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Ab s t r Ac t
Common abdominal emergencies like acute appendicitis, acute pancreatitis, hollow viscus perforation, and diverticulitis are being managed 
with laparoscopy.
We here present three cases of unusual abdominal emergencies which were managed successfully by laparoscopy at a tertiary care center.
These cases are of anaphylactic shock due to hepatic hydatid cyst with free peritoneal rupture, upper GI bleeds due to early gastric volvulus in a 
patient with a post-traumatic left-sided diaphragmatic hernia and the last case was a patient of blunt abdominal trauma with splenic laceration 
with hypotension. The postoperative course was very satisfying and possibly laparotomy was avoided in all cases.
We reviewed the literature on the role of laparoscopy in acute abdominal conditions.
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In t r o d u c t I o n
With expanding surgical experience and skills application of 
laparoscopy in the emergency setting  has proved its role.1 This 
approach allows both the evaluation in case of a diagnostic dilemma 
as well as the accomplishment of procedure in a wide variety 
of abdominal surgeries, such as acute appendicitis, blunt and 
penetrating trauma, perforated peptic ulcer disease, and a variety of 
conditions that seem set to expand further.2–4 Initially, laparoscopy 
was limited to elective surgery, however with accumulated surgical 
experience and skills over the past decades the application of 
laparoscopy into the emergency setting has stepped in. It also has 
a significant impact on the reduction of wound complications, 
postoperative pain, hospital stay and overall costs, and high 
patient satisfaction.5 Our aim is to present three cases of relatively 
uncommon abdominal emergencies managed with a laparoscopic 
approach with a positive outcome.

cA s e re p o r ts

Case 1: Anaphylactic Shock
A 40-year-old male presented with sudden onset epigastric pain 
associated with profuse sweating, giddiness, and brief loss of 
consciousness of 3 hours duration. There was no history of fever, 
chills, and seizure.

On examination, he was drowsy his vital parameters were as 
pulse rate 110/minute, BP 84/58 mm Hg, RR 22/minute, and was 
afebrile. Systemic examination was essential within normal limits 
except for having urticarial rashes all over the body.

He was started on inotropic support, injection of hydrocortisone 
100-mg stat, and intravenous (i.v.) fluids.

On further evaluation by contrast-enhanced computed 
tomography (CECT) abdomen was found to have a liver cystic 
lesion in segment IV/V of the liver with an impression of ruptured 
hydatid cyst (Fig. 1).

With this, he was referred to our center and was taken up for 
emergency diagnostic laparoscopy and found to have around  
300 mL peritoneal clear fluid with ruptured hydatid cyst right lobe 
of the liver (segment IVB with 3 cm × 3 cm rent) (Fig. 2).

He underwent deroofing of the cyst and peritoneal lavage 
with normal saline and placement of two drains 28 Fr size. Cyst wall 
submitted to histopathological examination and which confirmed 
hydatid in nature. In postoperative period, he recovered well and 
was started on tab albendazole 400 mg twice a day for 6 months, 
and on follow-up at 3 and 6 months was asymptomatic.

Case 2: Hematemesis with Left Diaphragmatic  
Hernia
A 41-year-old male had a history of a road traffic accident 10 years 
back which was without any immediate clinical consequences 
as he remained asymptomatic till now. He now presented with 
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acute onset pain epigastrium with three episodes of hematemesis 
of 1-day duration. He presented outside our hospital and was 
resuscitated with iv fluids and two units of packed red blood 
cells. His CECT chest and abdomen revealed features of a left 
diaphragmatic hernia with stomach herniating into chest – 
volvulus (Fig. 3).

He presented to our center and on arrival, his vitals parameters 
were within normal limits, on systemic examination had reduced 
breath sounds on the left side, and the rest of the systemic 
examination was essentially normal.

