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COMP-616: To Do or Not to Do...Making Safe Decisions in the Operating
Room — Preventing, Avoiding and Managing Complications in MIGS

Chair: Giovanni Roviglione, MD, Linda C. Yang, MD, MS
Faculty: Samar Nahas, MD, Audrey T. Tsunoda, MD, PhD, Megan N. Wasson, DO

Course Description

This course embraces all possible complications that may occur during minimally invasive surgery performed
for easy or complex benign conditions such as deeply infiltrating endometriosis or oncological diseases. The
different topics will begin with fundamental anatomical concepts and proceed to standard techniques and
tips and tricks to perform a safe and successful surgery in easy or difficult cases. Moreover, surgical videos
will be highlighted in each presentation to demonstrate complications and troubleshooting to help the
learner better understand how to prevent and manage them independently or as part of a multidisciplinary
team. Every presentation will end with a strategic algorithm which the learner will be able to easily recall and
apply to future scenarios when faced with different types of complications.

Learning Objectives
At the conclusion of this course, the participant will be able to: 1) Implement a stepwise algorithm to promptly
recognize and address surgical complications; 2) Select the proper surgical procedures to manage vascular,
bowel or genitourinary tract injuries; and 3) Apply surgical tips and tricks to reduce complications during
difficult minimally invasive gynecologic surgeries.

Course Outline

2:30 pm Welcome, Introduction and Course Overview G. Roviglione/L.C. Yang

2:35 pm Knowing Your Enemy: Surgical Strategies to Minimize and Treat L.C. Yang
Complications in Laparoscopic Entry in Simple and Complex Cases

To Resect or Not to Resect? How to Safely Manage Bowel
3:00 pm Adhesions and Build Confidence When Tackling Deeply Infiltrating M.N. Wasson
Endometriosis of the Bowel

3:25 pm The Water Under the Bridge Falls Safely into the Lake”: How to

G. Roviglione
Prevent and Manage Ureteral or Bladder Lesions in MIS

3:50 pm Are You Really Ready? All You Need to Know to Rapidly Manage S. Nahas
Vascular Complications in MIS: The Final Algorithm

4:15 pm How to Prevent Visceral, Vascular or Neural Complications In MIS: A.T. Tsunoda
A Roadmap

4:40 pm Questions & Answers All Faculty

5:00 pm Adjourn
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Knowing Your Enemy:
Surgical Strategies to Minimize and Treat
Complications in Laparoscopic Entry in

Simple and Complex Cases

Linda C. Yang MD MS
Division of Minimally Invasive Gynecologic Surgery
Department of Obstetrics and Gynecology

Northwestern Medicine
& MNGL 077
¥ @drlindayang r ms

e i
[©), @drlindayang

Disclosure

« Ownership interest: KLAAS, LLC

X e
fQAM
ACNN s 0w

Objectives

« Describe preventative strategies for safe peritoneal access

« Incorporate tips and tricks for entry techniques into existing
surgical practice

« Review management of entry-related complications

0. ARG
&M
X il (o o8 a5

Abdominal Access Complications

« Primary peritoneal access injury
occurs in <1% of patients

« Trocar = most common device
cited in malpractice claims
associated with LSC procedures

« >50% of LSC complications occur
during initial peritoneal access’-

. G
i§l‘ib.;/;
s Al o s

MAUDE Database — Trocar Injury/Fatality

Data collection 1997-2002
31 fatal injury cases
1353 nonfatal injury cases

Most fatalities involved vascular injuries
Other fatalities: unrecognized bowel injury

Cholecystectomy most frequently associated
with both fatal and nonfatal trocar injuries

Fuller ot al., J Minim Invasive Gynecol 2005:12(4):302-7. —_—

Complication Types

Intraoperative/Immediate Postoperative/Delayed
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Abdominal Access Complications Abdominal Access = Key to Laparoscopic Success

Extraperitoneal port placement

Failed or difficult peritoneal entry . Surgical deCiSiOn-making'

Visceral injury

Omental injury

Minor or major vascular injury . ChOOSing the site for primary
Ir ion/ itoneum-related complication trocar entry
Death
Nerve injory « Choosing the technique for

Trocar site hernia

primary trocar placement

Trocar site hematoma

Trocar site infection

Trocar site metastasis

e\

Sites for Laparoscopic Entry
— WA \./‘/
AN

x q) 4 o

ﬁ__i

intercostal space
Palmer’s point

Laparoscopic

Entry Closed
Techniques

Direct
optical

Uterine fundus
Vaginal posterior fornix

Ohesity

d other approsche R AN
e s o s

Vios GA. etal. J Can, = ‘ [=——n

Choosing Your Entry Approach Summary of Cochrane Database of Systematic Review (o1
| Open vs. Open vs. [ ‘
. Closed (any) Direct Vision
Direct .
) Visacu — . . Vit evidence | ecdTsisdt e
Optical asculer Injry | nficertevis [ [ et evdnce | matcer
Visceral Injury | Insufficient evidence | Insufficient evidence | * Insulficient evidence | Insufficient evidence
Omental Injury | Open favored . Open favored Direct favored
TIOCBSHE | i wvcnce | * Inutfciont svidarce. | it evidance [ +
Insufficient evidence to show difference for [tecsion |
visceral/vascular injury Trocar site L _ _ N .
insufficient evidence | Insufficient evidence | Insufficient evidence Insutficient evidence
blaeding
e e e T Failed entry | insuffient evidence | Insuffiient evidence. | insuffcient evidence | Direot favored
and closed entry Incisional
hemia
“Overall, evidence was insufficient to support the use of one Extraportonaal | o . Vdicient evidscios | Difect vored
laparoscopic entry technique over another.” vy
(Cochrane Database 2019) Pepin K, Contemporary OB/GYN 2020,65(11) k‘hﬁ&
SEEE S s iy
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Risk Factors

« History of prior abdominopelvic surgery
+ C-section

Risk of Adhesions with Prior Surgery

Rate of Severe Adhesions w/

. Hernia repair Wlth mesh Group Rate of Umbilical Adhesions Potential for Bowel Injury

* Laparotomy No prior surgery 0.68% 0.42%
+ Extremes of BMI Prior 5¢ L6% 0&%

Prior laparotom o,
. Pregnancy (horizlontalsuprapuvbic) 19.8% 6.87%
. 3 Prior laparotomy o
- Large abdominal/pelvic mass (midine) SL7% 31.46%
Audebert AJM and Gomel V, Fertil Steril 2000;73(3):631
Zero Risk Factors # Zero Complications
W N8 e g
Closed Entry Closed Entry

* In obese pts, the umbilicus is shifted
caudally from the aortic bifurcation®

¢ In non-obese pts, the distance from the anterior abdominal

wall to aorta may be as little as 2 cm?°
N by [e] Obese

11 em (median)-

N '.\
,\\‘ |_-; _
Effect of Pneumoperitoneum — ) Open Entry
Creating a Zone of Safety }/"
y N + Choose your incision wisely:
=t infraumbilical vs intraumbilical
o * Intraumbilical incision affords entry at
P the thinnest aspect of the umbilicus
& » Elevate the abdominal wall and
,/ \ provide adequate traction
| e . . . .
/ » Avoid pushing the fascia away — it's
e

il (o o8 a5

closer than you think!
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Open Entry Technique wioeo)

