
 
 

Laparoscopy in The Covid-19 Environment 
ALSGBI Position Statement 

 
Covid-19 is a highly contagious RNA virus with a size range of 0.06 to 0.14 microns. Along with the 
nasopharynx and upper respiratory tract, the virus can be found in the entire GI tract. The virus has 
been found in nasal swabs, saliva, sputum, throat swab, blood, bile and faeces. The only known 
modality of spread is through respiratory droplet transmission. Despite the concern regarding 
aerosolisation, there is currently no evidence of viral transmission during laparoscopy. 
 
ALSGBI support the recent Intercollegiate statement, which was based on recommendations for surgery 
in the emergency setting, where patient Covid-19 status cannot be readily assessed. We will hopefully 
reach the peak of infections soon and trusts are already making plans for the management of urgent 
elective surgery. The recent Intercollegiate Guide To Surgical Prioritisation has rightfully recommended 
appropriate stratification of surgical cases over the next three months and beyond (1).  
 
The decision making process should take in to account the safety wellbeing of the patient, the safety of 
the staff and the local resource implications. There is no evidence to suggest an increased risk of 
laparoscopy compared to open surgery in the elective setting. The views of the ALSGBI are that 
laparoscopy carries significant benefits to the patient and hospital and these should be part of each 
individual decision making process.  
 
Laparoscopy carries the advantage of a decreased length of stay & consequent increased hospital bed 
availability. For the patient, laparoscopy may result in a decreased risk of complications and a faster 
recovery. Laparoscopy allows a self-contained operative field with less risk of fluid spillage. Operative 
staff are in much closer proximity during open surgery and therefore potential increased risk of cross-
contamination, compared to laparoscopic or robotic surgery. ALSGBI would therefore support the use of 
laparoscopy in cases where there are clear benefits to the patient and where the hospital and theatre 
resources allow this to be a safe option for the patient and theatre staff. 
 
Specific procedures that ALSGBI feel would benefit from a laparoscopic approach include post 
pancreatitis cholecystectomy and obstructing hiatal hernia repair. 
 
There is a developing international consensus that urgent elective surgery should recommence and the 
perceived risks of aerosol production in laparoscopy can be minimised with appropriate techniques (2, 
3, 4). ALSGBI therefore make the following recommendations for Priority level 2 and 3 surgery that is 
planned over the next three months: 
 

1. Routine use of Covid-19 testing and pre-operative self-isolation for all suitable patients, 
following national guidelines.  

2. Routine use of full PPE for all operating theatre staff, following national guidelines. 
3. Elective laparoscopic procedures should be performed in a designated ‘clean’ area, with suitably 

trained theatre staff. 
4. Laparoscopic procedures should be carried out by senior, trained laparoscopic surgeons, in 

order to minimise operating time and potential of aerosolisation. Prolonged procedures may 
entail dual consultant operating & the need for regular breaks to reduce fatigue.  



 
 

5. Routine use of a closed circuit smoke evacuation / ultra-low particulate air (ULPA) filtration 
system. Ultra-Low Particulate Air (ULPA) filters can remove 99.99% of airborne particles with a 
minimum particle penetration size of 0.05 microns (Covid-19 size range of 0.06 to 0.14 microns). 

6. Use of techniques including the use of balloon ports & contained extraction systems to reduce 
gas leakage around port sites. 

7. Use of the lowest abdominal insufflation pressure for safe progress (12mmHg or less). 
8. Minimal use of energy devices during procedures, to reduce smoke plume & particle 

aerosolisation. 
9. Routine closed evacuation of all gas at the end of procedure, prior to specimen & port removal. 

 
Initiation of elective surgery should include careful case selection, starting with a younger patient group 
(under 70 years), with fewer comorbidities (ASA <2), aiming for day case / reduced hospital stay as 
standard practice. Surgery should be deferred where Covid-19 infection is either identified or 
suspected. The risks and consequences of Covid-19 infection should form part of the informed consent 
process. We also recommend that data continues to be submitted to available prospective databases to 
increase knowledge in this area.  
 
ALSGBI are keen to work with the Royal Colleges and fellow Specialty Associations to ensure ongoing 
safe practice for staff, within available resources. We recommend that best practice for patients is not 
compromised in this process. 
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Available ULPA Active Laparoscopic Filtration Systems: 
 
ConMed – AirSeal 
Ethicon – MegaVac Plus 
Medtronic – ValleyLab RapidVac 
Stryker – Pneumoclear 
Karl Storz – S-PILOT 
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