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e dedicate this book to the memory of Dr Kurt Semm. All gynecol-
WGgists who perform laparoscopy owe a great debt to this forward
thinking physician. In the 1970s and early 1980s, Dr Semm generated a
great deal of controversy as many gynecologists in the United States and
in his native Germany refused to accept his ideas on minimally invasive
gynecology. Without his contributions, advanced operative laparoscopy
could not have progressed to its present state of prominence.

We can directly trace the development of many of the instruments and
procedures that we describe in this book to innovative inventions and
techniques that Dr Semm pioneered. He not only designed new instru-
ments, but was actively engaged in the manufacturing and distribution of
his inventions. His list of inventions and “firsts” is long and important.

® His early magpnificent photos and movies set new standards

in laparoscopy and became the foundation for several books.

He developed the first trainer for laparoscopy that he called
the “Pelvi Trainer.”

He invented and developed the first electronic insufflators,
the morcellator, the endo-coagulator, needle holders, endosuture
and the loop ligature among others,

He performed the first laparoscopic appendectomy and described
several innovative operative procedures including such things
as the “curling iron” technique of removing an ovarian cyst.
Personally, I will always be thankful for my wonderful experience with
Dr Semm in Kiel in 1983. It was a thrill to be in the operating theatre with
this giant in our specialty.
It is only fitting that we dedicate this Manual of Laparoscopy 1o the
memory of “the father of modern day laparoscopy,” Dr Kurt Semm.
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FOREWORD

With their most recent edition of A Practical Manual of Laparoscopy:
A Clinical Cookbook, Drs Pasic and Levine present technical innovations,
while offering enhanced knowledge, wisdom, and surgical pearls. They
augment their prior book with excellent photographs, which, in combi-
nation with the vast illustrations and descriptions. help solidify surgical
concepts and clarify the related anatomy.

This book is written and edited with the unique insight of two well-
respected colleagues. The Senior Editor, Dr R is an interna-
tionally acclaimed expert in advanced endoscopic surgery and has oper-
ated with and trained innumerable physicians worldwide. Dr Ronald
Levine, considered the “father of American endoscopy,” epitomizes the
life-long learner, always seeking new skills, techniques, and approach-
es. He has educated and mentored literally thousands of surgeons
throughout the world. Together they have assembled m: of the
world’s finest endoscopic surgeons to present their insight, “tricks of the
trade,” and share their surgical experience. Their love of laparoscopy
exudes from the pages.

d Pasi

In this cookbook, Drs Pasic and Levine present the recipe with which
a novice can learn the basics and the expert can tailor, modify, and
expand their endoscopic approaches. This book reminds one of the
rewards and joy of challenging one’s abilities to achieve new levels of
expertise,

JAMES M. SHWAYDER, M.D., ].D.
University of Louisville



PREFACE

The first edition of this book was received ex eptionally well by both
practicing gynecologists and by residents in training. In the first edition,
we presented material by eminent laparoscopists in an easy to read for-
mat accompanied by digital drawings in order to supply the optimal
information to the reader regarding the various procedures.

We have again rried to maintain that format but with the enhancement
of colored digial illustrations. We have also added several chapters on
newer techniques especially in Urc gynecology.

We believe that the information contained in this volume will enhance
the skills of the practicing gynecologic surgeon while developing the
base for the novice laparoscopists and for all individuals who believe in
the concepts of minimally invasive gynecology.

Resad P Pasic
Ronald L Levine
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ChapTER 1

PATIENT PREPARATION

Ronald L. Levine, M.D.

inimally invasive, laparoscopic surgery is, and must always be, con-
Msidurcnl major surgery. Therefore, it is important to carefully pre-
pare the patient for surgery both psychologically as well as physically.
The surgeon must also be prepared by adequate training and practice in
the techniques that are necessary to complete the procedure in a safe
and efficient manner. Patient preparation begins with the initial decision
to perform laparoscopic surgery, and although it is tempting to convert
most procedures to a minimally invasive route, the surgeon must con-
sider if the particular pathology should be approached in this manner
and is in the best interest of the patient. Just as importantly, the surgeon
must honestly evaluate his/her own ability and training.