Direct Optical Entry Technique wieo)

Accessory Trocar Placement

* Know your abdominal wall
landmarks

+ Direct visualization is essential

» Bladder decompression (if
suprapubic trocar placement)

* Maintain perpendicular angle of
insertion

R\t

“Rule of 1/3s”

« 1/3 distance between
ASIS and umbilicus

« 1/3 distance between
pubic symphysis and
umbilicus

A
Y

Accessory Trocar Placement vieo

R\t

Clinical Challenges - Pregnancy

« Gravid uterus — transient truncal obesity
» Abdominal wall anatomy is relatively unchanged

« Potential risk of injury to underlying gravid uterus —
consider open entry technique or intraoperative
guidance of Veress needle insertion

« Shift trocar placement cephalad
» Use of an angled 30 degree scope and "port hopping”

o
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CASE SERIES jSLS

Inadvertent Perforation of a Gravid Uterus During
Laparoscopy

Rebwoca J. Porl, MD, Exther Friedrich, MD, Kevin E. Amaya, DO, Romen H. Chmat, MD

« Case 1: 19 wks GA - Veress * Rare risk of accidental
needle placed 10 cm above gravid uterine perforation
umbilicus (uterine fundus 2 cm
below umbilicus)

« Case 2: 32 wks GA — direct * Management:
optical trocar insertion at « Consultation with OB/MFM
subxiphoid * Surgical repair may not be

- Case 3: 18 wks GA twins — necessary (~operative
Veress needle placed 5 cm fetoscopy) if hemostatic with
above umbilicus minimal fluid leak

& Z,
O

Clinical Challenges — Obesity

» Umbilicus = thinnest entry point, however, distortion of
umbilical location due to panniculus

» Use caution with Veress (umbilical) entry given risk of
failed entry

» Consider LUQ entry
 Extra long trocars may be necessary

o AL
A a
ZACNN ot

Clinical Challenges — Distorted Abdominal Wall

Abdominoplasty Hernia repair with mesh
\\ 4 4

—

Clinical Challenges — Prior Surgeries/Adhesions

7600)
(1996)
Anes-intraper wilap, tubal lig (p-00851)
1992

= Salp-ooph cmplipart unibil-sp (p-56720)
horectomy, Unilateral, L ovary removed (benign cysts), 201

Supracervical Hys(E(Edcmy Sept 201
# Other (p-oth)

incisional hers repair w/ mesh (2007)
« Other (p-oth)
recurrent incisional hemia (following hysterectormy)
Other (p-oth)
endomeirial ablation Novasure.

)
bowel injury during incisional hemia repair with mesh

AM:I_
AN v s

Prevention Strategies — Visceral Slide Test

« Visceral slide assessment w/
ultrasound has high negative
predictive value for the
absence of periumbilical
bowel adhesions

Ultrasound Visceral Slide Assessment to Evaluate for
Intra-abdominal Adhesions in Patients vndm;wzg Abdominal
Surgery — A Systematic Review and Me
TobiasLimpers MO, e, Kt Chivs, D,
Phigwo Zhoo, MSe, snd A b,

« Useful tool to detect adhesion-
free areas for safe
laparoscopic entry

—

Visceral Slide Test wioeo)

Positive (Normal)

Office Viscekal Slide Test
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Ensuring Safety After Entry — Stop and Survey!

« Direct inspection beneath trocar entry site
» 360 degree survey

« Delay Trendelenburg positioning until survey complete

&MJ.
ST

Intraoperative Entry Complication - Vascular

« Timing: entry, dissection, adhesiolysis, procedural
* Vessels at risk:
* Anterior abdominal wall
« Inferior epigastric artery
« Superficial circumflex iliac artery
* Posterior abdominal wall
 Aorta
< IVC
« External, internal, and common iliac arteries/veins
» Other: omental, mesenteric

&m
A e vt

Recognition of Vascular Injury

* Retroperitoneal hematoma superior to
sacral promontory

* Active bleeding from vessels
* Free blood in the abdominal cavity
* Hemodynamic instability

il (o o8 a5

« Communication with all team members - RN, OR staff,
anesthesiology

Consultants — vascular surgery, trauma surgery, IR
Blood bank — massive transfusion/hemorrhage protocol

Declare major
vascular
emergency

Leave trocar in place

Employ direct pressure (compress or clamp)
Minimize irrigation

Review landmarks and gain exposure

+/- conversion to laparotomy

Identify and
control the

bleeding

Arterial or central line placement
Foley catheter
Hemostatic agents versus surgical repair

Resuscitate and
repair

Intraoperative Complication — Gl Tract

* Incidence of bowel injury during
GYN surgery: 0.13-0.54%

* 37.3-55% of bowel injuries are
entry-related

* Delayed diagnosis:
* 41% of bowel injuries at GYN
laparoscopy
* Mortality rate = 3.2% Ebiss F, At Hoalth

ARG
o 8 455
Glaser and Miad. Obstet Gynecol 2019;133(2):313-322. A

Injury Type Management

Superficial sharp, small thermal
injuries

Patial thickness seromuscular

Full-thickness, less than 1 cm

Primary oversewing, 3-0 delayed absorbable

Primary interrupted, 2-0 or 3-0 delayed absorbable
Two-layer closure, with or without closed-suction drain

placement
Full-thickness, more than 1 cm Primary repair or resection and re-anastomosis, with or without
closed-suction drain placement
Large, delayed, necrotic, grossly Resection and re-anastomasis, plus or minus diverting proximal

infected, complicated ostomy, plus closed-suction drain placement

Glaser and Milad. Obstet Gynecol 2019;133(2):313-322
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Intraoperative Entry Complication — GI Tract

“introduction of the laparoscope revealed that the 10-mm trocar had been placed within the lumen of the stomach”

Nezhat CH et al., JMIG 2005;12:171-173

TN e

Intraoperative Entry Complication - Bladder

« Insertion of suprapubic trocar into
bladder
« If bladder is not drained
« Adhesions
« Anatomic variant — urachal
remnant/diverticulum

» Most common injury site: bladder

dome Lim CL et al. BMJ Case Rep 2021;14:6239361.

