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Masif deri alti amfizemi laparoskopik cerrahide nadir
goriilen bir komplikasyondur. Laparoskopik cerrahide,
pnomoperitonum sirasinda insiiflasyon, pndmotoraks,
pndémomediastinumun pnémoperitonum strasinda
preperitoneal alana kadar olan komplikasyonlar bildiril-
mistir. Otuz iki yasinda, Viicut Kitle Indeksi (VKI) 26.2
kg/m® olan kadin hastaya sag over kisti nedeniyle
laparoskopik kistektomi yapildi. Hastanin son tidal kar-
bondioksit (CO,) degerleri (ETCO0,: 49 mmHg), CO,
insiiflasyonuna (P: 15 mmHg) bagladiktan 20 dakika sonra
artmaya bagsladi. Yiiz, g6z kapaklar1 ve boyunda subkutan
amfizem tespit edildi, PaCO, 59 mmHg olarak 6l¢iildii.
Pozitif basingli ventilasyondan sonra hasta ekstiibe edildi.
Goz kapagr da dahil olmak lizere yiiz bolgesindeki amfi-
zemi, hastada amfizem tespit edildikten 12 saat sonra
tamamen geriledi. Uzun siiren laparoskopik cerrahiler,
CO, gaz1 basimcinin >15mmHg olmasi, 6 veya daha fazla
trokar giriginin varlig1 ve artan yagla beraber ciltalt1 diren-
ci azalir ve amfizeme sebep olur. Bu olguda, laparoskopik
cerrahilerde masif ciltalt1 amfizemin olusabilecegini vur-
gulamak istedik.
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ABSTRACT

Massive subcutaneous emphysema is a rare complication
in laparoscopic surgery. Complications such as insuffla-
tion, pneumothorax, pneumomediastinum to the preperito-
neal area during pneumoperitoneum have also been re-
ported in laparoscopic surgery. A 32-year-old, Body Mass
Index (BMI) 26.2 kg/m* woman was admitted for laparo-
scopic cystectomy because of right ovarian cyst. The end-
tidal carbon dioxide values of the patient started to in-
crease (end-tidalCO,:49mmHg) 20 minutes after starting
CO, insufflation (P:15mmHg). Subcutaneous emphysema
was detected in face and neck, eyelids and PaCO, was
measured 59mmHg. Patient was extubated after positive
pressure ventilation. Emphysemia in the face area includ-
ing the eyelid continued in the 12th hour of the patient's
emphysema completely regressed. Prolonged surgery,
CO, gas insufflation pressure >15mmHg, 6 or more trocar
access, older age may reduce subcutaneous resistance and
causes emphysema. In this case, we would like to high-
light to massive subcutaneous emphysema in laparoscopic
surgeries.
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INTRODUCTION

Laparoscopic gynecologic surgery is one of the most
performed surgery in the management of care in
gynecological conditions.! Although the complica-
tions are usually minor and patients may return to

their usual activities in a day or 2, severe and serious
complications such as massive subcutaneous emphy-
sema can arise, necessitating the intervention of the
gynecologist resulting in prolonged hospital stay and
cost of care.”
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The clinical setting is very variable, ranging from
mild complaints to life-threatening sudden respira-
tory distress syndrome. Complications such as
insufflation, pneumothorax, pneumomediastinum to
the preperitoneal area during pneumoperitoneum
have been reported in laparoscopic surgery. Massive
subcutaneous emphysema is a rare complication in
laparoscopic surgery.’ Longer operative times,
higher maximum measured end-tidal CO, (ETCO,),
greater number of surgical ports and older patient
age are all give predispositions to the patients for
hypercarbia-related complications during
laparoscopy, like subcutaneous emphysema.® We
present a case of a 32-year-old female who devel-
oped massive subcutaneous emphysema following
laparoscopic oophorectomy for ovarian cyst.

