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Clavie Dlndo cla53|f|cat|on of surglcal

suticregimens are: drugs as antiemetics,

i i algetics,diuretics and electrolytes and
physiotherapy.
This grade also inclu

Requiring pharmacologi

infections opened at the bedside.
nt with drugs other than such
allowed for grade | compli ood transfusions, antibiotics

and total parenteral nutrition Iuded
Requiring surgical, endoscopic orradiological intervention

Intervention under regional/local anesth

Intervention under general anesthesia

Life-threatening complication requiring intensive intensive
care unit management

Single organ dysfunction

m Multi-organ dysfunction

Patient demise
Annals of Surgery ¢ Volume 240, Number 2, August 2004



GYNECOLOGY
Resident participation in laparoscopic

hysw my: impact of trainee involvement
ono times and surgical outcomes
Elena Igwe, M

@nd&, MD; Stephen Rose, MD; Shitanshu Uppal, MD
National SurgicaNQualipw Improvement Program (NSQIP) database

2008.1~2011.12, 3

idity, and death with attending alone vs resident involvement
FIGURE 2 Attending alone Resident involved Unadjusted odds ratio
ST . (n = 1850), n (%) {n = 1581), n (%) Pvalue (95% confidence interval)
Operative time by resident
involvement
108 (6.8) .052 NS
_ 200- 78] 5(0.3) NA NA
é 1504 Severe morbidity 20(1.3) .26 NA
g ——— Death at <30 d 0 NA NA
"‘: 100+ Type of complication
> —
% = Wound 14 08/ /N\.21013) 07 NS
2 50+ -
& Cardiopulmonary 9(0.5) /o) 29 NS
Infectious 86 (4.6) 9;{4.2) 29 NS
¥ zé ® Thromboembolic 4(02) ( 8(05 12 NS
é‘b 2O
o & Neurorenal 58 (3.1) V39025 13 NS
&
o‘"\é e.oob Transfusion >4 units 7(0.4) 32 (210) < .0001 5.4 (2.38—12.28)
3 v packed red blood cells
Igwe. Resident participation in laparoscopic hysterectomy. Septic 8(0.4) 7 / .59 NS
Am ] Obstet Gynecol 2014, \ v 4 A\
Reoperation 24 (1.3) 35(2.2) / \@3 1.7 (1.01—2.89)
Readmission (n = 1213) 19(2.9) 34 (5.5) / .013) 1.94 (1.09—3.44)
,m. aE E\r‘slaggl MS, afglﬁ ITH 5 .
Igwe. Resident participation in laparoscopic hysterectonty. Am | Obstet Gynecol 2014.
\ y

g

484.e1 American Journal of Obstetrics & Gynecology NOVEMBER 2014
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Trai articipation and perioperative complications
in ysterectomy: the effect of route of surgery

Emma L. Bal ; Benjamin Harris, MD; Paola A. Gehrig, MD

TABLE 3
Specific perioperative complications a
trainee involvement in surgery

N et wirvend with The American College of Surgeons
| _ NSQIP database, 2010.1~ 2012.12
— mmeh B V4 22,499 patients: 42.1% trainee participation.

Mi 5 (0.04%) 3(0.03%)
PNA 26 (0.2%) 13 (0.1%) S TABLE 4
VTE 42 (0.3%) 41 (0.4%) Unadjusted and adjusted odds ratios for the association between trainee
i i 0, 0,
Fascial dehiscence 36 (03%) 27 (03%) NS Unadjusted OR  95% Cl Adjusted OR  95% Cl
Return to OR 193 (1.5%) 149 (1.6%) NS -
complication
Stroke 2 (0.02%) 0 (0.0%) NS B B B B
Renal failure 8 (0.06%) 5 (0.05%) NS al 1.46 1.04-2.04 1.4 1.03-2.04
Cardiopulmonary arrest 1 (0.008%) 1(0.01%) NS aparoscopi 1.03 0.82-1.30 1.09 0.86—1.37
Sepsis 52 (0.4%) 61 (0.6%) .02° Op 1.25 0.98—1.60 1.19 0.92-1.53
Prolonged/reintubation 9(0.1%) 19(0.1%) NS Minor complication
ini 0, 0,
Nerve Iniury 7 (0.05%) 6 (0.00%) NS Vaginal 100-172° |1.30° 1.03-1.63°
Minor complication - a 2 a 2
— — Laparoscopic 37 1.15-1.63 1.36 1.14-1.63
Superficial wound infection 164 (1.3%) 160 (1.7%) .007%
a a a a
Transfusion 329 (2.5%) 404 (4.3%) <.001° Open 1.61 1.38-1.87° | 1.56 1.33-1.82
Urinary tract infection 313 (2.4%) 320 (3.4%) <.001? Binary logistic regression model with adju$ied odds ratios agjlisted for age, BMI, hypertension, smoking, cardiac comorbidity,
pulmonary comorbidity, neurologic comorbidity, infectioyg”comorbidity, ASA score, and surgical complexity.
ostoperative complications are not mutually exclusive. Patients may have experienced more than postoperative
complication. ASA, American Society of Anesthesiologists; S, befly mass index; onfidence interval; OR, odds ratio.
Mi, myocardia\lmfarmion; NS, not significant; OR, operating room; PNA, pneumonia; SS/, surgical-site infection; VTE, venous 2 Gtatistical signiﬁcance with P < .05,
thrombosmbolism. Barber et al. Trainee participation in benign hysterectoniyf Am J Obstet Gwmecol 2016.
2 Statistical significance with P < .05
Barber et al. Trainee participation in benign hysterectomy. Am | Obstet Gynecol 2016. v

