therapeutic at the same time. Patient with 
chronic abdominal pain 16 (9.58%) due to benign 
ovarian tumors, 22(13.1%) with endometriosis, 22 
(13.1%) simple ovarian cyst, 10(5.98%) adhesion and 
3(1.7%) pelvic inflammatory disease. ovarian 
cystectomy in (47.2%) of  patient with ovarian cyst, 
(8.62%) salpingectomy done in ectopic pregnancy, 
Dye test (27%,) Adhesiolysis (4.06%). Acute appendi-
citis, cholecystitis, small bowel adhesion (5.0%) were 
the most common pathology that was detected 
and treated at the same time.
 
According to the WHO, malnutrition, pelvic tuber-
culosis and perpeural infections leading to tubal 
blockage is the major cause of  infertility 13. Diagnos-
tic Hystero- Laparoscopy (DHL) has become an 
integral part to visualize the tubal patency in infertili-
ty13. There were 25 (15%) cases with primary infertility 
and 15 (9%) with secondary infertility. In chromoper-
tubation, unilateral tubal blockage was in 16(9.6%) 
patient and bilateral tubal 4(2.4%) patients. In two 
patient dye test was not performed because of 
cervical stenosis and in other because of  tubercles 
were found, adherent bilateral tubes diagnosed as 
tuberculosis. In case of chronic pelvic pain laparos-
copy can be useful not only for diagnosing endo-
metriosis ,adhesion, ovarian  cyst/masses and pelvic 
inflammatory disease but it can also be used to 
diagnose abnormal uterine findings such as 
congenital uterine malformation (didelphys,  uni or 
bicornuate) uterus5.Our study highlight that infertility 
has remained the most common indication but the 
use of laparoscopy in operative procedures has 
been increased significantly in acute or chronic 
pelvic pain. The procedures like laparoscopic 
myomectomy, hysterectomy (1.01%) successfully 
completed in our study group, are not very 
common but many studies showed its increased 
used in gynecology. Its widespread use is restricted 
by the necessity for special expertise required 
training, and cost effectiveness. So proper training 
at all levels should be incorporated for better 

patient management.

CONCLUSION

Laparoscopy is a valuable diagnostic and thera-
peutic tool for females in different gynecological 
problem. It is less invasive and more convenient. The 
benefits of laparoscopy to laparotomy are less pain, 
less scaring and quicker recovery.
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,better aesthetic result with low morbidity and 
mortality due to minimal surgical trauma6.

Although laparoscopy is a safe procedure but it is 
not free from complication such as hemorrhage, 
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cations reported are mainly related to access tech-
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ary) and pain in lower abdomen (acute & chronic) 
were two major indication of laparoscopy. In 54 
(32.3%) patient had acute onset of pain while 
73(43.7%) patient had chronic abdominal pain. 27% 
cases had laparoscopy to confirm the diagnosis 
and the remaining 73% cases underwent both the 
diagnostic as well as therapeutic procedures. Age 
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Different therapeutic procedures like ovarian drilling 
3.6%, adhesiolysis  4.1%, salpingectomy 8.8%, ovari-
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and others 5.1% were performed in women while 
having minimal complications with short hospital 
stay , smooth recovery and no mortality. Two of the 
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rotomy one due to massive adhesions and in other 
because of significant hemorrhage in 26 weeks 
pregnant women presenting acute abdominal pain 
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Figure1: Gynecological Problems

Figure 2: Indications of Laparoscopy

Figure 3: Laparoscopic Gynae Procedures

DISCUSSION

Minimal access surgery is a valuable diagnostic 
method for female in the last twenty years and now 
frequently being used in the treatment of gyneco-
logical conditions for diagnostic and therapeutic 
purpose 3.Most studies agreed that laparoscopic 
surgery has a very high diagnostic accuracy 
88-99%20. It is not only more convenient but safe and 
effective by avoiding unnecessary non therapeutic 
surgeries17, delay in diagnosis and treatment4.  Our 
study shows an increase in therapeutic laparoscopy 
over 3 years in Ziauddin Hospital by better techno-
logical advancement and skill of the surgeons. The 
indication for laparoscopy were subfertility 23.9%, 
acute pelvic pain 32.3% and chronic pelvic pain 
43.7% .In acute conditions ovarian cyst torsion/rup-
ture/ hemorrhagic in 30 (18.2%) cases, ectopic 
pregnancy 15 (9.1%) and other non obstetrical 
procedures were 9 (5.0%) proved both diagnostic 
and therapeutic at the same time. Patient with 
chronic abdominal pain 16 (9.58%) due to benign 
ovarian tumors, 22(13.1%) with endometriosis, 22 
(13.1%) simple ovarian cyst, 10(5.98%) adhesion and 
3(1.7%) pelvic inflammatory disease. ovarian 
cystectomy in (47.2%) of  patient with ovarian cyst, 
(8.62%) salpingectomy done in ectopic pregnancy, 
Dye test (27%,) Adhesiolysis (4.06%). Acute appendi-
citis, cholecystitis, small bowel adhesion (5.0%) were 
the most common pathology that was detected 
and treated at the same time.
 
