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A retrospective study of early-life factors and the incidence of endometriosis
Songping Liut, Keqin Hual

1The Obstetrics and Gynecology Hospital of Fudan University, Department of Gynecology,
Shanghai, China

Background

The pathogenesis of endometriosis is not well understood and the prior epidemiologic studies
showed some early-life factors were in relation to endometriosis risk,while most of the studies had
relative small sample size and the conclusions were inconsistent. The purpose of the present
study was to explore the association between early-life factors and the icidence of endometriosis
with a larger case-control study.

Methods

This case-control study included 440 patients with surgically confirmed endometriosis and 880
women without endometriosis (controls). Information on early-life factors was ascertained
retrospectively by in-person interview, with information gathered from the participant's
mother.Adjusted odds ratios (aORs) and 95% confidence intervals (Cls) for the associations
between maternal and paternal characteristics, intrauterine and infant exposures and
endometriosis were estimated using unconditional logistic regression, adjusting for frequency
matching and confounding variables.

Results

We observed that women who were not fed bread milk as infants had twice the risk of
endometriosis compared with unexposed women (aOR 2.0, 95% CI 1.61 4.5). Our data also
suggested increased endometriosis risk with neonatal vaginal bleeding (aOR 1.9, 95% CI 1.2
4.3), paternal smoker(aOR 1.8, 95% CI 1.11 4.9), caesarean section (aOR 1.7, 95% CI 1.07
3.5),and premature (aOR 1.4, 95% CI0.81 3.7).

Conclusions

Our results support the hypothesis that some early-life factors may increase the risk of
endometriosis in adulthood.
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Prevalence, risk factors and surgical outcomes of lateral parametrial endometriosis
Alessandro Arenal, Mohamed Mabrouk?, Diego Raimondo?, Elisa Moro?, Raffaella lodicel,
Renato Seracchiolit

1Sant'Orsola Hospital - University of Bologna,

Gynecology and Human Reproduction Physiopathology, Bologna, Italy

Background

Deep infiltrating endometriosis (DIE) is defined as the presence of ectopic endometrial tissue
infiltration under the peritoneum, pelvic structure and organ walls, including lateral parametrium.
Despite the enormous impact of lateral parametrial endometriosis (LPE), only a few studies have
evaluated its diagnosis, prevalence and clinical features. Our aim is to estimate the intraoperative
prevalence of LPE in patients affected by deep infiltrating endometriosis (DIE) and to analyse
clinical and surgical data associated with LPE.

Methods

A retrospective cohort study was conducted in our endometriosis academic centre. We included
1360 consecutive women submitted to surgery for DIE in our centre between 2007 and 2017.
Patients were divided into two groups according to the presence or absence of intraoperative
evidence of LPE. All surgical procedures were performed by skilled surgeons with extensive
background in laparoscopy.

Results

Parametrial infiltration was diagnosed preoperatively by clinical and/or instrumental evaluations in
159 women, so it was discovered accidentally in 31.2% of cases. The intraoperative prevalence of
LPE was 17% (231 patients on 1360). Preoperatively, LPE patients complained of having a more
severe intensity of dysmenorrhea (p<0.001), more frequent voiding symptoms (p<0.001), more
frequent hydroureteronephrosis (p<0.001) and more constipation (p=0.02). At surgery, significant
correlations were found with rectovaginal septum, vaginal, rectal and ureteral involvements
(p<0.001). LPE patients intraoperatively presented a concomitant posterior nodule with a larger
transverse diameter (3.6 + 1.4 cm versus 2.1 £ 1.6 cm p<0.001). In our study, LPE was associated
with an aggressive and widespread disease, with a high rate of partial colpotomy and radical
ureteral surgery, often requiring a dedicated multispecialty surgical team. The operation time and
hospital stay were longer for patients with LPE (p<0.001 for both). Perioperative complications
were significantly higher in the LPE group (72 (6.4%) in the control group vs 25 (10.8%) in the
study group; p=0.001).

Conclusions

In conclusion, LPE is an occult and not so rare condition and reflects a more severe manifestation
of the disease, requiring more aggressive surgery. Patients must be evaluated thoroughly and
counselled properly during the preoperative examination, taking into account the significant
morbidity, particularly regarding perioperative complications.
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Superficial dyspareunia and pelvic floor muscle evaluation with transperineal 3D
ultrasound in women affected by endometriosis: a prospective study

Alessandra Spezzano!, Mohamed Mabrouk?, Simona Del Forno?, Alessandro Arenal,
Paolo Saluccit, Renato Seracchiolit

1Sant'Orsola Hospital - University of Bologna,

Gynecology and Human Reproduction Physiopathology, Bologna, Italy

Background

At least 2% to 4% of all sexually active women may experience painful intercourses due to
endometriosis and dyspareunia affects 32%-70% of women with endometriosis, representing one
of the most delicate aspect of the disease. Previous studies demonstrated the correlation between
endometriosis, pelvic floor muscle (PFM) dysfunction and dyspareunia, without differentiating deep
from superficial dyspareunia. The aim of the study is to investigate the presence of superficial
dyspareunia in women with ovarian endometriosis or deep infiltrating endometriosis (DIE) and its
correlation with pelvic floor muscle morphometry evaluated at transperineal three-dimensional
(3D) ultrasound.

Methods

A prospective study was conducted between March 2015 to March 2018 on symptomatic, sexually
active, nulliparous women with clinical and sonographic diagnosis of DIE or ovarian endometriosis.
Presence and intensity of superficial dyspareunia were evaluated with the Female Sexual Function
Index (FSFI) questionnaire, focusing on the pain domain items. Three-dimensional transperineal
ultrasound was performed to assess the levator hiatus area (LHA) for evaluating the PFM

morphometry at rest. All volumes were offline analysed by an investigator blinded to the clinical

data. The presence of superficial dyspareunia was defined by question 17 of FSFI(scor e O 1)
whil e deep dyspareunia was defined by question
consent to participate.

Results

One-hundred sixty women were enrolled in the study: 81 with DIE (DIE group) and 79 with isolated
ovarian endometriosis (OVA group). The prevalence of superficial dyspareunia in the entire study
group was 67.5%, in most of cases it was concurrent with deep dyspareunia (56.3%). According to
the results of FSFI questionnaire, a significant higher prevalence of superficial dyspareunia,
isolated or concurrent with deep dyspareunia, was detected in DIE group (75.3%) than OVA group
(59.5%). Women in DIE group showed a narrower LHA at 3D transperineal ultrasound, when
compared to women in OVA group (10.9+2.4 cm? versus 11.8+2.4 cm? p=0.019). In particular,
LHA in patients with superficial dyspareunia was narrower than LHA in patients without superficial
dyspareunia (11.0+2.4 cm? versus 12.0+2.4 cm? p=0.014). Moreover, in the entire study group a
correlation between LHA at rest and scores of FSFI question 17, evaluating pain during vaginal
penetration, was found (p = 0.008).

Conclusions

Superficial dyspareunia seems to have high prevalence in women affected by endometriosis,
showing also a correlation with an increased pelvic floor muscle tone. During the complex
evaluation of endometriotic symptoms, clinicians should be aware that increased pelvic floor
tenderness may play a crucial role in causing dyspareunia and pelvic pain. Three-dimensional
transperineal ultrasound may represent a reliable technique to early detect the correlation between
superficial dyspareunia and PFM alterations, in order to achieve a personalized therapy.
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Pelvic floor dysfunctions and voiding alterations in women with posterior deep
endometriosis: a prospective study with 3D/4D transperineal ultrasound
Matteo Parisotto!, Mohamed Mabrouk?, Diego Raimondo?!, Alessandro Arenal,
Deborah Leonardi!, Renato Seracchiolit

1Sant'Orsola Hospital - University of Bologna,

Gynecology and Human Reproduction Physiopathology, Bologna, Italy

Background

Posterior deep infiltrating endometriosis is associated with urinary alterations, in particular with
voiding dysfunction (VD) and pelvic floor alterations. The aim of this study is to evaluate the
correlation between presence of VD and pelvic floor muscle (PFM) sonographic parameters at
transperineal 3D/4D ultrasound.

Methods

A pilot prospective study was conducted between January 2016 and March 2018 on women with
clinical and sonographic diagnosis of DIE, scheduled for laparoscopic surgery. Study population
was divided in two groups according to the presence or absence of VD on Bristol Female Lower
Urinary Tract Symptoms (BFLUTS). Transperineal three-dimensional (3D) and four-dimensional
(4D) ultrasound was performed to compare pelvic floor muscles morphometric parameters and
rate of levator ani muscle coactivation between the two groups. Levator ani muscle coactivation is
diagnosed at 3D/4D transperineal ultrasound as smaller antero-posterior diameter during Valsalva
maneuver than at rest. All volumes were offline analyzed by an investigator blinded to the clinical
data.

Results

Twenty-six (40.6%) women presented VD, while thirty-eight (59.4%) women did not report any
voiding complaints. At BFLUTS questionnaire, the most frequent VD symptoms detected in our
study was 'slow or intermittent stream' in 21/26 (80.8%), while 'hesitancy' and 'straining or
sensation of incomplete emptying' were reported in 20/26 (76.9%). Endometriosis was confirmed
in all patients by histological examination. Baseline characteristics did not significantly differ
between the two groups, both for demographic data and disease localizations. We did not find any
significant statistical differences in PFM evaluation between the two groups, suggesting similar
muscle tone at rest, strength and relaxation during dynamic maneuvers. Women with VD have a
higher rate of levator ani muscle coactivation compared to women without VD (61.5% versus
34.2%, respectively; p=0.03).

Conclusions

Disturbances of voiding phase have multiple causal factors, including pelvic floor muscle
dysfunctions. Levator ani muscle coactivation seems to have a role in the pathophysiology of VD
in women with posterior DIE. In these women, transperineal 3D/4D ultrasound may be an
objective and reproducible diagnostic tool for the assessment of PFM alterations as a potential
cause for VD.
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Preoperative diagnosis of silent ureteral involvement in deep endometriosis by
transvaginal ultrasound examination

Carlo De Cicco Nardonel, Alessandra De Cicco Nardone?, Riccardo Marana?, Carfagna Pietro?,
Anastasia Ussia?, Fiorenzo De Cicco Nardone?

1Campus Bio-Medico University of Rome, Department of Obstetrics and Gynecology, Rome, Italy
2Fondazione Policlinico Univesitario Agostino Gemelli, Department of obstetrics and gynecology,
Rome, Italy

Background

Ureteral endometriosis is usually diagnosed during gynecological surgery for deep pelvic
endometriosis. An optimal surgical management requires that the diagnosis of ureteral
endometriosis should be made preoperatively and not fortuitously during surgery. The purpose of
this study is to evaluate the accuracy of transvaginal sonography for preoperative detection of
ureteral dilatation in patients with deep endometriosis in order to identify a potential silent ureteral
involvement by the disease.

Methods

This was a prospective study of 200 consecutive patients undergoing surgery for deep
endometriosis, evaluated between January 2012 and December 2014 at a tertiary endometriosis
center at the Department of Obstetrics and Gynecology, Fondazione Policlinico Universitario A.
Gemelli, Rome, Italy. Routine transvaginal ultrasound, abdominal ultrasound, recording of patient
history, signs and symptoms, and gynecologic examination were performed. The ureter was
identified as a fusiform, fluid-filled anechoic tubular structure, displaying intermittent peristalsis,
tapered gradually and was continuous with urinary bladder. On Doppler scanning, no blood flow
was detectable. The ureters were identified in either the transverse or oblique sagittal plane, and
imaging was performed proximally along as much of their lengths as possible. Visualization was
carried out for sufficient time to allow ureteral distention secondary to peristalsis, with ureteral
diameter being measured coincidently. The main outcome of interest was presence of ureteral
dilatation or hydronephrosis.

Results

13 patients (6.5%) out of the 200 patients with deep endometriosis had associated ureteral
dilatation diagnosed at transvaginal ultrasound. Renal ultrasound detected 6 hydronephrosis out of
13 (46%) patients with ureteral dilatation. Surgical and histological finding were retrospectively
compared with the ultrasonographic preoperative diagnosis.An ureteric involvement becomes
more likely the bigger the endometriotic nodule of DIE is, with a cut-off value of 20 mm.

Conclusions

Our study confirms a relatively high incidence of ureteral involvement in patients with deep
endometriosis. Transvaginal ultrasound appears to be a reliable tool for the diagnosis of ureteral
involvement; furthermore, it allows to detect both the level and the degree of obstruction. In
conclusion, our findings suggest that TVU examination is an accurate diagnostic non-invasive tool
for the detection of ureteral involvement by endometriosis.
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Enhanced expression of TACE contributes to elevated levels of sVCAM-1 in endometriosis
and is associated with infertility

lveta Yotoval, Katharina Proestling?, Christian Schneeberger!, Rene Wenzl, Lorenz Kuessel?,
Heinrich Husslein!

IMedical University of Vienna, Department of Obstetrics and Gynecology, Vienna, Austria

Background

We and others have shown that serum soluble (s) vascular cell adhesion molecule-1 (sVCAM-1)
levels are significantly higher in women with endometriosis, compared to disease free controls.
Experimental evidences exist suggesting the role of sSVCAM-1 and soluble intracellular adhesion
molecule-1 (sICAM-1) in pathogenesis of endometriosis. Tumor necrosis factor-alpha- converting
enzyme (TACE) was identified as the protease responsible for phorbol 12-myristate 13-acetate
(PMA) induced VCAM-1 release in murine endothelial cells. Thus, we further asked whether
increased sVCAM-1 and sICAM-1 levels are associated with TACE activity in endometriosis.

Methods

Expression of TACE mRNA was analyzed by gqRT-PCR in 111 endometrium tissue samples and
37 healthy peritoneum samples. Immunohistochemistry was performed in 123 tissue samples and
the relation between tissue TACE protein levels and sVCAM-1 secretion was examined. PMA
induced sVCAM-1 release, and TACE-, VCAM-1-, and ICAM-1- transcripts or proteins were
measured in an immortalized endometriotic epithelial cell line (11Z) pre-incubated either with
TACE inhibitors or following TACE siRNA knockdown.

Results

Here we demonstrate that TACE protein is overexpressed in epithelium of tissue samples of both
eutopic endometrium and ectopic lesions of women with endometriosis compared to disease free
controls (p<0.001 both) and that the overexpression of the protein in the lesions is due to
activation of TACE gene transcription (p<0.001). Moreover, epithelial TACE protein was
significantly higher in ectopic samples than in corresponding eutopic tissue of women with the
disease (p<0.001). High endometrial tissue TACE protein expression correlated with higher serum
SVCAM-1 levels (p<0.05), but not with sSICAM-1 levels. Inhibition of TACE either by TACE
inhibitors or by TACE siRNA knockdown resulted in decreased shedding of PMA-induced sVCAM-
1 in vitro (p<0.005 or p<0.01, respectively) but the TACE inhibitors did not affect transcription

of TACE or VCAM-1. Additionally, we observed an upregulation of TACE in the endometrial
epithelium of the proliferative phase in infertile women (p<0.005) and in infertile women with
endometriosis (p=0.05).

Conclusions

Here we provide the first functional evidence that induced TACE activity in human endometriotic
epithelial cells is at least in part responsible for the enhanced release of sSVCAM-1 from these
cells. The regulation of abberant TACE substrate shedding represents a promising yet relatively
unexplored area of endometriosis progression and could serve as a basis for the development of
new alternative treatment of the disease.
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Reproducibility of the Endometriosis Fertility Index (EFI).

Celine Bafort!, Thomas D'Hooghe?, Meuleman Christel!, Steffen Fieuws3, Myriam Welkenhuysen?,
Carla Tomassetti*

1UZ Leuven, OBGYN/Leuven University Fertility Center, Leuven, Belgium

2KU Leuven, Organ System- Dept Development and Regeneration, Leuven, Belgium

SKU Leuven, L-Biostat, Leuven, Belgium

4UZ Leuven, ObBGYN/Leuven University Fertility Center, Leuven, Belgium

Background

The Endometriosis Fertility Index (EFI) is a validated scoring system that predicts pregnancy rates
without using assisted reproduction technology treatment in postoperative endometriosis patients
who suffer from subfertility, and takes into account all endometriosis rASRM stages.

The aim of this study was to evaluate whether the EFI score can be reproduced reliably by two
experts; additionally, reproducibility by expert versus junior and within one expert (intra-rater) of
the EFI and the rASRM score were also studied.

Methods

A single cohort prospective observational (non-interventional) study in patients scheduled for
endometriosis surgery of any rASRM stage at the Leuven University Fertility Center, including data
of 82 patients that were scored by three different raters (expert 1 (C.T.), expert 2 (C.M.), junior
(C.B.)).

All patients underwent complete CO2-laser-laparoscopic excision of any rASRM-stage
endometriosis in a tertiary referral center; their data were transferred into a specifically designed
coded clinical research file (CRF).

Three different comparison levels were decided when designing the study protocol: expert-1
versus expert-2 (inter-expert), junior versus expert-1, and intra expert-1. All raters scored both the
EFI and the rASRM stage/score based on all the information in the CRF, separately and
independently from each other.

Results

The primary outcome studied was the percentage of clinical agreement of the EFI-score in the

Oi Retxeprer t & compar i s onhwas définedms having no anpacteoe threesubsequent
clinical decision pathway regarding fertility management as currently used in our clinic, meaning
that EFI-scores should be within the same range (low EFI range: 0-4, middle EFI range: 5-6, high
EFI range: 7-10).

For the primary outcome, the study hypothesis was confirmed, namely that the rate of clinical
agreement between the two experts was higher than 95%, which was near-to-perfect (100% (95%
Cl 95.6%-100%), one-sided p-value=0.0149).

Secondary outcomes also showed high agreement rates, even for a trainee: inter-expert numerical
agreement was 98.8% (95% CI 93.4%-100%)), junior-expert numerical agreement was 98.8%
(95% CI 93.4%-100%) and intra-expert numerical agreement was 100% (95% CI 95.6%-100%).

Disagreements between raters could be explained by differential rating of both the least function
score and/or the rASRM score. Of note, the reproducibility of the rASRM score was clearly inferior
to that of the EFI for all three comparisons, for example as shown by a Bland-Altman plot with a
wide span (40points) of the 95% limits of agreement.



Conclusions

The high reproducibility of the EFIT next to its already known superiority over the rASRM system in
predicting postoperative pregnancy rates - further supports the use of the EFI in daily clinical
practice as the principal clinical tool for postoperative fertility management and counseling of

women with endometriosis.
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ENDOSEARCH A European and North American International Clinical Trial testing a cluster
of biomarkers for the diagnosis and prognosis of endometriosis

Afchine Fazel!, Sara Brucker?, Michelle Nisolle3, Arnaud Wattiez4, Hervé Fernandez®,

Team Endosearch®

laphp hopital lariboisiere, gynecology and obstetrics, Paris, France

2University of Tubingen, Obstetrics and Gynecology, Tubingen, Germany

3CHR de la Citadelle, Obstetrics and Gynecology, Liege, Belgium
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SAPHP Hopital Lariboisiere, Gynecology and Obstetrics, Paris, France

Background

“Laparoscopy is the gold standard to diagnose endometriosis with a specificity of 0.8. But itis a
surgical procedure with potential risks, including both vascular and intestinal injuries.
Combinations of various biomarker-based tests and imaging techniques have been evaluated for
their ability to detect endometriosis. Despite these efforts, none of them has been successful for a
routine clinical practice implementation. "Several research teams have studied the role of
circulating genetic material in the development of the disease, described as intervening in cellular
functions, related to endometriosis (embryology, cell cycle, intracellular signaling) or differentially
expressed targets in eutopic vs ectopic endometrium. The aim of our study is to test a combination
of biological markers differentially expressed in samples from women with or without
endometriosis..

Methods

"ENDOSEARCH is a prospective multicentric international clinical trial including 19 renowned
specialized centers in Europe, USA, Canada, and the Indian Ocean, granted by the European
Union (H2020) aiming to validate a cluster of biomarkers by recruiting 1000 patients, ethical
committees having approved the study. ~ The Patient Group includes women of reproductive age
between 18 and 45 with suspected endometriosis undergoing laparoscopy. Patients with
predominant adenomyosis and/or fibroids diagnosed by imaging, chronic, malignant, infectious,
metabolic or endocrine diseases are excluded. " The Control Group includes patients of
reproductive age between 18 and 45 without any endometriosis-related clinical sign, with planned
laparoscopic surgery for other indications. “Samples of endometriosis lesions for the Patient
Group, endometrial biopsy and blood samples for both groups are sent with a tool kit to a unique
center (Endodiag, Paris, France) to be tested with the cluster of biomarkers.

Results

20 centers in 8 countries have agreed to participate to this international clinical trial testing a
cluster of biomarkers to diagnose endometriosis by endometrial sampling. For the first time a
clinical trial on endometriosis has received a a grant from the European Union under the program
H2020 This study has been registered with clinical trials.gov

The first steps and process of recruitment of the centers are presented. The cluster of biomarkers
chosen has already shown promising results to diagnose endometriosis with PPV and NPV of over
85%.



Conclusions

“We present the first large prospective multicentric international clinical trial aiming to test a cluster
of biomarkers in endometriosis lesions, eutopic endometrium and circulating blood, by recruiting
over 1000 patients all around Europe, the US and Canada. 'ENDOSEARCH is the first step of a
set of ongoing clinical trials to set up a tool kit for the diagnosis and prognosis of endometriosis,
with promising results to develop new molecular strategies of treatment.
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Clinical outcome of colorectal endometriosis surgeries over a 10-year period in the tertiary
endometriosis centre of the University of Giessen and Marburg

Eniko Berkes?

lUniversitatsklinikum Giessen und Marburg, Frauenheilkunde und Geburtshilfe, Wetzlar,
Germany

Background

Bowel endometriosis is one of the most severe clinical presentation of deep infiltrating

endometriosis. Surgery remains the gold standard of treatment having 3 major surgical
approaches, which can be applied; the Aradi-cal
to-end anastomosis, the disc resection of the anterior bowel wall and the shaving procedure. It is
currently not clear which technique is superior to the other regarding clinical outcome. In our
endometriosis centre we performed all kind of surgeries and report about our experience.

Methods

We conducted a retrospective cohort analysis of bowel endometriosis surgeries between 2005-
2015. A questionnaire has been sent to the patients about clinical symptoms, reproductive history
and recurrence. The patients were asked to evaluate their symptoms before and 1 year after the
surgery and at the time of the evaluation. The clinical records have been analysed to gain
information about intra- and postoperative data, complications and histological results.

Results

Between 2005 and 2015 120 patients underwent colorectal endometriosis surgery. 75 (62,5%)
patients were treated with segmental resection, 19 (15,8%) with discoid resection and 26 (24,7%)
with shaving. Bowel endometriosis was confirmed in 99,2% (119/120) cases. No major
intraoperative complication occurred in the shaving and discoid resection groups, whereas 2,7%
(2/75) suffered a major complication in the segmental resection group, having both an injury of the
left ureter. Bowel surgery associated major postoperative complication occurred in 1 case in the
shaving group with bowel perforation, in none of the patients in the discoid resection group and in
4 cases (5,3%) of the segmental resection group involving insufficiency of the anastomosis.
Dysmenorrhoea, dyspareunia, chronic pelvic pain, bowel dysfunction and dyschesia showed an
improvement after all type of surgery. Dysuria and bladder dysfunction showed a worsening 1 year
after the procedure and improved just on a long-time manner. Histological recurrence of
endometriosis occurred in 12,5%, 10% and 10% in the shaving, discoid resection and segmental
resection groups respectively, with having only 1 case of recurrence of bowel endometriosis in
both the shaving and discoid resection groups. None of the patients developed a recurrence of
bowel endometriosis in the segmental resection group. 54,1% of the patients were seeking for a
pregnancy, having a cumulative pregnancy and delivery rates of 68% and 48% at 4 years after
surgery. Two major obstetrical complication occurred during the labour with one patient having a
rupture of the posterior uterine wall and the other one a rupture of the posterior vaginal vault.

Conclusions

Our experience showed a great improvement of clinical symptoms after all type of bowel surgery,
a high pregnancy and a low recurrence rate. The bowel surgery associated complications were the
most frequent in the segmental resection group.
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Oral administration of norethisterone acetate in women with adenomyosis: effects on
ultrasound features and clinical symptoms

Lucia Lazzeri', Giorgia Montit, Pizzo Alessandral, Gabriele Centini!, Caterina Exacoustos?,
Errico Zupi?

lUniversity of Siena, Department of Molecular and Developmental Medicine, Siena, Italy
2University of Rome A T&er gat ao,

Department of Biomedicine and Prevention Obstetrics and Gynecological Clinic, Rome, Italy

Background

The purpose of this study was to evaluate the effects of medical treatment with norethisterone
acetate (NETA) administered orally on ultrasound features of adenomyosis, pain symptoms and
abnormal uterine bleeding.

Methods

Forty women in fertile age with an ultrasound diagnosis of adenomyosis were enrolled. The
ultrasonographical sings of adenomyosis were recorded by 2 and 3-dimensional transvaginal
ultrasound and the severity of the disease was defined with a ultrasonographic score system. The
score system divides the disease in adenomyoma and in focal or diffuse adenomyosis of the
external myometrium and of junctional zone (JZ). A score number from 1 to 4 was assigned to the
extension and myometrial involvement of each type of adenomyotic lesion and for JZ alterations.
The numerical scores obtained were classified in three groups: mild (ranged 1-7), moderate
(ranged 8-13) and severe (ranged 14-20). Clinical evaluation was performed and the pain
symptoms like dysmenorrhea and dyspareunia were investigated using the 10-point Visual
Analogue Scale. Menstrual bleeding was assessed with the Pictorial Blood Assessment Chart
(PBAC). All women underwent the follow-up evaluation 6 months after the beginning of therapy
while in a subgroup (n=10) of women after an additional follow up visit was performed 3 months
from the discontinuation of medical treatment.

Results

40 patients with adenomyosis (mean age 36.7+ 6.7 yrs) were classified according to the
ultrasonographic scoring system. Before medical therapy administration, the distribution of
ultrasonographic score of adenomyosis was as follow: mild adenomyosis in 25% (n=10), moderate
adenomyosis in 40% (n=16) and severe adenomyosis in 35% (n=14) of patients. After 6 months of
administration of NETA 5 mg daily, a significant decrease of the severe adenomyosis
ultrasonographic score was shown, as well as when the entire group of patients was

considered. Concerning each ultrasound features of adenomyosis, drug administration
significantly reduced uterine volume, size of focal adenomyosis foci and intramiometrial cysts,
while hypoecoic linear striations remained unchanged. Regarding clinical symptoms, after 6-
months of treatment, the assessment of PBAC score and painful symptoms showed a significant
improvement than the inclusion visit. After 3 months of discontinuation of medical treatment, both
ultrasonographic assessment of severity of disease and clinical symptoms showed a slight
worsening than during drug administration without statistically significant differences.

Conclusions

Medical treatment with NETA showed a significant change of ultrasonographic features of
adenomyosis improving the clinical symptoms and the severity of the disease.
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12-month procedural outcomes of the SONATA pivotal IDE trial: sonography-guided
transcervical radiofrequency ablation of uterine fibroids
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Background

The Sonata System is a transcervical device that integrates intrauterine sonography for imaging
with radiofrequency energy for fibroid ablation in a single unified device. The SONATA pivotal IDE
trial was designed to establish the safety and effectiveness of the Sonata® System in the
treatment of symptomatic uterine fibroids.

Methods

This was a prospective, longitudinal, multicenter, single-arm trial conducted under an FDA
Investigational Device Exemption (IDE) at 22 clinical sites in the US and Mexico and involving
premenopausal women between the ages of 25 and 50 with heavy menstrual bleeding secondary
to fibroids. Transcervical, intrauterine ultrasound-guided radiofrequency ablation with the Sonata
System was performed on up to 10 fibroids per subject ranging from 1-5 cm in diameter as
determined by transvaginal sonography.

Results

One hundred forty-seven patients and 442 fibroids were treated. Ablated fibroids comprised all
nonpedunculated fibroid types: type 1 (3.4%), type 2 (17.4%), type 2-5 (20.6%), type 3 (26.2%),
type 4 (22.6%), type 5 (8.8%), and type 6 (0.9%). The mean procedure time was 46.9 + 29.7
minutes with a median of 40.0 minutes. Mean length of stay (including the procedure time) was
2.7+2.3 hours (median 2.3 hours). On average, patients reported returning to normal daily
activities in 2.2+2.2 days with half of the patients returning to normal activity within 1 day of the
procedure. Patients reported returning to work at 3.6+2.6 days (N=111), with at least half of the
subjects returning to work within 3.0 days following the procedure (median of 3.0 days). Patients
resumed a normal diet at 0.8+1.3 days, normal sleep at 0.7+1.6 days, normal urinary and bowel
functions at 0.2 + 0.8 days and 1.4 + 1.9 days, respectively.

Conclusions

Transcervical radiofrequency ablation with the Sonata System was associated with short
procedure times and length of stay, and a rapid return to normal activity and work.
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Laparoscopic cystectomy of endometrioma (LC) followed by oral contraceptives (OC)
sustains later fertility
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Background

Laparoscopic surgery enhances fertility in patients with endometriosis; however, the effect is
known to decline as the post-operative time goes by, and this decline discourages patients with
endometriosis who do not wish immediate childbearing from undergoing laparoscopic

surgery. Post-operative use of oral contraceptives (OC) reduces recurrence of endometrioma
after laparoscopic cystectomy (LC); however, its effect on later fertility is unknown. To examine
whether LC followed by OC sustains later fertility, we conducted the following study.

Methods

Under IRB approval, 107 patients who underwent LC, have wished conception, and were followed-
up for at least 24 months after LC, were retrospectively analyzed. According to the point of arising
a wish for pregnancy, patients were divided into two groups: right after LC without post-operative
use of OC (Group A, n = 83), and right after the discontinuation of post-operative use of OC
(Group B, n =24). The cumulative pregnancy rate and the time to pregnancy were compared
between groups.

Results

The cumulative pregnancy rate in Group B (54.2%) was equivalent to that in Group A

(56.6%). The time to pregnancy in Group B (12.8 + 7.3 months, mean = SEM) was also
comparable with that in Group A (11.7 + 9.3). In addition, the effect was independent of the length
of post-operative use of OC.

Conclusions

The pregnancy rate and the time to pregnancy were comparable between two groups, which
suggests that the fertility does not decline after LC followed by post-operative use of OC. This
finding encourages patients with endometrioma who do not wish immediate childbearing to
undergo LC followed by OC.
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Background

The use of ethanol for treatment of endometrioma has been increasingly reported in recent

years as an alternative fertility-sparing technique. Until now is described only a transvaginal or
transabdominal ultrasound technique with risks associated of infection, internal bleeding, and
irritation from the sclerosing agent. The purpose of this preliminary study is to evaluate the efficacy
and safety of aspiration and sclerotherapy of endometrioma with 95% ethanol using a laparoscopy
approach.

Methods

A retrospective study of 43 women with 53 endometriomas (10 bilateral) measuring 307 12 cm
with no suspected malignancy, who underwent laparoscopic aspiration and ethanol sclerosis
between September 2014 and September 2017. In a standard operative laparoscopy setting, we
aspirated and washed inside the cyst in order to remove all the chocolate liquid. With a specific
catheter, ethanol at 95 % was instilled inside the cyst and left in the cyst for 15 minutes and then
removed. The volume of ethanol instillation ranged from 80% to 95 % of the initial aspirated cyst
volume. Associated superficial or deep endometriotic implants and adhesion, if present, were
treated at the same time in the standard way. Patients were followed up by ultrasound at 3,6, 12
months and then every year to identify rates of complication and recurrence. .

Results

Mean patient age was 31 (range 19-40) years, mean cyst diameter 5.8 (range 3-12) cm. Of 43
women, 14(32%) had previous surgery for endometrioma.34 (79%) patients had deep
endometriosis associated. No major ethanol-related complications were recorded, as peritoneal
irritation or systemic alcohol effect . Maximal reduction of cyst size occurred at approximately 6
months. All 43 patients had ultrasounds every 3 months for a minimum of 1 year. The mean
length of follow-up was 25 months (SD 12). Recurrence occurred in 5 of the 53 cases (9%), and
these cysts had maximum diameters of 15, 20, 25, 30, and 40 mm.

Conclusions

Our study may be the first report that evaluate ethanol sclerotherapy with a laparoscopic
approach. Itis a safe and effective treatment for endometriomas , also bilateral or with deep
endometriosis associated, while preserving healthy ovarian tissue. We conclude that
management of ovarian endometrioma with the use of laparoscopic sclerotherapy appears to be a
promising alternative surgery.
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Arcuate, subseptate or normal uterus? An observational 3D TVS morphological study on
724 uterine anomalies with small cavity indentations and correlation to reproductive
outcomes.
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Background

Uteri with small indentations of the fundal cavity were defined as arcuate or subseptate by the
Salim/ASRM classification on 3D TVS coronal section. The new ESHRE/ESGE classification
consideres these types of uteri as normal (UO) - dysmorphic (Ulc) or septate (U2a). All
classifications of congenital uterine anomalies present strengths and weakness and all have been
criticized for different aspects. With regards to small indentations of the fundus the question is still
open on the real reproductive impact of the defect and the need for surgical treatment. The aim of
this study was to observe the impact of an indentation of the uterine cavity (arcuate-subseptate
uteri) on fertility and to correlate the cavity morphology to reproductive issues.

Methods

We evaluated 724 stored 3D transvaginal volumes obtained from women with small anomalies of
the cavity, defined as an internal fundal indentation ranging from 3 to 30 mm. Complete septate
uteri were excluded. The assessment of uterine morphology was performed in a coronal plane
through 4 measurements: indentation width (W) (the distance between the internal tubal ostia),
septal length (L) (the distance from the tip of the fundal indentation to the interostial line), uterine
wall thickness (M) (the distance from interostial line and the external uterine serosa)and fundal
indentation angle (U) (the angle between the two endometrial layers). All defects were classified
and subclassified according to 4 different classifications (Salim; ASRM; ESHRE; CUME). The
recorded reproductive history of the patients was correlated to the measurements and to the
subclassified uterine anomalies.

Results

Of the 724 patients included in this study 489 (67.5%) tried to conceive before the 3D evaluation:
37,4 % (183/489) were not able to conceive, 25,3% (123/489) had at least one miscarriage and
6,1% (30/489) had a preterm delivery. The percentage of women with at least one miscarriage
was significantly higher when a L/M ratio greater than 80% and a L/W ratio less than 27% were
observed. No significant correlation was found between septal lengths and infertility. The uteri
reclassified as subseptate (according to ESHRE) showed higher percentage of infertility and at
least one miscarriage.

Conclusions

The defect known as arcuate uterus is no longer a clinical entity according to the ESHRE/ESGE
classification. Clinical difficulties may arise when following this recommendation with regards to
patient counselling and choice of treatment in women who experience miscarriages and infertility.
The new classifications are not supported by retrospective data or prospective studies on the
impact of corrective surgery that could help refine selection criteria for metroplasty, resulting in
improved long-term outcomes.



ES27-0459 -
Best Selected Abstracts 2

Image parameters for diagnosis of endometrial cancer and atypical hyperplasia by
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Background

Postmenopausal bleeding (PMB) is the cardinal symptom of endometrial cancer (EC) or

hyperplasia with atypia (At). However, only 5-10% of women with PMB have malignancy. The

diagnostic set-up for women with PMB starts with transvaginal ultrasound (TVS) and all women

with endometrial thickness(ET)O 4 mm need endometrial sampling o
track diagnostic strategy of women with PMB is generally recommended. Rather than including all
women with PMB in a fast track strategy, selection of women with high risk of EC/AT for a fast

track diagnostic strategy could be more cost-effective.

The objective of this study was to evaluate image and clinical parameters for prediction of
endometrial pathology by Transvaginal Sonography(TVS) and Gel Infusion Sonography(GIS) in
women with PMB and to propose a simplified score system for identification of women with a high
risk of EC or At.