AUGUST 2016 American Journal of Obstetrics & Gynecology 215.e1
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from 0.2% to 1 0

The report éall complication rates range

First Trocar (V
Vessel injury a
Bowel injury 6)
Urinary tract injury
Bladder and ureter injury
Trocar site herniation
Laparoconversion

needle) entrance




HOW do y O yOur How do you hold the Veress needle (see images below)? *
Veress need

Location of entra
Angle of entrance

Assistance technique
avoid complications

Open or close method



Figure. Anatomy of the srior abdominal wall and Veress  Adhesions at the

needle insertion sites.

\\//

e gty oz, oo |17 X ntercostol space in patients with a history or
Falled umblical/Palmer approach presence of umbilical or ventral
SATIE I x hernia, midline surgical incisions,
/ known or suspected periumbilical
\\\ adhesions, high or low body mass
R index (BMI), or a palpable mass, or
' ter 3 attempts to establish
- Uterine fundus fumoperitoneum have failed.
i Vaginal posterior fornix ]

Obesity
Failed/contraindicated other approaches

umbilical area are found
in approximately 10% of
LSC surgery.

Adapted from Taskforce for Abdominal Entry (https://www.ejog.org
article/S0301-2115(16)30138-5/fulltext).

Society of Obstetrician and Gynaecologists of Canada (SOGC)
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Figure. Anatomy of the anterior abdominal wall and Veress ... . H‘ﬁ‘;&,
needle in?n sites. B s SRR s

l \/ U ) .
Palmer’s point:

Lee-Huang point gthj 3 cm be|OW the Ieft

= —€ 7 X intercostal space )
i e WP ‘ Paimer’s point subcostal border in
Failed umbilical/Palmer approach Inf_ra-umbilical laparotomy scar h .d I - I I.

Umbilical base skl anwsts the midclavicular line

/ < T What is your preferred (primary) entry location in High BMI patients? *

Scientific Reports|  (2023) 13:17471
= @ Loe-Huang point

@ Palmaes's point

@ Umbilcal pont

Y

Failed/contraindic

Adapted from Taskforce for Abdominal Entry (https:fwwrg/ Used in h'_gh I_BMI patients, FO prevent
article/S0301-2115(16)30138-5/fulltext). \overshooting in the underlying organs.

—_—

Emptying the stomach by nasogastric (or0rog
Introducing the Veress needle perpendicular
contraindicated in patients with previous sple

SEN

pancreatic masses.
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pen entry

Close VQJS/U\S O

Table 2. Estimated complicatic%@te assoclisted with techniques and instruments during laparoscopic entry

"V
Closed gpftry \ Visual threaded
Complication Veress needle ortr(sqr Ver/és needle Directtrocar insertion Open entry Optical trocar cannula
Bowel 004%-0.2% V 0.0024 0.11% 0.06%—0.1% 0.8% 0.001%

Major vessel 0.01%-0.2% Cases reported; Cases reported; Cases reported; 0.0%
rate unknown rate unknown rate unknown
Preperitoneal insufflation i t applicable Not applicable
CO, embolism 0.001%
@ Approximately 20% of all bowel or major vessel injuries associated with the close sg@pic entry technigue are attributed to the Veress needle.

Based on CT image on 38 women,
Distance between the umbilicus and
aortic bifurcation:

Normal (BMI <25): 0.4 cm
Overweight: (BMI 25-30): 2.4 cm
Obese (BMI >30): 2.9 cm

Obstet Gynecol 1992;80:48-51. " 7




When inserting ¢ 2ress needle, consider shifting or elevating the
umbilicus caudall oze retroperitoneal vascular injury.

Previously recommerided X' eress needle safety checks or tests, such as
the saline drop test and aspi
position and therefore are

Because the position of the u

n for fluid, have not been found to confirm
recommended as best practice

relation to the aortic bifurcation
varies according to the patient’'s pass index, the angle of insertion of
the Veress needle at the umbilicus @h adjusted accordingly—from
45° in women of normal body mass t0'90° in women with obesity.
Use an initial Veress intraperitoneal press <1O mmHg as the most
reliable indicator of correct intraperitoneal plaCemefit of the Veress needle.
Use transient high intraperitoneal pressure of G@ mHg or 2-4 L of
CO2 entering just before inserting a trocar.
Use the non-disposable threaded cannula for visual e




First,

.....

%umbilical trocar entry
Hasson entry {1Q71)

prevention o%bolism, preperitoneal

insufflation, and w al and major vascular injury,
but a potentially h cidence of bowel injury.

essentially a mini-Iapa
Some surgeons believe tk e open-entry method
Is more difficult and time-cons g in patients who

are obese. :
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Vascﬁl?ar injury

(Abdo all and Intra-abdominal Vessels)

Table I. Causes and sites of injury ¢
gery in 19 cases reported by Penfield\(

aparoscopic sur-

Cause n Site
Primary trocar 6 Aorta
\eress needle 6 lliac artery
Secondary lower abdominal 3 Common iliac vein .
i Superior
trocar culophrretmlc epigastric
. . artery
Superior mesenteric 1 arery
vesse| Rectus
abdominis
Unspecified 4 Duodenal vessel 1 muscle
Abdominal wall artery 1 teifeior
epigastric
Total 19 Total 19 HEEP

pferior abdgominal wall anatomy.



m Early recognitio
outcome.

|dentification and
dividing of omental
and bowel
adhesion due to
previous surgery is
important prior to

the Veress needle having
difficulty in insertion (yellow

Multiple fine penetrations of a
small bowel that were caused by

insertion of lateral

,\Ports

arrows).