According to the WHO, malnutrition, pelvic tuber-
culosis and perpeural infections leading to tubal 
blockage is the major cause of  infertility 13. Diagnos-
tic Hystero- Laparoscopy (DHL) has become an 
integral part to visualize the tubal patency in infertili-
ty13. There were 25 (15%) cases with primary infertility 
and 15 (9%) with secondary infertility. In chromoper-
tubation, unilateral tubal blockage was in 16(9.6%) 
patient and bilateral tubal 4(2.4%) patients. In two 
patient dye test was not performed because of 
cervical stenosis and in other because of  tubercles 
were found, adherent bilateral tubes diagnosed as 
tuberculosis. In case of chronic pelvic pain laparos-
copy can be useful not only for diagnosing endo-
metriosis ,adhesion, ovarian  cyst/masses and pelvic 
inflammatory disease but it can also be used to 
diagnose abnormal uterine findings such as 
congenital uterine malformation (didelphys,  uni or 
bicornuate) uterus5.Our study highlight that infertility 
has remained the most common indication but the 
use of laparoscopy in operative procedures has 
been increased significantly in acute or chronic 
pelvic pain. The procedures like laparoscopic 
myomectomy, hysterectomy (1.01%) successfully 
completed in our study group, are not very 
common but many studies showed its increased 
used in gynecology. Its widespread use is restricted 
by the necessity for special expertise required 
training, and cost effectiveness. So proper training 
at all levels should be incorporated for better 

patient management.

CONCLUSION

Laparoscopy is a valuable diagnostic and thera-
peutic tool for females in different gynecological 
problem. It is less invasive and more convenient. The 
benefits of laparoscopy to laparotomy are less pain, 
less scaring and quicker recovery.
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integral part to visualize the tubal patency in infertili-
ty13. There were 25 (15%) cases with primary infertility 
and 15 (9%) with secondary infertility. In chromoper-
tubation, unilateral tubal blockage was in 16(9.6%) 
patient and bilateral tubal 4(2.4%) patients. In two 
patient dye test was not performed because of 
cervical stenosis and in other because of  tubercles 
were found, adherent bilateral tubes diagnosed as 
tuberculosis. In case of chronic pelvic pain laparos-
copy can be useful not only for diagnosing endo-
metriosis ,adhesion, ovarian  cyst/masses and pelvic 
inflammatory disease but it can also be used to 
diagnose abnormal uterine findings such as 
congenital uterine malformation (didelphys,  uni or 
bicornuate) uterus5.Our study highlight that infertility 
has remained the most common indication but the 
use of laparoscopy in operative procedures has 
been increased significantly in acute or chronic 
pelvic pain. The procedures like laparoscopic 
myomectomy, hysterectomy (1.01%) successfully 
completed in our study group, are not very 
common but many studies showed its increased 
used in gynecology. Its widespread use is restricted 
by the necessity for special expertise required 
training, and cost effectiveness. So proper training 
at all levels should be incorporated for better 
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ovarian tumors, 22(13.1%) with endometriosis, 22 
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citis, cholecystitis, small bowel adhesion (5.0%) were 
the most common pathology that was detected 
and treated at the same time.
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blockage is the major cause of  infertility 13. Diagnos-
tic Hystero- Laparoscopy (DHL) has become an 
integral part to visualize the tubal patency in infertili-
ty13. There were 25 (15%) cases with primary infertility 
and 15 (9%) with secondary infertility. In chromoper-
tubation, unilateral tubal blockage was in 16(9.6%) 
patient and bilateral tubal 4(2.4%) patients. In two 
patient dye test was not performed because of 
cervical stenosis and in other because of  tubercles 
were found, adherent bilateral tubes diagnosed as 
tuberculosis. In case of chronic pelvic pain laparos-
copy can be useful not only for diagnosing endo-
metriosis ,adhesion, ovarian  cyst/masses and pelvic 
inflammatory disease but it can also be used to 
diagnose abnormal uterine findings such as 
congenital uterine malformation (didelphys,  uni or 
bicornuate) uterus5.Our study highlight that infertility 
has remained the most common indication but the 
use of laparoscopy in operative procedures has 
been increased significantly in acute or chronic 
pelvic pain. The procedures like laparoscopic 
myomectomy, hysterectomy (1.01%) successfully 
completed in our study group, are not very 
common but many studies showed its increased 
used in gynecology. Its widespread use is restricted 
by the necessity for special expertise required 
training, and cost effectiveness. So proper training 
at all levels should be incorporated for better 
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DISCUSSION

Low birth weight is the most important challenge 
confronting those responsible for new born care 
especially in developing country like Pakistan as 
greater proportion of morbidity and mortality fall in 
this group. Death of LBW babies account for about 
50% of neonates and 50% of handicapped infants10.