Methods

711 consecutive women with PMB had TVS performed by residencies supervised on request by
trained physicians. GIS was added in 395 women. Endometrial pattern was related to endometrial
histopathology. Endometrial pattern was evaluated according to the prior elaborated Risk of
Endometrical Cancer (REC)-score system by TVS: endometrial thickness(ET), Doppler vessel
pattern, interrupted endo-myometrial junction, irregular endometrial surface outline by GIS and
correlated to endometrial pathology. Univariate and multivariate logistic regression were used to
identify the optimal combination of image parameters in women with a high risk for EC/At. Women
with ET O 8mm were analyzed separately.

Results

The most optimal ultrasound parameters were: interrupted endo-myometrial junction (AUC .90),
irregular endometrial surface outline (AUC .80) and Doppler score (AUC .86). Doppler score was
obtained by simple addition of the following Doppler parameters: Vessels not defined as dominant
single/double vessel (1 point), multiple vessels (1 point) and large vessels (1 point).

Only 20 (7.5%) of 267 women with EC/ At had ET <
findings of endometrium with doppler flow-score + interrupted endo-myometrial junction (score

value of 2), AUC was .93 . At a s c dahespeocifiatywas o f
84%. Adding irregular endometrial surface outline by GIS marginally increased efficiency (AUC:
.933). At a score value of O3, sensitivity was
classified.

Conclusions

Il n women wi tthe pBpbsed®dscdimgmf the endometrium had a high efficiency for
diagnosis of EC/At and may be used to predict EC/At and select women with high EC risk for a
fast track diagnostic strategy.
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Background

There is no shared consensus regarding the choice between radical (segmental resection) or
conservative (shaving, discoid excision) approach for recto-sigmoid endometriosis (RSE) surgical
management. Our aim was to compare surgical, clinical and functional outcomes between
conservative and radical surgery in women affected by RSE with pre-operative intermediate risk of
bowel segmental resection.

Methods

We conducted a retrospective study cohort including 392 patients with RSE and pre-operative
intermediate risk of bowel segmental resection, submitted to surgery at our academic center
between January 2004 and January 2017. We define intermediate risk of bowel resection in
patients without repeated previous conservative surgeries for RSE and with a single recto-sigmoid
endometriotic nodule with dimension between 2 and 5 centimetres, without critical bowel stenosis
(<50%) or circumferential infiltration (<40%), without rectal bleeding, subocclusive symptoms or
mucosal infiltration at colonscopy. The final decision on surgical approach was made at time of
surgery according to the depth of bowel involvement at macroscopic evaluation and risk of
complications. In all cases an attempt to avoid bowel segmental resection was made. Preoperative
characteristics, surgical data, short- and long-term complications, rate of proven and suspicious
recurrence and pain symptoms severity were assessed.

Results

During study period, according to risk stratification for RSE, 41% of patients with intermediate risk
were found and included in the study group. Patients were divided into three groups according to
the adopted surgical technique: shaving (297/392, 75.8%), discoid excision (33/392, 8.4%) and
segmental resection (62/392, 15.8%). Median follow-up time was 43 months (range 12-163). In
segmental resection group, women showed more overall short-term complications in comparison
to the discoid group and shaving group (17.7% vs 9.1% vs 5.4%, respectively; p=0.004).
Suspicious and proven RSE recurrence rate showed no statistically significant difference among
the three groups. The three techniques equally improved pain severity of symptoms in all the
groups. There were no statistically significant differences in the three groups concerning the rate
of de novo chronic constipation and urinary retention.

Conclusions

According to our data, conservative surgery should be preferred to radical surgery in patients with
recto-sigmoid endometriosis and pre-operative intermediate risk of bowel segmental resection
because of the similar results in term of symptoms severity improvement and recurrence rate, but
with less short-term complications.
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Background

Although indirect methods for the exploration of the tubo-ovarian tractus are commonly used as a
first line screening method, direct visualization by endoscopy of the uterine cavity and tubo-ovarian
structures still is considered to be the golden standard. Transvaginal endoscopy is a minimally
invasive technique for the evaluation of the tubo-ovarian structures in their natural position and
environment. With the use of pre-warmed Ringer lactate and hydrofloatation superficial small
lesions, both on the peritoneal surface as inside the endometriotic cyst, can easily be identified.

Methods

1502 patients attending the infertility clinic were referred for a transvaginal endoscopic exploration.
TVU was performed preoperatively in all patients. Patients with obvious pelvic pathology were
excluded. In all patients TVE was performed as described by Gordts et al. (1998).

Results

Of the 1502 patients the TVE technigue used to access the pouch of Douglas failed in 27 patients
(1,8%). Overall the complication rate was 1,7%, whereas the incidence of bowel perforation at the
time of insertion of the instruments was 0,7%. Endometriosis was diagnosed in 267 patients
(18%). Peritoneal implants were detected in 164 patients (61% of the endometriosis group).
Ovarian endometriotic cysts were detected at TVE in 76 patients (28% of the endometriosis
group). These cysts were mostly associated with adhesions. Adhesions without cyst formation but
due to endometriosis were found in 27 patients (10% of the endometriosis group). Ovarian
endometriomas were only detected preoperatively by TVU in 16 patients (24% of the group with
endometriotic cysts detected at TVE). The mean size of endometriomas that were missed at TVU
was 9,7 mm (SD 4,9).

Eleven patients with endometriosis were referred to standard laparoscopic treatment, all the other
patients could be and were treated by TVE during the same session. Endometriotic implants were
coagulated using bipolar coagulation. Vascularized adhesions were first coagulated and then
resected. In patients with an endometriotic cyst inside an ovary, first a sharp and/or bipolar
dissection at the site of invagination allowed us to open the cyst, then drain the chocolate content
and eventually coagulate all the endometriotic implants inside the opened cyst under direct vision
with a bipolar probe. In 124 patients treated in this way and without tubal pathology or an
abnormal sperm count of the partner, expectant management revealed a 49% pregnancy rate at 6
months postop, the mean age of this group being 31.

Conclusions

Direct endoscopic visualization and the use of a watery distension medium can reveal the
presence of subtle lesions that otherwise remain undetected. There is increasing evidence that the
diagnosis of endometriosis, whatever its stage, is important in patients with infertility. TVE access
allows treating these small lesions on an outpatient basis, i.e. without the need of standard
laparoscopy.
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Background
Introduction:

Postmenopausal bleeding is a common complaint and can relate to several benign and malign
conditions. A frequent finding in women with postmenopausal bleeding are endometrial polyps.
The risk of a focal (pre) malignancy in a polyp in postmenopausal women lies around 6%.
Because of this reported risk, it is most important to detect polyps in postmenopausal women,
preferably in a minimally invasive way. Therefore we are interested in the diagnostic accuracy of
the Saline Infusion Sonography (SIS) to detect polyps in women with postmenopausal bleeding
specifically. In view of a lack of studies on postmenopausal women, we decided to perform a
systematic review and a meta-analysis to study the diagnostic accuracy of SIS in postmenopausal
women to detect endometrial polyps.

Methods

Methods: In November 2017 we performed an electronic search in the MEDLINE and EMBASE
databases to identify all diagnostic studies in which SIS was used to diagnose endometrial polyps
in women with postmenopausal bleeding. We included all studies in which data of SIS performed
in postmenopausal women to detect endometrial polyps could be extracted, and diagnosis of an
endometrial polyp by hysteroscopy (or pathology after hysteroscopy) were used as a reference
standard. The methodological quality was assessed by two reviewers using the QUADAS-2 tool.
We decided to analyse the results separately for both reference tests. We calculated the pooled
sensitivity and specificity using the HSROC model.

Results

Results: After selection and quality assessment five studies could be included. For the reference
test polyps yes/no using pathology we found a pooled sensitivity of 86.51% [18.89-100] and a
pooled specificity of 91.11% [ 8.57-100]. For the reference test polyps yes/no on hysteroscopy
we found a pooled sensitivity of 85.4% [60.98-100] and a pooled specificity of 83.60% [53.62-
100]. The reported sensitivity of the hysteroscopy to detect polyps in two studies were reported 81-
98%

Conclusions

Conclusion: Provided that the SIS has an optimal quality, we can conclude that the SIS is an
accurate method to stratify women with postmenopausal bleeding for further investigation with
hysteroscopy and for reassuring with expectant management after a benign endometrial sample.
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Background

The Sonata® System is a transcervical device to ablate uterine fibroids with radiofrequency (RF)
energy, guided by intrauterine sonography provided by an ultrasound probe integrated within the
system. This study evaluated myometrial integrity 12 months after transcervical radiofrequency
(RF) ablation of uterine fibroids with the Sonata System. Current evidence in the literature
suggests that a uterine wall thickness <2.3-2.5 mm is associated with an increased risk of uterine
rupture.

Methods

The FAST-EU Clinical Trial was a prospective, longitudinal, multicenter, single-arm trial involving
women with heavy menstrual bleeding secondary to fibroids who were treated at seven academic
and community hospitals in the United Kingdom, the Netherlands and Mexico with transcervical,
intrauterine ultrasound-guided radiofrequency ablation (the Sonata System). Transcervical RF
ablation was performed on up to 5 fibroids per subject ranging from 1-5 cm in diameter as
determined by magnetic resonance (MR) imaging. All measurements and comparisons, including
myometrial thicknesses were derived from baseline and 12-month MR scans by an independent
core MR imaging center. Scans were analyzed to assess the preservation of myometrial integrity
and reviewed for uterine wall anomalies after RF ablation with the Sonata System. In particular,
any uterine wall thicknesses <2.5 mm would be considered evidence of uterine wall compromise.

Results

Twenty-nine patients underwent baseline and 12-month MR scans with contrast enhancement.
Minimum myometrial thicknesses in all visible slices were > 2.5 mm in diameter. There were no
areas seen on MR imaging that indicated any loss of myometrial integrity compared with baseline
imaging. In addition, no anomalies (such as uterine wall scarring) were detected through direct
measurement and analysis of the MR scans post-treatment.

Conclusions

Transcervical radiofrequency ablation with the Sonata® System was associated with preservation
of myometrial integrity with no uterine wall anomalies detected post ablation.
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Background

Our purpose is to describe the laparoscopic surgical tecnique, show the feasibility of optimal
laparoscopic debulking for selected patients and evaluate survival and morbidity after total pelvic
exenteration (PE) with nerve sparing, for the management of progression or local recurrent
gynecologic cancer. The role of laparoscopy in gynaecologic oncology is increasing continuously.
Surgery for cervical or endometrial carcinoma is regularly done by laparoscopy, in advanced
cases it is used for surgical staging. PE is the most extensive gynaecologic operation with
considerable perioperative morbidity

Methods

We retrospectively evaluated 11 patients with gynecologic cancer who underwent PE from April
2008 to April 2017. We describe the laparoscopic ultraradical surgery. This procedure removes
basically all the pelvic organs and includes a reconstructive phase. In exenterative surgery,
lymphadenectomy, radical hysterectomy and parametriectomy, rectal and bladder resection may
be done by laparoscopy. The resected tissues are removed through the vagina. Patients
underwent a thorough preoperative assessment to evaluate the indication for surgery. Three
recurrent cervical cancer and 2 recurrent endometrial cancer patients underwent PE. 6 primary
interval cytoreduction for ovarian cancer. 10 cases anterior and 1 case total

exenteration, supraelavator in 7 cases and infralevator procedure in 4 cases were performed.

We present a laparoscopic total pelvic exanteracion, step by step. We describe in video

format, the procedure to removal of the uterus, tubes, ovaries, parametrium, bladder, rectum,
vagina, urethra, and a portion of the levator muscles. A perineal phase, resecting the anus,
urethra, and portions of the vulva and finally the colostomy and urinary diversion are described in
this video

Results

Operating time was 340,4 minutes. Mean blood loss was 793,1 ml, and 4 patients blood
transfusion was necessary. Mean postoperative hospital stay was 12,2 days. The total morbidity
rate was 63,6%; 5 (45,4%) patients had early complications, whereas 2 patients had late
complications. Wound and hemorragic problems were common early complications (3/5), and
urinary diversion fistula was serius late complication. Median follow-up was 25,1 months. The 2-
year overall survival and 2-year disease-free survival were 69,45% and 55,1%, respectively.

Conclusions

PE is purely palliative procedure and the morbidity rate is still high, however is a potentially
curative opportunity in gynecological malignancies with no other treatment options. Laparoscopic
total PE for local relapses is feasible for selected patients treated by experienced teams in
gynecological malignancies and laparoscopic advanced surgery
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Background

The relationship between adverse pregnancy outcomes and congenital uterine malformations,
especially unicornuate uterus or hemi-uterus, has already been confirmed. Less favorable
outcomes of pregnancy have been documented based on the size of the uterine. However, to
date, the length of hemi-uterus have not been considered as a risk of adverse pregnancy
outcomes. The aim of this study was to evaluate the relationship between the reproductive
impacts and uterine length in a group of 149 women with unicornuate uterine in our hospital.

Methods

This is a retrospective cohort study. We searched our MRI clinic database from April 2010 to
December 2017 to identify all patients with unicornuate uterus according to the ESHRE/ESGE
classification of female genital tract malformations in the Obstetrics and Gynecology Hospital of
Fudan University. All the length measurements were performed by experienced Radiologists using
standard technique. According to reproductive outcomes, we divided all the 149 participants with
complete pelvic MR imaging into six groups by the best reproductive outcomes: Group 1(primary

infertility, n=21), Group 2(spontaneous abort.
gestation, n=6), Group 4(preter m del i ver y<35 weeksd gestation,

o

delivery<37 weeksd ge s-teantdelieery,n=70)=Thellength oGutedne,phe 6 ( f u

length of uterine cavity, cervical length, Uterine wall thickness and endometrial thickness were
recorded. The reproductive outcomes were followed, and relationship between the measurements
and outcomes was analyzed.

Results

We found 14 patients (8.3%) had associated renal agenesis contralateral to the unicornuate
uterus. Ectopic pregnancy occurred in 22 patients (13.2%). 9 patients had Intrauterine Fetal
Death(IUFD)and 98 patients had live birth, of which abnormal fetal position at delivery occurred in
37 patients(37/98, 37.6%). Preterm delivery, premature rupture of membrane, Preterm premature
rupture of membrane, intrauterine growth restriction(lUGR) and caesarean section delivery rates
were 22.4%, 12.2%, 9.2%,10.2%,72.4%, respectively. The mean length of the uterine was
4.91+0.55cm. There were no significant differences in the uterine cavity length, cervical length,
endometrial thickness and uterine wall thickness between the six groups while the uterine length
(P=0.001), the ratio of uterine length and uterine cavity length(P=0.022), the ratio of uterine length
and cervical length (P=0.047) was statistically significant respectively. The majority (81.8%) of
patients had uterine Il engths O04.5 cm, while
Women with uterine |l engths O4. 5 ctenm debvernecomparede
with the other group(P<0.000).The odds ratios for uterine length and uterine cavity length were
8.035 (95% CI: 3.014-21.424) and 0.321 (95% CI 0.146-0.707), respectively, according to ordinal
logistic regression analysis.

S
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Conclusions

The uterine length is a reliable prognostic factor to the gestational weeks of delivery and an
appropriate antenatal surveillance factor of woman with unicornuate uterus.
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Background

Hysteroscopy in patients with endometrial cancer is associated with a risk for cancer cell
dissemination within the peritoneal cavity. There are no sufficiently powered trials to clarify
whether hysteroscopy is associated with a worse prognosis. In the current study, our purpose is to
compare survival measures of women with early-stage endometrial cancer who underwent either
hysteroscopy or a non-hysteroscopic procedure as a diagnostic procedure.

Methods

An Israeli Oncology Group multicentre study of 1324 patients with stage | endometrial cancer who
underwent surgery between January 2002 and December 2014. Patients were divided into two
groups: hysteroscopy and non-hysteroscopy (curettage or office endometrial biopsy). Clinical,
pathological, and survival measures were compared between the hysteroscopy and the non-
hysteroscopy groups.

Results

There where 355 patients in the hysteroscopy group and 969 patients in the non-hysteroscopy
group. The median follow-up was 52 months (range 12-120 months). There were no difference
between the hysteroscopy and the non-hysteroscopy groups in the 5-year recurrence-free survival
(90.2 % vs 88.2 %; p=0.53), disease-specific survival (93.4 % vs 91.7%; p=0.5), and overall
survival (86.2 % vs 80.6 %; p=0.22).

Conclusions

Our findings affirm that hysteroscopy as a diagnostic procedure does not compromise the survival
of patients with early-stage endometrial cancer.



ES27-0182 -
Best Selected Abstracts 3

Nerve sparing anatomical radical hysterectomy with robotic fascia space dissection
technique (FSDT) versus laparoscopic FSDT in Early Cervical Cancer: A Case-Control
Study

Zhiging Liang!, Chen Cheng?!, Wang Yanzhou!, Chen Gonglit

1Southwest Hospital- Third Military medical University, Obestetrics and Gynecology, Chongging,
China

Background

To report our experience with robotic fascia space dissection technique (R-FSDT) comparing peri-
operative results with a series of laparoscopic fascia space dissection technique (L-FSDT) for
Nerve sparing radical hysterectomy in early cervical cancer.

Methods

From July 2014 to March 2018 all cervical cancer patients with preoperative FIGO stage 1A2 to IB1
were assessed at preoperative magnetic resonance imaging scan and clinically confirmed by
investigation under anesthesia, complying strictly with the FIGO criteria. 76 women underwent
Nerve sparing radical hysterectomy with R-FSDT and 98 patients were submitted to Nerve sparing
radical hysterectomy with L-FSDT (control subjects) for early cervical cancer. Surgical and post-
surgical data of performed FSDT procedures were collected.

Results

The median estimated blood loss was 250 mL in the cases and 200 mL in the control subjects (p =
.72). The median operative time, calculated from the beginning of intraperitoneal procedures to
skin closure, was 246 minutes in the cases and 126 minutes in the control subjects (p = .03). The
time taken to obtain a post-void residual urine volume of less than 50 ml after removal of the
urethral catheter was 7.42 £ 2.35 d (5-18 d) in R-FSDT group and was 6.75 + 2.73d (5-15d) in L-
FSDT group (P =0.25). The median time to discharge from the hospital was postoperative days 6
(range, 6-12) and 5.6 (range, 6-9) for R-FSDT and L-FSDT, respectively (p = .31).

Conclusions

The few differences we registered do not seem to be clinically relevant, thus making the 2
procedures comparable. Further prospective trials are needed to confirm our results.
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Feasibility and safety of laparoscopic approach for early stage type Il endometrial cancer
staging: surgical and oncological outcomes from a large case-control analysis

Chiara Morosi?, Jvan Casarin!, Antonio Simone Laganal, Ciro Pinellil, Baldo Gisonel,

Fabio Ghezzit

lUniversity of Insubria, Obstetrics and Gynecology, Varese, Italy

Background

type Il endometrial cancers (ec) include a variety of histologies with no estrogens
dependences. they have aggressive behaviors and poor oncological outcomes. although a
comprehensive surgical staging is recommended, lymph node status evaluation is often omitted.

the aim of the study was to evaluate the impact of laparoscopy (Ips) vs. laparotomy (Ipt), on
staging, surgical-related morbidity and oncological outcomes for the treatment of apparent early
stage type Il ec.

Methods

data of consecutive patients who underwent surgery for apparent early stage type Il ec between
1981 and 2017 have been analyzed. Ips was compared with Ipt in terms of baseline characteristics
(age, body max index, charlson comorbidity index, asa score, history of cancer and previous
abdominal surgery, grading, figo stage), surgical related outcomes (performance of
lymphadenectomy/node dissection, number of nodes dissected and omentectomy, operation time,
intraoperative estimated blood loss, intraoperative need for blood transfusions, hospital stay,
postoperative complications) and oncological outcomes (disease-free (dfs) and overall survival

(0s)).

Results

108 patients were included: 61 (56%) and 47 (44%) in Ips and Ipt group, respectively. baseline
characteristics were similar between the groups, except for history of abdominal surgery (Ips: 15,
25% vs. Ipt: 26, 55% patients, p=0,001). no significant differences have been registered in terms
of histotype (p=0.06), grading (p=0.91), and FIGO stage (p=0.07).

Pelvic lymphadenectomy was performed in 40 (65%) Ips and 30 (63.8%) Ipt patients (p=0.85),
while omentectomy in 13 (21%) Ips and 9 (19%) Ipt patients (p=0.78). the number of pelvic nodes
dissected was 18 (6-42) for Ips vs. 20 (2-67) for Ipt group (p=0.81). para-aortic lymphadenectomy
was performed in selected cases in both groups (Ips: 9, 15% vs. Ipt: 5, 11%; p=0.52), with no
significant differences in terms on lymph nodes removed (Ips: 4 (1-9) vs. Ipt 7 (4-18); p=0.07). no
differences in operative time (Ips 165 vs. Ipt 175 min., p=0.2) were registered. there were less
intraoperative estimated blood loss (100 mL (10-1200) vs. 400 mL (50-1000) and less need for
intraoperative blood transfusions (5% vs. 30%) in Ips group, both p<0.0001. median hospital stay
was shorter among Ips group (3 vs. 8 days, p<0.0001). similar results in postoperative
complications (pelvic abscess, urinary tract infection, wound infection, thromboembolic events)
were observed between the groups. with a median follow up of 39 months, recurrence rate was
26% in Ips vs. 38% in Ipt group, p=0.14. no differences in oncological outcomes were registered:
dfs: Ips 29 (1-131) vs. Ipt 42 (1-171) months, p:0.39; os: Ips 37 (1-131) vs. Ipt 45 (1-171) months,
p=0.10.



Conclusions

the accuracy of the staging in patients with type Il ec was not influenced by the surgical approach.
when compared with Ipt, Ips treatment was associated with similar survival and better surgical

outcomes.



ES27-0441 -
Best Selected Abstracts 3

A European survey on the conservative surgical management of endometriotic cysts on
behalf the ESGE Special Interest Group on Endometriosis

George Pados!, Joerg Keckstein?, Angelos Daniilidis®, Rudi Campo?, Stefan Gordts*
lPapageorgiou Hospital, 1st Dept. OB-GYN, Thessaloniki, Greece

2Laneskrankenhaus, Gyn & Obs, Villach, Austria

SAristotle University- "Hippokratio" hospital, 2nd Dept. OB-GYN, Thessaloniki, Greece

4Life Expert Centre, Gyn & Obs, Leuven, Belgium

Background

Despite much scientific activity and research regarding endometriosis over the last 30 years,
several issues on the conservative management of endometriotic cysts are still unclear.

Methods

The present survey was conducted among gynaecological surgeons, members of the European
Society for Gynaecological Endoscopy (ESGE), in order to assess the surgical practice of the
conservative management of endometriotic cysts in women of reproductive age. From June 1 to
July 15, 2017, ESGE members were invited to answer a 28-item online questionnaire accessible
through the ESGE website. Of the gynaecologists 60.6% worked in a University teaching and
39.4% in a NHS hospital, while 65% of them performed more than 100 laparoscopic interventions
per year.

Results

The current practice for the conservative management of endometriotic cysts was laparoscopy in
84.9%, expectant management in 12.1% and laparotomy in 3%. 75.8% of the participants did not
suggest medical treatment prior to surgery and the preferred surgical approach was cystectomy in
69% of the cases, while parameters which determined the preferred surgical method were
diameter of the cyst (62%) and bilaterally (53%). The type of energy used was in the majority of
cases bipolar (83%), 71.4% did not reconstitute the ovary and 41% of the answers included the
administration of adhesion barrier agents. The primary surgical end-point was ovarian reserve
(50%), which was tested preoperatively in 51.8%, mainly (91%) with anti-mullerian hormone. In
case of incidental DIE, 55.4% of the answers included the concomitant treatment of it, while 71%
of the participants consider that a "pelvic surgeon” should be the ideal one to manage effectively
endometriosis

Conclusions

The majority of the participants (74%) of this survey consider that there is insufficient scientific
evidence regarding the conservative management of endometriotic cysts
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Comparison of two surgical techniques for the creation of a new vagina in patients with
Mayer-Rokitansky-Kuster-Hauser Syndrome.

Michelle Nisolle, Lena Pirson, Linda Tebache, Sophie De Worm, Géraldine Brichant, Martine
Demarche (Belgium)

1University of Liege, Obstetrics and Gynecology, Lieége, Belgium

2CHR of Liege, General Surgery, Liege, Belgium

Background

Retrospective comparison of the anatomical and functional outcomes and the complications of two
surgical techniques used to create a new vagina in patients with Mayer-Rokitansky-Kuster-Hauser
Syndrome ( MRKH): vaginoplasty without interpose
procedure.

Methods

Thirty women suffering from congenital vaginal agenesis with MRKH syndrome were

retrospectively included in the study covering 15 years, between January 2002 and November

2017. Between January 2002 and February 2012, 12 patients were underwent the vaginoplasty

without interposed tissue technique. FromJune2 011 t o August 2017, | apar
procedure was performed on 18 patients. Due to intra-operative technical difficulties, two of them

finally underwent vaginoplasty without interposed tissue.

Results

The patientods mean ag ege:Whats39)lafthe didgiosigand 16,255 yedrs a n
(range 15 to 39) at the surgery. The mean length of vagina before the surgery was measured at

1,6cm. The operating time of a conventional vaginoplasty varied between 25 and 60 minutes,

whi | e Da vy duceddraion fluctoatee between 80 and 140 minutes. Hospital stay was 4

to 6 days for the conventional technique, and 2 to 5 days for the Davydov's procedure.

The average vaginal length obtained with conventional vaginoplasty at 6 months was 5,9+1,4cm,
and 6, 2NO, 8 c¢cm with the | aparoscopic Davydovds p

Conclusions

Anatomical results were excellent for both surgeries. Although the duration of surgery is longer
with Davydov's technique, hospitalization length and post-operative care are shorter as this
procedure leads to decreased post-operative pain.
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Value of uterine imaging screening prior to egg donation programme

Cristina Di Cesare!, Marion Valkenburg?, Stephan Gordts?, Carmen Kerkhofs3, Willem Ombelet3,
Rudi Campo?

1Catholic University of Sacred Heart- Policlinico Agostino Gemelli, Gynecology and Obstetrics,
Rome, Italy

2Life Expert Centre, Assisted Reproductive Technology, Leuven, Belgium

8Ziekenhuis Oost-Limburg Hospital, Gynecology and Obstetrics, Genk, Belgium

Background

To study the value of a one stop hysteroscopy (HSC) / ultrasound (US) examination and magnetic
resonance imaging (MRI) to predict the implantation rate in patients entering an egg donation
programme.

Methods

Patients older than 40 years entering an egg donation programme received a one stop HSC/US
examination and MRI. All HSC and US exams were performed by the same examiner and this
examiner also classified the MRI into normal or abnormal. For all HSC/US abnormal findings a
standard surgical and/or medical treatment protocol (operative hysteroscopy and/or GnRh
analogues) was initiated prior to egg donation. Abnormal findings of the junctional zone (JZ) in
MRI with normal HSC/US findings did not result in any pre-egg donation specific treatment to
improve implantation. Delivery rate (DR) perdonation was the primary outcome and compared for
the different diagnostic i therapeutic patient collectives.

Results

114 patients entered the egg donation programme between 2007 and 2016.

Findings

38/114 women (33 %) showed normal findings in the one stop HSC/US examination from whom
7/38 (18 %) had abnormal MRI. 76/114 women (67 %) showed abnormal findings in the one stop
HSC/US examination: 13/76 women (17 %) had major uterine pathology like myoma,
adenomyosis, congenital malformations, full Ashermann and 63/76 women (83 %) had subtle
uterine abnormalities including endometrial polyps, strawberry pattern, dysmorphic uterus intra
uterine adhesions, hypervascularisations or combination of diseases. MRI was abnormal in 38/63
patients with subtle uterine abnormalities (60 %).

Delivery rate

The DR in women with both normal HSC/US and MRI findings was 74,19 % (23/31) and in the
women with normal HSC/US but abnormal MRI 0 % (0/7). Out of 13 patients treated for major
uterine pathology, 6 (46 %) patients delivered a healthy baby. Patients treated for

dysmorphic uterus had a DR of 88 % (16/18) The DR for patients treated for subtle endometrial
lesions was 73,3 % (22/30). The remaining patients with a combination of diseases or minor
acquired cavity deformations had a DR of 46, 6 % (7/15).

Conclusions

Performing the one stop HSC/US exam in women over 40 years prior to the egg donation
programme detects a significant amount of abnormalities. Treating dysmorphic uteri and
endometrial subtle lesions results in a similar excellent delivery rate as compared with patients
with a normal uterus on HSC, US and MRI. MRI prior to egg donation with evaluation of the JZ
myometrium detects in 6 % pathology which was not seen with other exams.
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First 1000 vNOTES operations: prospective complication data
Jan Baekelandt!
lImelda Hospital, Gynaecological oncology and endoscopy, Bonheiden, Belgium

Background

Transvaginal Natural Orifice Transluminal Endoscopic Surgery (VNOTES) is a new approach to
endoscopic surgery, leaving no visible scars. A prospective randomized controlled double blind
study (HALON trial) demonstrated significant benefits of VYNOTES over conventional laparoscopy:
shorter operating and hospitalization time, more patients discharged on the day of the surgery,
lower pain scores, less analgesics used. This trial also demonstrated a lower complication rate for
VNOTES compared to conventional laparoscopy. The aim of this study is to further assess the
complication rate of YNOTES surgery on a larger scale.

Methods

The complication data of a single surgeonds fir
collected between 2013 and 2018. All pure vNOTES procedures were registered, including
hysterectomies, adnexectomies, ovarian cystectomies, salpingectomies, myomectomies (via

anterior and posterior colpotomy), adhaesiolysis, appendectomies, omentectomies and sentinel

lymph node procedures for endometrial cancer.

Results

The conversion rate to hybrid vNOTES, conventional laparoscopy or laparotomy was less than
0.5% . The intra-operative complication rate was 1%; the most frequent intra-operative
complications were bladder perforation (in all cases primarily sutured intraoperatively without
fistulation) and bleeding. The total postoperative complication rate was less than 2%: the majority
of postoperative complications were Clavien-Dindo 1 and 2 (cystitis, hematoma). There were less
than 1% Clavien-Dindo 3 complications (reinterventions for vaginal vault bleeding or granulation
tissue, hematoma drainage, adhaesiolysis) and no Clavien-Dindo 4 or 5 complications.

Conclusions

These data confirm low complication rates for this new surgical approach. It is important to take

into account that these data include the author
patients from the entire development stage of this new technique. After the initial development

stage of the vVNOTES approach, there was a long standardization stage where the techniques

were still frequently modified. By now the vNOTES technique is standardized and when taught in a
structured way (theory i dry lab i live surgery 1 proctoring), the learning curve for surgeons

adopting the vNOTES approach should be significantly shorter. This will most likely reduce the
complication rate further. YNOTES complication data are currently being collected globally in the
propective complication registry of the International NOTES Society.
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Tubal flushing for subfertility: HyFoSy could enhance the chances of spontaneous clinical
pregnancy in women undergoing infertility investigations?

Alessandra Pizzo!, Sara Camilli¢, Lucia Lazzeril, Errico Zupi?, Emilio Piccione?,

Caterina Exacoustos?

lUniversity of Siena, Department of Molecular and Developmental Medicine, Siena, Italy
2University of Tor Vergata,

Department of Biomedicine and Prevention Obstetrics and Gynecological Clinic, roma, Italy

Background

To evaluate if the tubal flushing due to HyCoSy (Hysterosalpingo-Contrast Sonography) with
ultrasound gel foam as contrast media (HyFoSy) could enhance the chances of spontaneous
clinical pregnancy in women undergoing infertility investigations.

Methods

155 infertile patients, who underwent three dimensional (3D) HyFoSy for evaluation of the tubal
patency, between 2015 and 2017, in our institution, were included in this study. HyFoSy was
performed with EXEm foam gel. All the patients underwent to a follow up by means of a phone
interview at 12 months after HyFoSy. Exclusion criteria were femaleage O 40 year s,
infertility and sonographic sine of hydrosalpings. Primary outcome was the time of initial clinical
pregnancy (defined as a sonographically visible gestational sac) after HyFoSy.

Results

The mean duration of subfertility was 17,4 months. Primary infertility was present in 63% of
patients. The clinical pregnancy rates was 47.7 % (n=74) achieving the peak within 3 months
(n=26,16.7%) . 63 (40.6%) conceived spontaneously while 11 (7%) with ART.

Conclusions

The clinical impression of an enhanced pregnancy rate after performing HyFoSy could be
confirmed. Tubal investigation with this tecnique has a function of diagnostic procedure and of
increasing pregnancy rates in subfertile patients. Tubal flushing due to HyFoSy improves the
chance establishing a spontaneous pregnancy of 40% within 3 months.
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The urodynamics and survival outcomes of different methods of dissecting the inferior
hypogastric plexus in laparoscopic nerve-sparing radical hysterectomy : a randomized
controlled study

Ming Wu?

1Peking Union Medical College Hospital, Obstetrics & Gynecology, Beijing, China

Background

Little data exists about the impact of dissection methods on the bladder function during the nerve-
sparing radical hysterectomy (NSRH). This randomized controlled trial was to compare the
urodynamic and survival outcomes of different methods dissecting the inferior hypogastric plexus
(IHP) during total conventional laparoscopic NSRH.

Methods

Eligible patients presenting with stage IB cervical cancer from May 9, 2013 to Oct 27, 2015 were
randomized at a ratio of 1:1 and subjected to waterjet (study group) or traditional blunt (control

group) dissection of the IHP for laparoscopic type C NSRH. The participants were subjected to
urodynamic evaluations before and after NSRH. The primary measurement was the proportion of
patients with residual urine (RU) O1uded uradynamia n d
parameters, disease-free survival (DFS) and overall survival (OS).

Results

In total, 191 women met the inclusion criteria, and 160 patients were included in the final analysis,
with 80 randomized to each group. At 14 days after NSRH, the study group had more patients with
RU 0100 ml than the control group (82.5% vs 62.
urodynamic outcomes of preoperative and postoperative tests. Comparison with the study group
and preoperative tests revealed control group had significant bladder function impairment at 4
months after NSRH. After a median follow-up of 33 months, the dissection methods had

no significant impact on the DFS or OS.

Conclusions

Waterjet dissection of the IHP in laparoscopic NSRH resulted in a more rapid return of
normal urodynamics without compromising the survival outcome.
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Preliminary results of the outset-1 (obstetric outcomes after transvaginal specimen
extraction in gynaecological laparoscopy) clinical trial

Jvan Casarin?, Chiara Morosi!, Antonio Simone Laganal, Baldo Gisonel, Ciro Pinellil,
Fabio Ghezzil

lUniversity of Insubria, Obstetrics and Gynecology, Varese, ltaly

Background

Laparoscopic myomectomy represents the standard surgical approach for the management of
subserosal/intramural myomas. different techniques for specimen retrieval after laparoscopic
myomectomy have been reported. in-bag trans-vaginal specimen extraction after laparoscopic
myomectomy has been described as a feasible and safe technique. however few data are
available regarding pregnancy and fetal maternal outcomes following this surgery. we here report
the preliminary results of the outset-1 (obstetric outcomes after transvaginal specimen extraction
in gynecological laparoscopy) clinical trial (nct03439956).

Methods

we retrospectively collected data of consecutive patients who underwent laparoscopic
myomectomy from 2004 to 2016. patients who had in bag trans-vaginal specimen extraction (te-
group) were compared with the ones who had power morcellation of the myoma(s) and extraction
through the trocars (pm-group). analysis focused on patients who delivered (vaginal delivery or
cesarean section) after surgery. baseline characteristic and surgical details have been evaluated.
maternal outcomes (adoption of assisted reproduction technology (art), term pregnancy delivery,
gestational age at delivery, cesarean section, post-partum complications (fever, anemia), epidural
analgesia, episiotomy) and neonatal outcomes (weight at birth, apgar score at 1 and 5 minutes,
neonatal intensive care unit admission) were investigated.