African Health Sciences Vol 17 Issue ¥/ December, 2017
Curr Opin Obstet Gynecol 2019, 31:245-250.



Monopolar Electrosurgery through Single-Port Laparoscopy:
ial Hidden Hazard for Bowel Burns

A Pote

Basi u-
Abdulmali

Fig. 4: Spatula.

M

Active electrode monitoring instrument with integrated “Protective
Shield” to sense and divert stray electrosurgical capacitive and insula-
tion failure current back to the ESU (courtesy of Encision Inc., Boulder,
CO).

Protective Shield

Primary Insulation Layer

Quter Insulation

Active Electrode Element

a, MD*, George A. Vilos, MD, Omar Al-Obeed, MD,
ikh, MD, Angelos G. Vilos, MD, and Hazem Al-Mandeel, MD

Corona discharge formation from capacitive coupled current from acti-
vated scissors to suction irrigation-cannula (Courtesy of Encision Inc.,
Boulder, CO).

| Fig. €]

Arcing (sp aifd insulation breakdown after corona discharge forma-

tion from actiVated scissors 6 tion-irrigation cannula. (Courtesy of
Encision Inc., Boulder, CO

E.
§ a0

700~1000°C

JMIG, Vol 18, No 6, November/December 2011
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Prev?on and management of bowel injury —
ologic laparoscopy: an update

Consult a gurgeon or gynecologic subspecialist with
more experienceé in bawel surgery.

Small serosal tea of thermal injuries and partial thickness
injuries: with 3-0 dele ?sorbable suture in an interrupted

fashion, in a single lay
Full thickness small bow /" up to 1 cm: repaired in two
layers, the second imbricatingFoye

interrupted sutures placed in a¥
of the bowel.

Primary two-layer repair of large bowel can\oe performed even

in the absence of a bowel preparation preoperatively.

Bowel resection, reanastomosis, and divérsiop’may become

necessary for full-thickness defects greater th cm, thermal
0

injuries with a potentially large spread, or areas c@ing for

perpendicular to the axis

devascularization of bowel.

Curr Opin Obstet Gynecol 2019, 31:245-250



PR P i T Ve mﬁ‘ﬁ%m..f Ay

Urln%tract |njury

A clear understanding of the
female genitourinary tract
(anatomy) and sound surgical
technique are the keys to

primary prevention of urinary
tract injury.

Curr Opin Obstet Gynecol 2016, 28:323—-328

Ar@s Gyn
20047191,1875-84
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Urinary Tract Injuries in Laparoscopic Hysterec'tohly: A Sﬂystematic

Review { JMIG 2014:21:558-566
Marisa R. Adelma t? Tyler R. Bardsley, MS, and Howard T. Sharp, MD

?(\ Overall Injury Rate

Author

Overall Injury Rate Ho-

Frankman 201

Shen 2003

Cook 2004

Garry 2004

Horng 2004

Koh 2004

Rooney 2005

Vakili 2005 I

Bojahr 2006

Kafy 2005

Karaman 2007

Wu 2006

Jelovsek 2007 |

Leonard 2007

Ng 2007

Soong 2007

Erian 2008

Jung 2008

Ko 2008 l

Ark 2009

Lafay Pillet 2009

Trivedi 2009

Donnez 2008, 2010 o—

Hohl 2010 o—

Brummer 2008, 2011 L 2|

lAnpalagan 2011 —e |

Grosse Drieling 2012 He—

Son 2011, 2012 —o—

Mueller 2009, 2012 |—€——

Choi 2012 —e {

Khampitak 2012 e |

Kobayashi 2012 ||_—..:|

Sandberg 2012

Teerapong 2012 I o & 4 I
0.000 0.025 0.050 0.075 \ﬁoo 0.125

Overall urinary tract injury rate for laparoscopic hysterectomy: 0.73%.



he{ aﬁ'ato'rﬁy ahd good
technique

Know}]

opera

Am J Obs Gyn 2004:191,1875-84



The RUMI manipulator and
Koh colpotomiser system for
total laparoscopic hysterectomy

BJOG: An International
Journal of Obstetrics &
Gynaecology, 2005; 107(2):
274-277,
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Total laparoscopic hysterectomy|without uterine manipulator. ¢
A retrospegtive study of 1023 cases

Dimitrios Zygeudris: AMNektarios Chalvatzas®, Antonios Gkoutzioulis?,
Georgios Anasta dreas Kavallaris™"

St Luke's Hospital, Thessaloniki, Greece
d Child Medical Center, Nikosia, Cyprus

% Department of Minimally Invasivé
P Department of Gynecology and Obste

Intraoperative outcomes (N = 1023).