PATIENT EVALUATION

Initial patient evaluation considers the indications and contraindica-
tions of laparoscopic surgery. There are no hard and f:
the term “absolute contraindication” must be considered as a guideline,
rather than a final decree.

rules and even



CHAPTER 2

PELVIC ANATOMY SEEN
THROUGH THE LAPAROSCOPE

Robert M. Rogers, Jr., M.D.

s and

or laparoscopists, female pelvic anatomy is that of su
Fumlc:'lyw‘ng abdominal and retroperitoneal structures. Surface land-
marks on the anterior abdominal wall locate safe areas in which to pass
laparoscopic trocars to establish ports through which  laparoscopic
instruments can be passed into the pelvic cavity 1o perform the planned
surgery. Superficial peritoneal landmarks within the pelvis alert the oper-
ator o key atomic structures in the retroperitoneal spaces. A sure
knowledge of surgical and laparoscopic anatomy is a requisi
forming laparoscopic procedures that ar
the desired goal of the surgery. The three-dimensional field of pelvic
anatomy as seen through the two-dimensional plane of the laparoscope
is a difficult challenge to master. The diligent laparoscopic gynecologist

for per-

e for the patient and achieve

must always study and then observe carefully in order 1o gain this sure,
working knowledge. Just as technical skil ently improved
through frequent and proper practice, so can one’s working knowledge
of gynecologic surgical pelvic anatomy,

Is can be consi

The following will be discussed: the anterior abdominal wall; the pre-
al space; the area of the pelvie brimy; the sidewall of the pelv

: the




CHAPTER 3

INSTRUMENTATION
AND EQUIPMENT

Ronald L. Levine, M.D.

ned to accommodate

Mu ny modern operating rooms have been de

operative  endoscopies; however, there are some variations

depending upon the individual requirements of the operating surgeon.
Herein, we describe the general requirements of both the setup and the
basic equipment that is necessary to perform safe and efficient gyneco-
logic endoscopic surgery. However, there are expanding technologies
that are more appropriate for advanced surgery. Some of the most
advanced i

struments are the robotic surgical equipment and newer
forms of energy application. The use of this equipment will also be dis-
d in other chapters.

Cuss

GENERAL ROOM SETUP

The setup should be designed to optimize efficiency using the team con-
cept. The team usually consists of the surgeon, a first assistant, a scrub
nurse and a circulating nurse. The most recent addition to the tradition-
al team is the biomedical technicia
entire case, but it is helpful if they are in attend

n. He/she may not be required for the

. as well

19



CHapTER 4

ANESTHESIA
IN LAPAROSCOPY

Laura Clark, M.D.

. The

any surgical procedures dictate the management of anesthesi
M procedure of laparoscopy creates its own subset of factors unique
to the procedure itself. The impact of laparoscopy on the human body
went relatively unnoticed in its

ancy because the majority of cases
zations performed in a relatively
short time on young, healthy individuals.

B tions, these individuals could adjust quite well 1o the
changes that occur during laparoscopy. Only when the technique
expanded, both in use and type of operations. was the full impact appar-
ent. Presently, laparoscopic operations are frequently longer and the pop-
ulation may have other disease processes, and may even be elderly. Tt
not been able to compensate as well as young,
healthy patients and the true impact of these physiologic changes is being
delineated. This e sion has been a useful and productive develop-
ment but as shown later in this chapter, the choice of laparoscopy vers
an open procedure is made by the physiologic impact of the laparoscopy
on the individual patient during the operative procedure and not only on
the physical

tially were laparoscopic tubal ster

rring compli

subset of patients ha

ctor of surgery without a major incision.

39



CHAPTER 5 . ne 57

CREATION OF
PNEUMOPERITONEUM AND
TROCAR INSERTION
TECHNIQUES

Resad Pasic M.D., Ph. D.

