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History

• 936-1013: Abulcasis speculum

• 1805: Bozzini visulised human urethra

• Mid 1800s: Fisher and Segales scopes

• 1853: Desormeaux scope using alcohol  and a lens

• 1868: Kussmaul esophagoscopy

• 1877: Nitze cystoscopy using electrically heated wires

• 1880: Thomas Edison electrical light bulb 

• 1889: Boisseau de Rocher (sheath)



History
1902: Georg Kelling , first  dogs celioscopy

1910: Hans Christian Jacobaeus first human laparoscopy

1924: Zollikofer and use of CO2

1929: Kalk and using 135 degrees lens system and double trocars

1938: Janos Veress and the spring needle

1952 Fourestier, Gladu, and Valmiere and  "cold light" fiberglass illumination.

1977: Kurt Semm automatic insufflation system, thermocoagulation, 

irrigation/aspiration device,  morcellator and knot tying. 

1980: Patrick Steptoe from England, started to perform laparoscopic 

procedures. 

1983: Semm performed the first appendectomy ever done laparoscopically

1987 Phillipe Mouret performed the first video-laparoscopic cholecystectomy 

in Lyons, France.

1994: robotic arm was designed to hold the laparoscope camera and 

instruments.

1996 The first ever live broadcast of laparoscopic surgery via the Internet 

was performed.



Why minimal access

Less post-operative scarring

Reduced pain

Shorter recovery time

Less time spent in hospital to recover

Reduced haemorrhaging

Reduced risk of exposing internal organs to external contaminants

Quicker return to normal activities

Quicker return to work

Reduced wound complications



Laparoscopy vs. Robotics 

• Depends on Trust policy and strategy 

• Benefit to surgeon

• Benefit to patients 

• Cost

• Training 

• 4 Quadrants operation and redocking? 



Complication rate at GSTT

• 123 cases over 18 months 
• Majority are endometrial cancer 
• 1.5 % bladder injury
• <1% bleeding 
• <1% femoral nerve injury 
• 2% post op infection
• 1% ileus 
• No bowel injury reported 
• Similar to laparoscopy complications
• Post op stay was 1-2 days less than laparoscopy cases



Patient pathway



Intra-operative preparation

◼WHO STOP moment

◼Catheter insertion

◼Bimanual examination

◼Appropriate preparation and drape













Kodama’s visceral slide

• Sliding of 1 cm with normal breathing and 3 cm with enhanced 
breathing 





Guidelines 
The various Veress needle safety tests or checks provide very little useful information on the placement of the Veress needle (II-1 A)

The Veress intraperitoneal (VIP-pressure  10 mm Hg) is a reliable indicator of correct intraperitoneal placement of the Veress needle (II-1 A)

Elevation of the anterior abdominal wall at the time of Veress or primary trocar insertion is not routinely recommended, as it does not avoid visceral or 

vessel injury (II-2 B)

The angle of the Veress needle insertion should vary according to the BMI of the patient, from 45 in non-obese women to 90 in obese women (II-2 B)

The volume of CO2 inserted with the Veress needle should depend on the intra-abdominal pressure (II-1 A)

In the Veress needle method of entry, the abdominal pressure may be increased immediately prior to insertion of the first trocar (II-1 A)

There is no evidence that the open entry technique is superior to or inferior to the other entry techniques currently available. (II-2 C)

Direct insertion of the trocar without prior pneumoperitoneum may be considered as a safe alternative to Veress needle technique. (II-2)

Direct insertion of the trocar is associated with less insufflation-related complications such as gas embolism, and it is a faster technique than the Veress

needle technique (I)

Shielded trocars may be used in an effort to decrease entry injuries. There is no evidence that they result in fewer visceral and vascular injuries during 

laparoscopic access. (II-B)

The visual entry cannula system may represent an advantage over traditional trocars. Visual entry trocars are non-superior to other trocars since they do 

not avoid visceral and vascular injury (2 B)