N,

Operating time (all cases) (range) 78 (43-168) minutes
Operating time TLH (range) 75 (43-145) minutes
Operating time TLH + adnexectomy (range) 83 (45-168) minutes
Blood loss (range) 59 (20-260) ml
terine weight (range) 255 (40 - 1.510) gr
yersion to laparotomy 0
en requiring blood transfusion 14 (1.4)
i 1
3
5
18 (1.8 %)
Laparoscgpic Hysterectomy.
- = 1023).
- - — Pyrexia, >37.5 °C 13 (1.3 %)
Opening of the anterior vaginal wall. Urinary tract Infecfign 3(03 %)
Deep vein thrombosi 0
Indications for Hysterectomy. Pu]mona_ry embolism 0
n = 1023 Mean catheter duration (range) 1(1-7) days
Fibroids | adenomyosis 603 (54 %) Patients with catheter > 2 da 4(04 %)
Endometrial hyperplasia 133 (13 %) Hospital stay (range) 1.1 (1-8) days
Benign ovarian cyst 102 (10 %) Patients stayed > 2 days 38
E;?norrhagia { DUB ?;3'([?;%% %) Wound infection 6 (U'E %}
- — - Vault hematoma 1(01 %)
CIN: Cervical Intraepithelial Neoplasia. .
DUB: Dysfunctional Uterine Bleeding. Vault dehiscence 5 EU'S %)
4

Patients readmitted post — operatively 04 %)

European Journal of Obstetrics & Gynecology and Reproductive Biology 253 (2020) 254-258



Uterine manipulator in total laparoscopic

hysy ctomy: safety and usefulness
cédj?s in Surgery (2020) 72:1247—1254

Table 2 Major complications caused by uterine manipulators

Manipulator Major Complication

o

Disintegration inside the patient
Vaginal wall laceration/excess hemorrhage

Hohl Bowel perforation
Uterine rupture

V-care Cervical cup melting
Disintegration inside the patient
Uterine rupture

iew Disintegration inside the patient
Uterine perforation
ik, A }Mcﬂ(yo, Uterine pseudoaneurysm
e s N
o e TMvam}gg{of uterine manipulators
The position of the|ureter|can Manipulator /” "\, Disadvantages
be seen before section of the Clermont FeW Difficult to assemble
. cervical dilatation
uterosacral ligament and RUMI
uterine artery with its curve or Hohl icted range of uterine motion
the knee Of the u reter V-care gto mobilize big uteri
) Hourcabie i aintaim\pneumoperitoneum
] . . ; fornices
Sur Ql cal and Radlol OQ/ cAn atomy Endopath Difficulty tovmaintdin pneumoperitoneum
(20 1 9) 41:859-867 Do not delineate’vaginal fornices

Histerophore Restricted range of uterine motion




, /
Hohl manipulator 6’ |

i
Colpo-Probe Vaginal Fornix Delineator

Kronner Manipujector
Uterine
Manipulator/ Injector




Uterine artery Ilgatlon Posterior approach

Reund ligament

uterus

3: Infundibular pelvic ligament
4: common iliac artery

5: uterine artery

6: ureter

NTUH: J Minim Invasive Gynecol 2005; 12: 336-342.






Uterine artery Ilgatlon Posterior approach

Reund ligament

uterus

3: Infundibular pelvic ligament
4: common iliac artery

5: uterine artery

6: ureter

NTUH: J Minim Invasive Gynecol 2005; 12: 336-342.
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Knm’ﬁf}ﬁJ hthe anatomy: ureter

Am J Obs Gyn 2004:191,1875-84



Causes and prevention of laparoscopic ureter injuries: an analysis
of 31 (?es during laparoscopic hysterectomy in the Netherlands

Petra F. Jansse s A. M. Brolmann - Surg Endosc (2013) 27:946-956

Judith A. F. n

Location

Level at the
uterine vessels

2 (including 1
bilateral)

2 (including 1
bilateral)

18 (including
3 bilateral)

12 (including
3 bilateral)

2nd

Level at the
cardinal ligament
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Total lap scoplc hystérectomy in 1.253 patients usmg ém -
early ur dentification techmque

=M left ureter
”
: A

~

Table 1 Characteristics of all the patients (1 = 1253) able 2 Postoperative severe complications (1 = 24)

Characteristics 1 (%) or Mean Micatio No.
(standard deviation) /\ patients
Mean body mass index (kg/m?) 23.0 £3.35 | Bladder ¥qjury / 6 |
Mean age 46.3 = 6.64 Vaginal dehigCence 5
Nulliparous 187 (15.0) Postoperative hydApXQSis 5
No vaginal delivery 242 (19.3) [ Ureteral injury € / 4 |
Parity (median) 2 (0-5) Bowel injury 1
History of abdominal surgery 316 (27.0) Postoperative hemorrhage 1
History of cesarean 91 (7.0) Bowel obstruction 1
Vesicoureteral fistula 1




Routly }v
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T e

€2014.00261
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toscopy After R0b0t1c Gynecologu:
Oncology Surgery

014 Volume 18
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Studleﬁxamm)g Urinary Tract Injury in Gynecologic Surgery