P roper patient positioning is essential for performing laparoscopic
procedures

The patient is placed in a dorsolithotomy position with the buttocks
extended over the end of the table. The thighs should be flexed (120°)
to allow good instrument manipulation (Figure 1). Attention should be

ent's legs 1o avoid peroneal nerve

given 1o proper positioning of the |
injury during lengthy procedures. Shoulder braces may be used to make
the steep Trendelenburg position possible during surgery. If shoulder
braces are used they should be placed over the acromion to avoid pos-
sible nerve injury. It is advisable that both arms should be tucked along
the patient’s body to provide more space for the surgeons and prevent

brachial plexus injury. This is essential, especially if the TV monitor is
positioned between the patient’s legs, as it permits the surgeon more
-omfortable position during sur-
. If electros 1g the procedure
for unipolar instruments must be properly placed over the patient’s
thigh, and full surface contact of the plate must be assured. Straight blad-
der catheterization is performed for short laparoscopic procedures or a

room to move backwards and to keep a

a return plate

rgery is to be used du




CHAPTER 6 . o ]

ENERGY SYSTEMS IN
LAPAROSCOPY

Andrew Brill, M.D.

160 -+ 60 Hz / Soc

lectricity is produced when valence electrons are freed from atoms
E of conductive materials

the same direction an electric current (1) is produced that is measured in
amperes. Opposite charges on the ends of the conductor cause the elec-
trons to flow in one direction toward the positive terminal. The differ-
ence in potential between the positive and negative poles provides the
electromotive force (voltage) to drive the current through the conductor
(Figure 1).

When these electrons are set in motion in

Current that flows in one direction through a circuit is called direct
current (DC). When alternating current (AC) flows through a circuit, the
movement of electrons reverses direction at regular intervd
expressed as cycles per second (Hertz). Since the effects of current on
the load are all that is important, the periodic reve

. which is

of current flow
does not undo its work.

The amount of current that flows through a circuit is determined by
the electromotive force (voltage) across the circuit and the resistance that
circuit provides to the current. Resistance (R) is the difficulty that a mare-
rial presents to the flow of electrons and is measured in Ohms.




CHAPTER 7 .. : .. 197

ALL YOU NEED TO KNOW ABOUT
LAPAROSCOPIC SUTURING

Resad Pasic, M.D., Ph.D.

-

wll)= do laparoscopic surgeons avoid suturing?

The perception is that it is cumbersome to learn and perform.

Surgeons are unfamiliar with:

* principles of needle introduction

* principles of needle positioning and suturing

* knot tying techniques

As laparoscopic hysterectomies, myomectomies, bladder suspensions,

pelvic wall reconstructions and other advanced endoscopic procedures
are becoming the accepted method of treatment, there is an increasing

need for laparoscopic suturing techniques. Laparoscopic ligation and
suturing is used for approximation of tissue planes
vides hemos

coordination,

nd effectively pro-
E ant hand-eye
e pL'rlurmul while moni-
toring a bi-dimensional TV screen with up to six times magnification; this
es depth perception and the direct tactile feeling of the tissue.
Suturing represents the third level of laparoscopic skills.

Laparoscopic suturing require:

nece

paroscopic procedures

el



CHAPTER 8 ..

LAPAROSCOPIC TUBAL
STERILIZATION

Ronald L. Levine, M.D.

ion is the most common type of female

L APAroscopic ster
zation surgery performed in the United States. There are e
three major methods, however, occasionally a surgeon may still use ther-
mal coagulation.

Clectrosurgical:
a. Monopolar

b. Bipolar

~

. Clips:
a. Hulka

b. Filshie

(7

. Bands (Fallope ring)

. Thermal coagulation

All of the methods that will be described may be performed through
either a single puncture technique using an operating Lip.nn‘«mpc
(Figure 1), or through a double puncture technique, using a 5 mm
ond puncture trocar that may be placed in the midline suprapubic

109



CHAPTER 9

ENDOMETRIOSIS

Dan C. Martin, M.

INTRODUCTION

s diagnosed in several clinical situations including sur-
for pain, infertility, mass, and sterilization. Some presentations,
and cadily treated at laparoscopy while others may
be better .1|1|1r0.u.hed at laparotomy. The purpose of this chapter is to
describe the recognition and treatment of those lesions which generally
are found and treated at laparoscopy.

Controversial concepts will also be addressed. These include biopsy
for confirmation, coagulation vs. excision and treatment of asymptomatic
endometriosis seen at laparoscopy for sterilization.