NN et e

Management:

* Develop Space of Retzius
to isolate injury site

» Expectant management or
primary repair

« Urinary catheter
decompression

Lim CL, et al. BMJ Case Rep 2021;14:6239361

Trocar Site Hernia

Leal of al, JMIG 2022:29(3):336-339 Tosun et al, J of Case Reports 20155(2):420-22

Diagnosis and Management

* Risk factors: trocar
size > 10 mm,
advanced age,
obesity, malnutrition

« Surgical repair —
LSC or laparotomy with

possible bowel
resection

Trocar Site Hematoma

» Conservative management:
* Pressure dressing
« Serial Hgb
« Close surveillance

« Surgical management:
* Rare
* Hemodynamic instability
« Rapid expansion or
superinfection

Hindman NM, et al., Radiographics 2014;34:119-138

Al o s
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Key Lessons References

KirchffP. ot af, JMIG 2005:12(4)

Hurd WY, ot . Am J Obstet Gymscol 1994:171:642-6
Magrina JF, Cin Obstot Gyneco 2002,45(2):469

Mokai G, Isascson K, G Obsiet Gynocol 2009:52(3:401-11
Picket D, o a1 Obslet GynocolCin N Am 2010;37:387-97
Fulloretat.. . inim invasive Gynocol 200512043027
APmad G, ot al, Cochrane Databaso Syst Rov. 2019:1(1)-CO006583.
Vios GA, ot al, J Obslet Gynaecol Gan, 2021;43(3):376-380
Popin K, Contemporary OB/GYN 2020,65(11)

Audebort Al and Gome! V. Fort Sterl 2000.73(3)631

Hurd WY ot . Obsiot Gynocol 1992; 80(1):48-51

Post ot al JSLS 2019:23(3)

Shawki, Gynecol Surg 2004;1:27-30

Moysoms et al, Hormia 2011:15(4)463.5

Limperg ot al. JIG 2021;26:1093-2003

ieloy et at. The Obsttician & Gynocologist 2020,22:191-8
Lim L et o BMJ Case Rop 2021;14:0239351

Nezhat CHot al JIG 2005:12:171-173

(Glasorand Milad. Obstot Gynocol 2019;133(2):313.322

Bl HM anct Abu-Zidan FM, A Health S 2017:17(4)1237-1245
Hinoman N, et o, Radiographics 2014;34:119-135
Tosunotal. Jof Caso Roports 2015,5(2):420.22

Loalotal. JMIG 2022:29(3):338-339

* Preoperative planning and preparation is paramount

* Rely on fundamentals and knowledge of anatomy to
navigate challenging surgical scenarios

« Stay vigilant and anticipate the worst case scenario

THANK YOU!
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To Resect or Not to Resect? How to Safely
Manage Bowel Adhesions and Build Confidence
when Tackling Deeply Infiltrating Endometriosis
of the Bowel

Megan Wasson, DO, FACOG

Department Chair

Associate Professor

Department of Medical and Surgical Gynecology
Mayo Clinic in Arizona

lin Megan Wasson
[# Megan Wasson DO
¥ @WassonMegan
[8 meganwassondo
& @drmeganwasson

Objectives

* Avoid bowel injury during MIGS

« Effectively treat injury to decrease morbidity and
mortality risk

* Evaluate large and small intestines for
pathology

Gastrointestinal Injury during Laparoscopy

* 0.03-0.18%
» Small bowel most common
* High morbidity and mortality

Disclosures

* | have no financial disclosures to disclose.

Background

Etiology

* Abdominal entry
* Dissection
* Electrosurgery
* Direct application
« Direct coupling
» Capacitive coupling
* Insulation failure

* Trauma
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Sequelae Delayed Diagnosis Presentation

» Bowel obstruction * Peritonitis

» Bowel perforation * Intra-abdominal abscess
» Wound dehiscence * Enterocutaneous fistula
* Repeat laparotomy

* TPN

* Pneumonia

» Sepsis

«ICU

Thermal Injury Presentation Diagnosis

* High index of suspicion
Normal or Low Temp

High Temp » Abdominal imaging

High HR
p—— * Exploratory surgery

Low Hg * = identification
Low WBC * = resection

High WBC * = reanastamosis
Bandemia

High Crt

Assessing for Injury

» Small Intestine
* Run the bowel

Prevent Delayed Injury
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Assessing for Injury

» Small Intestine
* Run the bowel

* Large Intestine
* Air bubble test
* Methylene blue enema
* Proctoscopy
* Indocyanine green fluorescence

Large Bowel Injury

» Serosa
* Expectant

* Quter longitudinal muscularis fibers
» Expectant

« Circular muscularis fibers exposed or breached
* Primary Repairin 1 or 2 layers
* Transverse plane

* Transection
» Resection and reanastamosis

Human Reproduction, Vol.36, No.6, pp. 1492-1500, 2021
Advance Access Publication on April 16, 2021 doiz10.1093/humrep/deabg5.

_human
Rt radiiction ORIGINAL ARTICLE Gynaecology

Systematic evaluation of
endometriosis by transvaginal
ultrasound can accurately replace
diagnostic laparoscopy, mainly for
deep and ovarian endometriosis

Manoel Orlando Goncalves', Joao Siufi Neto?,
Marina Paula Andres © ?*, Daniela Siufi?,

Leandro Accardo de Mattos'*, and Mauricio S. Abrao ® ™**

“Preoperative TVUS-BP was accurate in identifying all sites of ovarian
and deep endometriosis that were evaluated. It had significantly higher
sensitivity than DL in detecting rectosigmoid endometriosis...”

Small Bowel Injury

*» Serosa
» Expectant

* <2 mm muscularis
» Expectant

* >2 mm muscularis
* Primary Repairin 1 or 2 layers
 Transverse plane

* Transection
» Resection and reanastamosis

Mo
feiNe
@y

Imaging for Gastrointestinal
Deep Infiltrating Endometriosis

Original Investigation

Pelvic MRI for Endometriosis: A
Diagnostic Challenge for the
Inexperienced Radiologist. How Much
Experience Is Enough?

Clemence Bruyere, MD, loanna Maniou, MD, Céline Habre, MD, Anastasia Kalovidouri, MD,
Nicola Pluchino, PHD, Xavier Montet, PD, Diomidis Botsikas, PD
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Radiologist Experience Matters!

Purpose: The purpose of this study was to investigate the impact of radiologist experience on diagnostic performance of pelvic magnetic
(MR) for of f deep peh (DPE).

Materials In this ctive study all pelvic MRI performed for from December 2016 to
August 2017 were evaluated by readers with different experience levels; junior resident (0—6 weeks of experience in female imaging),
senior resident (724 weeks), fellow (624 months), and expert (10 years) in female imaging for the presence of endometriomas and DPE.
Their evaluations were compared with surgery confirmed with pathology. readers with different levels of expe-
rience were studied by the means of receiving operating characteristic curves and areas under the curve (AUC) were compared with the
ones of the expert reader.

Results: Of 174 patients evaluated, the standard of reference was available for 59, consisting the final population of the study. The AUG for
endometriomas, DPE for the posterior and anterior pelvic compartment, for rectosigmoid DPE and for overall evaluation were 0.983, 0921,
0615, 0.862, and 0.914 for the expert reader, 0.966 (o =0.178), 0.805 (o= 0.001), 0.605 (o = 0.91), 0.872 (= 0.317), and 0.849 (p = 0.0009)
for the fellow level, 0.877 (=0.002), 0.757 (o < 0.001), 0.585 (p =0.761), 0.744 (p =0.239), and 0.787 (o = < 0.001) for the senior resident
level and 0.861 (p = 0.177), 0.649 (o = 0.001), 0.648 (o = 0.774), 0.862 (= 1), and 0.721 (p < 0.001) for the junior resident level.

Conclusions: According to our results, interpretation of pelvic MRI for DPE should be per by lists as; even
logi up to 2 years of exp ging was statisticaly inferior to that of experts.

Keywords: Pelvis;
©2020 The Association of University Radiologists. Published by Elsevier Inc. All ights reserved.

“interpretation of pelvic MRI for DPE should be performed by specialists
as; even the performance of radiologists with up to 2 years of experience
in female imaging was statistically inferior to that of experts.”