Year Author Bladder Injury Wﬂl of
Bladder Inju
by Cystos

1999 Gilmour!2 20/1928 1.09%4 17/20 (85%s

1999 Ribiero!?

2005 Vakili et al® 17/471 (3.6%) 11/17 (65%)

2006 Gilmour et al®>  62/3670 (1.7%)] 59/62 (95%)

2009 Ibeanu et al'®  24/839 (2.9%)

2012 Sandberg et al'® 14/251 (5.5%) | 0/14 (0%)

Ureteral Injury | Detection of || Detection of Indication Routine
Ureteral Injury | LUT Injury for Cystoscopy
by Cystoscopy | by Cystoscopy | Surgery

J) (0.61%)] 19/20 (95%) [|36/40 (90%) Benign  Yes

a 4 4/4 (100%) Benign Yes

8 o 7/8 (87.5%) 18/25 (72%) Benign Yes

53/5 104%)| /53 (88.690)] | 106/115 (92.1%)] Benign  Yes

15/839 (19§%) 35/36 (97.2%) | Benign Yes

5/251 (2.0%) 0/19 (0%) Mixed Yes

0/5 (%

Routine cystoscopy: did not appear to aﬁé& thé d

morbidity and possible litigation surrounding a urina

1.9%

78%

1.0%

8% )

83%

etection rate of

ryAract injury.




Am J Obs Gyn 2004:191,1875-84



G G R

Urinary Tract Injurles in Laparoscopic Hysterectoiny A Systematlc
Review

Marisa R. Adelm? Tyler R. Bardsley, MS, and Howard T. Sharp, MD
Injury rate by proce JMIG 2014,21:558-566

Procedure _ ¢rall Injury Rate
Total : ~———
'1 _
o } 0.75 -
0.84%.
TLH I - i 05 m Bladder injury
W Ureterinjury
o5
0.23%. <
LSH I *
LSH LAVH

0.74%. Srigjury were
R , 6 . recognizeg goperatively (61%)

Majority of ireteratinjury were
recognized posi atively (96%
0.84%. gnized p | y (967%)

0.000 0.003 0.010 0.015 0.020 0.025

Grouped




0.

® CLASSIFICATION *}

Garry and Reich Classifi of Laparoscopic
Hysterectomy

PSSR | ~re T NV 14

g
o ¢RI

% G
r ]

Supr;c‘e}cal Hysterectomy/Subtotal Hysterectomy St

Type 1: Diagnostic lap + VH

Type 2: Lap vault suspension after

Type 3: LAVH

Type 4: LH (lap ligation of uterine artery) @ Descending
uterine artery

Type 5. TLH
Type 6: LSH (lap supracervical hysterectomy)

Type 7: LHL (lap hysterectomy with lymphadenecto

Type 8: LHL + O (as above + omentectomy)
Type 9: RLH (radical lap hysterectomy)

scalloped approach in order to limit the possibilit esidual endometrium.

Gilman Kimball. USA Am J Obs Gyn 2

15t SCH/STH 1853



簡報者
簡報註解
Most authors recommend either ablation of the endocervical canal at the end
of the procedure7,11,16-18,24 or no treatment.13-15,17,19,21,23 
Reverse cervical conization has also been advocated.12


| Lo i R S P i
Advant?es of supracervical hysterectomy
Erlangen w ity Hospital 2002 ~ 2008, 981 patients

Hysterectom parison of Approaches
Complication rate (%) /\
< / Hb decrease (g/dL)
A4 25

I Intraoperative complications
 Postoperative complications
Blood transfusions

VH LASH LAVH TLH
Hysterectomy techniques

ASH LAVH TLH

erectc fhniques

Dtsch Arztebl Int. 2010 May; 107(20): 353—359.



http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2883234/
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2883234/

Dlsadv?tages

ey IR AT

. 14% .
Cycllc Bleeding

Dutcome for TAH Outcome for SAH ds ratio
First author and country A QOutcome measure (m/total) (n/total) (95%CH
Acken, TTSA (21) i 2/174 2/3a 215 (0.020-1.577)
Lauridsen, Denmark (5) 07100 15/323 -
Cahen, Finland/Swirzerland (22) 07100 { 3100 -
Ruoss, UK (34) - 4/50 -
Thakar, UK (44) - Q133 -
Gimbel, Denmark (37) - 300137 -
Gimbel, Denmark (24) - 15/91 -

STH

4.7%

Cervical stump problem

Subtotal hysterectomy Total hysterectonmy Oudids ratio
n'N N B5% CI
Randomized ciinical frials
Gimbed {37) 3/136 0/140 T.37 [0.38, 143.98]
Learman (41) 1/68 1/67 0,99 [0.06, 16.08]
Subgroup total .0 . 18,54]
Test for heterogeneity: P = 032 F=0%
Test for overall effect: P =0.24
Observational studies
MecKinnon {12) 2/764 0/1920 , 262462]
Gimibed (24) 2/91 1/65 . 16,207
Lauridsen (5} 18/232 1/85 F.93, 53.77]
Subgroup total =37, 20.59]
Test for heterogeneity, P = 047, F=0% A
Test for overall effect: P = 0.02 N
Total 1201 2277 L 100.00 4.54 [ALHJ >
Total events: 26 (Subtotal hyst). 3 (Total hyst)
Test for heterogeneity P = 0.80. F = 0%
Test for overall effect: P = 0.008
0.001 001 D1 10 100 1000 v

more
prolapse

Fawors subtotal hysterectomy Fawvors total hysterectomy
Test for interaction between randomized chimcal tmals and observational studies: Z=0 .47 P=0.6384