• Left upper quadrant (LUQ, Palmer’s) laparoscopic entry should be 
considered in patients with suspected or known periumbilical 
adhesions or history or presence of umbilical hernia, or after three 
failed insufflation attempts at the mbilicus. (II-2 A) Other sites of 
insertion, such as transuterine Veress CO2 insufflation, may be 
considered if the umbilical and LUQ insertions have failed or have 
been considered and are not an option. (I-A)





Laparoscopic Electrosurgery



Power Equation

• Power = Voltage x Current

• Watt= V X Amp
• From Ohm’s low:
• Watt= Amp x Ohm x Amp

• Watt = Amp2 x Ohm → Amp2 = Watt/Ohm                                    
• Therefore: Current flow=√ Power/Resistance 

• Quantity of heat Q (calorie) = Power(Watt) x Time (Second)

• Cal= Watt x Second = Amp x Volt x Second= Amp2 X Ohm x S

• One cal is the amount of heat required to heat one cubic cm of water 1 celsius
degree. 



DC/ AC  and Frequency

• Alternating current  reverses direction a number of cycles in the 
second

•



Frequency



Effect of different AC frequencies on 
biological tissue 
• 60 Hz: The  household elect5rical shock 

• Faradic effects. Up to 200-300 KHz

• Above 300 KHz: No Faradic effect

• Rectification of AC frequency can happen in electrosurgery and lower the frequency to cause a 
Faradic effect.

• Heat effect 



Example

• If current flow is 0.5 Amp

• Resistance is 100 Ohms 

• The current will  produce heat of 6 calories, which means an increase 
in temperature of 6 c degrees for 1 cm cube of tissues. 

• If the same energy is concentrated to 0.1 cm cube, then he rise will be 
60 degrees c. 



Power density

• The only cofactor in  electrosurgery to control power density 
is the electrode size.



The Water flow analogy to electrical circuit 



Water = electricity



Coag vs. Cutting

• Coag does not refer to haemostasis 

• Cutting does not refer to settings for incision.

• If power is fixed: Power= Voltage x Amperage

• Coag: Settings with high voltage and lower  Amperage (flow)

• Cutting: Settings with highest flow with low voltage





Coag vs. cutting and frequancy



• Cutting can be better for deep tissue haemostasis 

• Coag settings is better for superficial haemostasis

• Role of tissue mechanical tention

• Size of instrument

• Shape of instrument 





Grounded electrosurgical system 



Isolated electrosurgical system



Return electrode monitoring 



Electrosurgery safety consideration

• Direct Coupling

• Insulation failure

• Capacitive coupling



Direct coupling



Insulation Failure



Capacitive coupling



Recommendation for safe electrosurgery







Indications for MIS in GO

• Endometrial Cancer 

• Cervical Cancer

• Ovarian BOT/Low grade tumours

• Vulval 



Equipment



Equipment – Energy Sources 



Equipment - Instruments



Equipment - Manipulators



Positioning of the Patient



Position of the Trocars





Radical Vaginal Trachelectomy 

Endocervical canal margin >=8 mm

For adenoca, complete removal of endocervical canal

Upper cervical or isthmic cerclage

Isthmic-vaginal anastomosis



Criteria

• RVT has to be abandoned if LN is positive 11-12%

• RVT has to abandoned if enough margins cannot be obtained 



Eligibility criteria for RVT

Size <2 cm or <3 cm if exophytic
1A-1B
Histologically proven
Age <40
Strong desire to preserve fertility
No clinical evidence of subfertility
No upper endocervical involvement
No LN mets



319 patients were assigned to minimally invasive surgery and 312 to open

The rate of disease-free survival at 4.5 years was 86.0% with minimally invasive 
surgery and 96.5% with open surgery, a difference of −10.6 percentage points (95% 
confidence interval [CI], −16.4 to −4.7). 

Minimally invasive surgery was also associated with a lower rate of overall survival (3-
year rate, 93.8% vs. 99.0%; hazard ratio for death from any cause, 6.00; 95% CI, 1.77 
to 20.30).











Developing the lateral spaces



Opening of the Retro-peritoneum



Pelvic Lymphadenectomy





G1 EEC









Conclusions

• Anatomy is key

• Use visual landmarks

• Avascular spaces

• Isolate structures