Number Bowel segment invalved Points to be noted on the MRI report

Stomuch Relationship to surrounding organs
2. Complications
Small bowel Location
Single or multifocal involvement
enlfsegments involved:

nt structures involved
Proximity 1o the cecumfileocecal valve
Relationship to the hase of the appendix
Rectosigmoid colon Exuact site

2. Distance of the distal-most extent of
liscase from the anal verge

3. Unifocal disease with lesion
size>/< 3 em

4. Multifocal (nodules in 2 em length of
bowel wall)

5. Satellite nodules (nodules™> 2 cm apart)

6. Entire length of bowel segment
involved

7. Degree of circumference (/< Y% ar 1/3)
of rectosigmoid colon involved.

Surgical Treatment
» Serosal shaving

* Discoid Resection

» Segmental Resection

DEEP ENDOMETRICSIS

Normal AMH Low AMH
0 years >30 years

I

-
VF

Ciinicalimaging folow-up |

Stavie asease
v

[ oup ot waatment

Seqmental resection Discod resection
o2 Shawin
-Mutiple noduk |
“Inner muscuk |+uniquo nodule
affoctod -Outer muscularis
«IVF failure aflected

“IVF tailure

Surgical Treatment

Surgical Treatment
* Serosal shaving
* Minimal involvement of the muscularis
* Discoid Resection
» Segmental Resection
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Surgical Treatment

* Serosal shaving

* Discoid Resection
* Muscularis involvement
<3 cm
* <50% bowel circumference

» Segmental Resection

Tips for Success

Prevention

» Rectal probe

* |dentify safety zones

» Work Lateral to Medial

Surgical Treatment

» Serosal shaving
* Discoid Resection

» Segmental Resection
*>3 cm
* >50% bowel circumference
* Multifocal lesions

Prevention

* Rectal probe

Rules to Live By

* Avoid electrosurgery on bowel wall
* Bluntly manipulate

» Bowel graspers if needed

* If in doubt...oversew and reinforce
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Take Home Messages References

H i Baggish MS. One hyndred and thirty small and large bowel injuries associated with
. Preparatlon IS key gynecologic laparoscopic operations. J Gynecol Surg. 2007;23:83-95.

. i i ici Bruyere C, Maniou |, Habre C, et al. Pelvic MRI for Endometriosis: A Diagnostic
Have d hlgh |ndex Of SuspICIOn Challenge for the Inexperienced Radiologist. How Much Experience is Enough?
- = Acad Radiol. 2021;28(3):345-53.
* Needs of the patient come first
Champsy D, King C, Lee T. The use of barbed suture for bladder and bowel repair.

* When in doubt, bring your friends with y J Minim Invasive Gynecol. 2015;22(4):648-52.

. i i i Jaramillo-Cardoso A, Shenoy-Bhangle AS, VanBuren WM, et al. Imaging of
COnVerS|0n 1S nOt a fallure gastrointestinal endometriosis: what the radiologist should know. Abdom Radiol
(NY). 2020;45(6);1694-1710.

Kho RM, Andres MP, Borrelli GM, et al. Surgical treatment of differet types of
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“The water under the bridge “The water under the bridge

i

falls safely into the lake”: L] falls safely into the lake”: Sles p/
how to prevent or manage ureteral or how to prevent or manage ureteral or
bladder lesions in minimally invasive surgery bladder lesions in minimally invasive surgery

Giovanni Roviglione M.D.

IRCCS Sacred Heart Hospital, Negrar, Verona, Italy
Gynecologic Oncology and Minimally-Invasive Pelvic Surgery Unit
Chief: Marcello Ceccaroni MD PhD

INO DISCLOSURES

BLADDER ENDOMETRIOSIS: BLADDER ENDOMETRIOSIS:

MRI IMAGING

ic lesions in iosis

Laparoscopic treatment of s [ e e maantrual refl thaory s requlres @%\
. . t specific ti it and th Nl
Blad der E n dometl’IOSIS = m:ncoscmsrcl.r-: ;Mcsscoanum‘ ¥ mﬁcmﬂcza(unom", M:a‘:msrzmmsznzn‘, 'S”ISSAZ;

ANNA STEPNIEWSKA' & LUCA MINELLI'

" Department of Obstetrcs and Gynecology Sacro Cuore Don Calsbria General Hospital, Negrac. Verona, Department of
Prinatal Mecicine. Tor Vergata Universiy; Rome; andCymecologéc Onenlogy Divion, Sacro Cuore Don Calabria General

Hospital, Negrac, Verona, fialy
1548 consecutive patients (2006-2009)
10466 lesions analyzed

LSS

sions analyzed

25 Right ureter
26 Diaphragm

10466 le
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Bladder Endometriosis:
ventral spread of adenomyosis

Bladder and Ureteral
Endometriosis: DIAGNOSIS

slnam
e 1]

Laparoscopic surgical anatomy of
para-vesical spaces

“ISS A

3

NATI
SRNATIO
T

2N

o

Laparoscopic surgical anatomy
of vesico-vaginal and vesico-
] cervical spaces

ic bone, fascia obt. intern. m., lev.
m.

Med: Inf. lat. surface of bladder

Sup: Peritoneum upper bladder and pelvic

Laparoscopic treatment of
Bladder Endometriosis
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aparoscopic Treatment of Bladder lesions

. Laparoscopic repair of bladder

Laparoscopic surgical anatomy of
: para-vesical spaces

Before dating the ureter.... Anatomy @%\j\
first Sissa
* Upper urinary conduit, from kidney  « Topography :

to bladder

— Abdominal 12 cm
—lliac3 cm
—Pelvic 10 cm
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Before dating the ureter.... Anatomy (;%\gt;
Ry

FromL. Testut - A. Latarjet

g

- URINARY TRACT ENDOMETRIOSIS

*IsSA¢

BACKGROUND

BLADDER AND URETERAL ENDOMETRIOSIS:
ULTRASOUND IMAGING

Surgical Anatomy é}{%};
of Anterior Parametrium “issa?

B = B =
el =

12008

Laparoscopic Treatment of
Ureteral Endometriosis: ureterolysis

04

““.

RS

URETERAL ENDOMETRIOSIS: @g\
Uro-CT IMAGING Sissal
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(Ceccaroni, 2015)
www.issaschool.com

_ﬁ“\zLaparoscop_ic. re_pair of ureteral
N2y injuries

z+z Laparoscopic Treatment of Ureteral
Endometriosis: double ureters

: Laparoscopic Treatment of Ureteral
* Endometriosis: double ureters

Lanaroscopic Treatment of Ureteral Lesion:
i end to end anastomosis
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Laparoscopic Treatment of Ureteral Lesiol
end to end anastomosis

End-to End outcomes

Uretaroureteral anastomosis for endometriosis invalving the urstor
Case series a ture roview

75 Laparoscopic

18 Laparotomy

1 Robotic

57 Unspecified

Operative time 300 min
Recurrence of obstructive uropathy
occurred in 11 cases (7.3%)

Laparoscopic Treatment of Ureteral
Endometriosis: ureteroneocystostomy

= *

+ Eradication of parametrial endometriosis with
distal ureterectomy

+ Closing of the vescical outflow (clips or
suturing)

Development of medial paravescical spaces

Development of Retzius’ and Bogros’ spaces
Bladder opening and creation of mucosal tunnel
« Psoas hitch