Acta Obstetricia et Gynecologica. 2007; 86: 133144




Causes and prevention of laparoscopic|ureter injuries: an analysis
of 31 cases during laparoscopic hysterectomy in the Netherlands

Petra F. Jansseuf® Hans A. M. Brolmann - Surg Endosc (2013) 27:946-956

Judith A. F. irn
TLH LAVH LSH Total
(N=22) (N=6) (N=3) (N=3I

quipment
1991 ~ 2011 all crine rpdfpWior [ 70
reca”ed ureter ClerW 12 2 3 17 (54.8)
. . McCatney wbe 2 0 0 2 (6.5)
Injurles Other with vaginal s 3 0 0 3(9.7)
occurred in the Other without yagiial shi I 3 0 4 (12.9)
Netherlands Unknown 2 | 0 3(9.7)
1 None 2 0 0 2 (6.5)
durlng a LH Of Hemostatic instrument [n 40
all types Vessel sealing 13 2 0 15 (48.4)
Ultrasonic 1 2 0 3(9.7)
Conventional bipolar §) | 3 10 (38.7)
Unknown 2 | 0 3(9.7)
Procedure
Concomitant salpingo-oophorectomy [n (%)] | 0 8 (25.8)
Ureter handling
Visualization ureter [n (%)] 6 2 9 (29.0)
Window in broad ligament [n (%)] 7 0 7(22.6)
Lateralizing ureter [n (%)] 6 7(22.6)
Dissection ureter [n (%)] 1 0 1(3.2)
Vaginal closure vaginal cuff [n (%)] 6 5 11 (35.5)
Outcome
Blood loss (mean + SD) (mL) 184.3 425.0 316.7 2457 £+ 288.4

Operating time (mean £+ SD) (min) 137.0 149.8 174.3 143.5 4+ 53.8
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Causes and prevention of laparoscopic|ureter injuries; an analysis
of 31 casesdduring laparoscopic hysterectomy in the Netherlands

Petra F. Janssen - Hans®A. M. Bi¢lmann - Surg Endosc (2013) 27:946-956
Judith A. F. Huirne

1991 ~ 2011 all recalleg’useter injuries occurred in the
Netherlands during alLH ofzall types

TLH LAVH LSH Total
W=722 (N=06) (N=23) (N = 31)
Age (mean = SD) (years) 453 46.0 43.7 453 = 7.1
BMI (mean = SD) (kg!mz) 27.0 27.8 - 27.1 £44
Parity (mean) 2.0 1.6 2.7 20 £ 1.17
> | caesarean section [n (%)] 4 0 1 5(16)
[ Prior abdominal surgery® [n (%)] 9 2 0 11 (35.5) ]
Indication for hysterectomy [n (%)]
Abnormal bleeding 13 3 3 19 (61.3)
Pelvic pain 4 2 0 6 (19.4)
Other 5 1 0 6 (19.4)
[ Fibroids [n (%)] 14 3 3 20 (64.5) ]

E Difficult cases !
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Adenomyosis is an independent risk factor for 3

= . . . . e .
compllc?ns in deep endometriosis laparoscopic
Endometriosis Un w

Spain. “email: fcarm

ospital Clinic of Barcelona, University of Barcelona, Villarroel 170, 08036 Barcelong,

Surgical time minutes (mean +SD) 181.08+91.61

Longer OP time

Difference pre-post Hemoglobin levels g/dl (mean+ Sy 217+ 1.9 2.05+1.22 0.049
Hospital stay days {(mean+SD) \ 3.32 7{:«'0 2.75+1.85 0.09

CD complications

n (%) 26 (33.76) 10 (12.5)

I 12 (15. 1(5) ngher
I1 10 (12.98) 0.001 Complications

111 4(5.19)

v L [ 2(0) )

Adenomyosis ultrasound features according to the criteria glogical Uterus Sonographic Assessment (MUSA)

group, were: asymmetrical thickening, cysts, hyperechoic isla aped shadowing, echogenic subendometrial lines
and buds, translesional vascularity, irregular junctional zone andNotepfupted junctional zone. Adenomyosis was diagnosed

when at least 3 of the above-mentioned ultrasound features were

80

70
g 60
£ 5 | e Adenomyosis 1.845-11.26
"—;Ei. 40 — Surgical time 1.004-1.016 | 0.002
S 30 Bowel resection | 2.558 /634335?61 0.097
9 20
R Hysterectomy ~ [3.110  1.29347.478 |0011

10 b

N
ol

<2 3 4

Scientific Reports | (2022) 12:7086

Number of Adenomyosis criteria
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Impact of endometrlosls on surglcal outcomes and complications

of total 1 pscopic hysterectomy

ni' -+ Jvan Casarin' - Marcello Ceccaroni’ -
aurizio Serati' - Simona Carollo® -
Fabio Ghezzi'

Stefano Uccella® -
Luigi Boni® - Davide

Carolina Podesta’ Alluv Department of Obstetrics and Gynecology, F. Del Ponte

Hospital, University of Insubria, Piazza Biroldi, 1,
21100 Varese, Italy

2000.1~2013.12, 102 c?in the endometriosis group,

29 (25.9 %) with minimal<4mj nd 83 (74.1 %) with

moderate—severe stage dis FS score)