Results

twenty-eight women were included, 12 (43%) in te-group and 16 (57%) in pm-group. no significant
differences have been registered in terms of body mass index (21+ 2.1 vs. 24+ 6.04), rate of single
myoma (9, 75% vs. 10, 62.5%), rate of previous abdominal surgery (5, 41.6% vs. 8, 50% patients)
and previous vaginal delivery (3, 25% vs. 5, 31.2% patients), te-group vs. pm-group, all p-

values >0.05. surgical outcomes did not differ between te-group vs. pm-group: operative time
(81% 26 vs. 73+ 33 min, p=0.48), blood loss (182+ 131 vs. 194+ 216 ml, p=0.87), intraoperative
complications (none in both groups, p=1), post-operative complication (none in both groups, p=1)
and hospital stay (2+ 0.7 vs. 2.6z 1.7 days, p=0.26). among the investigated maternal-fetal
outcomes no statistical differences were found: adoption of art (2, 16.6% vs. 2, 12.5% patients,
p=1), term delivery rate (10, 83.3% vs.10, 62.5% deliveries, p=0.40), gestational age at the
delivery (263+ 17.05 vs. 267.8+ 11.68 days, p=0.38), cesarean section (8, 66.6% vs. 11, 68.7%
section, p=1), post-partum complication (4, 33.3% vs. 5, 31.2%, p=1), epidural analgesia (1, 8.3%
vs. 3, 25%, p=0.61), episiotomy (2, 50% vs.1, 20%, p=0.52), neonatal weight (2837+ 577.47 gr.
vs. 2982+ 624.12 gr, p=0.53), apgar score at 1 (9+ 1.97 vs. 9 + 1.21, p=1) and 5 minutes (10+
1.16 vs. 9+ 0.5, p=0.69) and neonatal intensive care unit admission (none in both group, p=1).

Conclusions

the preliminary results of the outset-1 trial might support the adoption of in-bag trans-vaginal
specimen retrieval after laparoscopic myomectomy since not associated with a worsening of
maternal and fetal outcomes. more data is warranted to confirm our findings.
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First results of laparoscopic abdominal cervical cerclages placed in the second trimester of
pregnancy

Fred Kirss!

1Tartu University Hospital, Obstetrics, Tartu, Estonia

Background

Cervical insufficiency or weakness is defined as the inability to retain an intrauterine pregnancy to
full term due to structural or functional insufficiencies of the cervix.

In 1965, transabdominal cerclage was first described in a patient for whom a vaginal cerclage was
deemed impossible.

In recent years, laparoscopic abdominal cervical cerclages have been described in several case
series, and results have compared favourably with the traditional laparotomy approach. The
advantage of the laparoscopic cerclage is quick recovery and less operative trauma.

The preconceptional laparoscopic abdominal cerclage is easier to carry out and should be
preferred.

Methods

| present the results of 4 laparoscopic transabdominal cervical cerclages placed during the second
trimester of pregnancy.

All 4 patients presented at the clinic during the first trimester of pregnancy. All patients had a
history of vaginal cerclages and spontaneous abortions in the second trimester of pregnancy
or/and very preterm deliveries in the second trimester.

The laparoscopic abdominal cerclages were placed at 12-13 weeks of pregnancy using Mersilene
5 mm tape. The bladder flap was opened and windows were created in the broad ligaments by
using the SonoSurg ultrasound scalpel. The Mersilene tape was placed at the level of the internal
os of cervix and tightened anteriorly.

Results

There were no intraoperative complications during the surgeries. All patients left the clinic on the
second day after surgery.

One baby was delivered by a caesarean section at gestation 29+5 due to preterm rupture of
membranes after the maturation of lungs with corticoids. Magnesium sulphate was also used
before the caesarean section to protect the brain of the foetus. A girl with birth weight of 1010
grams with good Apgar scores was born.

One baby was delivered by elective caesarean at gestation 37+1 and a boy with birth weigh of
2884 g in a good condition was born.

The two remaining patients are still pregnant and their pregnancies have continued normally. We
plan to perform elective caesarean sections after 37 weeks of pregnancy.

Conclusions

Laparoscopic abdominal cervical cerclage during the second trimester of pregnancy is technically
feasible. Good laparoscopic skills are essential for the surgeon.
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The pain of the gynaecological laparoscopic surgeon

James Moohan?

1Altnagelvin Hospital- Glenshane Road- Londonderry- N.Ireland, Obstetrics and Gynaecology,
Belfast, Ireland

Background

Laparoscopy poses unique ergonomic challenges for the gynaecological surgeon. We sought to
investigate the prevalence of musculoskeletal distress experienced by specialist gynaecologists,
the risk factors associated with such injury, the consequences of injury and whether prior
knowledge in ergonomics mitigated the risk of injury.

Methods

An anonymised questionnaire was distributed via SurveyMonkey to all members of the British
Society for Gynaecological Endoscopy (BSGE) and Fellows of the Royal Australian and New
Zealand College of Obstetricians and Gynaecologists (RANZCOG).

Results

467 specialists completed the questionnaire.

The majority of specialists experienced some degree of musculoskeletal pain, with the back
(87.1%), right shoulder (63.7%) and neck (62.1%) being the regions most commonly

affected. Pain in the neck, shoulders, wrists, thumbs, fingers and both lower limbs was
significantly more common among female specialists.

14.2% of specialists had taken sick leave as a result of pain with 12% seeking medical attention
and 0.8% actually requiring surgery. Moreover, one in six specialists had to alter their surgical
practice as a result of the pain experienced. Of greater concern was the finding that almost 1% of
specialists admitted to having had a surgical complication as a result of pain experienced during
surgery.

Factors which reduced the | ikelihood of back
than 6.0 and the performance of only 0-25% of surgery laparoscopically. For right shoulder pain,
being left-handed, taller and the number of years performing surgery all increased the risk of pain
while performing up to 12 hours of laparoscopic surgery per week reduced the risk. Regarding
neck pain, the use of a step or platform significantly reduced the risk of injury.

Prior instruction in theatre or operating ergonomics did not significantly improve current knowledge
of ergonomics nor reduce the likelihood of suffering musculoskeletal distress.

Conclusions

The majority of specialist gynaecologists suffer pain as a result of laparoscopic surgery.
It is clear that current training for gynaecological laparoscopy does not adequately address the

p a

i ssue of operating ergonomics and this is havin
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Mapping of mental load dynamics across standard and robot- laparoscopic hysterectomy
Rasiah Bharathan!, Gemma Clement?, Frank Willem Jansen?

IMaidstone Hospital, Department of Obstetrics and Gynaecology, London, United Kingdom
2RSCH, Department of Obstetrics and Gynaecology, Guildord, United Kingdom

SLUMC, Department of Obstetrics and Gynaecology, Leiden, The Netherlands

Background

Laparoscopic hysterectomy is a complex procedure. The mental load on the surgeon during the
different stages of the procedure will fluctuate. Mapping the mental load is relevant in designing
hysterectomy curriculum, planning clinical training, understanding error map during hysterectomy
and to enable application of educational techniques such as deliberate practice. Secondly we will
compare the mental load dynamis reported during standard total laparoscopic hysterectomy (S-
TLH) or robot-assisted (RA-TLH). This will have implications for many aspects of surgical
education.

Methods

This pilot study recruited 8 gynaecologists (4 specialists and 4 fellows) to this multicentre study at
three hospitals. This study was registered as a service evaluation. Prospective data was collected
at the end of a S-TLH or RA-TLH in relation to patient demographics, surgical indications,
operative data and surgeon feedback regarding mental load (NASA-TLX and SMEQ).

Results

Data was collected during 83 hysterectomies. 49 RA-TLH, 34 S-TLH (19 TLH, 15 SLH) were
performed. Median BMI was 30. Indications included stage 1 endometrial cancer (41), stage 1al
cervical cancer (1), DUB (12), miscellaneous benign indications (29). RA-TLH was associated with
significantly less mental load during ureteric dissection, IP ligament division, bladder dissection,
uterine artery division, colpotomy and suturing (P<0.05). During both modalities, uterine artery
ligation was associated with the highest level of mental load.

Conclusions

This is the first study to explore how mental load fluctuates during the different subtasks of
minimally invasive hysterectomy. The authors identified uterine artery ligation and division as the
peak of mental load. In addition, we also found that RA-TLH in general leads to lower levels of
mental load across each of the subtasks except for bladder dissection. Robot assisted surgery can
offer benefits to the surgeon in terms of human factors.
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Creating a retrorectal space: a method for opening Douglas pouch obliteration
Shiori Yanail, Masaaki Andou?, Kiyoshi Kanno?, Yoshiaki Ota!
1Kurashiki Medical Center, Gynecology, Kurashiki, Japan

Background

In cases with Douglas pouch obliteration caused by severe endometriosis, we usually approach
from the lateral side of the rectum to determine the rectal outline. This approach enables us to
manage the adhesion in most cases. However, despite this approach, we sometimes encounter
difficulty in more severe cases. Based on the rectal anatomy, we present the steps of the lateral
approach and a method of creating a retrorectal space in order to increase rectal mobility and to
identify the adhesion lesion safely and thoroughly.

Methods

First, we identify the ureter through the pelvic peritoneum at the point of the common iliac artery.
The Okabay asthlspace is preatechwidelg with blunt dissection to keep the hypogastric
nerve and continuous pelvic nerve plexus off to the pelvic side. The space filled with loose
connective tissue around the rectum is opened by incising the lateral rectal fossa. This space is
the same dissection layer in the total mesorecal excision for early rectal cancer. Then, the space is
dissected anteriorly along the mesorectal surface. In most cases, we can cut the central firm
adhesion between the rectum and the retrocervix because the rectal outline is determined in the
prior step. In more severe cases, the dissection of the space is advanced around the rectum to the
dorsal side to create the retrorectal space. By connecting the left and right spaces, the rectum is
lifted and the mobility is increased.

Results

This approach makes it easier to recognize the adhesion lesion by simply pulling the rectum in
various directions.

Conclusions
The blood supply of the rectum comes from the vessels in the mesorectum; hence, lifting the

rectum while wrapped in the mesorectum is a safe method. Even in cases without rectal resection,
creating a retrorectal space is a useful technique because the rectal mobility is improved.

https://player.vimeo.com/video/268367239?autoplay=1



https://player.vimeo.com/video/268367239?autoplay=1

ES27-0476 -
Best Selected Videos 1

Laparoscopic repair of an intrauterine fallopian tube incarceration as complication of
curettage

Margaux Camus!t, Pauline Chauvet?, Nicolas Bourdel!, Constance Hordonneau?

1CHU Estaing, OB GYN, Clermont Ferrand, France

Background

A 29-year-old woman experiencing a non evolving pregnancy at 8 weeks underwent a curettage.
Bleeding was estimated to be 900 cc. After nine months, she complained from abnormal vaginal
discharge. Ultrasound evaluation showed a right para-uterine mass. She reported a maternal
medical history of ovarian cancer in a context of Lynch syndrome and there had been no testing
for this syndrome in our patient. A MRI described an right hydrosalpinx of 12mm diameter, with a
suspect fimbrial lesion of the tuba. It also showed a 7mm endometriosis nodule of the uterine torus

Methods

Considering the familial history of the patient, we decided to explore the tuba by laparoscopy and
to also perform an hysteroscopy, considering the pregnancy desire.

Results

Hysteroscopy was performed as a first step, during which fallopian tube incarceration was
suspected: a defect of the uterine wall was observed at the level of the fundus, through which
there was protusion of a tubal fimbriae. The rest of the cavity was normal. The laparoscopic view
of the pelvis confirmed the incarceration of the right fallopian tube through the uterine wall. The
tube was carefully extracted out of the uterine defect, using minimal bipolar coagulation. The tube
was totally freed from the uterus. The uterine wall defect was repaired with an X point with vicryl 1,
and a tubal patency test was performed, which was positive on both sides. As phimosis
responsible for the hydrosalpinx had been treated, salpingectomy was not performed. The post-
operative period was uneventful. The patient was discharged on the next day, . A saline
hysterosonography was performed 3 months later showing a normal cavity.

Conclusions

Curettage for miscarriage or undesired pregnancy is not exempt from complication. The most
common are hemorrhage, simple perforation, or infection. Risks for other complications are not
excluded. Intrauterine fallopian tube incarceration is uncommon but can affect fertility. This
diagnosis is important to avoid destruction of the fimbriae, necrosis of the tube and also to reduce
the risk for ectopic pregnancy.

https://player.vimeo.com/video/272667420?autoplay=1
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Laparoscopic decompression of sciatic and pudendal nerve: Intrapelvic nerve compression
with fibrous tissue is a rare cause of pudendal neuralgia and sciatica

Gulfem Basol!, Ahmet Kale?, Taner Usta3, Isa Cam?

1Kocaeli Derince Training and Research Hospital, Gynecology and Obstetrics, kocaeli, Turkey
2Kocaeli Derince Training and Research Hospital, Obstetrics and Gynecology, Kocaeli, Turkey

SA c € b aldneversity School of Medicine, Obstetrics and Gynecology, Istanbul, Turkey

4Kocaeli University School of Medicine, Department of radiology, Kocaeli, Turkey

Background

A step-by-step explanation of the laparoscopic approach to fibrosis entrapping the nerves of the
sacral plexus using video (instructive video).

Methods

The 35-year-old woman complained about severe dyspareunia and pelvic pain (visual analog
scale pain score was 10). Her perineal pain has been radiating from left side of perineum to the
lower limb for approximately 24 month period. Pain was not relieved with the medical, physical and
nerve blocks therapies. The magnetic resonance imaging revealed hyperintense signals on the
lumbosacral trunk. Laparoscopic decompression of the lumbosacral trunk, the sciatic and the
pudendal nerve was performed. Fibrotic tissue surrounding the nerves was removed with cold
laparoscopic scissors (Ethicon Inc, EndoSurgery, Cincinnati, OH, US) and the material was sent
for histopathological analysis.

Results

The total operation time was 45 minutes and the hospital stay was 24 hours. There were no
complications during and after surgery. The definite diagnosis of "fibrosis surrounding the sacral
plexus" which was detected in the operation, was confirmed by histopathological diagnosis. She
reported complete pain relief for her sciatica and dyspareunia after 6 months of surgery (visual
analog scale pain score was 1 point).

Conclusions

Laparoscopic management of the sciatica and pudendal neuralgia causes by fibrous tissue
surrounding the sacral plexus is observed as a safe, feasible and effective surgical procedure with
a high success rate. Although, MRI scan is a useful tool for diagnosing, neuropelveological
approach is essential in order to obtain good treatment results.

https://player.vimeo.com/video/269749747?autoplay=1
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Laparoendoscopic single site for ovarian cancer staging surgery with infrarenal para-aortic
lymphadenectomy

Ying Zheng?, Sijing Chen?, Xiaorong Qil, Lin Chen!, Yanjun Shil, Qihua Yi!

West China Second Hospital- SCU, Gynecologic Oncology, Chengdu, China

Background

To demonstrate the procedure of laparoendoscopic single site (LESS) staging surgery with
infrarenal para-aortic lymphadenectomy for an early-stage ovarian cancer.

Methods

A 45-year woman presented with pelvic mass on gynecologic examination. A serum CA-125 of

5910 U/mL [normal: <35]. CT scan revealed a mixture of solid and cystic components
(70x77x7lmm)arising from right ovary and characterized
other positive results were found, and a clinically early-stage ovarian cancer was suspected. LESS
staging surgery was performed by an experienced surgeon in our department. A soft port was

inserted through a 2 cm single vertical umbilicus incision. A rigid 30-degree, 10-mm laparoscope

and a 45 cm harmonic scalpel were applied in the operation.

Results

The surgery lasted 280 min, the volume of blood loss was 50 mL in total, without intra and
postoperative complications. We skilled fAhidebo
The histopathologic findings supported high grade serous ovarian cancer (HGSOC) of right ovary,
meanwhile the left fallopian tube was involved, and there were negative 34 pelvic and 18 para-

aortic lymph nodes in total, therefore the stage of [IA was diagnosed. The patient recovered

quickly, exhaust time was 2 days after operation, and the wound was well-healed.

Conclusions

We performed a LESS staging surgery for early-stage ovarian cancer successfully. The marked
advantage of LESS is an efficient and safe way to extract unknown sample. During the surgery,
we showed the useful and experienced suspension skill to perform pelvic and infrarenal para-
aortic lymphadenectomy. Furthermore, compared with multiport laparoscopy, the central location
at the umbilicus of LESS can provide more easily access to bilateral pelvic sides and upper
abdominal paraaortic regions, facilitating bilateral obturator/infrarenal paraaortic lymphadenectomy
and parametrectomy. And also, a T-shaped drainage tube was placed through the vaginal cuff,
which was the lowest point in the pelvic cavity, to improve drainage. The video demonstrated
LESS approach was feasible, cosmetic and safe access in malignant gynecologic surgery.

https://player.vimeo.com/video/269940492?autoplay=1
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Laparoscopic approach of caesarean scar ectopic pregnancy: 2 case reports
Laurentiu Pirteal, Oana Balint®, Cristina S e ¢ o } Ronin Grigoras?, loan Sas?, Razvan llina?
1University of medicine TIMISOARA, Obstetrics and Gynaecology, Timisoara, Romania
2University of medicine TIMISOARA, Surgery, Timisoara, Romania

Background

The incidence of cesarean scar pregnancy although still rare, has been increasing steadily in the
last years. Many therapeutic options are available, medical or surgical, but the current literature
suggests that laparoscopic approach with ectopic pregnancy resection is the best option.

Methods

We present 2 cases of cesarean scar ectopic pregnancies managed by laparoscopy.

Results

The first case involves a 36 years old woman with a previous cesarean section and a 6 weeks
pregnancy. The transvaginal ultrasound showed a cesarean scar ectopic pregnancy and raised
suspicion of a uterine arterio-venous fistula. The diagnosis was confirmed by MRI angiography.
Since uterine artery embolization is not available at our center, and the patient desired to preserve
fertility, laparoscopic coagulation of the uterine arteries was decided. In the second case we
present a 30 years old woman with a previous cesarean section diagnosed by transvaginal
ultrasound with a 6 weeks live cesarean scar ectopic pregnancy. The patient received a two-dose
Methotrexate protocol but after 72 h the embryos cardiac activity was still present. Laparoscopic
treatment was decided aiming to extract the pregnancy and repair the scar defect.

Conclusions

Laparoscopic approach represents a safe and efficient therapeutic option for the treatment of the
cesarean scar ectopic pregnancy.

https://player.vimeo.com/video/269944578?autoplay=1
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A case series on interstitial ectopic pregnancy. A new novel approach for laparoscopic
treatment i a single centre study

Alexandros Lazaridis', Stewart Disu?!

INorthwick Park Hospital- London- UK, Minimal Access Gynaecology, London, United Kingdom

Background

Six cases of interstitial ectopic pregnancies were identified over an 18 month period in a large
district general hospital under the care of an advanced laparoscopic surgeon. All cases had
transvaginal ultrasound scans to confirm the IEP using the Timor-Tritsch et al criteria.

Methods

Expedited theatre preparation was facilitated for all cases with perioperative medical management
of 400mcg Misoprostol per-rectum (PR) at anaesthetic induction.

All 6 patients had | aparoscopic appr opamd{MPR)for t he
entry, where the Veress needle is inserted 8cm lateral from the midline and 4cm inferior to the
costal margin at the left upper quadrant of the abdomen.

Operative laparoscopy revealed two ruptured IEPs with an average of 3 litres of hemoperitoneum
within the abdominal cavity prior to laparoscopic surgery.

Since IEPs implant in the interstitial part of the fallopian tube, which is located in the uterine wall,
the area has a rich blood supply by the Sampson artery, which is tributary of both the uterine and
the ovarian arteries. Therefore a mechanical vicryl Endoloop was placed around the base of the
IEP to occlude vascular supply.

The next step was the subserosal infiltration of the base of the IEP using a pudental needle with
60misof 20lUof Pi tressin diluted in 200ml of NacCl 0.
the original dilution in 200ml described by Dillon in the 1960s.

After the blanching tissue effect was achieved, a cornuostomy was performed with the Harmonic
ACE®+ 7 Endo Shears (Ethicon®) and the IEP was safely excised and removed carefully via a
10mm endoscopic bag for retrieval of tissue (Bert) minimizing trophoblastic spread.

The cornua was closed in two layers using a continuous StratafixTM Polydiaxone PDO (Ethicon®)
biderictional suture with good haemostatic effect.

Finally, an ipsilateral salpingectomy was performed to reduce risk of recurrence on the same side,
since all patients had normal contralateral tube and ovary.

PerClot® - a polysaccharide hemostatic system (CryoLife®) was applied to the sutured surface for
haemostasis as well as Hyalobarrier® anti-adhesion gel.



Results

The average estimated intraoperative blood loss was less than 500mls. Average operative time
was 105 minutes. Average hospital stay was 18 hours.

All patients were discharged home on simple oral analgesia (Paracetamol & Ibuprofen) and a 2-
week follow-up with quantitative serum beta human chorionic gonadotrophin (bhCG) titre was
negative in all cases.

Conclusions

We have demonstrated that minimal access surgery for the management of interstitial ectopic
pregnancy is a safe, feasible and efficient management options in the hands of an expert team.

https://player.vimeo.com/video/293297546?autoplay=1
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Laparoscopic management of a rudimentary uterine horn

Chris Minellat, Emilie Faller!, Lise Lecointre!, Thomas Boisrame?!, Francois Becmeur?,
Cherif Akladios!

lUniversity Hospital, Unit of gynecology surgery, Strasbourg, France

2University Hospital, Unit of pediatric surgery, Strasbourg, France

Background

We describe the case of a 12 years old girl who had no medical history. She had her first
menstruation at 11 with major left pelvic pain occurring each month. Ultrasonography shows a
duplication of the uterus with a liquid collection on the left side: this type of malformation is called
accessory and cavitated uterine mass (ACUM). A medical treatment was initiated with progestin.
The MRI shows a left non communicating rudimentary horn with a unicornuate uterus. No other
malformation is present, particularly in the kidneys

Methods

A primary vaginal endoscopy is performed showing a single cervix without vaginal malformation. It
is decided to perform a laparoscopic excision of the left rudimentary horn. We placed A 10mm
optical port into the umbilicus and 3 accessory 5mm trocars. Evaluation of the abdominal cavity
shows 2 normal adnexas with normal ovaries..

Results

We decide to start with the left salpingectomy using the Ligasure™ device staying close to the
tube to preserve the ovarian vascularization. The remnant fimbria must be removed to avoid
cancerization. Then, the vesicouterine septum is divided until we reach the cervix to dissect the
bladder from the rudimentary horn. The broad ligament is fenestrated in order to push the left
ureter laterally .The utero ovarian pedicle is transected with the Ligasure™ device, the left ovary
will be preserved and vascularized by the left IP ligament. We dissect then the left uterine

artery. The posterior peritoneum is opened. The resection of the rudimentary horn is perfomed by
means of a monopolar hook. The dissection is performed slowly with selective coagulation until we
reach the cavity of the horn, with old blood flowing out. The entire cavity is removed and we
confirm the absence of communication with the other part of the uterus. Uterine reconstruction is
performed with inverted separated stiches of 2-0 braided suture and finally an anti-adhesion
barrier is placed

Conclusions

Laparoscopic management of a uterine rudimentary horn is feasible with a satisfactory uterine
reconstruction. This is not the first case of this surgery performed by laparoscopy . A similar case
has been published in 2015 and recently an other video?has been published describing two other
cases.

https://player.vimeo.com/video/272627803?autoplay=1
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Two surgical techniques using CO2 Laser in the laparoscopic management of ovarian
endometrioma

Linda Tebachel, Géraldine Brichant!, Michelle Nisolle!

lUniversity of Liege, Obstetrics and Gynaecology, Liége, Belgium

Background

Laparoscopic management of ovarian endometrioma must achieve two conflicting goals: complete
removal of the endometrioma capsula to ovoid early recurrence of endometriotic cysts while
preserve as much normal ovarian cortex as possible.

CO2 Laser is a safe energy that offers various surgical techniques according to the size of the
endometrioma and the clinical history of the patient.

Methods

Using CO2 Laser in the surgical treatment of endometriotic cysts.

Results

The first surgical technique presented consists in the ablation of the endometrioma wall using CO2
Laser following the cyst fenestration and the chocolate liquid suction.

The second surgical procedure consists in a partial cystectomy by Excision of the larger part of the
cyst wall followed by the vaporization of the remaining endometriotic ovarian tissue close to the
hilus.

Conclusions

Laparoscopic CO2 laser management of ovarian endometrioma is a safe, efficient and
reproductive technigue achieving a thorough endometriotic tissue removal and healthy ovarian
cortex preservation. Compared to conventional laparoscopic cystectomy, CO2 laser learning curve
is shorter.

https://player.vimeo.com/video/269973412?autoplay=1
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Step by step surgical procedure for a class U4a CO VO uterine malformation
Stavros Karampelas?, Michelle Nisolle?, Cecile Crucifix!

lUniversity of Liege, Gynecology, Tervuren, Belgium

2University of Liege, Gynecology, Liege, Belgium

Background

Case report of a 34 year old patient with a primary infertility and dysmenorrhea grade lIl.
Gynecologic examination is normal. Ultrasound:Presence of a rudimentary uterus visualized in the
right ovarian fossa. MRI:Visualization of a left-side uterine cavity extending by a single cervix and
a single vagina with no abnormality demonstrated. In the right ovarian fossa region there is an
ovoid structure of blind appearance composed of an endometrium evaluated at 3cm of greater
axis. There is no clear visible communication between this cavity and the first described uterine
cavity. Hysterosalpingography:Visualisation of a non communicating left uterine horn.

Abdominal Ultrasound:Absence of the right kidney, left kidney is normal.

Diagnosis:Uterine malformation type U4 CO VO(Classification ESHRE)

Methods

Surgical management:2 step surgical management starting with a diagnostic hysteroscopy
followed by a laparoscopic resection of the uterine rudimentary horn and laser vaporisation of the
peritoneal endometriosis. Hysteroscopy reveals a tubular cavity with a left ostium. No
communication with the rudimentary horn. Laparoscopy reveals the presence of the unilaterally
formed uterus on the left side and a rudimentary horn on the right side. Both ovaries and Fallopian
tubes are normal. Visualisation of superficial endometriosis of the peritoneum of Douglas pouch, of
the right ovarian fossa and of both utero-sacral ligaments.

A section of both utero-sacral ligaments and vaporisation of the peritoneal endometriosis was
prerformed using CO2 laser. Coagulation and section of the mesosalpinx, the right utero-ovarian
ligament, the right round ligament and opening of the anterior and posterior part of the broad
ligament. Distinction of two vascular pedicles. The first towards the rudimentary horn which was
coagulated and sectioned. The second towards the left uterus which was preserved.

Coagulation and section or the rudimentary horn's extremity allowing the individualisation of the
left unilaterally formed uterus.

Results

One month after the operation the patient was free of symptoms of dysmenorrhea and three
months later the patient was pregnant. Unfortunately she had a miscarriage at 7 weeks of
pregnancy.

Conclusions

Rudimentary horn should be considered in the differential diagnosis of chronic pelvic pain in young
women. Early diagnosis and horn resection prevents endometriosis formation, diminishes the
symptoms of dysmenorrhea and increases the pregnancy rate.

Although the pregnancy outcome of women with unicornuate uterus is poor, a successful
pregnancy is possible.

Vascularisation of the uterine remaining horn coming from the side of the rudimentary horn should
always be considered and preserved.

https://player.vimeo.com/video/269018697?autoplay=1
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Wet lab ovarian cystectomy model; realistic training model in minimally invasive
gynaecology

Mihai Gherghe?, Evelyn Ferguson!, Mohamed Allam?

Wishaw University Hospital, Obstetrics and Gynaecology, Glasgow, United Kingdom

Background

We are presenting a wet | ab model of an ovari an
model was selected for its tissue properties that would give most adequate feedback when

simulating laparoscopic ovarian cystectomy. The model accurately recreates dissection planes

and the use of natural tissues accurately recreates tension needed for blunt dissection and cutting

using laparoscopic instruments.

Methods

We are using pigbdbs small i nt esti ne -6arhsegnrents. Half c | e
of the segments are further filled with water and tied at both ends creating tubular cystic structures

These are further inserted into similarly sized segments of bowel re-creating the simulated ovarian
cyst with its wall.

The specimen is then placed inside a laparoscopic training box, resting on another wet lab
specimen, a rabbit, for a more realistic simulation of surrounding structures.

Results

The ovarian cystectomy model prompts learning of skills such as adequate tissue tension, use of
laparoscopic scissors to incise and dissect cyst wall, removal of cyst intact through fine hand-eye
coordination.

Tissue feedback is paramount, especially when cutting with laparoscopic scissors and using
graspers for blunt dissection and this is best achieved using natural tissues such as small
intestine.

AShelling outo the cyst intact requires close h
natural elasticity of tissues approaches real life situations.

Conclusions

Although there are limitations to wet lab animal models, they encourage excellent training of
necessary skills important to minimally invasive gyn surgery.

The training models are easily reproducible, require little prior preparation and are an asset to
intermediate gynaecological laparoscopic training.

https://player.vimeo.com/video/269967945?autoplay=1
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Management of severe iliac vein injury during robotic-assisted pelvic lymphadenectomy
Keqin Hual, Zhang Xuyin!, Ding Yan?, LIu Songping?!, Tang Xiaoyan?!

lthe Obstetrics and Gynecology Hospital of Fudan University, the Department of Gynecology,
Shanghai, China

Background

In this video, we introduce an incidence of severe iliac vein injury during robotic-assisted pelvic
lymphadenectomy and radical hysterectomy.

Methods

It was a step by step demonstration of the surgical procedure. A 63 years old patient had the
symptom of vaginal bleeding for 2 months. Invasive cervical papillary squamous cell carcinoma
was diagnosed and the FIGO stage was IB1. Robotic assisted radical hysterectomy and pelvic
lymphadenectomy were performed. The external and common iliac vein were injuried by the
uterine manipulator. To prevent thromboembolism, antithrombotic prophylaxis with low molecular
weight heparin was administered during hospitalization.

Results

With the help of bulldog clamps, several lacerations were sutured by 4-0 polypropylene sutures.
No blood transfusion was needed. As a result, no sign of thromboembolism or vascular occlusion
was detected.

Conclusions

External and common iliac vein injury was rare and with high risk. Bleeding control and injury
repair could be successfully achieved by the robotic surgical instruments. The operator who
handled the uterine manipulator was significant and the experienced surgeons were
recommended.

https://player.vimeo.com/video/266675814?autoplay=1



https://player.vimeo.com/video/266675814?autoplay=1

ES27-0046 -
Best Selected Videos 2

Combined laparoscopic and vaginal cervicovaginal reconstruction using acellular porcine
small intestinal submucosa (SIS) graft in a patient with Mayer-Rokitansky-Kister-Hauser
syndrome (U5aC4V4)

Xuyin Zhang?!, Hua Keqin?, Ding Yan?, Liu Songping?, Tang Xiaoyan?!

IGYN@OBS hospital- FUDAN university, gynecology, Shanghai, China

Background

To introduce a creation that combines laparoscopic and Wharton-Sheares-George cervicovaginal
reconstruction using SIS graft in a patient with Mayer-Rokitansky-Kuster-Hauser (MRKH)
syndrome who had a remnant uterus with functioning endometrium (U5aC4Vv4).

Methods

A 24-year-old patient had primary amenorrhea and irregular lower abdominal pain for 9 years. The
patient was Tanner stage 3 for pubic hair and Tanner stage 4 for breast development. Physical
examination revealed no vagina. A primordial uterus and a remnant uterus with functioning
endometrium were detected by MRI. However, the remnant uterus had no hematometra. MRI also
found left solitary kidney. Combined laparoscopic and Wharton-Sheares-George cervicovaginal
reconstruction using SIS graft was performed. With the Wharton-Sheares-

George neovaginoplasty, a vaginal mold with surrounding SIS graft was inserted into the newly
created cavity. By laparoscopy, the level of the low pole of the uterine was incised by shape
dissection. The proximal segment of the SIS graft to the lower uterine segment was sutured. A T-
shaped IUD with a Foley catheter was fixed in the uterine cavity by the delay absorbed sutures to
prevent the cervical or vaginal stenosis. The distal segment of the SIS graft was sutured with the
high vaginal or vestibular mucosa vaginally.

Results

The operation was successfully completed. The operating time was 2 hours. Hospitalization was 4
days. There were no blood transfusion and complications. The patient had resumption of menses
postopratively.

Conclusions

Combined laparoscopic and Wharton-Sheares-George cervicovaginal reconstruction using SIS
graft provided a minimally invasive, safe, and effective surgical option for the young patient with
MRKH syndrome who had a remnant uterus with functioning endometrium. The technique is not
complex and easy to learn and perform. And it provided a result with functional and anatomical
satisfaction. No special surgical apparatus is needed.

https://player.vimeo.com/video/266667251?autoplay=1
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Retroperitoneal three-layer anatomy and dissectible layer for extraperitoneal endoscopic
para-aortic lymphadenectomy (E-PAL).

Kiyoshi Kanno?, Masaaki Andou?, Shiori Yanail, Yoshiaki Otal

1Kurashiki Medical Center, Gynecology, Kurashiki, Japan

Background

For gynecologists who are not accustomed to retroperitoneal endoscopy, E-PAL is not a simple
procedure. Thus, in this presentation, | show retroperitoneal layer anatomy and dissectible layer
for E-PAL.

Methods

Dr. Tatsuo Sato, a well-known Japanese anatomist, proved that the renal fascia divides into three
sub-fascial sheets: 1) the anterior sheet envelops the gonadal vessels and forms fascia, 2) the
middle sheet wraps the ureter and continues to the fascia surrounding the urinary bladder; this
sheet also includes the superior-hypogastric plexus and hypogastric nerve, 3) the posterior sheet
envelops the abdominal aorta and the inferior vena cava and continues to include both the right
and left common iliac and then internal and external iliac sheaths.

Results

To start with surgery, looking from the peritoneal cavity, the peritoneal membrane is tented by the
EndoTip cannula, forceps are used for the blunt dissection of the retroperitoneal space, and CO2
gas insufflation is carried out. Cranial dissection of the flank pad shows the left psoas major
muscle and the left ovarian vessels (layer 1), with the left ureter (layer 2) and common iliac artery
(layer 3) dorsal to these. This is the most important point: push the ureter up ventrally together
with the ureteral fascia, and proceed into the posterior pararenal space on its dorsal side. The
layer of loose connective tissue visible between the fat layers when traction is imposed is correct
dissectible layer. Tracing this layer reveals the aorta and IVC, as well as the right common iliac
vessels and the right ureter. Thus, dissection between layer 2) and layer 3) opens up an operating
field with wide-ranging dissection both cranial and caudal in E-PAL.

Conclusions

Understanding of retroperitoneal three-layer anatomy is important for precise dissection for E-PAL.
Dissection between layer 2) and layer 3) is necessary for safety approach to para-aortic region.

https://player.vimeo.com/video/269484929?autoplay=1
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Laparoscopic extraperitoneal paraaortic lymphadenectomy followed by robotic pelvic
surgery for endometrial cancer

Masaaki Andou?, Kiyoshi Kanno?, Shiori Yanail

1Kurashiki Medical Center, Gynecology, Kurashiki-shi, Japan

Background

To show minimally invasive techniques which combine laparoscopy and robotics for surgical
staging in endometrial cancer.