CASE REPORT

Informed consent form was obtained from the pa-
tient and permission was obtained from the patient
for use of the photographs. Copyright regulations
were applied for used ideas and works. A 32-year-
old woman, Body Mass Index (BMI) 26.2 kg/m’
(161 cm and 68 kg), ASA I, Mallampati II, was ad-
mitted to the operating room for laparoscopic cys-
tectomy because of right ovarian cyst. She was
given routine anesthesia induction with propofol (3
mg/kg), fentanyl (1pg/kg) and rocurronium (0.5 mg/
kg) and Sevoflurane was used for the maintenance.
After the intubation patient was taken into
Trendelenburg position. The end-tidal carbon diox-
ide values of the patient started to increase (end-
tidalCO,:49mmHg) 20 minutes after starting CO,
insufflation (P:15 mmHg) (Figurel). Subcutaneous
emphysema was detected in face and neck. Subcuta-
neous emphysema was detected in the patient's eye-
lids at 35 minutes of insufflation and PaCO, was 59
(arterial blood gas values: P02:93.5, PCO2:59,
PH:7.44, BE:-6.5) and subcutaneous emphysema did
not regress, so it was continued with laparotomy.
Before the laparotomy insufflation pressure was 22
mmHg. The mechanical ventilator settings when
ETCO, was 59: Tidal volume was 480 cc, respira-
tory rate was 13/min and PEEP was 5. In peropera-
tive stage, 1500 cc of isotonic solution was given.
Patient was extubated after positive pressure ventila-
tion. The operation took 3 hours. Emphysemia in the
face area including the eyelid (Figure 2) continued
in the 12™ hour of the patient's emphysema com-
pletely regressed (Figure 3) and X-Ray was normal.

DISCUSSION AND CONCLUSION
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Laparoscopic surgery is widely practiced all over
the world due to its many benefits as compared to
conventional laparotomy .’ Though laparoscopy is
more expensive than similar procedures performed
by open technique it has overall positive economic
benefits.” In order to provide image and surgical
convenience in laparoscopic surgery, artificial pneu-
moperitoneum is formed by removing the abdominal
wall from the organs. Embryological residues
occured channels between the peritoneal cavity, the
pleura and the pericardial sac. These channels can be
opened during CO, insufflation. Crepitation by pal-
pation is felt as the gas dissipates between the tis-
sues. The severity of emphysema is determined by a
4-point scale: (0) no subcutaneous emphysema, (1)
mild emphysema with crepitation at trocar entrance
site, (2) mild emphysema with crepitation into the
abdomen and thigh, (3) massive emphysema spread-
ing into the chest, neck and face.® Prolonged sur-
gery, CO, gas insufflation pressure >15 mm Hg, 6 or
more trocar access, older age may reduce subcuta-
neous resistance and causes emphysema.* However
it could occur in younger ages thus our patient aged
32 years old and we would like to highlight the mas-
sive subcutaneous emphysema could occur in these
ages.

In order to prevent massive subcutaneous emphy-
sema during laparoscopic surgery following precau-
tions have been recommended to be taken into
account; CO, insufflation pressure should be moni-
tored and kept below 12 mmHg, in order to prevent
subcutaneous gas accumulation palpate abdomen
and chest wall frequently, if surgical emphysema is
suspected discontinue N,O, ventilation should be at
an acceptable EtCO, level, if EtCO, rises, the possi-
bility of pathologies such as subcutaneous emphy-
sema and acute hypercarbia should be kept in mind
and laparoscopic procedure may have to be
verted to open surgery.” When cervicofacial emphy-
sema occurs during laparoscopic procedures, laryn-
goscopy should be performed before tracheal extu-
bation in order to avoid potential airway obstruction
from potential associated pharyngeal emphysema.®

con-

In a case report, extravasation of carbon dioxide at
the beginning of the diagnostic laparoscopy resulted
in pneumomediastinum, pneumothorax, and ocular
emphysema. They suggested that it was assumed
that the intraperitoneal carbon dioxide traversed into
the mediastinum via a defect in the diaphragm
which resolved after abdominal deflation.’

In a review, laparoscopic abdominal surgeries
should be performed under standard pressure (12
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mmHg to 16 mmHg) pneumoperitoneum with cold
gas insufflation.'’ We suggested that in laparoscopic
surgery, lower pressures are claimed to be safe and
effective in decreasing cardiopulmonary
complications, pain and especially
pneumomediastinum and emphysema.
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Figure 1. Peroperative Massive Subcutaneous Emphysema.
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Figure 2. Subcutaneous Emphysema during Extubation.
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Figure 3. Normal view of face on postoperative 12 hour.
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