Table 3 Analysis of complications, dividing women with endom n two'subgroups: women with minimal-mild vs. moderate—severe
endometriosis
Parameters Minimal-mild Moderate—severe ntml ero P value P value P value
endometriosis endometriosis (361 wonitn) tage I-11 vs.  Stage III-IV vs.  Stage [-II vs.
(stage I-1I), N: 21 (stage III-IV), N: 60 -1V controls controls
Intraoperative complications 0 (0 %) 1 (1.7 %) 3(0.8 W . 0.46 1.00
Organ lesions 0 3(5 %) 0 0.003 =>(0.99
Urinary lesions 0 2 (3.3 %) 0 =>(0.99
Bowel lesions 0 1 (1.7 %) 0 >0.99
Conversion to open surgery 0 1 (1.7 %) 3 (0.8 %) 1.00
Post operative complications 1 (4.8 %) 0 (15 %) 12 (4.7 %) 0.18
Clavien-Dindo score =2 0 (100 %) 6 (66.7 %) 7 (23.5 %) 1.00
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Impact of endometriosis on surglcal outcomes
and complications of total laparoscopic

Jesbevieah 3 ‘}- DOMETRIOSIS _ NO ENDOMETRIOSIS ENDOMETRIOSIS

A

!

¢ f‘-.".g AN

A. Coagulatlon and section of the round Ilgament
B. Coagulation and section of the infundibulopelvic lig t

. lation an ion of th rn ry.
1 C_oagu ation and section of t e uterine artery. Gynecol @b 016) 294:771-
D. Circular colpotomy at the vaginal fornices ;.5

Endometriosis is associated with longer operative time and an almost fourfold
increase in the risk and severity of complications compared with controls.
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Impact of endometriosis on surgical outcomes
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Recom datlons for performlng laparoscopic =
hystere with respect to preventing ureter

Injuries
reoperativel
Completion of|learming cup\@](i.e., at least 30) with tutor

Careful case selection <}
Intraoperatively j
1. Use appropriate instrume

2 Coagulate uterine vessels clo

|perpendicu|ar approachl i.e., mini
en uterine art

3 Complete g ureter visualization|in case
can take place

Postoperatively C

1 In case of distortion of anatomy and/or bleeding, pg[cystoscopy qiurlng
surgery or[DoppIer ultrasound ureteral flow ]Jn first postoperatwe day

2 Before complefion of the Tearning curve, perform recomme ion no.1 in all
cases, also in case of normal anatomy @

terus manipulatdr
uterus trom Ipsilateral side with a
sk on bleeding and
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Detectign and managem
of urinary tract injury

T
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L
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Am J Obs Gyn 2004:191,1875-84
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PostoperativeMethods for detecting urinary tract injury

* Lab (Serum electrolytesSBUN/Cr, U/A & U/C, ascites study)

* Imaging studies
» Suspectbladder injury:
* Cystoscopy
* Cystogram

 Suspectureteral injury:

* Ultrasonography

* hydronephrosis, Ureteral jets, retroperitoneal coléction
* A+P CT with contrast

* Intravenous pyelography




Mild hydronephrosis after uncomplicated hysterectomy

T. Hildebrandt®", Ad Mueller, F.C. Thiel, L. Haberle, S. Cupisti, M.W. Beckmann, S.P. Renner

Department of Obstetrics and“GynecBlogy, Flangen University Hospital, University of Erlangen-Nuremberg, Frlangen, Germany

European Joumal of Obstettics & Gynecalogy and Reproductive Biology 168 (2013) 102-106

2004 ~ 2008: Retrospestive 379 chart review of ultrasound findings

-

dilatation of the pelvicalyceal system of 5—15 mm
was regarded as mild hydronephrosis.
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I?I‘OSiS after uncomplicated hysterectomy
er, F.C. Thiel, L. Haberle, S. Cupisti, M.W. Beckmann, S.P. Renner

Mild hydro
T. Hildebrandt "7 A. Mu

Department of Obstetrics and G ology. Erlghgen University Hospital, University of Erlangen-Nuremberg, Erlangen, Germany
European Journal of Obstet ﬁﬂ and Reproductive Biology 168 (2013) 102-106

Unilateral
Operation method Number Mﬂt'ﬁ ild hydonephrosis (n) hydronephrosis (n)
% %
TLH 78 57.7 34 75.6
LAVH 58 25 78.1
LASH 73 27 794
VH 45 17 58.6
AH 125 45 60.0
Total 379 /\ 148 b8.8

complicated
symptomatic

hysterectomy for benign pathology in otherv -
patients.