Current study was performed to confirm the associ-
ation of maternal hypertension with birth weight of 
baby in our population. The association of birth 
weight with pre-eclampsia allows more precise 
estimation of potential effects of pre-eclampsia11. 
Individualized birth weight has been shown to be a 
better estimate of growth potential of a fetus and 
deviation from this standard has been shown to be 
a better predictor of neonatal complications12. So 
the birth weight model was adopted in this study 
which allowed a more precise estimation of the 
potential effects of PIH on neonate.

In this study when birth weights of babies born to 
patients having PIH were compared to those of 
babies born to normotensive mothers at term. There 
was statistically significant difference in both groups 
and birth weights of babies born to hypertensive 
gravidas were lower i.e. 76% versus 16% in controls 
respectively. Our results clearly demonstrated that 
PIH at term is associated with an increase incidence 
of small for gestational age babies and decreased 
neonatal birth weight. P-value was found to be 0.01 
(<0.05).

Babies having weight <2.5kg were taken as low birth 
weight babies13. Majority of low birth weight babies 
born in Pakistan are growth retarded rather than 
preterm14. The incidence of LBW has declined to 
<10% of babies in developed countries due to 

socioeconomic advancement, whereas in devel-
oping countries it is still in the range of 15-40%. In 
Pakistan 12-25% of babies are LBW at birth15. A 
case-control study was conducted at civil hospital 
Karachi Pakistan where maternal and perinatal 
outcome of hypertensive disorders was studied.it 
clearly showed increased incidence of low birth 
weight babies was found in various hypertensive 
disorders16. About 50 percent babies born to moth-
ers having pre eclampsia and eclampsia were low 
birth weight. This study was in agreement with obser-
vation from cross sectional study conducted in 
health care facilities across Pakistan where mater-
nal and fetal effects of eclampsia were studied 
about 70% babies born to mothers having hyperten-
sive disorders were found to be low birth weight 
babies17. In a population based study conducted in 
India regarding hypertensive disorders in pregnan-
cy, it was observed that there was positive associa-
tion between small for gestational age babies and 
PIH18.

Severity of LBW increases as the pathophysiology of 
PIH and pre-eclampsia worsens and this can lead to 
fetal death in extreme cases19. In the present study 
two stillbirths were observed. Both were low birth 
weight babies. Among them one was born to the 
patient having severe pre-eclampsia and the other 
one was born to the patient who had eclampsia 
and the weights of the babies were 1.8 kg and 1.6 
kg respectively.

Another large population based study published in 
2015 conducted in Harare Zimbabwe confirmed 
and quantifies the magnitude of the excess risk of 
low birth weight and stillbirth babies born to women 
with hypertensive disease in pregnancy20. Women 
with any hypertensive disorder, gestational hyper-
tension with or without proteinuria and pre-existing 

hypertension were at a significantly higher risk of 
having small for gestational age infants and stillbirth 
babies21.

Regarding age distribution it was seen that majority 
of the patients in both groups had ages between 
25-35 years i.e. (42% in hypertensive and 56% in 
controls). As this is the peak reproductive age so 
majority of the patients had ages between 25-35 
years. Another observation drawn was that 22% of 
the patients had age >35 years in hypertensive 
group whereas only 8% of the patients had age >35 
in control group however, favoring the increase 
incidence of PIH with increase in the age of mother.
 
In hypertensive group 50% of the patients were 
primigravidas while in control group 24% of the 
patients were having their first baby. This also 
favored the belief on increased incidence of PIH in 
primiparasi  while 64% of the normotensive patients 
were multigarvidas while 38% of the patients were 
multigravidas in hypertensive group which signifies 
that with increasing parity frequency of PIH 
decreases. 

All the babies born alive had Apgar scores of >5 at 
5 minutes. Majority of the babies in hypertensive 
group had Apgar score in between 6-8 while in 
control group the majority of the babies had Apgar 
score 8-10. So overall the babies born to normoten-
sive mothers had better Apgar score as compared 
to the babies born to hypertensive group it can be 
because of the fetal compromise associated with 
low birth weight and growth restricted babies in 
hypertensive patients. Majority of the hypertensive 
patients had systolic blood pressure ranging from 
140-160mmhg and only 4% of the patients had 
systolic BP > 160mmhg, While diastolic blood 
pressure in majority of the patients was 
90-110mmhg. No maternal mortality was seen in 
either group. This may be because of the possibility 
that we included only booked patients in our study 
and they were on regular follow up and treatment.  
However, two stillbirths were seen and majority of 
the babies in hypertensive mothers were low birth 
weight. 

CONCLUSION

PIH is associated with decreased fetal birth weight 
at birth and this proves our hypothesis as 76% of 
babies were found to be low birth weights as com-
pared to 16% in control group. In conclusion there is 
need for further co-ordination to make the best use 
of the available resources to improve the perinatal 
outcome. Proper awareness and timely intervention 
decreases perinatal complication associated with 
PIH. Early recognition, regular follow up, proper 
awareness can decrease the complications associ-

ated with PIH.
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