Methods

From October 2013 to March 2018, 99 cases underwent combined robotic/laparoscopic staging for
stage | to stage Ill endometrial cancer. All patients underwent a laparoscopic extraperitoneal
paraaortic lymphadenectomy followed by a type Il robotic radical hysterectomy with BSO and
pelvic lymphadenectomy. During the extraperitoneal paraaortic dissection, we use 4
extraperitoneal ports along the left flank. As for the robotic pelvic approach, we use two additional
transperitoneal ports in the left upper quadrant, aside form the camera port. As we reuse 2 of the
left lateral trocars from the laparoscopic procedure in the robotic surgery, additional robotic ports
are not required. The retroperitoneal approach in the paraaortic area makes it easier to maintain
the operative field and potentially yield more lymph nodes. The robotic approach in the pelvis
allows for precise and safe ureteral dissection.

Results

The operative duration was 289 minutes (PAND 114 minutes) and the estimated blood loss was
261mL (and 22.6mL for PAND). None of our cases experienced a conversion to laparotomy.
Considering published evidence citing lymph node yield and our experience, we decided to utilize
laparoscopic extraperitoneal retroperitoneal approach for thorough dissection of the paraaortic
area rather than robotic dissection. As a result, the lymph node yield was high (paraaortic nodes-
55.3; pelvic nodes- 42.7).

Conclusions

The laparoscopic extraperitoneal approach and the robotic pelvic approach combined is
advantageous for high BMI patients. This use of hybrid technique highlights the effectiveness of
each approach in these patients. In our experience, the complication rate is lower with this
combined approach.

https://player.vimeo.com/video/269673789?autoplay=1
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Laparoscopic resected right obturator schwannoma as a mimic of an ovarian cyst: tumor
enucleation.

Victor Gabrielel, Lise Lecointrel, Anne-Julie Carin!, Aline Host?, Olivier Garbinl

lUniversity hospital of Strasbourg, Gynecology, Strasbourg, France

Background

The obturator nerve is an extremely rare location for schwannomas. In most of cases the
diagnostic is not done preoperatively. Surgeons diagnose it during laparoscopy for adnexal or
pelvic masses.

The aim of this study was to report the case of a laparoscopic conservative management for a
undiagnosed right obturator nerve schwannoma presenting as an right adnexal mass.

Methods

A 45 years old patient, with no medical history, who presented with uterine myomas and 6 cm right
adnexal mass.

The chief complain was pelvic pain. Ultrasound demonstrated a 6 cm soft-tissue nodule with a
cystic component on the right ovary. IRM showed a heterogeneously right adnexal mass.

CA 125 was normal. These results did not suggested a retroperitoneal tumor.

We perform a laparoscopy. The exploration show a normal adnexa, with a pelvic mass developed
in the paravesical fossa in touch with right external iliac vein an continue under corona mortis vein.
The mass is well encapsulated and growing in the central part of the obturator nerve. The tumor
capsule is incised through the nerve fiber, and the tumor content is enucleated. The right obturator
nerve was left intact. The operative specimen is removed in a bag.

Then we perform a total laparoscopic hysterectomy without complication.

Results

Operative time was 156 minutes. Intraoperative blood loss was less than 20 mL. The operation
was performed with no intraoperative complications. The patient was discharged on day 1. Any
postoperative neurological disorder was report.

On histopathological examination, this case was diagnosed as a benign obturator nerve
schwannoma.

Conclusions

Despite the fact that we realized a complete preoperative imaging for pelvic masse, the diagnostic
of obturator nerve schwannoma was done per operatively.

A conservative surgery was perform with incision of tumor capsule and tumor enucleation.
Laparoscopic resection is a good treatment option.

https://player.vimeo.com/video/270897512?autoplay=1
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Laparoscopic hysterectomy of a huge broad ligament fibroid
Hossam EI-Mansy!, Mohamed Magdy?, Mohamed Othman?
IHelwan University Hospitals, OBS/GYN department, Cairo, Egypt
2Ministry of Health, Gynecology, Mansoura, Egypt

3Elgalaa Teaching Hospital, Gynecology, Cairo, Egypt

Background

The only absolute contraindication for laparoscopic hysterectomy is large sized uterus in case of
endometrial carcinoma. Otherwise, size of the uterus or adhesions are not contraindications. In
this video we present a difficult case of a huge left broad ligament fibroid in a patient with many
laparotomies before. The fibroid was 17 X 17 cm reaching the umbilicus with limited mobility.
Preoperative preparation included bilateral ureteric catheters inserted by a urologist after induction
of anesthesia before start of the procedure.

Methods

Entry was through Palmer's point due to large size of the uterus and suspected adhesions. Three
ports : 5 mm left and right ports at the level of the umbilicus and 10 mm umbilical port. First ,
complete adheseolysis using Ligasure 5 mm of the dense omental adhesions everwhere in the
abdomen. The fibroid was gently and cautiously dissected from the leaves of the broad ligament
after insertion of 10 mm myoma screw. After adequate dissection the left uterine artery was
reached and coagulated. The right side was completed classically. The vaginal vault was cut using
monopolar diathermy guided by the colpotomizer. The huge fibroid and uterus was cut into pieces
using laparoscopic knife, all pieces were extracted through the vagina successively.

Results

The procedure was completed laparoscopically. Blood loss was about 900 cc. The total duration
was about 150 minutes. The post operative course was uneventful. No intraoperative or
postoperative complications occurred.

Conclusions

Laparoscopic hysterectomy in difficult cases like broad ligament fibroid is feasible when deep
experience is present and adequate preoperative preparation is done.

https://player.vimeo.com/video/272568341?autoplay=1
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Single-port laparoscopic myomectomy using In bag scalpel extraction for huge uterine
myomas

Yong-Wook Kim?

lincheon St.Mary's Hospital- The Catholic University of Korea, Obstetrics and Gynecology,
Incheon, Korea- Republic Of

Background

Recently the use of electromechanical power morcellators has been discouraged owing to the
potential for dissemination of occult uterine cancer. The purpose of this video presentation is to
show that the transumbilical in-bag scalpel extraction is a feasible and safe alternative to the
electromechanical morcellation even for huge uterine myomas.

Methods

We have performed single-port laparoscopic myomectomy and in-bag scalpel extraction through a
1.5- to 2.0-cm umbilical incision. We present huge myoma cases in this presentation. The myomas
were cut in the bag with a knife and then extracted.

Results

There were no intraoperative complications, and no blood transfusion was required. The patients
were discharged from the hospital with an uneventful postoperative period.

Conclusions
Even for huge uterine myomas, transumbilical in-bag manual extraction with a scalpel could be a

feasible and safe alternative to the electromechanical morcellation to avoid the potential risk of
spreading malignancy.

https://player.vimeo.com/video/269993138?autoplay=1
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In bag morcellation using safety isolation bag
Aswath Kumar Reghunathan Nair!
LJubilee Mission Medical College, Gynaecology, Thrissur, India

Background

Retrival of specimen using a modified endobag

Methods

Modified endobag is used to remove specimen after laproscopic myomectomy and TLH.
Modifications are made so that it becomes easy for the surgeon.

Results

50 cases where done .30 cases of myomectomy and 20 cases of TLH.
Our bag was

1) Less time consuming
2) Easy to use
3) Less comlications

Conclusions

Safety isolation was an easy method to remove specimen without any spill in peritonial cavity.

https://player.vimeo.com/video/272272696?autoplay=1
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Laparoscopic, hysteroscopic and cystoscopic management of uncommon ectopic and
eutopic pregnancies in malformed uterus: 3 clinical cases

Maksym Kozub?

1Kharkiv Medical academy of postgraduate education, Obsterics and Gynecology number 2,
Kharkiv, Ukraine

Background

Management of ectopic or frozen eutopic pregnancy in malformed uterus in every case is unique
and can request all endoscopical rutes for its successful treatment

Methods

laparoscopic, hysteroscopic and cystoscopic approaches were used to reveal 2 ectopic and 1
uncommon frozen eutopic pregnancy in patients with uterine malformations. 1%t case is presented
by 13 weeks of gestation ectopic pregnancy in rudimentary horn of class u4 subclass A hemi
uterus with rudimentary communicating cavity according to eshre/esge classification of uterine
malformations. The patient was admitted due to verification of pregnancy in a rudimentary horn
without its rupture. Laparoscopic surgery was performed with excision of the uterine horn and its
evacuation via 20 mm trocar, fetus was evacuated separately. Right sided hemi uterus can be
seen. in 2 years the patient undergone cesarean section: no adhesions and any scar on a
surface of hemi uterus was revealed.2"d case presents a pregnancy attached to left tubal ostium in
a patient with class u2 subclass a - partially septate uterus. during hysteroscopic evaluation left
part of the cavity was significantly of greater value, unlike a right one, which was underdeveloped.
the pregnancy was frozen. chorionic tissue was firmly attached to tubal ostium and surrounding
endometrium. mechanical detachment was unsuccessful. we referred to resectoscopical
detachment. second step septum resection was recommended in two months. the patient was lost
of follow up. 3" case is referred to iatrogenic malformation of uterus. the patient 7 years before
undergone a c-section with suspicion to utero-bladder fistula formation in postoperative period.
during cystoscopy we revealed a 14 weeks gestation dead fetus with detached umbilical cord and
fully kept amnion. examination revealed no any pathology of ureteral orifices. on the posterior
bladder wall a fistula into the uterus can be seen. Fetus was freely floating in liquid. subsequent
laparotomy with subtotal hysterectomy, fistula excision and bladder pregnancy evacuation was
then performed.

Results

all patients were treated succesfully. one patient had a term delivery by cesarean section in 2
years after ectopic pregnancy.

Conclusions

high attention should be paid to patients with uterine malformation and pregnancy. early
ultrasound pregnancy detection is recommended to exclude ectopic pregnancy in time.

https://player.vimeo.com/video/272636449?autoplay=1
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Hysteroscopic excision of uterine adenomyosis

Duo Zhang?, Jian Zhang?!

linternational Peace Maternity and Child Health Hospital- School of Medicine- Shanghai Jiaotong
University, Department of Obstetrics and Gynecology, shanghai, China

Background

We have applied a novel hysteroscopic technique to treat adenomyosis successfully. A 38-year-

old woman who had suffered progressive dysmenorrhea (Visual analogue scale score [VAS]

score=8) and menorrhagia for more than 3 years visited our department. Considering that she

candbt t ol erate the side effect of oral contracep
performed hysteroscopic excision of adenomyotic lesions and we produce this video introduce the
hysteroscopic technique.

Methods

Under ultrasound guidance, we use electric loop to cut endometrium and adenomyotic lesions.

Results

Follow-up was performed 2 times at 3-month interval. The patients menstruated regularly. The
Visual analogue scale (VAS) score for dysmenorrhea is as low as 2.

Conclusions

This novel hysteroscopic technique is effective and feasible for adenomyosis.

https://player.vimeo.com/video/272715527?autoplay=1
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Laparoscopic radical hysterectomy in challenging situations

Rocio Luna Guibourg?, Cristina Soler Moreno?, Pia Espafiol?, Joan Duch Renom?,
Alberto Gallardo Alcafiiz*, Ramon Rovira?

1Hospital de la Santa Creu i Sant Pau, Gynecology, Barcelona, Spain

2 Barcelona, Spain

3, Nuclear Medicine, Barcelona, Spain

4, Pathologic Anatomy, Barcelona, Spain

Background

The objective of the video is to show the laparoscopic approach to radical hysterectomy and
sentinel lymph node mapping in a case with associated endometriosis.

Methods

This video illustrates the case of a patient who was referred to the Gynaecological Oncology unit
with a stage IB1 cervical adenocarcinoma.

Physical exam reported no extracervical involvement.
PET scan was positive for hypermetabolic lymph nodes in left external iliac region.

It was decided to perform a sentinel lymph node study with Indocyanine green followed by pelvic
lymphadenectomy and if negative for lymph node involvement, a radical hysterectomy

Results

Initial laparoscopic view evidenced a enlarged uterus due to myomatosis, and an associated
endometriosis involving right adnexa and recto-vaginal septum.

Sentinel lymph node was detected with Indocyanine fluorescence and bilateral pelvic
lymphadenectomy was completed to send for intraoperative study, which was negative for lymph
node involvement.

C1 radical hysterectomy was performed as described by Querleu-Morrow. In this particular case,
retroperitoneal space dissection and latero-medial approach to recto-vaginal space is crucial to
deal with the associated endometriosis.

Final pathologic study reported tumour free margins, 0/24 affected lymph nodes in right pelvic
lymphadenectomy, and 0/22 affected lymph nodes in left pelvic lymphadenectomy.

Conclusions

Radical hysterectomy is a feasible procedure. In case of associated pathology such as deep
endometriosis, retroperitoneal spaces and landmarks can be of particular help.

PET-scan false positive lymph nodes in cervical cancer are possible. Pathologic exam of the
lymph nodes is crucial to avoid side effects of complementary therapies.

https://player.vimeo.com/video/272985377?autoplay=1
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Clinical pathological analysis of 7 cases of synchronous mucinous metaplasia and
neoplasia of the female genital tract and paper review

Fang Shen?, Xuyin Zhang?, Jingxin Ding!, Keqin Huat!

lthe Obstetrics and Gynecology Hospital of Fudan University, Department of Gynecology,
Shanghai, China

Background

Synchronous mucinous metaplasia and neoplasia of the female genital tract (SMMNT FGT)

involving the uterine cervix and corpus,fal | opi an tubes and u or ovar.i
clearly originated in each site because in situ components could be demonstrated in each area.

This type of mucinous lesion, demonstrates a spectrum of morphological features ranging from
metaplasia, with no nuclear or architectural abnormalities, to invasive mucinous adenocarcinoma.

Methods

Clinical data of 7 patients with SMMN-FGT at Department of Gynecology, the Obstetrics and
Gynecology Hospital of Fudan University, between Jan 2014 and Dec 2017, were collected for
retrospectively analysis with 6-43 months follow-up. The clinicopathological characteristics,
surgical treatment, prognosis were analysised. A review of the literature on SMMN-FGT with
prognosis information (13 cases) was provided.

Results

Median age at diagnosis was 49 years (range, 33-70 years). Abnormal vaginal discharge and/or
vaginal bleeding were the most common presenting symptoms. 3 (42.9%) of these patients were
under 40 years old. 2 patients who under 40 years old without invasive disease on pathological
examination had preserved their ovarian function, and now alive without disease with 6 and 25
months follow-up respectively. Pathological examination revealed malignant lesions among 4
patient, and one of them died of disease postoperation. A summary of the case reports and case
series of SMMN-FGT with follow-up information in the literature was reviewed. There are 13
reports of SMMN-FGT in women ages 39-83 years. Among those patients, 8 had invasive
disease, with a survival rate of 50% at 6-102 months follow-up. There were no evidence of
malignant disease in the rest 5 patients. The rate of ovarian involvement was 60% (3/5). There
were no disease recurrence or progression after hysterectomy and bilateral salpingo-
oophorectomy.

Conclusions

SMMN-FGT in young patients without invasive disease could be treated conservatively with
preserving ovarian function and close surveillance at the premise that ovarian biopsy confirmed no
lesion involved.
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TruClear 5C treatment of large endometrial polyps in an office setting: acceptability and
feasibility

Mario Franchinil, Oronzo Ceci?, Giovanna Giarré!, Rossella Cannone?, Fabiana Divina Fascilla?,
Ettore Cicinelli?

lfreestanding palagi firenze, Gynecology, firenze, Italy

2University of Bari,

2nd Unit of Obstetrics and Gynecology- Department of Biomedical and Human Oncological Scienc
e, Bari, Italy

Background

Various techniques have been described to remove endometrial polyps, generally the method of
choice is the one in which the clinician is trained and most familiar. Systematic review and meta-
analysis showed that women treated with Hysteroscopic Tissue Removal system (HTRs) for
endometrial polyps have a shorter procedure time than those treated with loop or bipolar electrode
resection in an operating room or in office setting.

The present study was carried out to evaluate feasibility, effectiveness, and tolerability of a small
diameter HTRs (TruClear 5C) in removing polyps of any size and location into uterine cavity in an
office setting with vaginoscopic approach.

Methods

146 women with a single >10 mm polyp were considered for polypectomy between April 2016 and
May 2017. 65 of these patientshadapo | y p s i z eAll ©d&@ocedures were carried

out using a small size HTRs (TruClear 5C system Medtronic, Dublin, Ireland) in an office setting
with vaginoscopic approach. Before beginning the procedure, to reduce the scope diameter to 5
mm, we removed the outer sheath and to avoid cavity collapse we performed the window-lock
procedure. For all procedures, time was taken from the beginning of the polypectomy to the
complete removal of the pathology. Any complications and vasovagal reactions were recorded.
Pain intensity experienced during the procedure by the women was evaluated immediately after
the polypectomy using a 10-point Visual Analog Scale. All women with a successfully completed
procedure underwent an ultrasound evaluation at 3 to 5 months post procedure. The women were
asked then to assess their level of satisfaction (very satisfied, fairly satisfied or not satisfied).This
study was approved by the local Institutional Review Board and Institutional Health Technology
Assessment.

Results

Success of office procedures was 97.2%. Polyps <20 mm were completely removed in 79/81

cases (97.5%) . The completeness of 020 mm polyp
(96.9%). The median time to complete the polypectomy was 4.23 + 1.05 minutes for polyps <20

mm and 5.03 N 1.34 minutes for polyps 020 mm re
significative difference between the two groups. In 4/81 (4.34%) cases with polyps <20 mm and in

4/ 65 (6.15%) cases with polyps ®2Tberermere nwosanas r e p
adverse events for both groups. At 3-5 month follow up, in 3 out of 142 women recurrence of

endometrial polyps were reported by ultrasound.



Conclusions

Our data show that women treated with small diameter HTRs had short surgical procedure time

even for polyps larger than 20 mm and the procedure was likely to completely remove polyps of

any size without any patient discomfort. Hyster
5C was feasible and well tolerated in an office setting.
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Laparoscopic management and analysis of the risk factors for the overall survival in
patients with endometrial cancer

Jesus Molero!?, Ester Martinez!, Sonsoles Sancho?, Soledad Peco?, Eugenia Bancarali4,
Rejas Miguel®

1Hospital Ntra Sra del Rosario, Oncologic Gynaecology, Madrid, Spain

2Ramén y Cajal Universitary Hospital, Radiation Oncology, Madrid, Spain

3Hospital Ntra Sra del Rosario, Obstetrics and Gynecology, Madrid, Spain

4Jiménez Ayala Institute, Pathology, Madrid, Spain

SHospital Ntra Sra del Rosario, Perioperative Nursing, Madrid, Spain

Background

To evaluate the influence of the risk factors on the survival in patients treated for endometrial
cancer (EC) and to compare the laparoscopic and open approach.

Methods

Retrospective review. Staging surgery/debulking was performed in 169 patients between April
2008 and April 2018. A total hysterectomy and double salpingooforectomy was performed with
sentinel node in 12 cases, with pelvic lymphadenectomy in 69 cases and with pelvic and para-
aortic lymphadenectomy in 52 cases. A laparoscopic technique was performed in 101 patients.
Pelvic exenteration was performed in 2 cases. 90 patients received adjuvant treatment with
chemo-radiotherapy. The factors that affect survival were assessed using Kaplan-Meier survival
curves and a multivariate analysis.

Mean age was 64.3 years. Mean Surgical time was 195.2 minutes, and mean blood loss was 1132
ml. Mean removed nodes was 20 pelvic nodes (10-55) and 18.1 para-aortic nodes (7-51). We
present in video format a extraperitoneal laparoscopic paraaortic lymphadenectomy,
omentectomy, pelvic lymphadenectomy and hysterectomy with double salpingo-ooforectomy, step
by step.

Results

The global survival of the studied group was 94.5% at 3 years and 93.1% at 5 years. There were
significant differences according to myometrial infiltration (95.2% vs. 84.9% at 3 years, 93.8% vs.
68.6% at 5 years; log rank p=0, 034), FIGO stage (Log rank p=0,000) and preoperative Cal25

|l evels (89.4% vs, 53.2% when Cal25 > 35; 1 og
on the survival depending on the surgical technique (LPS vs LPM) (p=0,727), histological
differentiation degree (p=0.180), tumor size (p=0,271), infiltration lymphovascular (p=0,140),
positive nodes (p=0, 436) and histological type (p=0, 083).

Conclusions

In this serie the risk factors in the overall survival of patients with EC, was the stage at diagnosis,
preoperative Cal25 levels and myometrial infiltration.
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Predicting pre-malignant and malignant endometrial polyps by clinical and hysteroscopic
features

Noam Smorgick?, Shimrit Shor!, Zvi Vakninl!

1Sackler School of Medicine- Tel Aviv University,

Division of Minimally Invasive Gynecology- Department of Obstetrics and Gynecology- Assaf Haro
fe Medical Center, Rishon Lezion, Israel

Background

The objective of this study is to investigate whether hysteroscopic features can contribute to the
diagnosis of malignancy in endometrial polyps.

Methods

Retrospective review of all women who underwent operative hysteroscopy with resection or biopsy

of endometrial polyps from January 2012 to September 2017. Their medical records were

reviewed and information on medical, surgical and obstetrical history, and hysteroscopic findings
(including number and size of polyps and vascular appearance of the polyps) were abstracted.

These parameters were analyzed according to the

Results

557 women were included in the study. Their mean age was 55.3 + 12.2 years, their mean parity

was 2 (range, 0-11) and 316 (56.9%) were menopausal. Endometrial carcinoma was found in 26

(4.7%) cases, while endometrial hyperplasia was found in 5 (0.9%) cases. Endometrial carcinoma

or hyperplasia were significantly associated wi
(p<0.01). In addition, the hysteroscopic findings of vascular appearance of the polyp and the

presence of 3 or more endometrial polyps were significantly associated with malignant or pre-

malignant pathology (p<0.01). However, the size of the largest polyp was not associated with

malignant or pre-malignant pathology.

Conclusions

Hysteroscopic findings of endometrial polyp vascularity and numerous endometrial polyps may
contribute to the diagnosis of endometrial carcinoma or hyperplasia, in addition to demographic
parameters such as age and menopausal status.
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Immune activation status as predictive marker for cervical cancer

Dorte Snejberg?

1Danish Technical University and Private hospital Aleris-Hamlet Denmark,

minimal invasive laparoscopic gynecology and depart. of immunology, Copenhagen, Denmark

Background

Progress in the understanding of the interplay between the immune system and cancer has
highlighted the importance of immune activation in the elimination of cancer cells. Immune
activation in response to cancer development is the prime denominator for successful disease
remission.

Recent data has shown that immune infiltration is a stronger predictor for clinical outcome, than
previously used classification based on histology and tumor invasion. Data shows that activation of
anti-cancer immune reactivity potentially through therapeutic intervention significantly reduces the
risk of metastases development in many cancer types. Although this relationship between the
immune system and malignant tumors is likely to be the case in virus induced-cancers as well
(such as HPV related cancers), such an association has so far not been documented.

Aim of the proposed study

We will perform analyses of immune infiltration and explore the impact of the specific T-cell
recognition of virus-derived proteins as denominators for successful clearance of early disease.

In addition, we will take advantage of a novel technology, which we have developed for mapping
of T-cell epitopes and efficient multiplex T-cell detection via DNA barcode labeled MHC multimers.
This technigue has the ability to characterize immune recognition developed specifically towards
HPV-components important for cancer development. This will help us characterize an immune
signature in those patients with significant cervical intraepithelial neoplasia (CIN 3) and cancer.
Thereby hopefully facilitate identification of whichcritical immunological parameters that correlate
to disease elimination.

Methods

Analyses will be performed on cervical cytology (PapSmear), blood samples and cervical biopsies
from the following:

- 40 healthy controls
- 40 patients with severe cervical dysplasia (CIN 3)
- 40 patients with cervical cancer

All biopsies and blood samples will be subjected to mild enzymatic digest (Collagenase 1V) in
order to achieve a single cell suspension to purify and cryopreserve lymphocytes.

Based on our resent technology we will use DNA-barcode labelled MHC multimers to make it
possible to analyze the specific types of immune infiltrating cells and the impact on the virus-
derived proteins these cells have, in order to assess the actual antigen-responsive T-cell reactivity
towards HPV infection. These T-cells will be characterized by flow cytometry analyses.



We have predicted peptides (by using online servers IEDB.org, netMHCpan 4.0) that might be that
speciics equence nt he thepgoteinob2,6E6 and E7onRiPV virus. Those peptide
sequences (overlapping) are likely to be recognized by the T-cells. This makes it possible to fully
characterize which peptides the T-cell will recognize both systemically (blood) and locally
(tumor/pre neoplastic tissue). Such T-cell recognition profiling will be a major advantage in
determining the immunological fingerprint associated with favorable disease outcome, and may
serve as a biomarker for therapeutically induced immune activation.

Results

The project is still undergoing
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Training with a robotized needle holder for conventional laparoscopy: evaluation in
intracorporeal suturing skill performances

Patrice Crochet?, Elena Sirit, Charavil Axellel, Netter Antoinel, Tourette Claire!, Agostini Aubert!
1CHU La Conception, Gynecology, Marseille, France

Background

Laparoscopic suturing generates technical and ergonomic difficulties due to the limited degree of
freedom of forceps. To reduce this limitation, articulated robotized needle holders (RNH) have
been developed. The impact of training with this new generation of devices is largely unexplored.
This study compared suturing skills of novices who trained using a RNH holder to those using
conventional needle holders (NH) on a box trainer. Post training performances in difficult
ergonomic conditions were additionally studied.

Methods

Twenty medical students initially trained on a peg transfer task from the Fundamentals of
laparoscopic surgery (FLS) curriculum for 2 sessions and baseline intracorporeal suturing skills
were evaluated. Participants were then randomized in group A (n=10) using a RNH (Jaimy*,
Endocontrol) and group B using RHs (n=10). Both groups performed 4 training sessions of 10
consecutive intracorporeal knots. No assistance was provided during hands-on training. Post
training evaluation included intracorporeal FLS suture and simple interrupted suture in difficult
ergonomic conditions. The assessment tools employed were standardized FLS metrics and a
guantitative and qualitative score for suture in difficult ergonomic conditions (0-32). Workload was
measured with the Task Load Index (NASA-TLX)(0-120). Outcomes were compared between the
two groups using the Mann-Whitney U test.

Results

Median age of participants was 23.7 years (range 18-32). All participants completed the study
within a period of 2 months. Intracorporal suture FLS scores were not statistically different
between group A and group B at baseline (281 vs 172; p=0.143) and during post-training
evaluation (468 vs 474.5; p=0.762). Regarding suture in difficult ergonomic conditions, group A
obtained better performance scores than group B (15.7 vs 3.7; p=0.006). NASA-TLX scores were
not different between group A and group B for baseline intracorporeal FLS suture (74.5 vs 75.5;
p<0.911), post-training intracorporeal FLS suture (62.5 vs 58; p<0.858) and suture in difficult
ergonomic conditions (78.5 vs 79.5, p<0.909).

Conclusions

This study demonstrated that a RNH, wused at the
achieve a similar level of performance than conventional NHs on a FLS intracorporeal suturing

task. Furthermore, it appears to provide to trainees a solution to counterbalance impaired

operative ergonomics.
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Incidence of unexpected endometrial carcinoma in pre- and post-menopausal women
undergoing hysteroscopic polypectomy

Leticia Delgado?, Juan Jose Delgado?!, Antonio Solano?, Patricia Perez?!, Isabel Ruiz?,

Alvaro Zapico?

1Hospital Universitario Principe de Asturias, Ginecologia y Obstetricia, Alcala de Henares, Spain

Background

To evaluate the incidence of unexpected endometrial carcinoma diagnosed after hysteroscopic
resection of macroscopically benign polyps, and its association with menopausal status.

Methods

A retrospective case series study including all the hysteroscopies and polypectomies performed in
Hospital Universitario Principe de Asturias between January 2011 and December 2017. Data were
obtained from a registry that included clinical records, hysteroscopic reports, resection technique
and histopathologic results.

Results

In this period of time 4809 hysteroscopies were performed. 1670 macroscopically benign polyps
were described, performing excision in 1439 (86,1%) of them. 900 (62,5%) were resected with
scissors, 273 (19%) with versapoint bipolar electrode and 266 (18,5%) with morcellator. AImost
half of this patients (47,7%) were post-menopausal women. An histopathological diagnosis of
endometrial adenocarcinoma was obtained in 17 patients (1,2% of all macroscopically benign
polyps excise), being this result consistent with prior literature. All but one of these patients with
diagnose of unexpected carcinoma were post-menopausal (94,1%), being the relation between
endometrial adenocarcinoma in macroscopically benign polyps and post-menopausal status
statistically significant. The mean age of patients with carcinoma was 59,7, and post-menopausal
bleeding was the most frequent reason for consultation (64,7%).

Conclusions

Histopathological examination of excised polyps is of key importance especially in post-
menopausal patients who have a higher risk of malignancy.
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Endometrial scratching of thin endometrium in IVF and IVF with donor oocytes i clinical
outcomes

Alexander Popov?, Kseniya Krasnopolskaya?, Ershova Irina2, Anton Fedorov?, Elena Skorik?
IMoscow Regional Scientific Research Institute of Obstetrics and Gynecology,

Endoscopic surgery, Moscow, Russia

2Moscow Regional Scientific Research Institute of Obstetrics and Gynecology, ART department,
Moscow, Russia

Background

Clinical outcome of IVF depends on the embryo's implantation and receptivity of endometrium.
Many experts consider an important parameter of the receptivity of the endometrium to its
thickness in the preovulatory period. But what kind of the thickness of the endometrium worsens
the outcomes of IVF programs the subject of discussions.

The aim of our study was to improve clinical outcomes of IVF and IVF-DO programs in patients
with thin endometrium using endometrial scratching.

Methods

We analyzed meeting of the thin endometrium in 2573 women who treatment in the IVF program.
We appreciated pregnancy rates (PR) and early reproductive losses associated with endometrial
thickness in patients who used and did not use the extra estrogen support or screeching of
endometrium(n=273).

The effectiveness of scratching of the endometrium was assessed depending on the timing of the
procedure (n=126).

The same study was in the IVF program with donor oocytes(n=95).

Results

Our study showed that PR depends on the degree of endometrium tickness. And using extra
estrogens does not improve clinical outcomes of IVF.

So, when endometrium less than 5mm (Extremely thin endometrium) PR was 10%, used and did
not use the extra estrogen. In group with endometrium 5-7mm (Mildly thin endometrium) PR was
the same tat control group ( endometrium >7mm) and was 40%. Early reproductive loss in group
with Extremely thin endometrium was 50% against 9,6% in the control group. The same results
was in IVF with donor oocytes. PR in patients with endometrial less than 5 mm was 11,1%, with
endometrium 5-7 mm was 38,9%, and in control group 45,8%. Early reproductive loss was 100%,
28,6% and 15,6% respectively.

Endometrium screatching on the day 8th of stimulated cycle in patients with extremely thin
endometrium increased PR to 27%. The use of screatching on the day 8th and 22d of natural
cycle, prior to IVF does not improve PR and it was 7% and 9%. Early reproductive loss when
performing the procedure on the day 8th of stimulated cycle was 27,3%, on the day 8thof natural
cycle prior to IVF 50%, on the day 22d of natural cycle prior to IVF 66,7%



Conclusions

Extremely thin endometrium reduces PR and increases early reproductive losses

Endometrial scratching on the 8th day of stimulated cycle in women with extremely thin
endometrium significantly increases pregnancy rate and lowers the frequency of early reproductive
loss. Additional use of estrogen in patients with thin endometrium does not increase its thickness
and does not improve clinical outcomes of IVF.
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Tailoring of the Hysteroscopic Uterine Septum Incision according to the uterine fundal
myometrial thickness

Lale Tiarkgeldit

1Kanuni Sultan Suleyman Training and Research Hospital, Obstetric &Gynecology, Istanbul,
Turkey

Background

Uterine septum is the most common type of uterine anomaly and is encountered more frequently
in patients with infertility or repeated pregnancy loss . The fundal myometrial thickness (FMT) is
measured as the distance between the outer border of the fundus and an imaginary line passing
between the two tubal orifices. Studies have shown FMT measurements to range between 6 and
18 mm with a mean value of 11mm.

To demonstrate how the depth of the intrauterine septum can be measured indirectly during
hysteroscopic septum resection and the length of the septum to be incised can be determined
according to the fundal myometrial thickness of the patient.

Methods

During hysteroscopic septum resection it is classically recommended to incise the septum down to
the level of the two tubal orifices. If the same classical technique of septum resection is applied to
al |l patients, some patientds remaining total
lower than 11 mm. Although rare, uterine rupture may occur during pregnancy in patients with a
history of uterine septum surgery.

A 24 year old Gravida 2 Parite 0 Abortus 2 patient underwent hysteroscopy under general
anesthesia. Her FMT was measured as 7mm prior to surgery. Hysteroscopy was performed using
resectoscope with a straight loop and a 0 degree optical camera.

Results

A broad based partial uterine septum was visualized. Before the resection of the uterine septum,
various lengths involving the loop of the resectoscope were determined preoperatively as
reference points. The distance from the tip of the loop to the starting point of the yellow isolation
band was measured as 4mm. The distance from the tip of the loop until the end point of the
yellow isolation band was 11mm. The tubal orifices were used as reference points and the
septum was incised on the midline until 4mm of septum was remaining. Since the FMT was
measured preoperatively to be 7mm, the remaining uterine wall thickness was 11mm. With indirect
measurements of the depth of the residual uterine septum, overthinning of the uterine fundal
myometrial wall is believed to be prevented.

Conclusions

Determining the amount of uterine septum that needs to be resected according to the fundal
myometrial thickness measurement prior to surgery may help to decrease the risk of uterine
rupture during pregnancy.

https://player.vimeo.com/video/270100651?autoplay=1
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Single-hole laparoscopic retroperitoneal para-aortic lymphadenoectomy: about 3
consecutive cases

Wei Zhang?
1Zhongnan Hospital of Wuhan University, Obstetrics and Gynecology, Wuhan, China

Background

To explore the para-aortic lymphadenectomy feasibility and safety via a single laparoscopic
retroperitoneal approach in cervical cancer surgery.

Methods

From February 2018 to April 2018, three patients diagnosed as cervical cancer underwent single-
hole laparoscopic retroperitoneal para-aortic lymphadenectomy. The patients were selected to
record Body Mass Index(BMI), operative time, intraoperative blood loss, the number of para-aortic
lymph node and positive lymph nodes, abdominal drainage tubes removal time, postoperative
bowel function recovery time, total hospital stay time and perioperative complications,
retrospectively.

Results

All the 3 cases were successfully operated without conversion to laparotomy or conventional
laparoscopy. The BMI (kg/m2) were 20.4, 22.9 and 23.4; The operative time (min) was 140.6,
193.5 and 128.3; The intraoperative blood loss (ml) was 121, 109 and 95; The number of para-
aortic lymph node dissections was 8, 13 and 15. All postoperative lymph node biopsy results were
negative; The abdominal drainage tubes removal time was from 3 to 6 days after surgery; The
bowel function was recovered from 3 to 5 days after surgery; The total hospital stay time was from
7 to 13 days. No serious perioperative complications occurred.

Conclusions

Single-site laparoscopic retroperitoneal para-aortic lymphadenectomy is feasible for cervical
cancer treatment, however, due to limited cases, the safety needs further postoperative follow-up
and more data to evaluate.
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Laparoscopic nerve sparing radical hysterectomy and lymphadenectomy in patients with
cervical cancer

Andreas Kavallarist, Dimitrios Zygouris?!

1St. Luke's Hospital- Thessaloniki, Gynecology, Thessaloniki, Greece

Background

Survival of patients with cervical cancer stage IB - IIA is highly variable and is affected by multiple
risk factors, such as tumor size and lymph node metastases. We evaluated the outcome after
surgical treatment and survival of patients who underwent laparoscopic radical hysterectomy and
pelvic and para - aortic lymphadenectomy.

Methods

In time period of 1/2011 to 02/2018 54 patients with cervical cancer stage IB - IIA underwent
laparoscopic radical hysterectomy and pelvicandpara-aor t i ¢ at Sitalin Lukeds
Thessaloniki, Greece and at Mother and Child Medical Centre in Nikosia, Cyprus. Preoperatively

all patients had undergone clinical staging and MRI for the evaluation of lymph node status.