Mild hydronephrosis is a frequent findMe w
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Dete %of Bladder injury
D
Intra-opera ?/ >
Visible haematurid
Gaseous distention c@bag

Urinary catheter visib

Hole visible in the bladder
Copious fluid in the operati

Post-operative

Pyrexia 6)

Copious clear fluid from drains/vagina/incisiQns/extravasation into the local tissue
Abdominal distention (after catheter removal)

Visible haematuria

Inability to void or low urine output (after catheter oval

Renal dysfunction

Peritonitis/abdominal pain

lleus /\

Best Practice & Research Clinical Obstetrics and Gynaecology 54 (2019) 2—11
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Causes and prevention of laparoscopic|ureter injuriest an analysis
of 31 cases}uring laparoscopic hysterectomy in the Netherlands

Petra F. Janssen - Brolmann - Surg Endosc (2013) 27:946-956
Judith A. F. Huirne

Table 3 Time of recognition of uret

LAVH LSH Total
(N =06) (N =3) (N =31)
Moment of diagnosis [1n (%)]
During primary operation antra'op 0 1 (3.2 %)
During postoperative admission 0 0
During readmission 5 3 27 (87.1 %)

Postoperative pain

4 3 18 (58.1 %)
Postoperative fever 4 /y 0 5(16.1 %)

Postoperative vaginal leakage of urine 4 0 4 (12.9 %)
Unknown 3 NS 0 L 0 3(9.7 %)
[ Time until identification (mean = SD) (days) 37.4 + 63.7 M yi 3‘{\ 8.7 + 4.0 20.0 + 54.0 ]

TLH total laparoscopic hysterectomy, LAVH laparoscopy-assisted vaginal hysterectomy, LSH laparoscopic supracervical hysterectomy

Postoperative
recognition of
ureter injury

1 mo 1.5 wk wk
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Urinary Tract Injuries in Laparoscopic Hysterectomy A Systematic

Review  gF IMIG 2014;21:558-566
Marisa R. Adelm: ), Tyler R. Bardsley, MS, and Howard T. Sharp, MD

Sequelae rinary tract injury '

* Bladder Injuries: tot;52 mjuries

Detection time

Intra-OP 203(80.6%) / 3,8%): conversion to laparotomy

86.2%): conservative/ repair by
laparoscopic.or vaginal approach
Post-OP 19(7.5%) 10 (52.6rotomy

6 (31.6%):Yaparoseopic or vaginal repair

3(15.8%): nil 6
Not categorized 30(11.9%)

—> 84.2% of those with delayed recognition required a 2" operative procedure.

No. | “/anagement
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Urinary Tract Injuries in Laparoscopic Hysterectomy A Systematlc

Review  gF IMIG 2014;21:558-566
Marisa R. Adelm‘a@, Tyler R. Bardsley, MS, and Howard T. Sharp, MD

Sequelaeb ary tract injury !

* Ureteral Injuries: tot juries

Detection time |[Caseno. ! .i1ar- jement

Intra-OP 22(14%)

Post-OP 56(35.4%) 22:stents
4: percutaneoush gstomy tubes

4: ureteral reanastorose o

27: ureteral reimplanta '4¢

2: uncategorized reparative/surg s | 34 (60.7%)
1: nephrectomy repeat OP

Not categorized 79(50.6%) 43:ureteral reimplantations
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Urinary Tract Injuries in Laparoscopic Hysterectomy A Systematic

Review JMIG 2014;21:558-566
Marisa R. Adelm‘a@, Tyler R. Bardsley, MS, and Howard T. Sharp, MD

urinary tract injury >

Table 3

Sequelae

* Fistulas:

Complication rate

(number Estimate

When bladder injuries present, genitourinary fistulas.appear to be the
most common complication. (74/76 in one serié

Complication (%) 95% CI
Vesicovaginal fistulas 392 3.44 1.62-7.12
Ureterovaginal fistulas 392 2.35 1.01-5.40
Stents required 326 11 5.96-22.13

Repeat surgery required 348

74 12.91-28.99

89.5% of recognized fistula required surgical correct@




Controversies in the management of
vesicovaginal fistula

Michael Breen, FRCOG *°, ael Ingber, MD b
2 Centre de Soins des Fistules, Centre Ho T Unive e Toamasina, Hospital Be Toamasina, Boite

Postale, 501 Toamasina, Madagascar

® The Center for Specialized Women's Health, Ga te Urolo, tlantic Health System, 3155 State Route
10E, Suite 100, Denville, NJ, 07834, USA A
ient leaking urine post operatively or post-delivery
with positive dye test
In aF catheter and re-assess after several days
|
| N ) | .
. . . st of the urine drains via catheter:
Little drains via eave catheter in and do dye test
catheter y

after leaking stops
|
I

Dye negative:
Remove
catheter

Remove catheter
and refer for repair
after 10-12 weeks

If dye test still positive, Yefer
for repair

FlowChart. Flowchart for managing vesicovaginal fistula with cathefer drainagt

Best Practice & Research Clinical Obstetrics and Gynaecology 019) 6172

more likely to be successful if the fistula is less than 1 cm in size
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Table Il. Observations of six cases of incisional hernia amongst
3560 operative laparoscopies (from Kadar et al., 1993)

Trocar Site"hernia

s

A _ R

African Health Sciences Vol 17 Issue 4, December, 2017

Trocar site hernia occurs rarely in 5- and
/- mm ports

More commonly in ports >10 mm
increased risk with 12-mm ports (3.1%)

Trocar size Trocar site
Umbilical Extraumbilical
5 mm 0/8771
10 mm 0/2560 open 1/254

closed 0/175

total 1/429 (0.2%)
12 mm 0/1000 open 2/25
closed 3/136
total 5/161 (3.1%)

Figs. 55A to D: Port closure with the help of suture passer.
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me Message

Obtain ski gh learning
Case selec
Careful trocar e e and instrument

application to avo &1n|
Uterine manipulator duce urinary
tract injury ?

Anatomy recognition is a k

Management of post-operativ
requires collaborative team work

0 success |
mphlcation
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