We took him for emergency laparoscopy and intraoperative 
findings were a large left diaphragmatic hernia with stomach as 
content (Fig. 4A). Gastric viability was preserved and underwent 
reduction of content, mesh repair of defect with the placement of 
left side 28 Fr intercostal drainage (ICD) (Fig. 4B).

Fig 1: The CECT abdomen shows a hepatic hydatid cyst in segment IV/V (ruptured)

Fig. 2: Ruptured hydatid cyst right lobe of the livert

Fig. 3: The CECT chest and abdomen show a left diaphragmatic hernia with stomach herniating to the chest
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He recovered well, started orally on the second postoperative 
day, and was discharged on postoperative day 5.

Case 3: Blunt Abdominal Trauma with Splenic 
Laceration
A 24-year-old male presented with a history of blunt injury abdomen 
following a road traffic accident in the emergency department.

On examination, he was anxious, with hypotension (BP 90/60 
mm Hg) and the pulse rate was 120 per minute. Resuscitation started 
as per standard protocol and bedside ultrasound revealed a large 
hemoperitoneum with a splenic laceration. His blood pressure (BP) 
was persistently low and was taken for emergency laparoscopy 
and intraoperative findings were splenic laceration (Fig. 5A) and 
hemoperitoneum (about 1-L blood) (Fig. 5B).

Bleeding was controlled laparoscopically, and peritoneal wash 
was given with normal saline. He recovered well and was discharged 
after 2 weeks of observation (Fig. 6).

He recovered well in postoperative period and was discharged 
from the hospital after 02 weeks.

dI s c u s s I o n
Laparoscopic surgery has grown its age as more and more elective 
and emergency abdominal surgeries are being performed with the 

advantage of less postoperative pain, faster recovery, and early 
return to work. With increasing experience and skills horizon also 
expanded to unusual conditions apart from acute appendicitis, 
hollow viscus perforation, and obstruction. 

Over the last three decades, a number of studies have 
reported its role in diagnosis with accuracy rates of between 
86–100%,6–8 and with accumulated surgical experience and 
skills a large number of patients managed exclusively with 
a laparoscopic approach.9,10 Its role has come a big way in 
selected patients with penetrating abdominal trauma who are 
hemodynamically stable as in a large number of cases, there is 
no peritoneal breach, and the need for emergency laparotomy 
is safely negated on the basis of laparoscopic findings.11–13 In 
literature, most of the studies on the role of laparoscopy are for 
common emergencies such as acute appendicitis, hollow viscus 
perforation, and acute diverticulitis. 

Our first case, who presented with anaphylactic shock, was 
subsequently diagnosed with a case of ruptured hepatic hydatid 
cyst was safely managed by emergency approach. In the second 
case, laparoscopy has helped to assess the viability of the gastric 
wall and subsequent reduction and repair of diaphragmatic rent. 
In the last patient of blunt abdominal trauma, splenic laceration 
was safely managed by avoiding the need for laparotomy and with 
splenic preservation.

To conclude with available expertise and skills a myriad of 
abdominal emergencies can be managed successfully with a 
laparoscopic approach with minimal postoperative morbidities 
and high patient satisfaction as the benefits of laparoscopy in 
the emergency setting are compatible with those of elective 
surgery (less requirement of pain killer, shorter hospital stay, 
less abdominal wall complications, and early return to work).  
Laparoscopy is only a means of surgical approach and should 
not alter the procedure itself. Conversion to open should not be 
considered a failure but a technical option whenever required. It 

Figs 4A and B: (A) Stomach herniating through defect 4; (B) Defect after reduction of content

Figs 5A and B: Intraoperative findings. (A) Hemoperitoneum 5; (B) Splenic laceration with ongoing bleed

Fig 6: Application of hemostatic agent to control bleed
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is emphasized that role of a laparoscopic approach is only valid 
where experienced and sufficient expertise in minimal-access 
surgery available.

or c I d

Balram Goyal  https://orcid.org/0000-0001-7037-8445
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