Results

44 patients with stage IB and 10 patients with stage IIA disease underwent laparoscopic radical
nerve sparing radical hysterectomy and pelvic and para - aortic lymphadenectomy. The average
number of lymph nodes was: pelvic 19 (15 - 28) and para - aortic 18.2 (15 - 25) and the average
tumor size 5.25 cm (4.5 - 8). No patient had any major complication and the mean blood loss was
172 ml (100 - 300 ml). Patients were mobilized the first postoperative day and the catheter was
removed on the third postoperative day with residual urine volume less than 50 ml. The mean
follow-up is 48 months (3-86). The recurrence rate was 7,4 % (4 pts) and the mortality rate was
3,7 % (two patients die after local recurrence and distance metastasis) .

Conclusions

Laparoscopic nerve sparing radical Hysterectomy with pelvic and paraortic lymphadenectomy is
feasible and safe in patients with cervical cancer St. £ dt t If offers oncological safety and the
advantages of laparoscopy and nerve sparing technique. Furthermore the patients are able to
receive adjuvant therapy directly without losing valuable time in postoperative recuperation.

h
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Subjective validation of pregnancy sheep model to resolve amniotic band constriction in a
fetoscopy course

Laura Correa-Martin!, Francisco Miguel Sanchez-Margallo!, Belén Moreno-Naranjo?, Idoia Diaz-
Guemes Martin-Portugués?, Vuletin Fernando?, José Luis Peir6*

IMinimally Invasive Surgery Center Jesus Usoén, Laparoscopy, Caceres, Spain

2Minimally Invasive Surgery Center, Laparoscopy, Caceres, Spain

SCatolic University Hospital, Paedriatic Surgery, Chile, Chile

4Cincinnati Children’s Hospital Medical Center, Fetal Surgery, Cincinnati, USA

Background

Amniotic band constrictionis a congenital disorder caused by entrapment of fetal parts (usually a
limb or digits) in fibrous amniotic bands while in utero. The objective was to subjectively validate
the pregnant sheep as an experimental model for the resolution of constrictive amniotic band
training in fetoscopic surgery.

Methods

Once the course was accredited by the Ethical Committee of animal experimentation Merina 90
days pregnant sheep (average weight 50-60 kg) were used. Data included in the present study
was obtained from 8 consecutive editions of our Training Course on Fetoscopy and Updates of
Fetal Surgery from 2012 to 2017. The participants are trained to perform a model of amniotic
band in the fetal lamb and its posterior resolution by fetoscopy. At the end of the course, attendees
subjectively assessed a total of 6 questions in terms of the animal model used. They also globally
rated the usefulness of the pregnant sheep model on a 1-10 points scale.

Results

A high/very high score was obtained on evaluation fulfilled by the attendants about the different
features and techniques of the program (>3 of 5 points). In a more comprehensive way, the
pregnant sheep was very positively ranked (9.61+0.51 points) as an animal model.

Conclusions

The pregnant sheep and fetal lamb used as an animal training model showed a high subjective
validity. Further objective validation studies should be carried out to be definitely considered as a
useful model for the practice in fetoscopy training programs prior to human clinical application.
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A case series of caesarean section scar and cervical ectopic pregnancies between 2015-
2017

Laura Nieder?, Jirgen Hucke!

1Agaplesion Bethesda Krankenhaus, Gynakologie und Geburtshilfe, Wuppertal, Germany

Background

Cervical ectopic pregnancy (CEP) and caesarean scar ectopic pregnancies (CSEP) are rare yet
they are associated with significant morbidity and mortality. Their incidence is rising T in the case
of CSEP possibly due to increased number of caesarean sections performed. Additionally this rise
in detection may be confounded by the increased utilisation of ultrasound examinations in early
pregnancy. To date there is no consensus on the optimal management of these pregnancies.

Methods

This is a retrospective observational study from January 2015 until December 2017. Cases were
identified using the ICD coding from our hospital records and then clinical and operative notes
were reviewed.

Results

Four cases CEPs and two cases CSEPs were found. Mean age of patients was 36 years (range
26-41), mean gravidity was 3 (range 1-5) and mean parity was 1,3 (range 0-3). All patients had a
risk factor associated with their respective ectopic pregnancy. In the case of the CEPs three (75%)
had at least one previous D&C and one (25%) underwent insemination. Patients with CSEP had
at least two previous caesarean sections. All patients presented typically with vaginal bleeding.
Five patients (83%) were treated with hysteroscopic resection alone. In this group four had a CEP
and one a CSEP. A 12 degree operative hysteroscope using monopolar energy with
Sorbitol/Mannitol solution was used for all these patients following diagnostic hysteroscopy under
NaCl 0,9% insufflation. There were no intraoperative complications for any patient. Mean
gestational age in this group was 6 weeks (range 5-8). Mean haemoglobin drop was 0,98 mg/dL
(range 0,1-1,5 mg/dL). Patients were discharged on the first or second post operative day and
required no further hospital care.

The remaining one case presented at 11 weeks gestation with a live CSEP bleeding heavily. Initial
diagnostic hysteroscopy was performed. The proximity to the bladder and the significant size of
the pregnancy led to switching to laparoscopic injection of potassium chloride into the gestational
sac with subsequent systemic Methotrexate administration of a total of four doses of 1 mg/kg in
conjunction with folinic acid. Haemoglobin drop was 2,0 mg/dL. Hospital stay was four days.
Follow up occurred over three months. After three months the B-HCG was zero. On ultrasound
the pregnancy had completely resolved.

Conclusions

To our knowledge this is the largest case series of CEP and CSEP where five patients received
hysteroscopic resection alone without administration of any vasoconstrictive agents. No further
systemic medical treatment or interventional radiology measures were required. We believe that
hysteroscopic resection alone is safe and sufficient when performed by an experienced surgeon in
the hospital setting. However, as the more advanced case of CSEP illustrated, flexibility in
combining medical and surgical treatment must be guided by the clinical scenario and potential
risk to the patient.
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Robot-assisted laparoscopic uterine reconstruction of a rudimentary horn with a
unicornuate uterus

Xiaoyan Tang?!, Xuyin Zhang?!, Songping Liu?, Yan Ding?, Keqin Huatl

1Obstetrics and Gynecology Hospital of Fudan university, Department of Gynecology, shanghai,
China

Background

To demonstrate a novel technigue of robot-assisted laparoscopic uterine reconstruction of a
rudimentary horn with a unicornuate uterus in a 13-year-old girl.

Methods

A 13-year-old girl with a non-communicating uterine rudimentary horn.

The patient had her first menstruation at 11 years old with progressive severe dysmenorrhea.
Ultrasonography showed a duplication of the uterus which called an accessory and cavitated
uterine mass, a left ovarian cyst and some pelvic liquid. Medical treatment was initiated with
traditional Chinese medicine. Magnetic resonance imaging showed a left noncommunicating
rudimentary horn (5.3x2.5%4.5cm) with a unicornuate uterus (3.1x3.0x2.2cm), a left ovarian cyst
(12.5x11.0%x9.1cm) and together with lack of left kidney. A primary gynecological examination
showed a single cervix without vaginal malformation. After serious evaluation, we decided to
perform a robot-assisted laparoscopic left ovarian cystectomy and uterine reconstruction. The
surgery was conducted with a da Vinci system (Intuitive Surgical Inc., Sunnyvale, CA, USA). Five
trocars were applied as follows: one 12-mm camera trocar, two 8-mm ancillary robotic trocars
placed bilaterally (approximately 8-10 cm away from the camera port and 30 degrees below it to
avoid the collisions between the robotic arms), and two 5-mm assistant trocars. After conventional
left ovarian cystectomy, the left broad ligament was fenestrated and round ligament of left
rudimentary horn was resected to in order to push the rudimentary horn closer to the unicornuate
uterus. The two uterus were incised medially until into their cavity. Suturing the corresponding
margins together, and uterine reconstruction was completed with enlarged cavity.

Results

Following three months of gonadotrophin-releasing hormone (GnRH) analogue therapy, the
patient reported regular menstrual cycles, without dysmenorrhoea.

Conclusions

A novel uterine reconstruction without removal of the uterine rudimentary horn is feasible with
satisfactory.

https://player.vimeo.com/video/269882078?autoplay=1
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Case report: laparoscopic excision of a symptomatic caesarean section scar niche.
Sioned Powelll, Anita Nargund?, Sophie Gregory?

1Royal Gwent Hospital, Obstetrics and Gynaecology, Newport, United Kingdom

2Royal Gwent Hospital, Medical Photography, Newport, United Kingdom

Background

A niche is a defect within the lower segment of the uterus following improper healing following
caesarean section. This complication is likely to be seen more commonly as a consequence of
high rates of caesarean section deliveries. Symptoms associated with the presence of a niche
includes pain and irregular bleeding. Niche repairs can be performed laparoscopically or
hysteroscopically.

Methods

Case:

34 year old lady with a history of 2 caesarean sections presented with pelvic pain, dysmenorrhea,
and loss of brown discharge following menstruation. Ultrasound showed a 18mm spherical cystic
area in the caesarean section scar.

The video demonstrates laparoscopic excision, drainage, and closure of a cystic area associated
with the niche at the site of the caesarean section scar. A hysteroscopy was performed initially,
and the defect was highlighted by trans-illumination. The uterovescical fold was opened and the
bladder deflected away. The niche was identified and incised, and clear fluid was seen draining
from the cystic area. The defect was closed by laparoscopic suturing.

At one month, the patient reports a significant improvement in her symptoms post-operatively.
Conclusions

A laparoscopic approach for the management of a symptomatic niche can be safe and effective.
The associated gynaecological symptoms can impact quality of life significantly, and there is an
association with greater risk of obstetric complications including scar dehiscence, abnormal
placentation, and scar ectopic pregnancy. The gynaecologist should therefore be alert to the
possible presence of a niche, and could consider laparoscopic repair as the procedure of choice.

https://player.vimeo.com/video/271958292?autoplay=1
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Pregnancy in scar is an abnormal intrauterine pregnancy rather than extra uterine
pregnancy

Nissim Arbib?, Oshrat Ravivl, Merav Sharvit!, Meir Pomeranzt, Ron Schonman?, Zvi Kleint
1Sackler School of Medicine- Tel Aviv University- Tel Aviv- Israel.,

Department of Obstetrics and Gynecology- Meir Hospital- Kfar Saba- Israel, Kfar Saba, Israel

Background

Cesarean scar pregnancy (CSP) is a rare form of an ectopic pregnancy (EUP). Due to an
objective measurement one can raise a question whether a CSP is a real EUP or an abnormal
form of intrauterine pregnancy

Methods

A retrospective study in which we compared CSP pregnancy to tubal EUP in a ratio of 1:2
between the years 2015-2017. Data collected from the medical record

Results

10 patients which were treated for CSP were compared with 20 patients diagnosed with EUP.
There was no difference in GA at diagnosis. The CSP group had a significantly thicker
endometrium, mean 14.3 mm vs.8.3 mm in the EUP group (p=0.002). bhCG level were
significantly higher in CSP compared with the EUP group (p=0.002). EUP group were significantly
younger (p=0.029), and had lower parity (p=0.038) than CSP group. In the EUP group 20% had
previous EUP compared with none in the CSP group.

Conclusions

bhCG level and endometrial thickening parameters in CSP patients are highly different from EUP
patients. This finding suggest similarity between CSP patients to patients with normal intrauterine
pregnancy
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A multimodal approach to the surgical management of a 34 week sized fibroid uterus
Peter Thiel, Darrien Rattray!, Marielos Pinedal, Cornel Smith?, John Thiel

lUniversity of Saskatchewan, Obstetrics and Gynecology, Regina, Canada

Background

A 34 year old nulligravid woman desiring fertility preservation referred with worsening symptoms of
heavy bleeding, urinary frequency, and pelvic heaviness. A 34 week sized multiple fibroid uterus
was confirmed with ultrasound and MRI. A preoperative MRI was completed to aid in surgical
planning. It showed multiple fibroids, the largest measuring 17.4 x 11.1 x 18.1cm (FIGO type 7), it
was connected to the fundus by a 7 x 13cm stalk.

Methods

A conservative, multimodal approach of laparoscopy, hysteroscopy, and radiofrequency ablation
with post-operative medical management is demonstrated. A total of six fibroids were resected
laparoscopically, one hysteroscopically, and five were treated with Acessa®. A vessel sealing
device was used to amputate three type 7 fibroids following transabdominal injection of a dilute
vasopressin solution. Three FIGO type 4 fibroids were encountered deep to the stalk of the large
fundal fibroid and were resected using monopolar energy and blunt dissection. This incision was
closed with suture in three layers. Laparoscopic volumentric radiofrequency ablation (Acessa®)
was then used to treat five FIGO type 4 fibroids located in the posterior lower uterine segment.
The Acessa® procedure was utilizedinordert o reduce uterine trauma
for fertility. A single 5 cm FIGO type O fibroid was resected from the uterine cavity using a
hysterscopic tissue removal system (MyoSure XL®).

Results

The patient was given a three month course of ulipristal acetate following the surgery and was
symptom-free at a six week follow-up. MR imaging completed 6 weeks post-operatively showed a
large reduction in the overall size of the remaining fibroids treated with radiofrequency ablation
and ulipristal

Conclusions

This video shows the importance of individualizing surgical approach and using a multimodal
approach based on a patientdés fertility desi

https://player.vimeo.com/video/269119413?autoplay=1
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Management of cesarean scar pregnancy: a retrospective study

Perrine Capmas?!, Asma Mahmood?, Herve Fernandez?!
1Hopital Bicetre, Gynecologie, Le Kremlin Bicetre, France

Background

Management of cesarean scar pregnancy is not consensual. There is many options described
mainly in cases report or cases series and in recent litterature review. However, number of cases
are always scarce and evaluation of subsequent fertility is often missing. Subsequent fertility is the
main goal for these women.

The objectives of the management of cesarean scar pregnancies is an effective management
avoiding massive haemorrhage, uterine rupture and allowing conservative management to make
possible subsequent pregnancies.

Aim of this study is to report diagnosis and standardized management of cesarean scar pregnancy
and to evaluate subsequent fertility

Methods

This retrospective study took place in the gynecologic department of a teaching hospital between
2010 and 2015. It includes 21 consecutive women with a cesarean scar pregnancy. A medical
management was prefered anytime when possible. The type of management was evaluated such
as recovery time and subsequent fertility.

Results

Nineteen women (81%) were managed medically with in situ 1mg/kg methotrexate injection on
day O followed by an intramuscular 1mg/kg methotrexate injection on day 2. Sixteen of them had
also 600mg of Mifepristone because of a progesterone rate higher than 9ng/ml. The two others
had a surgical management by hysteroscopy. Two women out of twenty one had hard bleeding
complications managed by embolisation for one and laparotomic internal iliac ligation and scar
suture for another. One septic complication occured following the management of cesarean scar
pregnancy. The mean recovery time was 56.95 days (8 weeks of gestation). Fourteen women had
operative hysteroscopy for retained product of conception 18 weeks after medical management.

Five women with a pregnancy desire were pregnant in a mean time of 18 months after
management of cesarean scar pregnancy. No recurrence of cesarean scar pregnancy was
reported.

Conclusions

Medical management by the described protocol seems safe and efficient, leading to intrautrine
pregnancy for all the women who still want to conceive.
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Time interval between myomectomy and conception: a case series reviewing obstetric
outcome

Laura Nieder?, Jirgen Hucke!

1Agaplesion Bethesda Krankenhaus, Gynakologie und Geburtshilfe, Wuppertal, Germany

Background

Myomectomy is frequently performed to preserve or enhance fertility. Both laparoscopic and open
approaches are well established surgical techniques. Various studies have looked into the
outcome of myomectomy in terms of fibroid characteristics, surgical technique and outcome. In
Germany, patients are advised to delay pregnancy for three months after the procedure. In
comparison to caesarean section, the time interval between myomectomy and conception as an
independent factor for pregnancy outcome has not yet been sufficiently researched

Methods

This is a retrospective observational study of patients who underwent myomectomy and
subsequently delivered in our unit between 2009-2017. Patients were identified from the birth
register and their operation notes, histology report and subsequent delivery notes were reviewed.

Results

Data was collected and analysed using Microsoft Excell software.

38 patients were identified with a mean age of 34 years (Range 22 i 44). 66.7% (N=28) were
Nulligravida, 50% (n=19) cases underwent laparoscopic myomectomy with single layer closure
using polygalactine-acid suture and 50% (n=19) underwent open myomectomy with two layered
closure using the same suture material. No intraoperative or immediate post operative
complication occurred in both groups. The mean number of fibroids resected was 5,4 (Range 1-
39) with a mean weight of 147 g (Range 9,2-1100g). Spontaneous conception occurred in 68% of
cases (n=26), 16% patients (n=6)(16%) conceived after IVF treatment and a further 16% (n=6)
received fertility treatment other than IVF. The mean time interval between the myomectomy and
pregnancy was 10,5 months (range 1-60 months). 16% of patients (n=6) conceived within three
months of myomectomy . One case from this group deliverd at 32 weeks gestation bay
emergency caesarean section following preterm labour and uterine rupture. 24% (n=9) conceived
between four and six months. In this group no pregnancy related complication was identified and
all patients delivered at term . 60 % of patients (n=23) patients conceived after 6 months. In this
group, one patient was delivered by urgent caesarean section following preterm labour and
placenta accreta at 36 weeks gestation. Regarding the mode of delivery 70 % (n=28) delivered by
caesarean section of which 18 were delievered by elective cesarean section.

Conclusions

To our knowledge there are no studies specifically addressing the time interval between
myomectomy and conception as an independent risk factor for adverse pregnancy outcome, while
the surgical approach, suturing technique, number and location of fibroids resected have been
thoroughly investigated as independent factors for pregnancy outcome. Limitations of this

study are the small sample size and the retrospective design. Further well designed studies are
needed to address this important question.
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Laparoscopic large cervical fibroid excision in the virgin patient

Cagri Gulumser?!, Meltem A Sonmezer?, Emre Sukur?, Coskun Simsir3, Murat Sonmezer?
lUniversity of Health Sciences, Obsterics and Gynaecology, Ankara, Turkey

2Ankara University, Obstetrics and Gynecology, Ankara, Turkey

SLiv Hospital, Obstetrics and Gynecology, Ankara, Turkey

Background

A 17 year old virgin patient, she was seen in our clinic with complaints of severe menstrual
bleeding and pelvic pain. Gynecological examination and transvaginal ultrasound examination
were not performed because of the patient's virginity. Abdominal ultrasonography results showed
cervix localized at cervix with the diameter of 8x7cm. She was opted laparoscopic excision of
fibroid.

Methods

In order to see posteriorly located large fibroid, retraction suture to the uterus was performed.
During the laparoscopic myomectomy due to the size of the fibroid and the proximity to the
cervical os, anterior vaginal fornix was open very carefully to see the exact location of cervix.
Because there was a high risk of damage to the cervix during removal of fibroid and even the risk
of amputation of the cervix in virgin patient.

Results
The cervical fibroid was removed using morcellator.
Conclusions

We believe that this case is important in terms of approaching the risk of irreversible fertility
problems as a result of cervical damage and even accidental full amputation of cervix during
laparoscopic cervical large myomectomy

https://player.vimeo.com/video/269965088?autoplay=1
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Virtual Reality (VR) technology : Does large viewing angle from a head-mounted-display
(HMD) improves laparoscopic surgery outcomes?

Parveen Verasingam?

lAiredale General Hospital, Obstetrics and Gynaecology, Keighley, United Kingdom

Background

Contrary to widespread belief , VR technology has been used in surgery for the last decade. The
Da Vinci robot is essentially a VR headset attached to a console and it allows the surgeons to
perform deliccate laparoscopic surgery with the assistance of robotic arms.

The Da Vinci system utilises the three-dimensional headset technology allowing the surgeon to
view surgical field in great detail and clarity. Typically, laparoscopic surgery is viewed on a 32 inch
high definition monitor with a viewing angle of 60 degrees whereas the Da Vinci system offers a
viewing angle of more than 100 degrees.

We wanted to investigate whether the utilisation of VR headset ( Head-mounted display, HMD)
results in enhanced surgical performance and reduced errors compared to conventional
laparoscopic monitors.

Methods

We have developed a modular laparoscopic training simulator capable of utilising HMD and
conventional laparoscpic monitors. We have selected 3 different monitors 1 15 inch, 21 inch and
HMD to reflect varying viewing angle.

Fifty four surgeons (registrars and consultants) completed a validated laparoscopic task in 3
different monitors. Duration of the task, travel distance of graspers and mistakes were recorded.

Results

The larger the viewing angle of the monitor, the less mistakes are performed and movement of the
graspers were more economical as well highlighting the advantages of HMD.

Conclusions

HMD technology has the potential to replace conventional laparoscopic monitors and act as an
intermediary between total robotic surgery and conventional laparoscopic surgery.
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Stretching the borders of laparoscopy: urgent laparoscopic surgeries in the late third
trimester

Moran Shapiral, Hadeel Wattad!, Roy Mashiach?, Motti Goldenberg?, Shlomi Cohen?
1sheba medical center, Obstetrics and gynecology, Ramat Gan, Israel

Background

Laparoscopic management of acute abdominal pain in the late third trimester of pregnancy
remains controversial with limited data regarding procedure safety and feasibility. The purpose of
this study is to investigate the feasibility, immediate complications and the short term outcomes of
laparoscopic surgery during the third trimester of pregnancy, including assessment of the risk for
preterm delivery and intra uterine fetal demise (IUFD).

Methods

The clinical data of all patients who underwent laparoscopic surgery between 27-39 weeks of
gestation in the Sheba Medical Center between January 2010 and July 2017 were collected and
retrospectively analyzed.

Results

Urgent laparoscopic surgery was performed for 12 patients during third trimester, the estimated
gestational age of the patients undergoing laparoscopic surgery was 27 to 39 weeks all of them
were singleton pregnancies. Laparoscopic surgeries included seven appendectomies, four
adenxal torsion release; three of them with cyst aspiration/ cystectomy, and one diagnostic
laparoscopy. There were no complications related to the access for any of the 12 laparoscopic
surgeries .The laparoscopic surgery procedure was successfully completed for 11 patients, only
one laparoscopic appendectomy for perforated acute appendicitis with purulent peritonitis at 30
weeks of gestation was converted to laparatomy because of diminished space. Delivery data were
available for ten patients, only one patient had preterm labor at 35 weeks of gestation 6 weeks
after laparoscopic appendectomy, because of bleeding placenta previa with suspected placental
abruption. None of the cases were complicated with intra uterine fetal demise

Conclusions

Our results demonstrate that laparoscopic surgery for appendectomy and adenxal pathology is
feasible and can be safely performed during late third trimester with minimal risk for the patient
and the fetus.
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Total laparoscopic hysterectomy in patients with deeply infiltrating and severe
endometriosis

Athanasios Protopapas?, loannis Chatzipapas?, Stavros Athanasiou!, Themistoklis Grigoriadis?,
Nikolaos Kathopoulis?, Dimitrios Loutradis?

1Alexandra Hospital, 1st University Department of Obstetrics and Gynecology, Athens, Greece

Background

to present our experience in the management of patients with deeply infiltrating (DIE) and severe
endometriosis (SE) treated with total laparoscopic hysterectomy (TLH), and discuss the difficulties
encountered during this procedure when performed in severe forms of this disease.

Methods

we included 14 patients aged 41-46 years. Eleven cases had DIE and 3 SE (ASRM Stage V) with
complete obstruction of the pouch of Douglas. Of these, 11 cases had 2-3 previous surgeries for
recurrence of endometriosis or severe pain symptoms. In 3 cases TLH was performed for other
main indications (fibroids, endometrial hyperplasia).

Results

the mean size of the DIE nodule was 2.4cm (range: 1.3-4.2).The median duration of the procedure
was 216 minutes (range: 168-390). In 13/14 cases (92.9%) it was completed laparoscopically.
One patient with a 4cm nodule and extensive diffuse adenomyosis was laparo-converted to
perform a type Il radical hysterectomy due to inadequate uterine mobility. In all cases the DIE
nodule was removed with the shaving technique, and its removal preceded TLH. To safely
conclude the procedure, the ureter was dissected unilaterally in 100% and bilaterally in 85.7%,
and the pararectal fossa in 100% of cases, respectively. Clipping of uterine arteries and of major
branches of internal iliac vessels were performed in 64.9% and 7.2%, respectively. In 2 cases the
hypogastric nerve was divided unilaterally, and 3 cases were transfused. No injuries of the urinary
tract occurred. Two patients had postoperative bladder dysfunction, and one of these also bilateral
temporary apraxia of the peroneal nerve.

Conclusions

TLH in patients with DIE and SE is a demanding and technically challenging procedure. Detailed
knowledge of the retroperitoneal anatomy and extensive laparocopic experience are of paramount
importance to avoid serious complications.
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Huge uterine niche
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Background

Uterine niches are thinned out myometrium at the site of a previous uterine incision. Most
commonly, they follow caesarean section, and hence are presumably displaying a rising
incidence, with the world-wide rising CS rates. We present a case of a very large uterine niche, the
largest we have ever encountered. We have also ran a literature search, but found none as large.

The patient was a 36 years old lady, with history of 2 previous unremarkable CS deliveries. Two
years following the last, she started complaining of symptoms suggestive of uterine niche, for
which she was investigated and the diagnosis confirmed.

She then underwent an open repair of the niche, but only a few months later, the symptoms
recurred. She still sought surgical repair, that was done laparoscopically in the second time, but
re-recurrence of complaints ensued.

Methods

Hysteroscopy revealed the double-cavity sign suggestive of niche. But it was a very large supra-
cervical cavity. Laparoscopy was done revealing utero-vesical adhesions overlying a lower
segment large bulge. Utero-vesical adhesiolysis exposed a large uterine niche, that was measured
by a graded Nelaton tube. The dimensions were 6x5x5 cm. Concomitant hysteroscopy was
performed eliciting a trans-illumination signal that confirmed the diagnosis of uterine niche.
Excision of the unhealthy scarred uterine tissue was performed until the healthy edges were
reached.

Then the large ensuing defect was sutured in 2 layers by a 0-metric polyglactin suture.
Results

After laparoscopic repair, the patient was prescribed menstrual suppression for 3 cycles. For up to
12 months follow up, the patient remained symptom-free.

Conclusions

Timely identification and proper repair using sound surgical techniques spares our patients the
suffering of persistent or recurrent symptoms and the agony of repeated improper surgical
procedures.

https://player.vimeo.com/video/269890776?autoplay=1
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Laparoscopic excision of Accessory Cavitated Uterine Mass (ACUM).
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Background

ACUM is a rare congenital uterine abnormality arising from a defect in the developmental process
of the Mullerian ducts. They are characterised by the presence of functional endometrium within a
non-communicating uterine cavity and an otherwise normal uterus and adnexae. The latter
differentiates them from other classic Mullerian congenital abnormalities.

We present the case of a 19 year old patient with 6 months history of severe dysmenorrhoea and
pelvic pain not responding to hormonal treatment.

Methods

Transvaginal ultrasound scan demonstrated a cystic haemorrhagic lesion at the left lateral border
of the uterus. MRI suggested a 3cm blood filled lesion on the left side of the uterus consistent with
cystic adenomyoma.

On hysteroscopy, the endometrial cavity was arcuate with normal tubal ostia. Laparoscopy
demonstrated a 3 cm bulge to the left uterine border below the round ligament. Both andexae
were normal arising from the uterine body in the conventional way suggesting of a non-
communicating accessory uterine cavity.

She underwent laparoscopic excision of the lesion. The myometrium was infiltrated with 10ml of
diluted argypressin. The plane of dissection was established with difficulty due to the adenomyotic
nature of the tissue. The lesion was excised from the lateral uterus and the myometrium and broad
ligament peritoneum was closed with vicryl sutures.

Results

The patient was discharged the same day. Histology confirmed cystic adenomyosis with dilated
endometrial glands. At the 4 month follow up, she reported mimimal dysmenorrhoea.

Conclusions

ACUMs should be considered as a cause of pelvic pain in young patients presenting with severe
pelvic pain. A high index of suspicion is necessary as these lesions can be mistakenly thought to
be degenerative fibroids or classic adenomyosis that are both not common in very young women.
Correct diagnosis is essential as response to medical treatment is poor and only surgical resection
of the mass will confer symptom resolution.

https://player.vimeo.com/video/269480320?autoplay=1
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Needleoscopy for ovarian cyst enucleation: report of the first 15 cases
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Background

The objective of the study is assessing the safety and feasibility of laparoscopic benign ovarian
cyst enucleation with novel 2.4 mm needleoscopic instruments.

Methods

in this prospective single-institutional clinical trial we report the first clinical application of this
Percutaneous Ultra-Minimally invasive Approach (P.U.M.A) in gynecology in a series of 15
patients treated for ovarian cysts at the Depar
Hospital.

Results

The median patient 0s eamE 22aesgecti®MIThewnediar oplrative yireea

and estimated blood loss were 55 minutes (range 351 90 minutes) and 35 mL (range 07 80 mL),
respectively. No accidental injuries at the trocar site neither intraoperative complications were

observed. The median postoperative VAS score was 3 at 2 hours, 5 at 12 hours, and 2 at 24

hours. Al patients were discharged on da-point. T
scale, was 9 (range 7-10), measured at 30-days postoperative follow-up.

Conclusions

The use of 2.4 mm needleoscopic instruments for ovarian cyst laparoscopic enucleation is feasible

and safe, with good results in terms of surgica
Further studies are needed to establish whether this approach can offer any additional benefits

over other ultra-minimally invasive techniques.
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Frozen pelvis with para-rectal dissection of deep infiltrating endometriosis
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Background

Deep infiltrating endometriosis is a multifaceted disease with an array of debilitating symptoms.
Medical therapies have a limited role in the management of this condition and so surgery remains
the mainstay of treatment.

Methods

We present the case of a 39 year old patient with a 6 month history of lower abdominal pain,
bloating and pain on defecation. She was also experiencing deep dyspareunia and secondary
infertility.

Her previous surgeries performed in Italy included an emergency Caesarean section, laparoscopic
right ovarian cystectomy and subsequent laparoscopic drainage of a left tubo-ovarian abscess.

A pelvic MRI scan revealed small bilateral endometriomas tethered to the posterior aspect of the
uterus.

Although imaging did not suggest endometriosis infiltrating the bowel, in view of her previous
pelvic infection together with her symptoms significant adhesions were anticipated.

Results

Laparoscopy was performed following bowel preparation and a frozen pelvis was encountered.
Endometriotic plaque was identified in the recto-vaginal septum.

We demonstrate careful pelvic dissection of a completely frozen pelvis including bowel and para-
rectal fossa for excision of endometriosis resulting in restoration of normal anatomy.

There were no intra or post-operative complications. The patient made an excellent post-operative
recovery and was discharged home the following day.

Conclusions

Post-operatively there was significant improvement in the patient's symptoms and she is currently
trying to conceive.

Complete excision of deep endometriotic plaques and nodules is possible and indeed essential for

symptomatic women. It is best carried out in centres of excellence where the required experience
and expertise is available.

https://player.vimeo.com/video/269859665?autoplay=1
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Correlation of CT Colonography and intraoperative findings in large rectosigmoid deep
infiltrating endometriosis.
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Background

Endometriosis affects 10% to 15% of the female population of childbearing potential.
Endometriosis of the bowel affects more than 20% of patients with deep infiltrating endometriosis.
Various techniques are used in the preoperative diagnostics, such as ultrasound , MRI,
colonoscopy.

There is limited data regarding the usefulness of CT Colonography, known as Virtual colonoscopy.
Despite a number of papers regarding this topic, the technique has not been widely adopted. The
objective was to evaluate the correlation between CT Colonoscopy and intraoperative
laparoscopic findings based on two cases of rectosigmoid DIE, managed in two different manners.

Methods

CT Colonography consists of two CT scans (upright and face down) after insufflating the colon
with air. The acquired images are reconstructed to obtain a complete 3D image of the colon, with
detailed views of the bowel wall. This technique identifies large rectosigmoid lesions, with
indication of their approximate size and precise location. The advantage of this technique lies in
the substantially limited bias caused by bowel peristalsis.

Results

Two patients with suspected rectosigmoid DIE have undergone CT Colonography, showing the
presence of large lesions protruding into the bowel lumen. Patients have been qualified for
laparoscopic surgery i with findings consistent with imaging results. Patients have been managed
using two different techniques i segmental resection/stapler reanastomosis, and large discoid
excision with Connell suture reanastomosis. Both patients remain symptom-free (observation
period of 18 and 12 months, respectively).

Conclusions

Although Ultrasound and MRI imaging are considered the methods of choice in the diagnostics of
bowel endometriosis, CT colonography may be an alternative for lesions that are not sufficiently
visualised. It is even advocated that CT Colonography may be superior to MRI in cases of cul-de-
sac obliteration with bowel involvement. Also, considering the still better availability of computed
tomography, CT Colonography may prove useful in the preoperative diagnostics of rectosigmoid
DIE.

https://player.vimeo.com/video/269957915%autoplay=1
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A Case Report of Anti-N-Methyl-D-Aspartate Receptor Encephalitis: A Multidisciplinary
Approach to Treatment
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Background

Our patient is a 24-year old, healthy, single, nulligravid, with no co-morbidities from Metro Manila,
Philippines who presented with acute severe, non-productive cough followed by seizure episodes.
She was admitted and managed in a tertiary government hospital with an initial diagnosis of viral
versus an autoi mmune type of encephalitis. Desp
persisted and bizarre behavior were suddenly noted. The latter consisted of glaring stares, sudden
loud laughs, lying on the floor, rolling over and throwing things. A differential diagnosis of a
paraneoplastic autoimmune encephalitis was entertained. Further work-up included whole
abdominal and transrectal ultrasound which showed a right benign ovarian tumor. Antibody titers
for anti-NMDA in CSF taken, showed a positive result, confirming the diagnosis of an Anti-NMDA
Encephalitis. Since anti-NMDAR encephalitis is an immune response, the goal of treatment is to
reduce the concentration of the anti-NMDAR antibodies. The patient was given coriticosteroids to
reduce inflammation and intravenous immunoglobulin (IVIg) treatment to boost the immune
response. Part of the treatment also includes tumor removal. Hence, the patient underwent a
laparoscopic right oophorectomy with frozen section under general endotracheal anesthesia.
Frozen section and histopathology results revealed a mature cystic teratoma. On the third day
post-op, she exhibited normal behavior with progressive and rapid recovery of neurologic function.
She became oriented, seizure-free and with no behavioral irregularities.

Methods
N/A

Results

N/A

Conclusions

For cases with dilemmas in diagnosis and treatment process elimination of the possible etiology in
cases like these is very important for the timely intervention and ultimately excellent outcome.
Presentation of this case may help increase awareness and provides practical guidance for the
general gynecologist with the knowledge of the association of this autoimmune paraneoplastic
encephalitis with ovarian teratoma.

https://player.vimeo.com/video/268613914?autoplay=1
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Surgical approach of rectovaginal and low rectum endometriosis with protective ileostomy
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Background

Recto-vaginal endometriosis consists of endometriotic nodules within the connective tissue
between the anterior rectal wall and the vagina, in which the fibrotic component is prevalent. We
are developing at our department the 3D sonovaginography to access rectovaginal area, what
helps to accurately identify such lesions.

In rectovaginal endometriosis excision of the nodule is the proper solution: in the most complex
cases, when rectal wall is involved, resection of the affected intestinal tract may be necessary.
Several authors support the role of surgery as first-line treatment.

The decision to perform a laparoscopic segmental colectomy is taken under the following
conditions: (1) large direct full-thickness trauma too extensive to be sutured; (2) extensive lesion to
the bowel wall musculature in the absence of full-thickness damage but with impact on
functionality; and (3) extensive lateral dissection compromising the bowel wall vascularization
and/or innervation. In literature, controversy exists with regard to bowel resection.