« Double-J stent inserted (if not present)

« Uretero-vesical anastomosis completed using
six interrupted sutures in 3/0 Monocry, or three
running sutures (Lich-Gregoire technique)

+ Bladder incision was then closed longitudinally

with a double suture in 2/0 Monocryl

« Patient’s mobilization on day 2

« Pelvic drain removed on day 3 after
endovenous blue test

« Foley catheter removed on day 7 after
cystography M. Ceccaroni, G. Caleffi

« Ifleakage, Foley catheter kept in place for 7-
15 days more

« Double-] stent removed after 40 days

In Summary

e The ureter is mostly a friendly helpful anatomic
landmark, but sometimes friends do not do so nice
things

¢ Deep knowledge of macro- and micro-anatomy of the
ureter and surrounding anatomy is needed

o Ureterolysis is one of the basic principal skills that
gynecologic surgeon needs to master

e Ureter injury is now extremely rare in experienced
hands at laparoscopic hysterectomy

¢ Ureteral endometriosis is often extrinsic, but if
intrinsic, then either end-to-end anastomosis or
reimplantation are required

APPARENTLY
THEY'RE BETTER
THAN THE CURE
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How To Prevent Visceral, Vascular
Or Neural Complications In MIS:
A Roadmap

Audrey T Tsunoda, MD PhD

HCor and Erasto Gaertner Hospital Gynecologic Oncology Dept
Professor at Pontificia Universidade Catélica do Parana

MGLZ077
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How To Prevent Visceral, Vascular Or Neural Complications In MIS:
A Roadmap

To describe adequate peri-operative management to prevent
complications

To review general complications profile, and the main resources and
techniques for a safe pelvic procedure

To propose a roadmap to guide standardized pelvic approaches and to
reduce complications

e s N - o 3
| How To Prevent Visceral, Vascular Or Neural Complications In MIS:

& crircees

How To Prevent \/iscel;al, Vascular
Or Neural Complications In MIS: A
Roadmap

Surgical

(T Technique

_

ow To Prevent Visceral, Vascular Or Neural Complications In MIS: A Roadma

Pre-operatively:

* Review anatomic key elements and surgical technique
¢ Understand limitations and most common complications
* Organize team and instruments/equipments

* Adequate patient selection

* Understand that laparotomy does not reduce complications
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Por que escolher histerectomia
minimamente invasiva?

Selecti " " .
» B0,
”!‘[%F [ §

Vamos
devagar, pois
eu tenho
pressa

Napoledo Bonaparte

Multidisciplinary Team

: - e & ¥ -
A XEREE L 38
LR\ £, ()N
{ = _©8 R T4
! ~A ™
3

Page 26



Surgical Team

Patient and
team
Positioning

Y’ ERASTO GAERTNER

" Y ERASTO GAERTNER
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" European Journal of Obstetrics & Gynecology and }
bl Reproductive Biology

[S——
Patient positioning far robot-assisted laparoscopic benign gynecologic | #
surgery: A review =
g Takmas . Metwet Resi Asoghs™”, Mete Cungor

low To Prevent Visceral, Vascular Or Neural Complications In MIS: A Roadma

During surgery:

¢ Adequate ergonomy and use of energy
* Anatomical landmarks identification

* Provide a good uterus mobilization

* When facing a difficult case in the lateral or posterior aspcects:
pelvic spaces development

Trocar positioning rationale

Classification of nerve injury according 10 the degree severity

Focal conduction block

Neuropraxia
(Class Iy

Toss. of nerve function at
ind distally

[ Axonotmesis S
(Class 1)

epineurium
m Axon and endonerium disruption
with Wallerain

loss of nerve function at
of injury and distally
Intact epincuriur
Axonal, endoncuriunt, and
m disruption

nerve function at
id distally

rium

Ve function at

fistally

Full recovery within 1 day up 0
12 weeks

Full recovery (slowlup o

le (full to incomplete within
eks to months)

Unlikely

recover without

No vat stirgical

Ergonomy
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Anatomical landmarks - Video

Mobility

Drive safely through the pelvis — map your pelvic roads

Kostov, 2020

Uterus mobility without manipulator Video

Attention during,
Dissection

Application of Avascular Spaces

Obstetrics

Cesarean
hysterectomy, CORM
LAJA cerslage

en
H, SLNB

Cess
hysterectomy, CORM
LA/A cerclage

Anterior exenteration, RH,
DE treatment, RVH, SLNB

Uscter surgery for  Internal iliac artery
DIE or GC ligation

Unete
DIE

GC, RVH, SLNB
Vesico-uterine

Nervesparing procedures
ligament vessels

during DIE or GC

Page 29




Application of Avascular Spaces

BY

Attention during

Dissection

TLH, RH, RVH,
nerve-sparing procedures,
management of DIE, vaginal
cuff resection

RH, rectovaginal fistula
repair, treatment of pelvic
adhesions, bowel resection

for DIE

bowel resection for DIE,
presacral ™|

for GC, initiation of
para-aortic
lymphadenectomy

uterine artery,
superficial uterine
vein, ureter branch
of the uterine
artery, superior
vesical vein,
cervicovesical
vessels

Vaginal, presacral
veins, middle rectal
vessels

Common iliac,
middle sacral
vessels, inferior
mesenteric artery,
ureters, superior
hypogastric plexus,
hypogastric nerves

amina, 2012

Video - Lateral Pelvic Spaces

low To Prevent Visceral, Vascular Or Neural Complications In MIS: A Roadma

* Yerkes-Dodson Law and PERFORMANCE

* COMPLICATIONS are more frequent than we would expect

* Most COMPLICATIONS are related to simple steps and regular

procedures

* COMPLICATIONS should be adequately prevented, detected and
promptly managed

Yerkes-Dodson Law

Performance

Pinterest

Seeing improvement

Human Performance Curve

Aim to keep employees
atthis level
Fatigue
Exhaustion
Ill Health

Breakdown & Burnout
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Common Complications of Hysterectomy

R. F. MAUDSLEY, M.D.* and
E. M. ROBERTSON, M.B,, ChB, F.RCS.(Edin.), FRCOG, FRCS.[C].t
Kingston, Ont.

TABLE II.—Ax~EMrs AssocraTep wite HysTERECTOMY

n=385

No. % No.o %

Abdominal Vaginal

24
20

8.4 3 2.9
7.0 10 9.9

TABLE 1'73[00‘;{ TRANSFUSIONS ASSOCIATED WITH
Y

TABLE III.—UriNaRY TRACT INFECTION ASSOCIATED WITH
Hysi x

STERECTOMY
Abdominal Vaginal Abdominal Vaginal
No. % No. % No. % No. %
Preoperative. . 25 8.8 4 3.9 Preoperative. .. 16 5.6 8 7.
Postoperative, 82 9288 40 306 Postoperative. . 74 2.0 48 475