GOALS OF SURGERY

The surgery plans depend on the goals of treatment. Limited surgery
may be best for fertility surgery as it may cause fewer adhesions than
extensive dissection. Deep dissection and complete removal of
endometriosis appears to be a better approach for deep infiltration and

117



CHaPTER 10....

LAPAROSCOPIC SURGERY
FOR ADHESIONS

Harry Reich, M.D.
Lisa M. Roberts, M.D.
Enda McVeigh, M.D.

INTRODUCTION

dhesions may be defined as abnormal attachments between tissues
A nd organs. They can be either congenital or acquired. Acquired
adhesions develop in response to trauma to the peritoneum either
result of surgery or inflammation. Postoperativ
after almost every abdominal surgery and are the leading cause of intes-
tir

adhesions may occur

al obstruction. Adhesions are almost an inevitable consequence of
peritoneal surgery. In one study. 93% of patients who had undergone at
least one previous open abdominal operation had post surgical adhe-
sions. This is not surprising, given the extreme delicacy of the peri-
roneum

and the fact that apposition of wo injured surfaces nearly

always results in adhesion formation.

Adhesiolysis should be undertaken to relieve the symptoms of adhe-
sions only in selected cases. For example, good results can be achieved
with ovarian adhesiolysis in improving fertility in women. Division of the
adhesions around the ovary has been shown to increase pregnancy rates
by over 50%. The effectiveness of adhesiolysi

in treating chronic pain is



Chapter 11,

ECTOPIC PREGNANCY

Danielle E. Luciano, M.D.
Gerard Roy, M.D.
Anthony Luciano, M.D.

INTRODUCTION

regnancy outside the confines of the uterine cavity has been

described for hundreds of years, In the 1800s, the mortality
ated with ectopic pregnancy was >60%, Today it accounts for 9% of
pregnancy related mortality and less than 1% of overall morality in
women. Figure 1 depicts this data from 1970-2000. During this period,
we see a greater than 90% reduction in monality despite more than a 5-
fold increase in the overall incidence.

SOCi-

Although ectopic pregnancy has been recognized for over 400 years,
it continues to be an ever-increasing affliction affecting greater than 2%
of all pregnancies. The rising incidence of ectopic pregnancies in the
past 25 s has been atributed to a number of different risk factors
listed in Table 1. Theoretically, anything that impedes migration of the
conceptus to the uterine cavity may predispose a woman to develop an
ectopic gestation. These may be intrinsic anatomic defects in the tbal
epithelium, hormonal factors that interfere with normal transport of the
conceptus, or pathologic conditions that affect normal wbal functioning.
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ENDOSCOPIC SURGERY
FOR CHRONIC PELVIC PAIN

David L. Olive, M.D.

ered a primary surgical dis-
intervention may prove to be
of value. Three procedures detailed here have some application 1o this
problem; each can be helpful in specific instances where patients have
been thoroughly evaluated and a number of diagnoses excluded. Thus,
it is imprudent to think of these procedures as generalized approaches
1o the problem of chronic pelvic pain. Rather, these surgeries represent
highly specialized techniques to combat specific pathologies.

chmnic pelvic pain should not be con:
ease, but in some cases laparoscopic

A second aspect these three procedures share is a lack of proven effi-
cacy. While all seem theoretically sound, only the lapa oscopic uterosacral
nerve ablation has undergone testing via randomized clinical trial, and
even here the numbers are small and follow-up is brief. Before these pro-
cedures are adopted as routine, more rigorous testing and evaluation are
clearly needed.

Chronic pelvic pain (CPP) is the bane of existence for many gynecol-

s: it is difficult to diagnose, and treatments are often of questionable
therapy is generally the initial therapy; only when this
has failed do gynecologists resort 1o surgical intervention. Even in this

1169



(_mmn 13

LAPAROSCOPIC MANAGEMENT
OF THE ADNEXAL MASS

Eﬂ C. William Helm, M.D., MB,BChir
NS  fesad Pasic, M.O., Ph.D.

he management of an adnexal mass remains one of the most inter-

esling
need for appropriate work-up and sound judgment to ensure the opti-
mum outcome for the patient,

d rewarding areas for the gynecologist and combines the

The laparoscope is a tool in the surgical armamentarium that should
be utilized in the appropriate fas
adnexal mass

ion and not every patient with an
can be managed laparoscopicall

WHAT CONSTITUTES AN ADNEXAL MASS?