A defunctioning loop ileostomy is performed only when there are sutures on the vagina, the
rectum, and the ureter/bladder. It may be averted in low anastomosis, less than 5 cm from the anal
border. An omentoplasty to protect the pelvic sutures is not performed routinely. Complications,
such as anastomotic leakage or rectovaginal fistula, after bowel resection and anastomosis can
occur.

Methods

The aim of this study is to report a case of rectovaginal and low rectum endometriosis with
protective ileostomy. A consent form was applied to the patient.

Results

NFL, 36 years, caucasian, with 1 vaginal delivery and no comorbidities. Main complain is severe
dysmenorrhea for 8 years with progressive worsening associated with deep dyspareunia. She has
regular menstrual cycles and no gestational desire. At specular examination it was identified a
purple lesion with irregular surface bulging from posterior vaginal fornix up to 1/3 superior of the
vagina, ant at vaginal touch, a painful and hardened lesion in posterior vaginal fornix of
approximately 2.5cm was felt.

A 3D sonovaginography to access rectovaginal area was performed identifying rectovaginal
septum adhered with a low rectum lesion of 4.2x1.8x3.1cm; thickening in the uterosacral
ligaments: right of 6.6cm and left of 8.6cm; lesion on rectum of 5.7x0.8x2.3cm compromising
submucosa 4cm away from the anal border

Pos opertive mesures included metronidazol for 48h and ceftriaxone for 5 days, oral liquids after
24h of the procedure. The diet developed for pasty, light and general on consecutive days and she
was dismissed in 5 days after the procedure.



Conclusions

Ultrasonography has high sensitivity for the detection of deep endometriosis, mainly this the 3D
technique. In case of low rectum lesions, protective ileostomy is an option to avoid complications.

https://player.vimeo.com/video/272662127?autoplay=1
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Acute adnexal torsion: Is immediate surgical intervention associated with a better
outcome?
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Background

To investigate whether surgery of patients with acute adnexal torsion performed within 6 hours of
emergency room (ER) admission is associated with lower rates of adnexal ischemia.

Methods

A retrospective study, conducted at two university-affiliated medical centers, assessed women
aged 15 to 45 years with adnexal torsion who presented at the ER within 12 hours of pain onset
and underwent surgery within 24 hours of ER admission. The patients were divided into 2 groups:
early, surgical intervention within less than 6 hours and late surgical intervention between 6 to 24
hours. The primary outcome was the rate of grossly appearing ischemic adnexa.

Results

220 women fulfilled the inclusion criteria. In 101 women the adnexa appeared ischemic. There
was no difference in the rate of ischemic adnexa between early and late intervention groups. (48%
vs. 40%; p=0.269). No significant association was found between the physical or ultrasonographic
findings and the rate of ischemic adnexa within each group.

Conclusions

In patients undergoing surgery for acute adnexal torsion, surgery within less than 6 of admission
hours is not associated with a lower rate of adnexal ischemia.
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Endometriosis flare up
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Background

Immune deficiencies that hinder clearance of endometriotic implants, are hypothesized in the
development of endometriosis.

Juvenile rheumatoid arthritis (JRA) is mainly diagnosed by the appearance of arthritis, along with
positive serum markers. The mainstays of treatment are non-steroidal anti-inflammatory drugs
(NSAIDs), corticosteroids, disease-modifying anti-rheumatoid drugs (DMRADS), and biological
agents. All have an immune-suppressing effect.

We present a case of a young lady who has had JRA, and she presented with an extensive form
of endometriosis, representing a possible role of the immune-deficient state on the course of
endometriosis.

Over the last year, she developed progressive abdominal enlargement due to ascitic collection.
Paracentesis was performed 3 times, but with rapid re-accumulation. Examination of the ascetic
fluid was not conclusive.

Methods

Laparoscopy was performed revealing 4000 cc of haemorrhagic ascitis.

Innumerable endometriotic spots were scattered all over the pelvis, upper and lower abdomen,
including the diaphragm. Milliary endometriotic spots were also found on the bowel, and bladder.
Both tubes and ovaries were adherent to the back of the uterus.

There was also a shortened and kinked appendix, adherent retro-caecally.

Adhesiolysis was performed, biopsies from the peritoneal and bowel nodules and appendectomy
was done. The accessible endometriotic spots were cauterized. The patient was started on
menstrual suppression by triptorelin 3.75 mg monthly injections.

Results

Histopathological examination of all lesions, including the appendix, confirmed the diagnosis of
endometriosis.

The patient experienced remarkable improvement post-operatively, up to 9 months follow up, with
no re-accumulation of ascites.



Conclusions

Endometriosis is possibly linked to impaired immune clearance of heterotopic endometrium. When
immunity is compromised, endometriosis may flare up and assume an aggressive course as seen
in this case.

This may be in favour of the immune theory of endometriosis, and may help guide the decisions of
both gynaecologists and rheumatologists dealing with similar cases.

https://player.vimeo.com/video/269905192?autoplay=1
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Laparoscopic approach for shull repair of Pelvic Floor Defects: tricks and tips
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Background

Anatomy of pelvic wall (PW) uses synergistic action of bones, muscles, pelvic fascias and
ligaments to maintain in situ uterus, vagina, bladder, urethra and rectum. Trauma, intrinsic laxity,
deliveries and age may create defect at any level of this structure effecting pelvic organs prolapse
(POP). According to the National Health and Nutrition Examination Survey, approximately 3% of
women in the United States report symptoms linked to POP. There are approximately 300,000
POP surgeries each year in the United States. Obviously, different defects make different effects
on pelvic static. In particular, vaginal suspension is guaranteed by 3 consequential levels
described by DeLancy: upper or first level secured by uterosacral ligaments (USL) and cardinal
ligaments, which suspends uterus and vaginal apex and maintains vaginal orientation respect PW;
medial or second level performed by tendinous arc of pelvic fascia, which prevents prolapse of
vaginal walls, and lower or third level made by Perineu més muscl es and | i game
urethra and rectum to the lower third of vagina. Most common defects in these three levels affect
the first one, causing apex defects of vaginal apex and hysterocele.

Methods

Suturing the apex to the high (proximal) portion of each uterosacral ligaments (USL) is more
commonly performed vaginally, although abdominal and laparoscopic approaches are suitable. As
described by Shull & al., this operation is made vaginally, as treatment for isolated apex defect or
severe hysteroceles with anterior downhill. However, this approach offers very little visualization of
anatomical landmarks, an increased risk of ureteral injury, requiring the surgeon a great
knowledge of vaginal anatomy to avoid complications. So, we tried to counter the foreseen
difficulty of vaginal approach, turning it into laparoscopy.

Results

So, we tried to counter the foreseen difficulty of vaginal approach, turning it into laparoscopy.

Conclusions

Laparoscopic approach f ordefegts affers therogpprianity to mafntaip e | v i
Aunder viewo for al/l the intervention al/|l t he f
such as the posterior compartment and ureter <co
traditional vaginal approach. So, this kind of variation, maintain a minimal invasive treatment for

POP, allowing the surgeon to choose between a vaginal standard treatment and a laparoscopic

one, pending on his attitude and choice.
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Pelvic reconstructive surgery with mesh versus Lefort colpocleisis for recurrent pelvic
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Background

To evaluate the efficacy and safety of pelvic reconstructive surgery with mesh versus Lefort
colpocleisis for recurrent pelvic organ prolapse.

Methods

Dates were retrospectively reviewed from patients with recurrent pelvic organ prolapse underwent
pelvic reconstructive surgery or Lerfort colpocleisis at a center between March 2012 and April
2017. All patients were evaluated using the Pelvic Organ Prolapse Quantification (POPT Q)
assessment. The Chinese version of the Pelvic Floor Distress Inventory Questionnaire (PFDI-20)
was used to evaluate self-perceived quality of life. The Chinese validated version of the Patient
Global Impression of Improvement scale (PGI-I) was used to assess self-perceived of success
and subjective measures of satisfaction. The Clavien-Dindo classification (CD) was used to
analyze the safety of the procedure. Chi-square and Student's t-tests were used for two
independent samples.

Results

41 patients with recurrent POP underwent surgical management, of 15 pelvic reconstructive
surgery with mesh (A group), and 26 Lefort colpocleisis (B group). There was significant difference
in the mean age (years) (61.3 (4.9) vs. 71.8 (7.3)). The total mean time to recurrence were 5.7
years, there was no difference in both groups. There was no difference in the mean operative time
(minutes) (89.2 (34.7) vs. 74.9 (21.3)) and in the mean blood loss (ml) (62 (32.8) vs. 63.4 (27.1)).
There was no intra-operative bladder lesion or rectal lesion. Postoperative urinary tract infection
(UTI) requiring antibiotics was recorded in 3 cases, 1 (6.7%) in A group, 1 (3.8%) in B group; Post-
void residual volume was noted in 5 cases, 2 (13.3%) in A group, 3 (11.5%) in B group. Minor
complications were classified as CD grade | in 13.3% of A group, as CD Il in 20% of A group, and
in 15.4% of B group. No CD grade lll, IV or V complications occurred. At a separate mean follow-
up of 46.1 months in pelvic reconstructive surgery and 33.1 months in Lefort colpocleisis, all
patitents had significant resolution of awareness of prolaspe, had < stage 2 POP-Q on
examination and high levels of satisfaction on PGI-I after surgery.

Conclusions

This study suggests that pelvic reconstructive surgery with mesh and Lefort colpocleisis are
feasible and safe for recurrent pelvic organ prolapse. Further studies with larger samples and
wide-spread evaluation are necessary.
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Laparoscopic sacrocolpopexy: where to stop the anterior dissection?
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Background

Study Objective:

To describe the anterior mesh position in relation to the blabber neck after laparoscopic
sacrocolpopexy (LSCP) and to assess a possible correlation of this ultrasound measurement with
postoperative anatomical result.

Methods

We performed a prospective cohort study including 63 women with genital prolapse operated of
laparoscopic sacrocolpopexy (LSCP). A transvaginal ultrasound was performed to all patients after
surgery with a measurement of the distance between the bladder neck, identified by the balloon of
the bladder catheter, and the caudal extremity of the anterior mesh (BMD). The stage of prolapse
was assessed with POP-Q before and 1 month after surgery. Postoperative satis- faction was
evaluated with the patient global impression of improvement score (PGI- 1).

Results

Ultrasound was feasible in all patients, and allowed visualization of the anterior mesh without
difficulty in the totality of cases. The BMD ranged from 0 to 13 mm (mean + SD; 5.3 + 3.1 mm).
The BMD correlates with severity of prolapse (C and Bp, P= 0.02 and 0.05 respectively), with
postoperative apical result and complication rate but not with postoperative anterior results. No
major complications were reported; "de novo" stress urinary incontinence occurred in 23.8% of
cases.

Conclusions

BMD is a reliable measure to assess the position of the anterior mesh with a high detection rate
and can be used to standardize the mesh positioning. It is not correlated with the postoperative
anterior result but it has a clinical significance correlating mainly with the postoperative apical
result and the occurrence of postoperative complications.
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Comparison between horizontal & vertical suturing in closing the vaginal vault in Total
Laparoscopic Hysterectomy(TLH)
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Background

The aim of this randomized controlled study was to compare vertical versus horizontal suturing in
vaginal vault closure in total laparoscopic hysterectomy (TLH) both in laparoscopic and vaginal
rootes.

Methods

It is a multicentric prospective RCT performed in Helwan & Ain Shams University Hospitals in
Cairo, Egypt. During the study period from July 2017 to March 2018, 60 patients underwent TLH.
Patients were randomly divided into two groups (30 Laparoscopic and 30 Vaginal), each group
was subdivided into two groups (15 vertical and 15 horizontal).

Vicryl sutures were used in closing the vaginal vault in all cases. Difficulty was assessed by VAS
scale (Visual Analogue Scale) by the operator where 1 is the easiest and 10 the most difficult. In
addition, early (first week) and late postoperative complications were reported.

Results

The four subgroups were comparable regarding parity, BMI, previous births, medical and surgical
history.

The overall VAS for difficulty was 4.2 with average time of 4 minutes for the vaginal route and 5.9
with average time of 7 minutes for the laparoscopic route.

Regarding comparing vertical versus horizontal suturing in each group, no statistical significance
(p> 0.1) in difficulty or time was found in the vaginal route. However, in the laparoscopic route
vertical suture was significantly easier than horizontal suturing (VAS 5.1 versus 6.8) and
significantly faster (6.4 minutes versus 8.9 minutes).

All cases pass uneventful except the first case of vaginal vertical suturing where mild vaginal
spotting in the second day postoperative.

Conclusions

Vaginal vault closure can be performed safely and effectively both vaginally and laparoscopically.
Vaginal route for vault closure was shorter and easier than laparoscopic route. Vaginal horizontal
suturing was comparable to vaginal vertical. Laparoscopic vertical was easier and faster than
laparoscopic horizontal.
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Histopatological findings in uterine myomas with high vascularity at ultrasound: a series of
70 cases
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Background

To correlate the ultrasound appearance of highly vascularized uterine myomas with the
histopathological diagnosis.

Methods

This retrospective study included patients presenting with an ultrasound diagnosis of uterine
myoma characterized by a circumferential and intralesional vascular pattern with a color score
assessment of 3 or 4, according to the Morphological Uterus Sonographic Assessment (MUSA).
All the patients underwent myomectomy or hysterectomy after the ultrasound examination. The
ultrasound appearance of the myomas was analysed and described using the terms and
definitions of MUSA paper. The echogenicity of each myoma, the presence of cystic areas and the
total myoma volume were recorded. The ultrasound characteristics were compared with the
histological diagnosis.

Results

70 patients were included in this study. Mean patient age was 46.5 years (range 24.0-88.0), 57
(81.4%) were in premenopause, 68 (97.1%) showed symptoms (menorrhagia, dysmenorrhea,
anemia, urinary frequency). At histological examination 32 (45.7%) myomas were typical
leiomyomas, 29 (41.4%) myomas were compatible with a diagnosis of variants of leiomyoma (19
(65.5%) hypercellular, 5 (17.2%) myxoid, 3 (10.3%) apoplectic, 1 (3.1%) epithelioid, 1 (3.4%)
atypical or symplastic or bizarre), 4 (5.7%) were adenomyomas. 1 (1.4%) uterine smooth muscle
tumors of uncertain malignant potential (STUMP) was observed. 5.7% (4) of the lesions were
malignant at histology (1 (1.4%) G3 neuroendocrine tumor, 2 (2.8%) uterine sarcomas, 1 (1.4%)
leiomyosarcoma). Cystic areas within the lesion were found in 55.1% (16/29) of variants of
leiomyoma, in 31.5% (10/33) of typical leiomyomas, in 100% (4/4) of adenomyomas, in the
STUMP and in the leiomyosarcoma. The variants of leiomyomas were larger lesions than typical
leiomyomas (maximum mean diameter 92.3+£30.5 vs 81.3+29.9), most of fibroids occupied the
anterior (37.1%) and posterior (32.8%) walls of the uterus and most were intramural (82.8%). No
submucosal fibroma was observed. The mean of patients with malignant lesions was greater than
the average of the total population (70.7+13.9 years vs 46.5+11.4 years).



Conclusions

Ultrasound aspects of myomas, such as circumferential and intralesional vascularity, cystic areas

and dimensions are I mportant parameter s, especi
features could be useful to differentiate typical myomas from benign variants and malignant

lesions in a pre-operative setting and to select patients that may benefit from a conservative

medical treatment rather than a surgical one.
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Defecation symptoms among women undergoing pelvic organ prolapse surgery
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Background

To describe the prevalence of defecation symptoms before and after pelvic organ prolapse (POP)
surgery and to measure associations between defecation symptoms and degree of posterior
vaginal wall prolapse in a nationwide cohort from Finland.

Methods

We recruited 3515 women operated for POP during 2015 for this longitudinal cohort study.
Participants completed Pelvic Floor Distress Inventory (PFDI-20) questionnaires at baseline and at
6 and 24 months after surgery. Nine questions were defecation-related (splinting, straining,
incomplete emptying, fecal incontinence (formed stool), fecal incontinence (loose stool), flatal
incontinence, painful defecation, fecal urgency, rectal prolapse) and included in this analysis. The
bother caused by symptoms was categorized into two groups: no/mild bother and
moderate/severe bother. Degree of prolapse was categorized into 4 groups: stage 0, stage 1,
stage 2 and stage 3-4 according to Pelvic Organ Prolapse Quantification System (POP-Q). We
created univariable and multivariable regression models to assess the association between
posterior wall prolapse stage and prevalence of moderate/severe bother for each of the nine
symptoms. We compared the changes in symptom prevalence between baseline and six and 24-
month follow-up assessment.

Results

Questionnaires were available for 2924, 2528 and 2351 patients at baseline, 6 months and 24

months, respectively. Prevalence of defecation symptoms at baseline was high with 2637 (90%)

patients presenting with at least one symptom of any degree of bother and 1474 (50 %) with at

least moderate bother. Risk of obstructed defecation symptoms (splinting, straining, incomplete
evacuation), painful defecation and rectal prolapse increased strongly with advancing posterior

prol apse stage (2ad8j,usstteadyeORO sas2.rlef erence, p O |
association was less evident for urgency and incontinence symptoms (loose stool or gas)

(adj ust e dl.6eCsRged aslrefedence, p=0.001-0.03). Degree of prolapse did not correlate

with incontinence of formed stool.

All symptoms were significantly improved at 6 months (p<0.0001). Obstructed defecation

symptoms responded best to prolapse repair, the prevalence of moderate/severe symptom

decreasing from 23-26% to 6-7% (RR 0.22-0.29, p<0.001). Smaller improvement was observed for
urgency and anal incontinence from 6-23% to 3-11% (RR 0.37-0.49, p<0.0001). Rectal prolapse

was the only symptom which associated more clearly with prolapse stage but showed smaller

response to surgery (RR 0.41, p<0.0001). At 24 months, the change in prevalence remained
significant compared to baseline for all sympto



6 to 24 mont hs was o0bser WOdédall)fToepreaalerdce of gbstrpcted ms ( p
defecation symptoms at 24 months was 8-10 %.

Conclusions

Defecation symptoms were common among women undergoing POP surgery, and improved
significantly after surgery. The biggest improvements were observed for symptoms that were
anatomy-related.
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Laparoscopic hysteropexy
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Background

The restoration of pelvik organs with the prolapsus of uterus and vaginal wall after prolonged
vaginal delivery and the successfull sexual intercourse..

Methods

The prevelance of pelvic organ prolapsus is not certain but the probability of surgery because of
prolapsus or incontinance is % 11-19 in whole life of a woman (1,2). Although the high reccurence
rate of hysteropexy , it is recomended to preserve the fertility . Instead of abdominal

hysteropexy which has higher mortality and morbidity rate, the pessary application was first
choice before the minimal invazive surgery (1,2). The development of minimal invazive surgery
rised the number of surgery for prolapsus and indirectly the hospitalisation, postoperatif pain and
the recovery was decreased steadily with popularity of endoscopic approach. The reccurence rate
of laparoscopic or robotic hysteropexy is higher than the sacral suspension of vaginal cubbe.
Different methods were applied to decreased the reccurrence rate . finally the karavat technique in
the hysteropexy seems to be better technique. The complete healing was %91.7 in 5 years and
%96.9in 6 years.

Results

the case was about a woman that visit the gynecology department for prolapsus of uterus and
vaginal wall that was graded as stage 4 for the POP-Q classification. She had an infertility desire
so that we planned the laparoscopic hysteropexy

Conclusions

The hundred percent of restoration and the succesfull intercourse with the satisfied women.

https://player.vimeo.com/video/267748523?autoplay=1
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Exosomal metastasis associated lung adenocarcinoma transcript 1 promotes angiogenesis
and predicts poor prognosis in epithelial ovarian cancer

Junjun Qiu?, Hua Keqin?

lthe Obstetrics and Gynecology Hospital of Fudan University, Obstetrics and Gynecology,
Shanghai, China

Background

Exosomes mediate cell-cell crosstalk in cancer progression by transferring their molecular cargos,
including long noncoding RNA (IncRNA). Metastasis-associated lung adenocarcinoma transcript 1
(MALAT1) is a well-known IncRNA associated with cancer angiogenesis and metastasis.
However, the presence of MALAT1 in exosomes and the roles and clinical values of exosomal
MALAT1 in epithelial ovarian cancer (EOC) remain unknown. The present study focused on the
crosstalk between EOC cells and endothelial cells mediated by exosomal MALAT1, and aimed to
explore the roles of exosomes and exosomal MALAT1 in EOC angiogenesis and to reveal the
clinical relevance and prognostic value of serum exosomal MALAT1 in EOC.

Methods

Exosomes were isolated from cells and serum samples of EOC. Exosomes were identified using
transmission electron microscopy (TEM), nanoparticle tracking analysis (NTA) and western
blotting and labelled using the green dye PKH67. A serial of in vitro and in vivo functional assays
were conducted to investigate the roles of exosomes and exosomal MALATL1 in EOC
angiogenesis. Tumour angiogenesis PCR array and confirmation experiments were conducted to
explore the downstream genes of exosomal MALAT1.Clinically, the clinicopathological correlation
and survival analyses were assessed and a predictive nomogram model was constructed to reveal
the clinical relevance and prognostic value of serum exosomal MALATL1 in EOC.

Results

We observed that MALAT1 was increased in both metastatic EOC cells and their secreted
exosomes. Exosomal MALAT1 derived from EOC cells was transferred to recipient human
umbilical vein endothelial cells (HUVECS) via exosomes. In vitro and in vivo assays revealed that
MALAT1 knockdown impaired the exosome-mediated proangiogenic activity of HUVECs through
certain key angiogenesis-related genes. Clinically, MALAT1 could be detected in the exosomes of
serum collected from EOC patients. Elevated serum exosomal MALAT1 was highly correlated with
an advanced and metastatic phenotype of EOC. Univarate and multivariate survival analyses
indicated that serum exosomal MALAT1 was an independent predictive factor for EOC overall
survival (OS). Based on these results, a prognostic nomogram model was constructed and the
model showed a good prediction of the probability of 3-year OS of EOC patients according to the
c-index (0.751, 95% confidence interval [CI1]=0.691-0.811) and calibration curve.

Conclusions

our data provide a novel mechanism by which EOC cells transfer MALAT1 via exosomes to
recipient HUVECs and influence HUVECSs by stimulating angiogenesis-related gene expression,
eventually promoting angiogenesis. Additionally, circulating exosomal MALAT1 can serve as a
promising serum-based, noninvasive predictive biomarker for EOC prognosis.
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Diffuse uterine leiomyomatosis with infertility:the reproductive outcomes after abdominal and/or
hysteroscopic surgery

Caihong Mat, Bai Xit
1Peking University Third Hospital, Center for Reproductive Medicine, Beijing, China

Background

Diffuse uterine leiomyomatosis(DUL) is a rare condition that is characterized by the diffuse
dissemination of numerous, small (usually <3 cm), and ill-defined benign leiomyomata throughout
the entire myometrium.The disease is usually found in women of reproductive age, who present
with menstrual changes, dysmenorrhea, abdominal masses and pressure, and infertility. This
study aimed to investigate the reproductive outcomes of diffuse uterine leiomyomatosis with
infertility after abdominal and /or hysteroscopic surgery.

Methods

A retrospective analysis of 18 patients diagnosed as diffuse uterine myomatosis combined with
infertility from January 2010 to May 2017 in Peking university Third hospital was conducted .
Clinical characteristics and treatments methods were recorded and pregnancy outcomes were
followed up.

Results

In 12 women, hysteroscopic myomectomy were used to excise only myomas impinging into the
endometrial cavity, while leaving other intramural myomas in place. Among them 8 women
achieved clinical pregnancies, and 7 women had successful live birth. 5 women underwent
hysteroscopic myomectomy more than 2 times and all of them had term delivery. Among the left 6
DUL women who were treated by abdominal myomectomy (laporotomy or laparoscopy )with or
without hysteroscopic surgery, 3 patients suffered severe intrauterine adhesion,only 2 women got
live birth. 3 women conceived spontaneously and others conceived with the help of In vitro
fertilization-embryo transfer(IVF-ET).

Conclusions

Women with DUL can be treated by several-step hysteroscopic resection, which may successfully
preserve endometrium and further improve the reproductive outcomes. Extensive abdominal
myomectomy may not benefit the reproductive needs. Active IVF-ET may increase the pregnancy
chances.
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Clinical outcomes, complications and patient satisfaction: 10 years of Laparoscopic
Sacrocolpopexy and Laparoscopic Sacrohysteropexy for the management of apical
prolapse

Lisa Belll, Keith Johnston?, David Morgan?
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Background

The purpose of this project was to assess demographics, objective anatomical outcomes,
complication/ recurrence/ reoperation rates and validated subjective patient reported outcomes in
women who have underwent laparoscopic sacrocolpopexy (LSC) and laparoscopic
sacrohysteropexy (LSH)within our unit over the last 10years.

Methods

A retrospective audit of all LSC and LSH cases undertaken April 2007 - April 2017. A
comprehensive Aproformao addressed patient demo
anatomical outcomes, complications, findings/outcome at 1st review and clinical course thereafter.
Electronic Care Record review ensured capture of patients who may have subsequently

underwent additional surgery at a different unit. Patient reported outcomes assessed via telephone
consultation using International Consultation on Incontinence Vaginal Symptoms questionnaire
(ICIQ-VS), Patient Global Impression of Improvement Scale (PGI-1) and satisfaction measured

using the question fiwould you recommend to f ami

Results

The setting was a secondary level health care facility. 41 patients were identified from a clinical
coding search. 29 patients underwent LSC and 12 patients underwent LSH. Average follow-up
time 42 months (range 6-112). Average: age 61.8yrs, parity 3 and BMI 26.2 (range 18.4-38.6).
Average operating time LSC 113min and LSH 104 min. Major complication rate LSC n=2 (6.9%)
and LSH 0%. Minor complication rate LSC n=8 (27.6%) and LSH n=1 (8.3%). Average inpatient
stay LSC 1.9 days and LSH 1.6day. Recurrence/failure rate LSC n=1 (3.4%) and LSH n=2
(16.6%). Reoperation rate LSC n=5 (17.2%) and LSH n=2(16.6%). No mesh complications.
Patient telephone review response rate: LSC 79.3% (n=29) and LSH 75% (n=9). ICIQ VS scores
very favourable for both procedures. PGI scores
82.6% of patients who responded would recommend LSC. 75% of patients who responded would
recommend LSH.

Conclusions

Patients are confused regarding recent controve
demonstrates very high long term clinical success, very low complications rates and interestingly a
high recommendation rate.
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Normal spontaneous vaginal delivery after transcervical radiofrequency ablation of uterine
fibroids: case report
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Background

Transcervical delivery of radiofrequency (RF) energy to uterine fibroids has been reported, and
employs concurrent imaging to ablate specific fibroids. A CE marked device, the Sonata® System,
integrates intrauterine sonography with RF ablation in a single handheld device. A graphical
interface (SMART Gui-sekedel degleymentposiion bflthe RFuetearodes
and associated ablation, enabling the operator to determine the optimal size and position of each
ablation while maintaining thermal energy within the uterine serosal margin. Published safety and
clinical efficacy results for the Sonata System has been positive, and there is a growing literature
base for pregnancy after RF ablation in general, and Sonata specifically.This is a report of a recent
pregnancy and delivery after transcervical RF ablation with the Sonata System at a community
hospital in KoIn, Germany.

Methods

A 33-year-old Gravida 1, Para 0 patient presented with heavy menstrual bleeding attributable to
uterine fibroids. Transvaginal sonography revealed a 28 mm submucous fibroid (International
Federation of Gynecology and Obstetrics [FIGO] type 2) in the left anterior uterine wall. After
considering options including hysteroscopic myomectomy, the patient desired transcervical RF
ablation with the Sonata System, and this was performed under general anesthesia. Intraoperative
intrauterine sonography (performed with the integrated Sonata intrauterine ultrasound probe),
confirmed the FIGO type 2 myoma measuring 27 mm x 23 mm. A 25 mm x 35 mm ablation zone
was placed in the fibroid. This was accomplished using the Sonata System’s graphical overlay to
display the location and boundary of the ablation prior to deployment of needle electrodes into the
fibroid. After deployment of needle electrodes and confirming safe placement within the uterine
serosal margins, RF energy was activated; total time at temperature (105° C) was 110 seconds.

Results

Two weeks postoperatively, a contrast-enhanced magnetic resonance study indicated that 60% of

the fibroid was no longer perfused. A follow-up imaging study after 24 months revealed no residual

fibroid and the patient noted eumenorrhea. Thirty-three months post-ablation, the patient was

confirmed to be pregnant. After an unremarkable antenatal period, the patient went into labor at 39
weeksd gestation and had a nor mal S p o e infanbvetlo us v
Apgar scores of 81/95/101° and a birth weight of 3670 grams. There were no complications.



Conclusions

This is the first known vaginal delivery after transcervical RF ablation with the Sonata System and
the first such delivery in Germany. A previously reported pregnancy from the FAST-EU study in
Mexico involved an elective repeat Cesarean section. A global registry trial (SAGE) is in progress
to accumulate data on additional pregnancies after treatment with the Sonata System, and another
study (the OPEN Clinical Trial) is evaluating the status of the endometrial cavity with regard to
adhesiogenesis status-post transcervical RF ablation.
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Uterine cavity assessment after endometrial ablation i challenges in women presenting
with postmenopausal bleeding
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Background

Endometrial ablation (EA) is the first line surgical treatment for menorrhagia. A recent national
audit showed that 10-12% of women underwent EA in England and Wales between 2009-2012.
However, EA is not without risks, and it is only in recent years that the long-term challenges are
becoming apparent. Accessing the uterine cavity to investigate postmenopausal bleeding (PMB)
can be difficult following EA due to intrauterine adhesions. This study evaluates the feasibility of
endometrial assessment in these women.

Methods

This cross-sectional study was conducted on women who were referred to the PMB clinic at
Sandwell and West Birmingham Hospitals NHS Trust, UK between 1 January 2011 and 31
December 2015. Success in outpatient endometrial sampling, hysteroscopic access to uterine
cavity and visualisation of endometrium were compared between those who underwent EA vs
those who did not.

Results

Of 2010 women attended PMB clinic, 1016 were excluded because of endometrial thickness (ET)
of O4 mm on transvaginal ultrasound scan 1. e.
unnecessary. The number of women included in the analysis was 994: 16 (1.6%) had EA v 978
(98.4%) had no EA. In the EA group; 9 underwent Thermachoice, 6 Microwave and 1 Novasure.
When compared to the no EA group, those who underwent EA were significantly younger (54 v 61
years, p=0.02) and closer to the menopause (3.7 v 11 years, p=0.005). However; there was no
statistical difference between EA group and no EA group as regards parity

(100% v 88.3%, p=0.15), HRT use (0% v 7.6%, p=0.63), Caesarean section rate

(25% v 22%, p=0.23) or body mass index (33 v 31, p=0.42).

The success rate of performing Pipelle sampling was significantly lower in women with previous
EA (11/16, 69% v 869/978, 89%; p= 0.03). There was no difference in the rate of accessing the
uterine cavity on outpatient hysteroscopy (2/2, 100% v49/50, 98%; p=1) or hysteroscopy under
general anaesthetic, GA (7/7, 100% v 261/267, 98%; p=1) between the two groups. However; 7
out of 9 (77.8%) women were deemed unsuitable for outpatient procedure and booked straight for
hysteroscopy under GA.



Conclusions

This small study adds to the growing evidence of the difficulty in assessing the uterine cavity after
EA. The destruction of endometrial lining reduces the feasibility of Pipelle endometrial sampling
and mandates performing hysteroscopy under GA. A well-conducted multi-centre study with large
sample size is required to confirm the findings.



ES27-0058

Free Communications 5 | Fibroids | Laparoscopy

Laparoscopic excision of ovarian dermoid cyst
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Background

Dermoid cysts represent almost 10 % of ovarian masses. They are more common in women of
reproductive age. Dermoid cysts can be complicated by ovarian torsion, cyst rupture, cyst infection
and rarely malignant transformation.

Methods

This lady is in her 20s. she was being investigated for primary subfertility. Her USS has shown a 7
cm dermoid cyst on her right ovary. She was very keen to preserve her fertility and hence agreed
on laparoscopic ovarian cystectomy following counselling about the residual ovarian function
following dermoid cystectomy and the risk of oophorectomy.

Results

Laparoscopic ovarian cystectomy is the management of choice for excision of Dermoid ovarian
cysts. Laparoscopic ovarian cystectomy for Dermoid cysts involve the risk of rupturing the cyst
during the process with spillage of its contents into the peritoneal cavity. Despite being able to
remove all the spilt contents from the pelvis by careful and frequent pelvic lavage, chemical
peritonitis has been reported in some patients. Chemical peritonitis can be of detrimental morbidity
for some patients resulting in prolonged hospital stay, intensive medical treatment, bowel
obstruction and requiring one or more laparotomies.

Conclusions

The procedure was completed laparoscopically. The dermoid cyst was excised intact with no
pelvic spill and the cyst was drained inside an Endo-bag prior to extraction through the 10 mm
suprapubic port. The patient had uneventful recovery. The histopathology examination of the
specimen confirmed mature teratoma.

https://player.vimeo.com/video/267768984?autoplay=1
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Laparoscopic treatment of pelvic abse, severe adhesion and using thrombin foam for
hemorrhage
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Background

This is a case video demonstration of laparoscopic treatment of pelvic abse and severe adhesion
39y, G1P1Y2, history of c-section for twin pregnancy with plasenta previa totalis cesarean in 2017
She was suffering from intermittent fever when she was admitted to the hospital with severe pelvic
pain. Fever was 37.6. The other laboratory results as follows; WBC: 12.99 Hgb: 11.8 PLT: 610
CRP: 250. Vaginal culture and urine culture was normal. 3 positive leukocytes were detected in
urine test. Combination antibiotics therapy with penicillin, gentamicin and clindamycin was started.
02.02.18 laboratory results were as follows; CRP 223 WBC: 13.77 HGB: 11.4 PLT; 690. On
05.02.2018, urgent operation decision was made with the diagnosis of abscess, continuous
intermittent fever, clinical weakness, persistence of ultrasound findings, and elevated laboratory
results. The department of infectious diseases stop the antibiotics regime and amikacin and
tienam were started. Pelvic ultrasound revealed that there was no evidence of abscesses, only
cystic lesions. For this reason, Cal25: 75.90 Cal19.9 60.2 Cal5-3: 14.8 was requested.

Methods

The operation was performed laparoscopically. Both of the tuba were dilated. Abscess size with
the dens adhesions were 6x4.5 cm on the right and 6x5 cm on the left. Both abscesses were
seated douglas. The colon was also attached to the abscess location.There were severe
adhesions around the uterus and the suture was applied in order to obtain extensive retraction.
Both tuba were dilated. Abscess were drained and bilateral salpingectomy was performed. The
abscess capsule was expelled. Trombone foam was applied to the bleeding locations in the left
abscess site. Hemostasis with sponge was also used for this purpose. Following the bleeding
control, the drain was applied thorough the douglas.

Results

Postoperative first day CRP: 393 HGB: 9.2. Two units of erythrocyte suspension were given. On
08.02.18 CRP: 245. On 09.02.18 she has side chest pain. CRP: 121 DDimer was 2916.
Thrombolytics treatment was started. She was discharged with HGB: 13.4 CRP: 67, and the fever
was 36.4. thrombolytics treatment and antibiotics were prescribed. Follow-up appointment was
given fortnight and the results was CRP: 3.1 Ddimer was 227 on 23.02.18

Conclusions

This is the one of the case amongst our series of laparoscopic pelvic abscess treatment. There
was no complication. Trombone foam was very effective in order to control bleeding in this
condition. This type of operations should be performed in tertiary referral centres in order to avoid
complications and multidisciplinary approach when its needed

https://player.vimeo.com/video/269958051?autoplay=1
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Left-right asymmetry of tubal pregnancy: a 12-year retrospective hospital-based study

Wei Xial

linternational Peace Maternity and Child Health Hospital- School of Medicine- Shanghai Jiao Tong
University, Gynecology, Shanghai, China

Background

Risk factors for, and the mechanism of, tubal pregnancy (TP) have both been extensively studied,
but it is unclear whether there is left-right asymmetry of TP.