Average incidence rates of intra- and ive in (in percent) e
[
Variable C p: Roh d Al MIX proseuures
surgery surgery e ) o e
Overall (intra- and postoperative 0.5-13% 3.2-184% aw " 1080181 10971
period)
frpe 1]
Intraoperative 1.9% 3.2% Rpt— "
Vascular injury 0-1.7% 0-1.7% [
Intestinal injury 0.13-0.5% 0.6-28% “
Urinary tract 05-1.7% 12-3.5% v omeamm v
Rostopenlive 13-34% 184% [rprTy— . s 100 1 eder1 et D
Clavien-Dindo grade 0-2 9% 132% [P ye—— " L
Clavien-Dindo grade 3-4 4% 5.2% o e 1o
5 Doomy 168101 W
Vaginal cuff dehiscence 0.6-1.3% 1.6% . L 11246 (01341 440
Ea . sonass | em—————
Port-site metastasis 1.0-1.2% 1.4-1.9% 100 o 11431 107D
NGoties i Rnmion. DRt e L et Canad. Med. Ass I, Review > Clin Anat. 2017 Oct;30(7):948-952. doi: 10.1002/ca.22962. Epub 2017 Aug 22
g b Kpeil 20, 1968, vor. 92

Anatomical complications of hysterectomy: A review

Rebecca C Ramdhan 1 7 Marios Loukas, R Shane Tubbs 1 2

GU tract injuries 1-2% (5,000 cases/year in the USA)
0.3-1.2% open
0.2-8% laparoscopy
0.7-4% vaginal
Bladder - most frequent, mainly during vesico-vaginal space development
Ureter (66% are not detected during the procedure)

**Dladd thatar 4 ad 1. !

leaf
of broad ligament

vessels b

Berek JS, Adashi ES, Hillard PA. Berek & Novak’s Gynecology. 14th ed Guanabara Koogan, 2007, p.805-846
fvel em com b d i lavauis/ ThirdPartys 250

A. Wattiez
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Bladder video

Ministry of Health advised for the vaginal
pute in 2004 - 36%

In 2010, MH advised for laparoscopy (against
pen) - 72%

Since 2015, contained morcellation
Complications reduced from 8.1% to 4.1%

Mortality 0.27% (50% reduction)

ulies!- Maria . Vargas®

R (R A R
1623 bltons e bte-owcepe rprmecery)|

GatoyMoswd’ - Bchaed L Amdurt

Elective hysterectomy
n=109,821

1 Ardrow . Spars’

All Canadian women from 2010 to 2016

(61% laparoscopic vs 39% open)

" Table3 Outcomes by procedure type

Predictive of major
* Endometriosis
197915 o 10 et ok s EEmbi o * Uterus >1.000cc
Complications after benign hysterectomy, Predicton pre—— - Winor Magor pr ive cabort study from the Danish
according to procedure: a'popuiah‘nnrhased new) (% ") hysterectomy database, 2004-2015 * BMI>30
prospective cohort study from the Danish :
hysterectomy dauhn;s,yzﬂm—?ﬂﬂ e pep - L wmua AT Lo * ASA3-4
e 2 Ty sl et & (s 10546 Ay 2w
Windon e ;x; Thedd Table 4. Multivariate log-binomial regression for major and minor complications within 30 days of elective benign hysterectomy in Denmark from
2004 to 2015 according to surgical method, stratified by calendar periods.
All Danish women from 2004 to 2015 ki Gl el
Elective hysterectomy Coded” Imputed® Coded Imputed
Tabl 3. Rt ok 5%
n=51,141 eeion) scpieg o et 1 2908 2015
Predicons Subgrougs " Minos camplications Majos toemplications M iods
= - o e T 1.80 (156-2.07)* 1.79 (1,55 2 06)* 1.85 (1.55-2 20)* 1.82 (1.53-2.16)"
® i 16 o V5o g o8 G103 LH 0.96 (0.75-1.22) 0.95 (0.75-1.22) 0.72 (0.60-0.87)% 072 (0.60-0.86)*
e 0 o el it VHp 0.76 (0.47-1.23) 0.77 (0.48-1.24) 039 (0.25-0.61)* 0.39 (0.26-0.61)*
VHnp Ref Ref Ref Ref
7% minor complications (n=3,577) Minor complications: multivariate RR (95% CI) by calendar periods
o . . . _ AH 1.37 (1.23-1.54)* 135 (1.21-1.51)* 1.32 (1.15-1.53)* 130 (1.13-1.50)*
9.4% major complications (n=4,788) 14 1.26 (1.06-1.49)** 1.25 (1.05-1.48)*> 1.55 (1.36-1.77)* 153 (133-1.74)*
VHp 093 (067-131) 0.94 {0.67-1.32) 0.90(0.67-1.21) 050 (0.67-1.20)
VHnp Ref Ref Ref Ref
A T T ferambeps
et m]; ’ g i Ao ety | R Ty
u ollowing o y A
L i A Danish Pop; 4 = =
based Cohort Study of Minimally Invasive Benign ~\ fo and
Gynecologic Surgery between 2004 and 2018 ~ outcomes by time

Qutcome Laparoscopic ~ Abdominal (n=43,261)  p-value,
(n=66,560)

Wound 1378 (2%) 1852 (4%) <0.001
Cardiac 21 (0.03%) 49 (0.1%) <0.001
Renal 35 (0.05%) 64 (0.2%) <0.001
Pulmonary 129 (0.2%) 265 (0.6%) <0.001
Clotting 198 (0.3%) 238 (0.6%) <0.001
Sepsis 244 (0.4%) 367 (0.9%) <0.001
uTI 1268 (1.9%) 770 (1.8%) 0.13

Bleeding 744 (1.1%) 3381 (7.8%) <0.001
Reurnto OR 798 (1.2%) 775 (1.8%) <0.001
LOS>3days 1873 (2.8%) 18,376 (42%) <0.001
Composite 4008 (6%) 6216 (14%) <0.001
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'

Robot-assisted laparoscopy in benign
gynecology: Advantageous device or
controversial gimmick?

Obianuju Sandra Madueke-Laveaws, MD, MPH
mald P, Advincula, MD "

Same Same Same

Conver: 0 1% 5%
laparotomy rate

large uterus?

More than 250cc

Strategies to overcome a large uterus

Higher port placement

Open or direct vision trocar first entry

Advanced energy device

Adequate uterine mobilization

Ureters: always seen, sometimes dissected rule

Morcellation (protected whenever possible)

TEAM WORKI!!!

TLH had less blood transfusion (p <.02) and
shorter hospitalizations (p < .03)
regardless of uterine size or BMI

[ Aseociation Hetween Body Mass lndies, Urerine Size, and Operative

vy K. S M S, B 1. o Vo, L, Al Vi S
e . s 0

®
Canadian Task Force ﬁ - MIG=:-
ACS NSQIP database Ot Arle

Assoclation Between Body Mass Index, Uterine Sze, and Operative
Morbidity in Women Undergoing Minimally Invasive Hysterectomy

Divya K. Shah, MU, MME*, Bradley 1 Vi Voorhis, MD, Alliscn . Virosis, SM, snd
Sucey A, Misser, 500

Total hysterectomy (laparoscopy-assisted vaginal, laparoscopy or
vaginal) for benign conditions

2005-2012

n=36,757 . o7
Al Vi H
0= 36757 0= 10301 219%) 0 = 10057 Q14%) 0= 16450 (45%)
Utetine size >250 8
No 3 2550 9665 (94.3) §633 (85.5) 12930 (7%.6}
Yeu 559 015.0) 85(57) 1424 (142) 3520 21.4)
ive diagnosis