Although the adnexa strictly includes only the ovary,
and broad ligament, blood v

llopian tube,
tined in it, there are

els and
y placed in the pelvis which need to be
included in the differential diagnosis.

ia conts
many causes of a mass laterz

For the purposes of this chapter only gynecologic conditions will be
considered.

The questions in relation to an adnexal mass which need addressing
: what is the e of the mass? Does it need surgical treatment and
if so, what kind of surgery?
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LAPAROSCOPIC
PRESACRAL NEURECTOMY

\ Ceana Nezhat, M.D.
\'h Deidre Fisher, M.D.

INTRODUCTION

n 1899, Jaboulay first described presacral neurectomy as the severance
In!' sacral sympathetic afferent fibers using a posterior extraperitoneal
approach. In the same year, Ruggi described resections of the utero-ovar-
ian plexus. Leriche advocated periarterial sympathectomy of the internal
iliac arteries. Perhaps the most fervent advocate of presacral neurectomy
as Cotte, who in 1937 reported excellent results (98% success rate)
after ransection of the superior hypogastric plexus in 1500 patients. He
emphasized that the only nerve tissue that should be r
within the

ected is that

nerve elements in

teriliac triangle, and that resection of

the triangle is essential. Recent advances in endos

pic surgery have
allowed surgeons to perform the technique via |

OSCOPY.

Twenty to twenty-five per cent of patients with central dysmenorrhea
fail to respond o medical management and presacral neurectomy con-
tinues to be a useful alternative for these women. Presacral neurectomy
and
pelvic pain who have not responded 1o medication. It has been proven

is indicated in women who have disabling midline dysmenorrhe:
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LAPAROSCOPIC
HYSTERECTOMY

Robert S, Furr, M.D,
C. Y. Liu, M.D.

INTRODUCTION

he advent of advanced laparoscopy has facilitated its use for removal
of the uterus, The extent 1o which laparoscopy
depending on the underlying pathology, uterine mobility, vaginal acces-
sibility and the laparoscopic skills of the gynecologic surgeon, When a
hysterectomy is indicated, the transy ai
sidered. If a vaginal hysterectomy is not feq

is used varies

nal approach should first be con-

sible, a laparoscopic evalu

tion of the pelvis may be considered before 2 large abdominal incision

is made. In the majority of cases, a laparoscopically assisted vaginal,

cervical, or tc

laparoscopic supr

Aparoscopic hysterectomy can be
performed. The advantages of these minimally invasive techniques over

the abdominal approach are now well documented in the literature,

Traditionally, the
reserved to [;

aparoscopic approach has been more commaonly

tate a vaginal hysterectomy. However, for the advanced
lay

con, the uterus can be completely detached from its
laparoscopically. In this chapter we will illustrate

rOSCOpIC sur

surrounding structures
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CHAPTER 16

LAPAROSCOPIC
SUPRACERVICAL
HYSTERECTOMY

Thomas L. Lyons, M.D.
Assia Stepanian, M.D.
Wendy K. Winer, R.N.

s stated by Finley in 1943, hysterectomy in general must be used to:
1. save life, 2. correct deformity, or 3. ¢

nate  suffering.
Historically, most hysterectomies were performed in a subtotal or
supracervical manner and morbidity and mortality (M&M) were s
cant. The reasons for this high rate of M&M were poor anesthesia tech-
niques, absence of antibiotic therapy, and lack of modern blood bank-
ing procedures, During the first half of the 201 century
was made in the technical aspects of the procedure

raclual progress
By the mid 1940's,
ble, mor-

when anesthe

2 was improving and antibiotics bee
tality rates decreased rapidly.

In addition, another influence was present at that time. The existing

mortality rate from cervical carcinoma was high, making this disease the
third most common killer of women in the US. Between 1940 and 1955

the rate of total versu

subtotal hysterectomy was reversed. Whereas the
subtotal rate was 85%-95% in the early 1940°
was less than 5%. The stated rt
rate from cervica

by 1955 the subtotal rate

on for this shift was o lower the death

I cancer. This stated goal was not accomplished until
PAP smears became routine in the US in 1958. However, the wholesale
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