Methods

We used data from the digital medical records system of the hospital. Women diagnosed with

ectopic pregnancy (EP) between January 2005 and December 2016 in the inpatient department of
gynaecology were included. All data from the medical files were obtained retrospectively, including
demographic characteristics, reproductive, gynaecological and surgical history, clinical features

and treatment. Patients who were previously treated by salpingectomy or non-surgical

management and those with unknown-site EP or non-tubal pregnancies were excluded. Statistics
method included binominal test, Pearson'sc2 t est and studentodos t test

Results

A total of 6,186 TP patients treated surgically were included. The overall frequency of right-sided
TP was 54.48% (3,370/6,186), which is significantly higher than 50% (P <0.001). The proportion of
right-sided TP decreased with age (P for trend = 0.007) and from the proximal (interstitial) end to
the distal (fimbrial) end of the tube (P for trend = 0.017). Of the TP patients with a corpus luteum,
we found that the corpus luteum was more frequently located in the right ovary (P <0.001) and it
located in the contralateral ovary to the TP side in 41.38% of cases. However, tubal rupture was
more frequent in left TP than the in right TP (P = 0.005).

Conclusions

The left-right asymmetries of TP include right side dominance and the clinical feature differences
between the two sides of TP.
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Dr Modi's day care hysterectomy

Rajesh Modit
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Background

Hysterectomy is one of the commonest surgery that a woman has to undergo. Hysterectomy is
also considered to be a major surgical procedure. Every patient who has to undergo this surgery is
worried about how long the recovery is going to take, and how much is the pain and suffering
involved in the surgical procedure.

In Dr Modi's Day Care Hsyetrectomy technique and procedure, we have been able to ease the
pain and shorten the recovery time to the extent that the patient gets admitted to the hospital in the
morning, undergoes the surgery, and in the same evening, is comfortable enough to be
discharged from the hospital to go home.

Methods

Day Care Hysterectomy is a technique which involves making multiple small changes in the
surgical protocols and principles of doing a laparoscopic hysterectomy. These changes together
give the end result of a comfortable, pain free recovery for the patient. It allows the patients to be
discharged for the hospital within 6-8 hours of the surgery. The surgical steps for laparoscopic
hysterectomy have been modified in such a way that they give minimal tissue trauma and
minimum blood loss during the surgery.

Surgically, the main step which has been modified is the skeletonization of the uterine artery while
doing the hysterectomy. The uterine artery is the main blood supply to the uterus. Separating the
bladder pillar anteriorly to the uterine artery and the posterior leaf of the broad ligament behind the
uterine artery allows the dissection to be completed well enough to skeletonize the uterine artery
area where it enters into the uterus. This separation allows the cauterization or the desiccation of
the uterine artery with any energy source. A simple bipolar cautery machine or a vessel sealer
device or a ultrasonic energy source. Separating the uterine artery effectively is the key to be able
to do a good laparoscopic hysterectomy.

Results

Dr Modi's Day Care Hysterectomy technique includes changes in the surgical and the anaesthesia
protocols which together give the end result of a comfortable, pain free recovery for the patient. It
allows the patients to be discharged for the hospital within 6-8 hours of the surgery.

Conclusions

This is a simple technique based on making small changes to the multiple protocols while doing a
laparoscopic hysterectomy, which can be easily replicable. The end result of a comfortable, pain
free surgery makes it highly acceptable to the patient.

https://player.vimeo.com/video/272623144?autoplay=1
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Dr Modi's tubal recanalisation technique

Rajesh Modit
1Akola Endoscopy Centre, Gynaecological Endoscopy, Akola, India

Background

Tubal recanalisation is a delicate surgery which requires smaller laparoscopic instruments for
delicate tissue handling. Lesser the tissue handling, better is the surgical outcome.
Minimal tissue trauma and finer suture material also contribute to better results.

Methods

1. Laparoscopic instruments devised as Dr Modi's Recanalisation Set of instruments. 5mm
standard laparoscopic instruments with 3mm tips.

2. Vasopressin diluted in saline used in the broad ligament prevents bleeding and thereby
prevents the use of any energy source.

3. Tubal approximation done by only three stitches on the refreshed tubal edges. These are
placed at 6 - 10 - 2 O clock positions. Minimal suturing allows minimal tissue handling and lesser
trauma.

Results

Higher tubal patency rates are achieved by Dr. Modi's Recanalisation Technique. HSG showed 90
% patency rates after three months of the procedure.
Avoiding the use of energy source allows better healing of the tubes.

Conclusions

A simple technique of approximation the tubes, with minimal tissue handling and minimal tissue
trauma, resulting in higher tubal patency rates.

https://player.vimeo.com/video/272626960?autoplay=1
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Twisted ovarian cyst - saving the ovary

Malvika Misral, Rajesh Modit
1Akola Endoscopy Centre, Gynaecological Endoscopy, Akola, India

Background

Twisted ovarian cyst is more common in younger females, where fertility is still desired.
Laparoscopic management should be to conserve the ovary. It requires the cystectomy to be done
adequately, and the ovary to be anchored, thereby preventing the recurrence of torsion.

Methods

The twisted ovarian cyst may appear to be necrotic and non viable in the first appearance. It can
still be untwisted. The cyst, if large, then cystectomy may be done. Slightly difficult to do the
cystectomy as the entire ovarian tissue may be friable.

The ovary then is anchored to the ovarian fossa with a stitch.

Contralateral ovary also to be anchored prophylactically.

Results

Untwisting and conserving the ovary allows the ovarian function to return back after the healing is
completed. This is easily documented by ultrasound showing the follicles developing during the
ovulatory cycle. Oopherectomy should not be done, irrespective of how bad the appearance of the
ovary is.

Conclusions

Most of the untwisted ovaries respond favourably with normal functioning. Only twice we have
faced the issue of premature ovarian failure after the untwisting. The ovaries functioned for two
years and then went into failure. Even this temporary functioning justifies the principle of
conserving the twisted ovaries.

https://player.vimeo.com/video/272640797 ?autoplay=1



https://player.vimeo.com/video/272640797?autoplay=1

ES27-0299 -

Free Communications 5 | Fibroids | Laparoscopy

Interstitial pregnancy: cornual laparoscopic resection with Endoloop technique
Inés Alencoao?, Susana Carvalho!, Maria Lucia Moleiro!, Susana Fragal, Marta Moreira?,
Alexandre Morgado?

1Centro Materno Infantil do Norte - Centro Hospitalar Universitario do Porto,

Gynecology Department, Porto, Portugal

Background

An interstitial pregnancy is implanted in the interstitial portion of the fallopian tube. It is an
uncommon type of ectopic pregnancy and it comprises about 2 to 3 percent of all ectopic
pregnancies. Its unique anatomic location makes its early diagnosis challenging. There is no clear
consensus regarding its optimal management.

Methods

The authors report a case of an interstitial pregnancy in a 25-year-old healthy nulliparous woman
with eight weeks of amenorrhea. She presented with mild pelvic pain and moderate vaginal
bleeding. The physical examination was otherwise normal. The transvaginal ultrasound revealed a
bulky uterus with an empty cavity, and a 40 mm mass proximal to the left uterine horn with a
central gestational sac. We performed a laparoscopy that confirmed the diagnosis of a left
interstitial pregnancy.

Results

The left fallopian tube was cauterized and transsected distal to the ectopic pregnancy. We then

placed an Endoloop® ligature under the mass on the uterine side and resected the mass with the
surrounding myometrium. The surgical sperewemeen W
Nno major intra or postoperative complications.

Conclusions

Interstitial pregnancy remains a challenging condition. The index of suspicion should be high and
early diagnosis and institution of treatment are critical. In women who desire to preserve fertility
and are hemodinamically stable, laparoscopy has become the gold standard approach. Cornual
laparoscopic resection with Endoloop® technique seems a safe and effective option as it permits
both an adequate hemostasis and uterine wall closure.
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Lost intrauterine device - laparoscopic approach

Inés Alencoao?!, Ana Sofia Carvalho?, Susana Carvalho!, Marcilia Teixeiral, Alexandre Morgado?
1Centro Materno Infantil do Norte - Centro Hospitalar Universitario do Porto,

Gynecology Department, Porto, Portugal

2Centro Hospitalar Tamega e Sousa, Gynecology Department, Penafiel, Portugal

Background

Intrauterine devices (IUDs) are highly effective long-acting reversible contraceptive devices.

Uterine perforation and extrusion of the IUD into the peritoneal cavity are rare, occurring once in
every 1000 insertions, and significant illness or injury related to intraabdominal IUD location is
unusual. Most perforations occur at the time of IUD insertion and are asymptomatic.

An extrauterine IUD may be free floating in the abdomen or pelvis or adherent to abdominopelvic
structures.

Methods

The authors present a video case report of a healthy 25-year-old woman, body mass index 23
Kg/m?, gravida 1, para 1 (vaginal delivery), who was referred to our outpatient clinic due to
nonvisualized 1UD strings.

It was a levonogestrel IUD that had been inserted one month postpartum in a primary health care
center and the time from insertion to mislocation diagnosis was 12 months.

She was asymptomatic, and the gynecological examination was otherwise normal.

Results

The pelvic ultranography showed no IUD in intrauterine location. We then obtained an
abdominopelvic X-ray which denoted the presence of IUD within the pelvic cavity.

We performed a diagnostic laparoscopy which revealed normal uterus and adnexa and the
presence of IUD within the right broad ligament. There were gross pelvic varicose veins.

We opened the posterior aspect of the peritoneum of the right broad ligament, then we
individualized 1 UDb6s centr al rod followed by it
There were no intra or postoperative complications.Conclusions

One of the main risk factors for uterine perforation while inserting an IUD is insertion during the
lactation period, as it occurred in our case. Despite its location within the broad ligament, our
patient had no symptoms, leading to a late diagnosis. The preferred approach is surgical removal
by laparoscopy as it is minimally invasive and has a high success rate.

https://player.vimeo.com/video/272726253?autoplay=1
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Ti me i sndt ever ytrdgery ang mairitaenang prodogivity u

Alastair Mathieson?, Sarah Milliken?, Elizabeth Layden?, Eleanor Hanraads?, Daniel Fitzgerald?,
Mayank Madhral

1Royal Infirmary of Edinburgh, Obstetrics and Gynaecology, Edinburgh, United Kingdom
2Royal Infirmary of Edinburgh, Obsetrics and Gynaecology, Edinburgh, United Kingdom

Background

Many European health care systems find themselves under pressure to increase service provision
whilst attempting to maintain high quality training. There is concern amongst trainees that
increased service demand will erode their opportunities for training. This issue can be difficult as
much of the evidence is anecdotal and varies significantly between training centres.

As a means of investigating this issue we have taken surgery for Ectopic Pregnancy as a
ABarometero for training opportunities being
of Edinburgh.

Surgical management of ectopic pregnancy is a core element of gynaecology training and should
present an excellent training and teaching opportunity in most cases.

By auditing these surgical cases we hope to bring evidence to the table that operations performed
by gynaecologists in training do not impact on service provision, time in theatre and by proxy do
not impact on patient safety.

Methods

Royal Infirmary of Edinburgh theatre log books (paper and electronic) from all theatres where
surgery for ectopic pregnancy takes place were exhaustively searched for cases. Operations for
ectopic pregnancy were identified and anonymised data were extracted and patient hospital
records then searched for additional clinical data. The following data were analysed: total number
of cases; total theatre time (anaesthetic time plus surgical time); time of day operation commenced
and grade of principal operator(s)

Results

There were 64 emergency procedures for ectopic pregnancy across all theatres in 2017. The
mean time for these procedures was 83 minutes (Standard Deviation, 35 mins).

Of the 47 procedures where the principal operator was a consultant the mean theatre time for
these cases was 85 minutes (Standard Deviation, 35 mins). In 17 cases where the principal
operator was a gynaecologist in training the mean theatre time for these cases was 79 minutes
(Standard Deviation, 35 mins).

of

Fi fteen percent (n=10) of the cases were perfor

of 8 p.m.). Of these cases only two were performed by a gynaecologist in training.



Conclusions

Average theatre time for operations performed by gynaecologists in training compared to
consultants were comparable, with a similarly large standard deviation. This suggests that there is
no additional impact on theatre time when a consultant decides that it is appropriate for a
gynaecologist in training to operate.

Two thirds of these operations are being carried out with consultants as the primary surgeons both
during the day and overnight. There will obviously be cases where consultant expertise are
required due to technical difficulty, however these data support gynaecologists in training being
the primary operators at no detriment to the hospital in terms of service provision.
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Reducing the myoma size with cold knife before colpotomy retrieval
Ali Akdemir?, Sabahattin Anil Arit, Cagdas Sahin!, Murat Ulukus?, Fatih Sendag?!
1Ege University School of Medicine, Department of Obstetrics and Gynecology, I1zmir, Turkey

Background

The purpose is to present the demonstration of reducing the size of large myoma by changing its
form to snake shape with using laparoscopic cold knife for facilitate the removal of the specimen
through posterior colpotomy.

Methods

A 29 years old woman refers to our clinic with complaint of abnormal uterine bleeding and pelvic
pain. Transabdominal ultrasonography revealed 8 cm uterine leiomyoma with normal ovaries.
Serum levels of tumour marker antigens were in normal range. Overall, the laparoscopic surgery
was decided.After myoma enucleation and re-approximation of the uterine defect, myoma was cut
in vertical axis, one third of the one edge without reaching the opposite site than, it was incised in
vertical axis, two third of the same edge starting from the controversial site without reaching the
opposite site with laparoscopic scalpel. At the final step, it was cut in longitudinal axis without
reaching the opposite site. By using this incision technique, large myoma in a round form was
taken a shape of snake when the myoma was opened in its longitudinal axis. After performing a
posterior colpotomy, the laparoscopic bag was inserted and the myoma was placed in it.
Thereatfter, the edges of the bag were exteriorized around the introitus. The one edge of the
myoma is grasped and retrieved easily without manual morcellation in the vagina.

Results

With this technique, large myoma which requires manual morcellation into the vagina, comes in to
a snake shape thus, removal of the large myoma is really facilitated.

Conclusions

Getting myomas to snake shape for tissue extraction instead of manual vaginal morcellation which
is time consuming and causes anxiety, should be kept in mind in appropriate patients.

https://player.vimeo.com/video/269402600?autoplay=1
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Learning curve for high pressure entry technique, risk factors for failure - one trainee one
mentor experience in a University Hospital center

Morva Tahmasbi Rad?!, Sven Becker!

lUniversity of Frankfurt, Department of Gynecology and Obstetrics, Frankfurt, Germany

Background

defining a learning curve for laparoscopic procedures is a complex process; however, the
identification of the number of cases necessary to achieve competence is a crucial factor. It is also
an important aspect of quality assurance in patient care.

Methods

It is a cross-sectional study and has been done in Frankfurt university hospital. The patients who
had undergone laparoscopy by trainee have been included in this study. The patients after midline
laparotomy needing entrance in palmer point have been excluded. The risk factor for unsuccessful
entry with high pressure technique in the learning curve has been evaluated. A successful entry
has been defined as follows: a Veress needle is grasped, the lower anterior abdominal wall is
elevated The Veress tip is then inserted at a right angle to the anterior abdominal wall (umbilical
region) with high pressure of CO2 20 mmHg. After establishment of pneumoperitoneum to 20 mm
Hg, insertion of a trocar is performed in the deepest part of the umbilicus without elevation of the
anterior abdominal wall.

Results

the trainee has learned this technique in 53 cases with presence of mentor, mentor has decided to
take over this part of operation in 3(6%) patients after second unsuccessful try to produce
pneumoperitunem .The trainee has started to do laparoscopy independently after finishing her
residency program and until being certified as laparoscopic surgeon (MIC Il certified in Germany)
she has done 373 laparoscopic entrance with this technique. In the series of 373 patients: 2
cases of change to open laparoscopy because of extraperitoneal insufflations (both of the patients
with BMI over 30), subcutaneous emphysema in 10 cases and Pneumo-omentum in 15 cases. All
this events except 2 cases with Pneumo-Omentum, were in the first 100 cases. There was no
vessel or organ injury in this group of patients. From 23 cases with subcutaneous emphysema and
Pnemo-omentum 10 cases were with BMI over 30 and 13 cases have had tight skin and tissue
which made the elevating of abdominal wall difficult.

Conclusions

The | earning curve, in addition to being a func
technique, is improvements in support staff and peri-operative care. In high flow/pressure

technique the risk factor for unsuccessful entry is the experience of the surgeon, high BMI of the

patients and tight skin and tissues of the patients. Previous operation is not a risk factor. The first

100 cases that one does independently has a high risk of failure rate.
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laparoscopic workshop in Uganda

Michael Adamczyk?, Kyle Fleischerl, Andrew Kent?

Frimley Park Hospital, Obstetrics and Gynecology, Woking, United Kingdom

2Royal Surrey County Hospital, Obstetrics and Gynecology, Guildford, United Kingdom

Background

The use of laparoscopic surgery is well established in more economically developed countries and
is the gold standard for the majority of gynaecological surgery. In most parts of Africa, however,
laparoscopic surgery is not readily accessible. With the medical community becoming a global
entity, it is inevitable that laparoscopic procedures and equipment become more available
worldwide. In order to stay up-to-date with gold standard practice, an early introduction to
laparoscopic surgery is essential.

In February 2018, our team travelled to a district general hospital, with over 6,500 births per year,
in Hoima, Uganda on a mission to assist and train the local Obstetrics and Gynaecology

team. The benefits of laparoscopic trainers are well established, however, the majority are simply
unaffordable to the medical community in Uganda. Our aim was to introduce the basic principles of
laparoscopic surgery and design an affordable, user-friendly laparoscopic trainer.

Methods

We designed an inexpensive and easy-to-construct laparoscopic trainer (LT). The total cost of
one pelvic trainer is £1.50. The base of our LT was constructed from a wooden cheese board
purchased online for £1. The bridge of the LT was made from cardboard used as packaging for a
pair of socks from a high-street retailer. Two pieces of cardboard were glued perpendicular to the
base. The third piece was then glued horizontally at a slight open angle to the two vertical pieces.
We have utilised packaging from socks but any solid recycled cardboard can be used. Finally, a
sponge, at the cost of 50p, was glued at the distal end of the board. The camera from a mobile
phone was used when practicing on the pelvic trainer.

During the project, we hosted two workshops. Participants were able to use the LT and become
accustomed to simple manoeuvres, including basic suturing. Participants gave feedback on their
experience following the workshops.

Due to such positive feedback, three LTs were donated for teaching purposes to the hospital.

Results

Although none of the participants had experience in laparoscopy before, the level of attendance
and interest was overwhelming i all were exceptionally eager to engage and learn on the LTs.

The feedback that we received was incredible - one participant mentioned that his dream had
come true when he was given his own laparoscopic trainer.

Conclusions

The drive towards minimally invasive surgery is global and will inevitably be readily available
worldwide. It is, therefore, imperative to support and teach our Ugandan colleagues. We have
demonstrated that training in laparoscopic surgery does not have to be expensive and can be
easily achievable with the use of novel design and readily obtainable materials.

f
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Novel approach to training in minimally invasive gynaecological surgery; using wet lab
pigbébs | iver and gall bl adder

Mihai Gherghe?, Evelyn Ferguson!, Mohamed Allam?

Wishaw University Hospital, Obstetrics and Gynaecology, Glasgow, United Kingdom
Background

We are presenting a wet | ab model of pigbds |ive
laparoscopic dissection often necessary in ovarian cystectomy, endometriosis surgery or pelvic
adhesions. The pelvic structures such as bowel or ureters are in close proximity to gynaecological

organs and often are adherent to them. The skills necessary to perform laparoscopic dissection

without causing organ injury are acquired to a great extent by using our wet lab model.

Methods

We are using pigbdébs |iver with gallbladder in si
liver bed. The specimen is then placed inside a laparoscopic training box and full size laparoscopic
instruments are used for training. The goal is to dissect the gallbladder off the liver bed without
puncturing the gallbladder using atraumatic laparoscopic graspers and scissors.

Results

The model allows training in identifying dissection planes by exerting gentle tissue traction and
countertraction. The use of laparoscopic scissors would allow further opening and separation of
tissue planes.The model is particularly useful in re-creating instances where dissection is
particularly difficult due to adhesions. Tissue feedback comes close to real life situations, unique to
gallbladder (cystic structure) attached to liver bed (solid organ). Important skills can be acquired
such as adequate tissue tension, use of laparoscopic scissors to incise and dissect tissue planes
and excision of cyst intact through coordinated fine movements.

Conclusions

This wet lab training model is essential in developing, maintaining and enhancing intermediate to
advanced laparoscopic operating skills. These skills are applicable to a wide range of
gynaecological minimally invasive procedures amongst which endometriosis surgery, surgery after
pelvic infection with significant pelvic organs adhesions, cystectomy and endometriomas.

https://player.vimeo.com/video/269966746?autoplay=1
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Ancillary laparoscopic port placement: a survey of handling technigues amongst trainees
and consultants at the University Hospital of Wales.

Angharad Jones!, Caryl Thomas?!, Anthony Griffiths?

lUniversity Hospital of Wales, Obstetrics and Gynaecology, Cardiff, United Kingdom

Background

There are many publications regarding optimal port site and injury during laparoscopic port
placement, however little exists describing the safest method of port handling during port insertion,
particularly ancillary ports. With over half of all laparoscopic injuries occurring at port introduction,
we conducted a survey amongst gynaecologists at a large university teaching hospital to assess
variation in technique and to determine whether a standardised method is being taught.

Methods

25 participants of varying experience were randomly selected to complete a survey gauging
experience of laparoscopic port placement. They were asked to hold a 5mm single-use port in
their dominant hand, as if inserting an ancillary port during standard laparoscopy. Photographs
were taken of the hand position, grip of the port and the angle of insertion in relation to the
abdominal wall on a simulator.

Results

There was good range of experience across all levels of training. 88% had attended the RCOG
basic surgical skills course and 44% had completed an advanced laparoscopic skills course. 96%
had prior experience of inserting laparoscopic ports with 68% independent operators following
formal accreditation of competence. 88% felt safe at inserting ancillary ports, however 80%
reported no formal teaching specifically on safe or optimal port handling. On review of technique,
despite low reported rates of training, 88% held the port with the same hand position and grip,
however 28% did not enter perpendicularly to the skin. 2 participants additionally used their non-
dominant hand to further stabilise the port.

Conclusions

This basic study has highlighted the need for further research into ancillary port handling and
incorporation of standardised approved methods into current training. If a consistent and validated
approach is adopted this may improve patient safety and reduce laparoscopic port related injuries.
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A national survey of neuropraxic nerve injuries amongst gynaecologists following
conventional laparoscopic surgery

Caryl Thomas?, Angharad Jones?, Anthony Griffiths?, Elizabeth Bruen?!

lUniversity hospital of Wales, Obstetrics and Gynaecology, Cardiff, United Kingdom
Background

Conventional laparoscopy can lead to repetitive strain injures affecting both the surgeon and
assistant and is associated with poor ergonomics and equipment. Studies have reported the
majority of surgeons within the study experiencing repetitive strain and musculoskeletal injuries ,
especially affecting the neck, back, shoulders and thumbs. Laparoscopic instrument handles have
also been associated with inducing pressure points, nerve impingement and difficulty with ease of
instrumentation due to the size and design. These complications have been associated with high
case loads and lengthy procedures. The incidence of nerve lesions and neuropraxia amongst
laparoscopic surgeons is under-reported.

Methods

An electronic survey using "survey monkey" was distributed to the email accounts of all
gynaecology Consultants and registrars within Wales. The survey was a multiple choice format
with a free text available for each question.

Results

The survey assessed the surgeons demographics including age, dominant hand, special interest
and glove size. The average weekodés casel oad
cases per week with an average length of time per case recorded. The typical type of operation
performed was assessed including degree of complexity.

Physical symptoms was assessed included previous history of neuropraxic injury, location of injury
and the nature of how the injury occurred. The length of time the injury impacted the surgeon was
recorded and whether the injury recurred.

The surgeonés choice of surgical i nstrument s
whilst handling instruments occured and to which specific area of the hand.

The knowledge and application of ergonomics along with occupational health input was explored
within the survey.

Conclusions

Optimising ergonomics within the laparoscopic operating room is paramount to keep the surgeon
and assistant efficient and pain free. Neurporaxic nerve injuries secondary to laparoscopy are
under-reported. Care should be taken when designing laparoscopic handles to avoid pressure
areas and nerve injuries during operative laparoscopy.

wa s

wa
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Feedback: trainee versus consultant perspective of trainee performance in gynaecology
operating

Sarah Woldman?, Naomi Tod?, Christopher Hardwick?!

1Queen Elizabeth University Hospital, Obestetrics and Gynaecology, Glasgow, United Kingdom

Background

Feedback has gained increasing recognition in its role in adult learning. Kolb (1984) proposed that
learning by doing (e.g surgical skills teaching) occurs in a circular fashion (Kolb Cycle) and that

this type of learning can take place at any time and at any point of the cycle. In the experimental

|l earning theory research, feedback is critical
expert.

The aim of this project was to assess whether there was a disparity in consultant versus trainee
perception of the traineeds s u rtegm anaidto gstablish@anr ma n ¢
enhanced and more structured feedback system to surgical trainees in order to improve

confidence and competence for surgical skills.

Methods

We used prospective data collection asking trainees and consultants to individually fill out a paired
anonymous feedback form on the traineebs perfor
Performance was based over 4 domains: safety, efficiency, technical skill and overall

performance. A 10cm blank visual analogue scale was used from worst possible to best

possible, where both trainee and consultants were asked to mark a point on the scale to give their
performance ratingalong t he | ine. These were then compared
was similar to the students. Other information included trainee grade, which part of the procedure

was undertaken by the trainee, and if feedback was given in pre-operative or post-operative

planning.

Results

In total 21 cases were compared. The case mix included a variety of operations and included a
skill mix of junior to very experienced trainees. Most common operations included: diagnostic
hysteroscopy, laparoscopic treatment endometriosis/ adhesions/ cysts, and total laparoscopic
hysterectomy. In all 4 domains, trainee perception was persistently lower than that of consultant
perception bar one case. In terms of safety, there was a 0.5 (range 0-2) mean difference on
trainees versus consultant feedback. In the efficiency category, there was a mean difference of 1.3
(range 0-5.) Technical skill was found to have a mean difference of 1.5 (range 0-3), whilst the
overall performance was found to have a mean difference of 1.5 (range 0-4.)

Out of all 21 cases pre-operative planning for the trainee (ie what was the trainee planning to
achieve in this procedure?) was given in 33% (7 cases), whilst 66% had no pre-operative
planning. Post-operatively 66% (14 cases) of trainees received some form of structured feedback.

Conclusions

As can be seen from our findings above, there is a persistent discrepancy where trainees are
underestimating their performance in theatre. This is most profoundly seen in technical skill and
overall performance. We aim to now provide a structured feedback system in the hope to
accelerate adult learning in surgical training.
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Techniques to avoid ureteral injury in total laparoscopic hysterectomy
Emi Yoshioka?, Nobutaka Takahashi', Masakazu Abel, Munetaka Takekuma?,
Yasuyuki Hirashimal

1Shizuoka Cancer Centre, Division of gynaecology, Shizuoka, Japan

Background

One of the severe complications of a total laparoscopic hysterectomy (TLH) is a ureteral injury.
The previous literature reports the incidence of a ureteral injury being 1-15% of TLH cases. The
points where the injury is likely to occur include at the time of hemostasis before identifying the
position of ureter, at the time of cutting a cardinal ligament and at the time of closing the vaginal
vault. In our institute, we are carrying out three-stage techniques to avoid a ureteral injury in TLH.
The aim of this study is to demonstrate the effectiveness of our techniques in avoiding a ureteral
injury.

Methods

The first stage is to open up the Okabayashi's pararectal space (a space between posterior leaf of
the broad ligament and a ureteral leaf) sufficiently and separate the ureter outside from the
posterior leaf of the broad ligament by following the course of the ureter to a ureter tunnel. The
second stage is to create enough space between the cutting section and the ureter by inserting
the forceps to hold the cardinal ligament in order to have the ureter under a direct vision when
cutting the cardinal ligament. The final stage is to inject some indigo carmine intravenously and
observe the absence of intraperitoneal leakage of indigo carmine as well as the emission of indigo
carmine from both sides of the ureteral orifices by a cystoscope after closing the vaginal vault
following TLH.

Results

The above-mentioned three-stage techniques were carried out in 242 patients who underwent
TLH in our institute between July 2012 and April 2018. There was no ureteral injury during or after
TLH.

Conclusions

Although ureteral injury is one of the most severe complications in TLH, it can be avoided. The
techniques we have developed can be useful in performing TLH safely.

https://player.vimeo.com/video/269647221?autoplay=1
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Wet lab nephrectomy in a rabbit specimen; uses in operative gynaecological training
Mihai Gherghel, Evelyn Ferguson!, Mohamed Allam!, Khaled Elsapagh?
Wishaw University Hospital, Obstetrics and Gynaecology, Glasgow, United Kingdom

Background

We are presenting a wet lab model of rabbit with kidneys in situ devoid of the rest of internal
organs. The model is easily reproducible and allows training of specific skills needed for
gynaecological laparoscopic surgery.

Methods

We are using an adult rabbit specifically prepared for medical use by removing skin and all internal
organs, leaving kidneys and ureters in situ. The specimen is then placed inside a laparoscopic
training box and full size laparoscopic instruments are used. The training goal is to dissect the
kidneys off the peri-renal fat and the vascular pedicle along with ureter.

Results

The model allows training in fine dissection using laparoscopic scissors and atraumatic graspers
to create necessary tissue tension.

The model is particularly useful in simulating the tissue feedback encountered in live surgery and
identifying and dissecting tissue planes, sparing vital structures such as vascular pedicles.

Skills such as hand-eye coordination, coordinated fine movements using an assistant, recognition
of different degree of tension that should be applied on organs so that vital pedicles are spared are
all facilitated by our wet lab model.

Conclusions

Our wet lab training model is paramount in maintaining and enhancing operative laparoscopic
skills in gynaecology. These skills are applicable to a wide range of gynaecological minimally
invasive procedures amongst which salpingectomy, bladder dissection at laparoscopic
hysterectomy, adhesiolysis, endometriosis surgery.

https://player.vimeo.com/video/272660749?autoplay=1
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PhD Thesis Abstract

Training entry in laparoscopy: state-of-the-art, development and validation of a box-trainer
Susana Maial, Marisa Guimaraes?, Cristina Santos?, Arnaud Wattiez3, Jodo Bernardes?*, Joao
Luis Silva Carvalho?

1Hospital CUF Porto, Obstetrics and Gynaecology, Porto, Portugal

2Faculty of Medicine University of Porto, Cintesis, Porto, Portugal

SUniversity of Strasbourg, Obstetrics Gynecology, Strasbourg, France

4Faculty of Medicine University of Porto, Obstetrics Gynecology, Porto, Portugal

Background

Despite 50% of complications during laparoscopy are related to entry this is the least trained skill
compared with camera navigation, hand-eye coordination, bimanual coordination and

suturing. Aims: To assess the state-of-the-art of training entry in laparoscopy and to develop and
validate a new box-trainer.

Methods

A) A systematic review was performed following the PRISMA guidelines on models for entry
training outside the operating room, using the query [(simulation or training) and (laparoscopy or
laparoscopic) and (entry or port placement or trocar placement)]; B) A survey was sent to

the faculty of the 26th annual congress of the ESGE to evaluate practice and opinion about entry
training by experts; C) A survey was sent to the Portuguese Obstetrics-Gynecology residents to
assess education on laparoscopy including entry; D) A box-trainer for laparoscopic entry training
will be developed and validated.

Results

A) Theliterature search returned 66 articles. Fifty-four were excluded after abstract reading and 6
after full text reading. The final six selected articles referred training on: an immersive virtual reality
based training system, pigs, cadaver versus pigs, box-trainer and two bench-top

simulators. B) The response rate of the survey among experts was 78/267. Of the 69 respondents
that perform ESGE Level IV procedures, the first time they had placed a trocar was on a patient
(77%), an animal (13%) or an inanimate model (10%). Ninety-four percent teach entry, however
comparing to the other laparoscopic skills entry was the least taught skill. Eighty-four percent
agreed-strongly agree that entry should be trained before practicing on a patient, 72% referred
that entry training should ideally be performed on an inanimate model, 74% on a pig or sheep and
56% on a cadaver. Eighty-four percent did not know any inanimate model; two respondents
referred their homemade model and two other referred a box-trainer. C) Data from 114 residents
(response rate 47%) evidenced that the first time they had placed a trocar was on a patient (84%),
inanimate model (14%) or animal (2%). Minor complications related with entry were reported by
64% of them. GESEA certification was known by 79% and 14% were already certified for bachelor
level. D) The development and validation of a box-trainer to train and assess entry is underway.

Conclusions

Our project, although based on small studies, has consistently evidenced that there is a shortage
of entry training models in laparoscopy. It also evidenced that training remains poor, as to both
experts and residents. This is an important pitfall of laparoscopy, not only as to both experts and
residents, but also according to the persistent high level of complications related to entry, which
remains similar during the last 25 years. The development and validation of new entry training
models is warranted.
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Virtual Human Atlas project
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Background

The "VHA PROJECTO consists of a digital i mmer si
Applied Teaching and High Profile Training in the medical scope.

The main distinctive element of the experience offered by VHAP is the chance for the user to

access a multilevel virtualized structure, that allows students, medical staff, teachers and the

entire medical technical sector to explore, interact and verify with centralized tests their specific
knowledge of human anatomy, its functioning and its pathologies.

Methods

The experience offered by VHAP is possible by the use of advanced VHAP Stations, perfectly
equipped with interactive viewers and controls. Acting within a three-dimensional space designed
in computer graphics and balanced on the nature of the required experience, the user is able to
fully explore the anatomic complexity of the human body, learn and investigate all the related
functions and subsystems, engage with pathologic status and solve it with dedicated tools and
techniques.

The VR Station is the technological hub of the entire VHAP ecosystem. It consists, in its main
parts, of a logical unit Windows PC, a Visor, one or two Gloves / Knobs for interaction with the
hands, a pair of headphones and a comfortable seat for the user.

Results

The advantages of a virtual space, now that the technologies are ready to offer a deep complexity
of the simulated scenarios, mediated by an increasingly engaging interactive component, allow an
understanding of the shown modules more efficient, as the training paradigm shifts from the
traditional visualization of objects and procedures to the futuristic interaction with an immersive
experiential Matrix.

Considering the particular nature of the experience, the guarantee of anatomical adherence is
borrowed from an intersection of possible sources and theories elaborated by scholars,
professors, teachers and experts.

A series of simulated scenarios will be implemented in line with the resolution of problems typical
of the medical field. For each scenario, the academical reference for this section will clearly
indicate the nature of the problem to be reproduced and its solutions, integrating a series of
successive procedural steps, with different degrees of error / omission, to be recreated in the
virtual space to test the user. The medical tools, machinery and setting up of the simulated
scenario will be the object of an adequate analysis in order to correctly recreate all the variables
involved.

Conclusions

Virtual reality can provide an experience to students, medical staff, teachers and the entire
medical technical sector to explore, interact and verify their specific knowledge of human anatomy,
its functioning and its pathologies.
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Background

Comparative evaluation of the effectiveness of laparoscopic ovarian drilling (LOD) in CC-resistant
(clomiphene citrate -resistant) PCOS woman with using different type of energies showed that
more gentle and effective is using laser (Ho-Yag 1 holmium) compared to other types of energy.
Our aim was to assess the functional and morphological status of ovaries under the influence of
different types of energies using during laparoscopic ovarian drilling , to analyze clinical outcomes
after these types of intervention.