Myomas and werine pathology 149913 1670(16.3) 182316 6647 (40.4)
Bicoting 8612 234) 208 (225) 2487247) W7 @
Proispse 9075 70 (436 84S (34) 124 (65)
Eadometriosis of pelvic pain 617 (183) 906(8.5) 1988 (19.5) mien
Other gynecologic conditions 21604 1202 8585y 119 65)
Adocxal paihology 70 &(06) 945 61509
Nongynecolagic conditions 296 08) 130.1) 108¢1.1) 175411
Proplylactic 43102 75 (085) 143 (140 2003

SGS Papers sjog.org

Uterine weight and complications after abdominal,
and vaginal

Michefis Louia, MO, MSCF Pavia D. Sirmasie, MSPH Janet K. Mouidar, MD, MSCR: A Mich Dizon, MD, MSCR:
Lauren . Schif, MD; Ern . Caray, MO, MSCR

SEER cohort

ACS NSQIP database

2014-2015

Hysterectomy for benign conditions
n=27,167

Page 33




SGS Papers sjogory

Uterine weight and complications after abdominal,
laparoscopic, and vaginal hysterectomy

5GS

Juterine wekgi and compiications after abcominai,
aparoscopic, and vaginal hysterectomy

mﬁmﬁmﬂm&&mkm&.uumAmmmm TABLE 1
T Demographics and surgical characteristics of women undergoing
SEER cohort hysterectomy for nongynecologic cancer reasons from 2014 through 2015,
ACS NSQIP database stratified by uterine weight
2014-2015 <100 g 8625 101-500 g >500 g
Hysterectomy for benign conditions (31.8%) 15,023 (85.3%) 3519 (13.0%)
n=27,167 Admit year, n (%)
2014 3812 (44.2) 6761 (45.0) 1620 (46.0)
Complications were related to uterus size 2015 4813 (35.8) 8262 (55.0) 1899 (54.0)
Procedure type, n (%)
Uteri >500cc were >30% more likely to have complications (vs <100cc), OR 1.34, p<0.001 Abdominal 1283 (14.9) 3585 (23.9) 2608 (74.1)
>700cc almost 60%, OR 1.58, p<0.001 Yagial 24041285 2010 (13:9) L)
~1,000cc more than >80%, OR 1.85, p<0.001 szarr.uPn: 4878 .(SB.G) 9428 l{EZ.ﬂ]. 874 (24.%]
SGS Papers siogory. [T — SGS Papers RIS | 5L o pocperatvs complicsons st ysarsciomy,skattod by
‘surgical approach surgical approach
Uterine weight and complications after abdominal, Owal  Abdominal Vgl Lngaraseepee Uterine weight and complications after abdominal, Ovral  Abdominal  Vaginal Lasareseope
\aparoscopic, and vaginal hysterectomy ——r 6T e 4511 (1) 15180 (5% P pic, and vaginal ——— TIGT TATOGEW 4511 (%) 15,180 50%)
e WP, S .t o MO MO W D 0 WS P T T T T T et L A .t L o i L S A L LS P T T T T
Genitsrnary /Py mEI  ued B0y Ganitocriary 03 B3 Upd ETE]
nfectious. 1403 5.2 ANES) Fal L) Ll rdectious 14030 HEe meEn 690 (45
Cargac 1701 ooy 200 S0 Carsac e w0y 200 S0
‘Vascuser 864 3.2) STeIn man 21014 Vamousr B0 STe A BN 210 (14)
c I_ t_ h_ h Resgatury ®py  wes  sen mon c I. t. h. h Resgiaiony wpy  wes ez on
o0 sos no i man  wsoe  na "
omplications were nigher footin B — omplications were nigher fmovat D o — o
in laparotomy SRRy T e e in laparotomy NeEGR Sy TRGe By
o g ok e it ] b Gt i S ey
Open hysterectomy = 15% complications
Open hysterectomy + uterus<250cc = OR 2.05 Lapa rOSCOpIC
Open hysterectomy + uterus 250-500cc = OR 1.76 VS hys':ere?ton_]y
8% complications
Open hysterectomy + uterus>500cc = OR 1.35
SGS Papers sjogorg Urinary Tract Injury in Gynecologic
Uterine weight and after o k?:r'g::czij‘or Benign Indication
P pic, and vaginal = g
bk o AR nigher probabiliy comparsd Gputc .. Wi, ot B, T s Mt g
LA St .l . s, ML B, G e otiils Syiaeiit . il i

Predicted Probability of Complication, %
5 n

bimns Wiy
— Vagin Hysrectay
+ Laparomcic Hysoreciomy

LR
Uterine weight, i grams

CO

100

Predicted probability of complication, percent, after hysterectomy, stratified by surgical approach.

Lovie et

Table 1. Incidence of Laparoscopic Lower Urinary Tract Injury by Type of Procedure

Total LUT Injury

Ureter Injury Bladder Injury

No. of No. of
Procedure Type Surgeries  n % (95%C)  n % (95% CI) n % (95% CI) Studies
TLH 86,683 122 0.1(01-0.2) 31 004(0.03-005 91 0.1(0.1-0.1) 37
LAVH 24,257 247 1.009-1.2) 50 0.2 (0.2-0.3) 197 0.8 (0.7-0.9) 42
LSH 5,452 19 0.40.2-0.6) 6 0.1(01-0.3) 13 02(0.1-04) 10
LH NOS 1,590 28 1.8(1.2-2.6) 3 02(0.1-0.6) 25 1.6(1.1-23) &
Adnexal surgery 6,905 9 0.110.1-03) 6 0.09 0.04-0.2) 3004 0.01-0.1) 10
Endometriosis resection 4,275 17 0.410.3-0.6) 17 0403-0.6) 0 — 7
Major surge 5* 1,644 8 0.5(0.2-1.0) o — 8 05(02-10 4
Minor surge 2,257 301 (0.04-0.4) o — 3 0.1 (0.04-0.4) 7
NOS 3,235 5 0.2(0.1-04) 1003 0.0-02) 4 01(01-03) 4
Total 140,444 458 033 114 0.08 144 024 90

Page 34




Nerve sparing -~
points ,\’/

Radical hysterectomy

Hypogastric nerve and
nferior hypogastric plexus

US ligament division Check and retract laterally|

from the US

Splanchnic (usually +
hypogastric)

Cardinal ligaments section Keep dissecting cranially
Complex urinary, and

sexual disorders

‘esical branches of the Bladder pilar and vesico
plexus lvaginal ligament

Keep dissecting medially
to the vesical nerve

Courtesy of E Leblanc

How to extract
_an enlarge uterus?

[ ———
M A1 1A 20 05796

GENIRAL GYNECOLOGY. ™

Feasibility and safety of total laparoscopic hysterectomy for uteri
weighing from 1.5 kg to 11.000 kg

+Fabrizio Lavra’ +van Colt
Sonia Nemolato’ - Cella Madedc"

N=78

Median weight = 2,000g

Estimated blood loss = 100 mL (range 10-700 mL)
Operating time =135 min (range 60-300 min)

Hospital stay = 2 days (range 2—5 days)
Conversion to laparotomy in 4 patients (5.1%)
One intraoperative complication = ureteral injury (grade III) - uterus 11,000g

“extracorporeal intrauterine morcellation” through a low transverse minilaparotomy

‘weighing from 1.5 kgta 11.000 kg

G-

time

L L
0 2000 4000 6000 800D 10000 12000
weight

Fig.5 Regression analysis between the uterine weight and operative
time. Results were considered significant for p<0.05

Large Uterus Extraction
-

* Coverad by various
national and international
approved and pending patents:
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How To Prevent Visceral, Vascular Or Neural Complications In MIS:
A Roadmap

Adequate perioperative management, including anatomical landmarks
identification (and not necessarily dissection!) is a must!

Main complications are mostly related to simple procedures and/or steps,
and basic resources and reproducible surgical techniques may prevent
them

Standardized pelvic approaches may positively impact surgical results (i.e.
pelvic spaces development, adequate exposure, save approach to
important structures)

Better is possible. It does not take
genius. It takes diligence. It takes
moral clarity. It takes ingenuity. And
above all, it takes a willingness to
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CULTURAL AND LINGUISTIC COMPETENCY & IMPLICIT BIAS

The California Medical Association (CMA) announced new standards for Cultural Linguistic Competency
and Implicit Bias in CME. The goal of the standards is to support the role of accredited CME in advancing
diversity, health equity, and inclusion in healthcare. These standards are relevant to ACCME-accredited,
CMA-accredited, and jointly accredited providers located in California. AAGL is ACCME-accredited and
headquartered in California.

CMA developed the standards in response to California legislation (Business and Professions (B&P) Code
Section 2190.1), which directs CMA to draft a set of standards for the inclusion of cultural and linguistic
competency (CLC) and implicit bias (IB) in accredited CME.

The standards are intended to support CME providers in meeting the expectations of the legislation. CME
provider organizations physically located in California and accredited by CMA CME or ACCME, as well as
jointly accredited providers whose target audience includes physicians, are expected to meet these
expectations beginning January 1, 2022. AAGL has been proactively adopting processes that meet and
often exceed the required expectations of the legislation.

CMA CME offers a variety of resources and tools to help providers meet the standards and successfully
incorporate CLC & IB into their CME activities, including FAQ, definitions, a planning worksheet, and best
practices. These resources are available on the CLC and |B standards page on the CMA website.

Important Definitions:

Cultural and Linguistic Competency (CLC) — The ability and readiness of health care providers and
organizations to humbly and respectfully demonstrate, effectively communicate, and tailor delivery of care
to patients with diverse values, beliefs, identities and behaviors, in order to meet social, cultural and linguistic
needs as they relate to patient health.

Implicit Bias (IB) — The attitudes, stereotypes and feelings, either positive or negative, that affect our
understanding, actions and decisions without conscious knowledge or control. Implicit bias is a universal
phenomenon. When negative, implicit bias often contributes to unequal treatment and disparities in
diagnosis, treatment decisions, levels of care and health care outcomes of people based on race, ethnicity,
gender identity, sexual orientation, age, disability and other characteristics.

Diversity — Having many different forms, types or ideas; showing variety. Demographic diversity can mean
a group composed of people of different genders, races/ethnicities, cultures, religions, physical abilities,
sexual orientations or preferences, ages, etc.

Direct links to AB1195 (CLC), AB241 (IB), and the B&P Code 2190.1:

Bill Text — AB-1195 Continuing education: cultural and linguistic competency.
Bill Text — AB-241 Implicit bias: continuing education: requirements.
Business and Professions (B&P) Code Section 2190.1

CLC & IB Online Resources:

Diversity-Wheel-as-used-at-Johns-Hopkins-University-12.png (850x839) (researchgate.net)

Cultural Competence In Health and Human Services | NPIN (cdc.gov)

Cultural Competency — The Office of Minority Health (hhs.gov)

Implicit Bias, Microaggressions, and Stereotypes Resources | NEA

Unconscious Bias Resources | diversity.ucsf.edu

Act, Communicating, Implicit Bias (racialequitytools.org)

https://kirwaninstitute.osu.edu/implicit-bias-training

https://www.uptodate.com/contents/racial-and-ethnic-disparities-in-obstetric-and-gynecologic-care-and-
role-of-implicitbiases

https://www.contemporaryobgyn.net/view/overcoming-racism-and-unconscious-bias-in-ob-gyn

https://pubmed.ncbi.nlm.nih.gov/34016820/
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https://leginfo.legislature.ca.gov/faces/codes_displaySection.xhtml?sectionNum=2190.1&lawCode=BPC&utm_source=newsletter&utm_medium=email&utm_content=Business%20and%20Professions%20%28B%26P%29%20Code%20Section%202190.1&utm_campaign=ABP%20Updates%20Email
https://leginfo.legislature.ca.gov/faces/codes_displaySection.xhtml?sectionNum=2190.1&lawCode=BPC&utm_source=newsletter&utm_medium=email&utm_content=Business%20and%20Professions%20%28B%26P%29%20Code%20Section%202190.1&utm_campaign=ABP%20Updates%20Email
https://www.cmadocs.org/cme-standards?utm_source=newsletter&utm_medium=email&utm_content=CLC%20and%20IB%20standards%20page&utm_campaign=ABP%20Updates%20Email
https://leginfo.legislature.ca.gov/faces/billTextClient.xhtml?bill_id=200520060AB1195&search_keywords=%2522Cultural+and+Linguistic+Competency%2522
https://leginfo.legislature.ca.gov/faces/billNavClient.xhtml?bill_id=201920200AB241
https://leginfo.legislature.ca.gov/faces/codes_displaySection.xhtml?sectionNum=2190.1&lawCode=BPC&utm_source=newsletter&utm_medium=email&utm_content=Business%20and%20Professions%20%28B%26P%29%20Code%20Section%202190.1&utm_campaign=ABP%20Updates%20Email
https://www.researchgate.net/publication/320178286/figure/fig1/AS:614112098787328@1523427142191/Diversity-Wheel-as-used-at-Johns-Hopkins-University-12.png
https://npin.cdc.gov/pages/cultural-competence#:%7E:text=Cultural%20and%20linguistic%20competence%20is%20a%20set%20of,professionals%20that%20enables%20effective%20work%20in%20cross-cultural%20situations.
https://www.minorityhealth.hhs.gov/omh/browse.aspx?lvl=1&lvlid=6
https://www.nea.org/resource-library/implicit-bias-microaggressions-and-stereotypes-resources?gclid=EAIaIQobChMIkuyXhYnB9AIVIhitBh245QJtEAAYASAAEgIqg_D_BwE
https://diversity.ucsf.edu/resources/unconscious-bias-resources
https://www.racialequitytools.org/resources/act/communicating/implicit-bias
https://kirwaninstitute.osu.edu/implicit-bias-training
https://www.uptodate.com/contents/racial-and-ethnic-disparities-in-obstetric-and-gynecologic-care-and-role-of-implicitbiases
https://www.uptodate.com/contents/racial-and-ethnic-disparities-in-obstetric-and-gynecologic-care-and-role-of-implicitbiases
https://www.contemporaryobgyn.net/view/overcoming-racism-and-unconscious-bias-in-ob-gyn
https://pubmed.ncbi.nlm.nih.gov/34016820/
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