Methods

Women of reproductive age with CC-resistant forms of PCOS underwent LOD with using different
energies, 110 patients underwent Ho-Yag laser drilling (HLD), 69 patients underwent laparoscopic
ovarian diathermy with using bipolar (LOD), 72 patients underwent laparoscopic ovarian resection
(LOR). Morphological examination of ovarian tissue after exposure of the above mentioned kinds
of energy was carried out. The material for the study was obtained after hysterectomy with
appendages according to indications with informed consent of the patient.

Results

Our findings showed the high efficiency of using Ho-yag drilling like the most gentle according to
the ovarian reserve, and more effective comparative to the other methods. Morphological
examination showed the minimal damage of tissue after performing of the holmium laser, with a
powerful local ablation of the ovarian tissue, there is no carbonization and burns of tissue, which
are inherent to the electrical energy. Significantly less focuses of hemorrhage and coagulative
necrosis. Morphological features of ovarian tissue underwent of different energies positively
correlated with the clinical efficiency of performed methods. Menstrual - ovulatory function was
resumed by 96.4 % in women of group HLD, 84,1 % in the group LOD and 70.8% with in group
LOR. During the first year, after endosurgical treatment pregnancy occurred in 59 (53,6%) women
from the HLD group, which exceeded this figure in comparison with other methods i in 2,5-3
times.

Conclusions

Consequently, the most effective method of laparoscopic ovarian drilling is Ho-Yag laser drilling.
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Vascular complication during laparoscopic pelvic surgery - injury to inferior epigastric
artery
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Background

Vascular Complications during laparoscopic pelvic surgery- Injury to inferior epigastric artery (IEA)

Al nci dence: Ac altaparscspic tomplicatots o f

ADegree of injury : Var ylifethreatenings hagmemrhage/caenaatomab r ui s i
(Image)

A Location: Il nferior Epigastric Arter wmhlcaEA) an
arteries on anterior abdominal wall.

Methods

Aresented video is of a patient with severe endometriosis.

ADuring suspension of rougtaright ieferior edigastrineetend(lEA) went t
Al't was recognised i mmediately by observing blo
subsequently a haematoma.

Aln literature a number of techniques hdremlIBfe en

Al ni t tarapbnlade was applied with laparoscopic forceps .

AA modi fied st r aiiEndbctose lwasguset forragplyicgehaemastatic sutures.

ATwo sutures were placed inferior and risianiot ang
stop the active bleeding.

(Followed by Video)

Results

ABl eeding stopped and haematoma observed with s
AA moderate size haematoma was monitored clinic
APatient was di sc h arwtesltitchedimsau. 3hé retermed 48 fours later and
stitches were removed in outpatient with no complication.

Conclusions
Aim of this presentation is to raise the awareness of the anatomical variations of the course of the

IEA in relation to abdominal landmarks in order to define a safer zone for laparoscopic surgery on
anterior abdominal wall.

This easily correctable injury would not be missed by early recognition of the injury and the use of
prudent surgical techniques.

This video has described an important surgical technique to manage the IEA injury with no
associated morbidity

https://player.vimeo.com/video/272962721?autoplay=1



https://player.vimeo.com/video/272962721?autoplay=1
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Background

This is the case of a 30 year old patient with dysmenorrhoea, LIF pain, dyspareunia and menstrual
dyschezia.

Laparoscopy demonstrated a 3 cm left endometrioma and a 2 cm central endometriotic nodule
obliterating the POD and involving the Lt USL, torus uterinus and posterior vaginal fornix. The
rectosigmoid was pulled into the nodule.

Methods

A systematic approach is followed. Surgery begins with adhesiolysis and division of the
physiological sigmoid colon adhesions at the pelvic brim. The endometrioma is drained (not
shown) and the ovary suspended from the anterior abdominal wall to improve access to the pelvis
and appropriate use of the assistant.

The pelvic side wall is opened at an area of healthy peritoneum and the Lt ureter is dissected
laterally. The pararectal spaces are opened with blunt divergent movements. The dissection starts
in normal tissue close to the nodule and extends caudally until normal tissue below the nodule is
reached. Dissection follows the gas of the pneumoperitoneum in the avascular planes. The
rectum is dissected off the nodule with cold scissors and short bursts of bipolar energy to avoid
thermal injury to the bowel. Vaginal and rectal examination during the dissection assists in
identifying the correct plane.

The USL endometriosis is dissected medially in continuum with the rectovaginal nodule. The
pelvic splachnic nerves are preserved caudally to the USL.

The nodule is excised en bloc with excision of the affected vaginal mucosa and the vaginal wall
closed with Vicryl sutures.

Results

The patient made an uncomplicated recovery and histology confirmed endometriosis. At 6 months
post operatively she has got complete resolution of her symptoms.

Conclusions

Laparoscopic excision of rectovaginal endometriosis is challenging and requires a systematic
approach for complete identification of the pelvic anatomy. The aim is to completely excise the
disease in order to maximise the surgical outcome and improvement of symptoms.

https://player.vimeo.com/video/268308436?autoplay=1



https://player.vimeo.com/video/268308436?autoplay=1
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Laparoscopic hysterectomy with vaginal morcellation in a patient with large
intraligamentary myomas
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Background

A 50-year-old patient with a complaint of abdominal pain had a transvaginal USG of approximately
20 cm myoma adjacent to the left lateral wall of the uterus. Laparoscopic hysterectomy was
considered due to the fact that the patient had a body mass index of 38, type 1 diabetes mellitus
and hypertension.

Methods

1 umbilical 20 mm trockhar (li-yuang point) 2 inguinal 5 mm trochar and 1 suprapubic 5 mm
trochar were studied. Myom was removed from the vagina after being uterus separated

Results

Postoperative material was measured to 825 gr.The patient was discharged healthily on the 2nd
postoperative day.

Conclusions

In patients with comorbid disease and high body mass index, laparoscopy may be a better option
than laparotomy in terms of patient comfort and rapidity of recovery. The fact that the patient has a
large mass does not constitute an obstacle for laparoscopy. Technical difficulties (no laparoscopic
morcelation) are not an obstacle to laparoscopic surgery

https://player.vimeo.com/video/268874678?autoplay=1



https://player.vimeo.com/video/268874678?autoplay=1
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Laparoscopic management of frozen pelvis and midtubal occlusion due to pelvic

tuberculosis
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Background

Tubal factor is the most important cause of female infertility that often develop secondary to pelvic
inflammatory disease. Tuberculosis-related tubal factor is observed in 1% of the developed
countries in the infertile population, which is up to 13% in the developing countries. Symptoms of
pelvic tuberculosis include menstrual irregularities such as oligomenore-amenorrhea, infertility,

chronic pelvic pain, and pelvic mass. We presen
médtubal occluséon who desire pregnancy.
Methods

Laparoscopy is the gold standard in the treatment of tubal factor before in vitro fertilization that
includes salpingectomy or proximal tubal blockage. The patient is 29 years old and wants to be
pregnant for 7 years. Dysmorphic uterine cavity and bilateral midtubul occlusion were seen on
hysterosalpingography. Ultrasonography showed

bilateral hydrosalphanix and tuboovarian complex. The body temperature, white blood cell count,
CRP, and sedimentation were determined at normal limits.Hysteroscopic incisions was applied to
the internal indentations of the lateral wall for the dysmorphic cavity. On the laparoscope, it was
observed that the omentum was adhered to the front wall of the abdomen. Extensive adhesions
were observed between the bowel and omentum and the uterine fundus. Frozen pelvis was
formed as a result of adhesion of douglas pouch. Dissection and adhesiolysis were performed
without using energy modalities as much as possible.Dissection was initiated from the left pelvic
sidewall to enter the frozen pelvis and bilateral hydrosalphanix was detected. Caseous necrosis
was seen in the left tubule. Bilateral salpingectomy was performed and pelvic anatomy was
restored.

Results

Histopathological examination revealed caseous necrosis but no active tuberculosis was detected
in the patient. Endometrium tissue was studied by polymerase chain reaction and active
tuberculose was not detected. Twelve mature embryos were collected after controlled ovarian
hyperstimulation. One ongoing pregnancy was achieved after 1 blastocyst transfer.

Conclusions

Severe omentum and intestinal adhesions and frozen pelvis can be seen in patients with pelvic
tuberculosis. In migrants and patients in developing countries, pelvic tuberculosis should be
excluded when bilateral midtubal occlusion, afebrile tuboovarian complexes are detected. Despite
severe adhesions, laparoscopy is a safe and effective method.

https://player.vimeo.com/video/270097112?autoplay=1



https://player.vimeo.com/video/270097112?autoplay=1
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Assessment of liver function in patients treated with Ulipristal Acetate (Esmya®) in a
District General Hospital
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Background

Ulipristal acetate (Esmya®) has been prescribed in Chesterfield since its introduction in 2012, for
the treatment of symptoms associated with uterine fibroids. Its use was initially pre-surgical (prior
to hysterectomy, myomectomy, uterine artery embolization), and subsequently also medical, in the
form of repeated 12-week courses. We audited our experience and presented data on 108
patients at the RCOG World Congress in 2016. Between September 2012 and February 2018, we
have treated 255 women, and have not encountered any women that developed signs or
symptoms of drug induced liver injury.

The objective of this study was to assess the uptake and outcome of liver function testing (LFT)
after UPA 5mg use in gynaecological patients, at the time of the temporary measures imposed on
8" February 2018 following the Pharmacovigilance Risk Assessment Committee (PRAC) review of
cases of severe liver damage after UPA use.

Methods

When UPA was withdrawn in Feb 2018, 127 patients treated in the preceding two years were
identified by pharmacy and the patient records audited. All patients were contacted by letter within
72 hours explaining the reasons for the withdrawal, and provided with a Helpline number for
advice or to book an urgent outpatient appointment if desired, and LFT request form.

Results

60 (47%) patients responded to the offer of LFT testing, and a further 17 (13%) had LFT checked
by their GP, either for UPA monitoring or for other reasons. Of these 77 cases, 71 (92%) had
nor mal results. Those that hadnét already un
myomectomy) were offered follow up appointments to discuss ongoing treatment options.

Of the six patients with abnormal test results, three had pre-existing medical conditions to account
for the abnormality, one had normal results on repeat testing a month later, and two are being
investigated further.

There has been no response to date in 50 patients, of whom 42 (84%) were discharged well, more
than 6 months ago, having either undergone definitive surgery, been treated medically, not
attended follow up or not taken the UPA. Seven (14%) patients have been discharged within 2-6
months, and one is still under review. It is assumed that patients declining LFT testing are
currently wel|l and asymptomatic and donodot f e

Conclusions

No cases of severe liver damage have been identified in our population of 127 patients. Two
currently undiagnosed mild abnormalities are under investigation. At the time of writing PRAC
have completed their review, and it seems likely that UPA will become available again within a few
months, to prescribe in women with symptomatic uterine fibroids.

der

el
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Dr Modi's aguadissection technique for bloodless myomectomy
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Background

1. Myomectomy is a surgical procedure whereby the fibroid is removed and the uterus is
repaired. This is generally desired so that there can be a possibility for further conception,
pregnancy and delivery. The common surgical difficulty in this procedure is that there is
excessive bleeding during the surgery, which impacts the repair and the outcome.
Surgical principle requires temporary reduction or cessation of blood supply to the surgical
field for a short time, during which the procedure can be completed, or at least, majority of
the surgical closure part of the uterus gets completed.

Dr Modi's aquadissection technique reduces the blood loss during the surgical procedure,
allowing the surgeon to finish the repair comfortably. This in turn improves the post-
operative outcome for the patient.

Methods

Dr Modi 6s Aquadissection technique is the use o
added to it. 40 units of vasopressin drug is added to 400 ML of normal saline and the entire

solution is injected into the myometrium of the uterus. The saline solution tends to find the path of

least resistance and enters into the correct plane in between the fibroid and the uterus on its own
there-by separating the fibroid significantly. Hence it is called as Aquadissection.

In addition, the blood in the myometrium (uterus) is replaced by this saline. So when the uterus is

cut open, there is no bleeding and only the saline leaks out. This also keeps the surgical field clear
allowing better visualisation of the surgical field. The vasopressin holds the saline in place, inside

the uterus, for about half an hour because of the vasoconstriction, thereby giving enough time to
finish the repair of the uterus. After half an hourtheeffect of the drug wear 6s
is established back to normal.

Results

As an end result, the surgery is completed with very minimal blood loss, clear field of visualisation,
which allows proper repair of the uterus. The significant reduction in the blood loss also enables
the surgeon to operate calmly, without hurrying up in the repair, and without any undue stress.

Conclusions

Simple technique to minimise blood loss in a myomectomy.
Easily replicable by any surgeon

Principle and concept based surgical technique

Not equipment based

No special additional skill required

https://player.vimeo.com/video/272619769?autoplay=1



https://player.vimeo.com/video/272619769?autoplay=1
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The posterior colpotomy for tissue extraction in robotic surgery. A surgical case of a pelvic
mass causing unilateral hydronephrosis

Paul Adriaensen?, Noélie Dony?, Stef Cosyns?, Michelle Leunen?, Philippe De Sutter?!

lUniversity Hospital VUB Brussels, Gynaecology, Brussel, Belgium

Background

| present an interesting case of a 43y woman with a unilateral hydronephrosis and two pelvic solid
mass. She underwent a vaginal hysterectomy for myomas 5 years ago. The hydronephrosis at the
right side was resolved by the placement of a double JJ catheter. She underwent a robotic
laparoscopy with resection of the two solid mass. After analysis it were benign myomas.

Methods

The procedure was done by robotic laparoscopy (Da Vinci Xi &) and the use of 3 arms. The
instruments who were used are the hot shears monopolar, the Maryland forceps bipolar and the
mega needle driver. For the extraction of the tissue we used a posterior colpotomy and a
endobag.

Results

Inspection of the lower abdomen shows a retroperitoneal mass at the left round ligament, at the
right side this mass is at the bifurcation of the iliac artery beside the right ureter. We performed a
bilateral adnexectomy and removal of the left mass. At the right side we opened the posterior
peritoneum with dissection of the solid mass from the ureter. Removal of the mass by a posterior
colpotomy with the use of a uterusmanipulator (Hohl, Karl Storz &) and a endobag.

The total operation time was 2h with a total blood loss of 20cc. No complications occurred. The
patient left the hospital the next day.

Conclusions

This is an interesting case of the removal of two myomas after hysterectomy who were situated
retroperitoneal. The procedure shows very good the dissection of the right ureter. Also the
feasibility for extraction of the tissue by a posterior colpotomy.

https://player.vimeo.com/video/272620715%autoplay=1



https://player.vimeo.com/video/272620715?autoplay=1
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Is magnetic resonance - transvaginal ultrasound (mri i tvus) fusion imaging useful for the
assessment of deep endometriosis?

Caterina Exacoustos?, Lucia Manganaro?, Sara Camillit, Giulia Morosettil, Emilio Piccionel,
Errico Zupit

lUniversity of Rome A T&¥er gat ao,

Department of Biomedicine and Prevention Obstetrics and Gynecological Clinic, Rome, Italy
2University of Rome i L%a p i e-itatya2®epartment of Radiology, Rome, Italy

Background

The purpose of this study is to evaluate the feasibility of fusion imaging in patients with deep
endometriosis.

Methods

This prospective study included 20 patients with deep endometriosis referred to our Gynecology
Unit from July 2017 to October 2017. TVUS was performed in all patients, followed by pelvic MRI
and MRI-TVUS fusion imaging within three months from TVUS. An accurate description of all sites
of endometriosis, adenomyosis and deep infiltrating endometriosis (DIE) was reported for each
examination. The mapping obtained through fusion imaging was compared to the results of TVUS
and MRI separately. Fusion exams were interpreted by two experts in gynecologic ultrasound and
pelvic MRI.

Results

Mean patient age was 34.4+6.9 years (range 21.0-48.0).The most frequent symptoms were
dysmenorrhea (45%), dyspareunia (35%), infertility (25%). DIE of the rectovaginal septum was
identified in 5/5 (100.0%) patients at TVUS, in 1/5 (20.0%) at MRI and in 5/5 (100.0%) at fusion
imaging. DIE of the parametrium was found in 100.0% (3/3) of patients at MRI, in 0.0 % (0/3) at
TVUS and in 100.0% of patients at fusion imaging. Uterosacral ligament involvement was reported
in 12/17 (70.5%) at TVUS, in 14/17 (82.3%) at MRI and in 17/17 (100%) through fusion imaging.
DIE of torus uterinus was detected in 6/11 (54.5%) at TVUS, in 10/11 (90.9%) at MRI and through
fusion imaging in 11/11 (100.0%). Both MRI and fusion detected 8/8 (100.0%) cases of DIE of the
round ligaments while only 1/8 cases were seen at TVUS (12.5%). Finally TVUS spotted DIE of
ureters in 2/2 (100.0%), while no cases were reported through MRI (0/2 (0.0%)) and only 1 case
was found through fusion (1/2(50.0%)).

Conclusions

Fusion imaging is a new technology combining both TVUS and MRI. Although its role in daily
practice has yet to be established, according to our initial results this technique may overcome the
pitfalls of TVUS and MR, offering a precise and advanced tool in the diagnosis of endometriosis,
adenomyosis and DIE.
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Post-menopausal epsiotomy scar endometriosis case report and literature review

Sayed Elakhras!, Mohamed Salama?, Diaa Abdelhalim?3, Vasilios Tanos*, Mohamed Elsemary?,
Mohamed Abo-Elenen?
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Obstetrics and Gynaecology, Cairo, Egypt

Background

Endometriosis is defined by the presence of ectopic functional endometrial tissues outside the
normal endometrial cavity. It could be either pelvic or extra-pelvic in location. Scar endometriosis
has been described in scars of obstetric or gynaecological surgeries, most commonly caesarean
section scars. Ectopic endometriotic implants, like eutropic ones are estrogen-sensitive, and show
cyclic response to its varying blood levels. Menopausal state is known to lead to regression of
endometriotic implants.

Only a few reports appear in literature about episiotomy scar endometriosis, whereas no reports of
post-menopausal endometriosis were encountered in our literature review.

Methods

We hereby describe a case of post-menopausal episiotomy scar endometriosis, a very uncommon
finding, regarding both location and persistence through the post-menopausal state.

A 54 years old lady, who has been menopausal for 3 years presented to our hospital with a
complaint of persistent perineal pain of several years duration, dating back since her last delivery.
She has had 3 uncomplicated vaginal deliveries, the last of which was 15 years ago. She
remembers having an episiotomy at the first delivery, and trivial perineal lacerations in the 2
subsequent ones. Following her last delivery, she started complaining of perineal pain, not
particularly related to menses. She has been prescribed various treatments for vaginal infections,
but with no response. She was eventually told that her complaints are attributed to excessive
fibrosis and scarring at the episiotomy scar, for which, she underwent surgical "release” of the
episiotomy scar. She only experienced temporal relief after this procedure, but the pain recurred
not long after. At our hospital, examination revealed a tender 2x3 cm mass underneath the
episiotomy scar, which is fixed to the skin, but not the anal canal. Surgical excision of the mass
was then performed, which was also related to the levator ani and perineal muscles. These
muscles were re-enforced by delayed absorbable 2-0 polydioxone sutures, and the skin by rapidly
absorbable 2-0 polyglactin.

Results

The excised tissue mass measured 2x3 cm, was fleshy displaying yellowish and reddish dots on
the cut section.

Histopathological examination confirmed the presence of endometriotic tissues embedded in a
dense fibrotic matrix.

Up to 9 months of post-operative follow up so far, the patient remained symptom free. Neither
perineal pain nor pelvic floor dysfunction symptoms were experienced.



Conclusions

Although a quite rare condition, episiotomy scar endometriosis should be considered in women
suffering persistent perineal pain, especially when in relation to a previous episiotomy scar. This
possibility should still be considered even in post-menopausal ladies, along with other causes of
vulvodynia.
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Ovarian Oophoropexy with ovarian ligament plication for recurrent ovarian torsion
Fevzi Shakirt, Manpreet Kaur?, Kimmee Khan?

1Royal Free Hospital, Gynaecology, London, United Kingdom

2Kings College Hospital, Gynaecology, London, United Kingdom

Background

Recurrent ovarian torsion can occur in 2-15% of cases. If left untreated and multiple operations
can be required and ultimately necrosis in the ovary is a possibility.

Methods

A 23 year old woman who presented with acute left iliac fossa pain. Clinical examination was
suggestive of acute ovarian torsion. She had a laparoscopy 3 weeks ago for ovarian torsion and it
was de-torted at the time, in addition pelvic endometriosis was diagnosed and she was scheduled
for follow up. As this was a recurrence of her torsion after counselling she opted for a
laparoscopic oophoropexy with ovarian plication.

Results

This approach meant that a conservative approach could be taken for her recurrent torsion. She
subsequently had no recurrence following this procedure and a repeat ultrasound demonstrated
follicular activity in the ovary meaning it was still functional.

Conclusions

Ovarian oophoropexy with plication should therefore be considered in selective cases.

https://player.vimeo.com/video/269920690?autoplay=1
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Abdominal ultrasound guided egg collection

Cagri Gulumser?!, Meltem A Sonmezer?, Emre Sukur?, Murat Sénmezer?
1University of Health Sciences, Obsteric and Gynaecology, ANKARA, Turkey
2Ankara University, Obsteric and Gynaecology, Ankara, Turkey

Background

To define whether abdominal ultrasound guided egg collection is feasible and effective

Methods

In 2017 and 2018, we performed abdominal ultrasound guided egg collection to total of 9
consecutive cases at tertiary referral university hospital in Ankara. Transvaginal ultrasound probe
were used to prevent bowel, bladder and big vessels injuries. Continuous pressure was applied

with the probe to avoid bowels and the other structures, iftherear e any under t he

area. Then all the equipment we used was same as traditional vaginal oosit pick-up procedure.
The variables of the data were social demographic details of the patients, indications, total egg
counts, mature oosit counts, and total number of fertilized egg. SPPS was used for statistical
analysis.

Results

Mean age was 30.6 £2. All women were nulliparous. Most frequent reason for abdominal
ultrasound guided egg collection was virginity. The other indications are as follows; one patient
was 17 years old who has been suffering from Ewing Sarcoma. Before the operation, radiotherapy
and chemotherapy abdominal ultrasound guided egg collection was performed to preserve her
fertility in future. The other patient was breast cancer. Two patients had huge cervical myomas,
which was not possible to do oosit pick-up procedure in a traditional (vaginal) approach. Rests of
the other patientsodo were virgin whom welling
abdominal ultrasound guided egg collection. Oosit counts were as follows from each different
patient; 8, 7, 2, 2, 20, 10, 5, 6, 8, 5 (n: 75) respectively. After the procedure we had mature oosits
from all patients and the total numbers of mature oosit colleting and total oosit count/mature oosit
ratio was 79% (59/75). We did an embryo transfer from only one patient who 6/5 (%83) mature
oosits and 1/6 of them were transferred. And the other embryos were freeze.

Conclusions

Conclusion: Abdominal ultrasound guided egg collection is feasible and effective approach
especially for virgin or cancer patients who are welling to preserve fertility. We planned further
prospective study to determine the most efficient abdominal technic for egg collection and its
results.

https://player.vimeo.com/video/269944571?autoplay=1
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The quality of online information related to fibroids: a systematic review

Alexandra Wojtaszewskal, Martin Hirschl, Dimitrios Mavrelos?, Ertan Saridogan?
lUniversity College London, Institute for Women's Health, London, United Kingdom

Background

Fibroids are the most common pathology of the female reproductive tract, associated with
significant morbidity. Health information online is rapidly expanding with minimal governance. We
systematically assessed the readability, quality and accuracy of web pages providing information
on fibroids.

Methods

We searched Google.com using a strategy developed in consultation with healthcare professional,
researchers, and patients with fibroids. Web pages containing information related to fibroids were
included. The readability, accuracy and quality of web pages was assessed using validated
instruments. Readability was measured using the Flesh-Kincaid instrument. Quality was assessed
using the DISCERN instrument. Fibroid-related statements were extracted, and their accuracy was
assessed by expert opinion.

Results

A total of 205 web pages were identified and 48 web pages were included for analysis. Over 70%
of web pages did not report the authorship and 54% did not attribute the sources of information or
academic references. No web page met the suggested readability standard. The median
readability score was low, suggesting a high educational level is required for comprehension. A
substantial proportion of web pages was rated as poor quality. We extracted 318 statements
across four domains: diagnosis, impact on fertility and pregnancy, medical management and
surgical management. A large proportion of statements, were inaccurate (47, 15%) or unclear (47,
15%). Poor or very poor accuracy was identified in a significant number of web pages.

Conclusions

There are no high-quality, accurate, and easily comprehensible online web pages relating to the
diagnosis and management of fibroids. Healthcare professionals must warn patients about the risk
of inaccurate or outdated information found on the Internet. There is urgent need for regulation of
health-related information to ensure patient safety.
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Unknown origin of bleeding: a life-threatening situation in women affected by
endometriosis

Alessandro Arenal, Mohamed Mabrouk?, Elisa Moro?!, Matteo Parisotto!, Simona Del Fornol,
Renato Seracchioli!

1Sant'Orsola Hospital - University of Bologna,

Gynaecology and Human Reproduction Physiopathology, Bologna, Italy

Background

We describe a case of a 35 years old nulliparous woman who was admitted to our gynecological
emergency room due to pelvic pain and fainting sensation. She had a history of endometriosis and
she has been followed for 6 months by our outpatient clinics. She underwent a diagnostic
laparoscopy three year before in another centre with a diagnosis of severe deep infiltrating
endometriosis. Due to her severe endometriosis she was scheduled for surgery. She was not
under medical therapy as she was trying to get pregnant.

Methods

At hospitalization she had blood pressure 90/60 mmHg, Cardiac frequency was 100 bpm and she
presented normal body temperature. Laboratory tests showed Hb 8.9 g/dl and hGC < 0.5 UI/L.
Ultrasound was performed showing abdominal bleeding and a suspicion of corpus luteum in the
right ovary. Due to the rapid worsening of her clinical conditions she necessitated an immediate
recovery in the operating room.

Results

During laparoscopy a big amount of blood was present at the entrance. After blood suction and
difficult adhesiolysis, no bleeding from both ovaries was detected. We explored therefore the
posterior surface of uterine wall where a tight adhesion between rectum and uterus was evident. In
this area, a vascular lesion with huge blood flow was present. A selective coagulation was
performed with good results. Specimens were collected around the bleeding area for
histopathological examination revealing the presence of foci of endometriosis. After bleeding
stabilization, we access to the retroperitoneum in order to allow direct visualization of the ureter
and the evaluation of its aspect. About two litres of blood were removed during surgery and she
was transfused with four units of blood. The patient was discharged after 5 days in good health
conditions. During follow up visit after one month, the patient reported no pain and good health
conditions.

Conclusions

In patients with a history of endometriosis is important to pay attention to the possible presence of
uncommon bleeding localizations. Laparoscopy was useful and effective also in this challenging
situation. Thanks to its magnification, we could precisely identify the bleeding source performing a
good selective coagulation.

https://player.vimeo.com/video/269953738?autoplay=1
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Laparoscopic Oophorectomy following Total Abdominal Hysterectomy; challenges in
removing incarcerated ovary

Mihai Gherghe?, Inna Sokolova?

lUnivesity Crosshouse Hospital, Obstetrics and Gynaecology, Glasgow, United Kingdom
2University Hospital Crosshouse, Obstetrics and Gynaecology, Glasgow, United Kingdom

Background

We are presenting a case of a 37-year-old lady with a gynaecological history of Abdominal
Hysterectomy and conservation of ovaries for fibroids and endometriosis. The Right ovary was
found to be adherent to ureter and bowel; systematic dissection of pelvic side wall was needed to
identify and restore anatomy.

Methods

Our patient had background of chronic pelvic pain and endometriosis since teenage years. Post
hysterectomy symptoms of pelvic pain have subsided temporarily however pelvic pain has
relapsed 2 years post hysterectomy. Clinical examination of abdomen and pelvis was
unremarkable in clinic. MRI confirmed possible adhesions between bowel and vaginal vault; there
were no signs of bowel obstruction on MRI.

Division of adhesions and oophorectomy was agreed with patient.

Intra operatively dissection was done using bipolar graspers and advanced bipolar diathermy
along with scissors. Dissection of pelvis sidewall structures was necessary to identify the ureter
and separate it from the ovary.

Results
The Left ovary was removed without difficulty.

Peritoneum was opened over the iliac vessels and dissection was extended towards bladder and
upwards towards the iliac vessels bifurcation. The ureter was identified tightly adherent to the
ovary; dissection planes were identified and ovary was removed.

Conclusions

There was no intra operative or post operative ureteric injury and our patient had an uneventful
recovery. Symptoms of pelvic pain have subsided following surgery.

Good knowledge of pelvic sidewall anatomy is paramount in approaching dissection of
incarcerated ovary, especially in patients with a background history of endometriosis.

https://player.vimeo.com/video/272681710?autoplay=1
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Prognostic factors for the failure of endometrial ablation: a systematic review

Pleun Beelen?, Imke Reinders?!, Wessel Scheepers?!, Malou Herman?!, Peggy Geomini?,

Marlies Bongers!?2

IMaxima Medical Centre, Department of Obstetrics and Gynecology, Veldhoven, The Netherlands
2Maastricht University Medical Centre, GROW - School for Oncology and Developmental Biology,
Maastricht, The Netherlands

Background

Endometrial ablation is a minimally invasive surgical technique which is widely used in women with
heavy menstrual bleeding. Although satisfaction rates are high, about 20-25% of the patients
require additional surgery, mostly because of persistent bleeding or pain. The aim of this
systematic review is to provide an overview of prognostic factors predicting failure of second
generation endometrial ablation. The results of this review can be used to improve the counseling
of women who opt for endometrial ablation by predicting the probability of success in each
individual case.

Methods

We systematically searched Medline and Embase between August 1988 and April 2018. All types
of studies reporting about predictors of second endometrial ablation failure were included.
Included studies were assessed on risk of bias. Data about the type of endometrial ablation, the
success and/or failure rates and prognostic factors were extracted from the included studies.

Results

The literature search provided a total of 955 articles. After screening for eligibility 57 articles were
included in this review. An overview was made of all described prognostic factors and the 10 most
described factors have been further evaluated. These factors were; age, parity, BMI,
dysmenorrhea, bleeding pattern, uterus position and length, endometrial thickness, myomas,
previous cesarean section and tubal ligation. As outcome measures in the different studies were
heterogeneous it was not possible to perform an analysis of pooled data, therefore an overview of
the data of all studies was made. In 11 studies uterus position was analyzed, the results of these
studies showed a negative effect of the retroverted uterus on the success of endometrial ablation
when the thermal balloon technique was used. Tubal ligation prior to endometrial ablation was
examined in 14 studies, which showed conflicting results, therefore no conclusions could be drawn
from the existing evidence. Evidence about the influence of irregular bleeding, reported in 6
studies, was also conflicting, but the majority of studies showed no significant negative influence.
As for caesarean section, the 9 corresponding studies showed no influence on the success of
endometrial ablation. Remaining prognostic factors are yet to be analyzed and will be presented at
the congress.

Conclusions

In literature many prognostic factors for the failure of endometrial ablation have been
described. With this overview it is possible to improve and personalize the counseling of women
with heavy menstrual bleeding.
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The role of outpatient uterine polyp morcellation in a group of women presenting with
postmenopausal bleeding and coexisting morbidities.

Sandra Moloney?!, Fulva DaveZ?, Martin Powell®

1The Nottingham Treatment Centre, Gynaecology, Nottingham, United Kingdom
2Nottingham University Hospitals, Obsterics and Gynaecology, Nottingham, United Kingdom

Background

The concept of outpatient removal of polyps has been advanced by the development of
morcellation devices. We have evaluated 53 cases with an emphasis on the considerable
morbidity found in women presenting with post menopausal bleeding and diagnosis of uterine

polyps.
Methods

Using a Medtonic Trueclear 5mm hysteroscopic device in an outpatient setting we determined how
many patients required intra procedure analgesia, the number that could be completed
vaginiscopically without cervical dilation and simpler parameters such as the length of time of the
procedure and the time to go home. The acceptability of this procedure to women in an outpatient
scenario was also evaluated.

Results

We found many women presenting with postmenopausal bleeding also had considerable
coexisting morbidities along with a significantly raised body mass index . Many of our cohort did
not require any form of local analgesia or cervical dilation prior to the procedure resulting in the
majority of cases having polyps removed using a vaginoscopic approach in less than 5
minutes. Pain scores measured using a VAS were found to be well within an acceptable range
with many women stating they would recommend this procedure to friends and family. The
majority of cases were discharged home within 30 minutes of having the procedure performed
having sustained no obvious complications.

Conclusions

We conclude that the 5mm Medtronic Trueclear device has the optimum characteristics to manage
this highly morbid potentially complex group of patients safely in an outpatient setting avoiding the
need for general anaesthesia.
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Pregnancy outcome after hysteroscopic septoplasty

Marilou Mangubat?!, Fionna Maree Paragas?

1Perpetual Succour Hospital of Cebu, Department of Obstetrics and Gynecology, Cebu City,
Philippines

Background

Uterine septum is the most common type of uterine anomaly that often results to infertility, abortion
and poor pregnancy outcome. We present a case of a subseptate uterus with recurrent
pregnancy loss and a case of complete uterine septum with secondary infertility and previous
salpingostomy for unruptured tubal pregnancy. This paper reports the pregnancy outcome after
hysteroscopic septoplasty with concomitant laparoscopy under ultrasound control.

Methods

2D/3D transvaginal ultrasound and ultrasound of the abdomen were taken preoperatively. The

procedure was transcervical resection of uterine septum using90°bi pol ar Col | i nds
concomitant laparoscopy. Post procedural evaluation of the uterine cavity was done by transrectal
ultrasound. Evening primrose oil was used to soften the cervix. The surgery under general

anesthesia was done after end of menstruation.

Results

Renal agenesis was absent. Antiphospholipid antibodies were negative for RPL. The resection
began at the tip of the partial septum up to the base. Resection of the complete uterine septum
was done from the fundus to the internal cervical os using a lateral, alternating technique of side-
to-side resection up to the base of the fundus. The duplicate cervix was left intact. On
laparoscopy, there was no fundal indentation and only a single uterine cavity on

transillumination. Cystectomy was performed for dermoid cyst. Post procedural ultrasound fundal
thickness was 1-1.17 cm. Intrauterine balloon catheter was left in place for 48 hours to prevent
resected areas from coming together. Sequential estrogen/progestogen was given for 2 cycles for
endometrial regrowth. Pregnancy with live births occurred 3-18 months after the procedure.
Delivery was by Cesarean section in RPL at 32 weeks gestation for complete breech presentation
in labor and at 38 weeks in labor with duplicate cervix.

Conclusions

Hysteroscopic resection is recommended for treatment of uterine septum with increased
postoperative pregnancy and livebirth rate. The advantage of ultrasound guidance is easy
estimation of fundal thickness and depth of remaining septum. Concomitant

laparoscopy evaluates the pelvis, external fundal contour and extent of septal resection.
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Management of two different false passages: a common challenge in hysteroscopy surgery

Limin Feng?!, Luping Zhang?!
1Beijing Tiantan Hospital, Ob Gyn, Beijing, China

Background

The creation of a false passage may also occur during any uterus cavity operation, such as
termination of pregnancy, dilation and curettage, endometrial ablation, removal of IUD and
hysteroscopic surgery. During the operation, the instrument is guided inside the cervical canal
then into the uterine cavity. This is the #fr
through the right canal, which might|l ead t o forcing the passage
cervix, or in the uterine wall.Therefore, while misguidedly inserting the instrument, a false passage
could be created by tunneling a new passageway in the cervix wall, or the uterus, between
endometrium and myometrium or in the myometrium . Most of intrauterine false passage was
created in the isthmus of the uterus, the risk being higher if there is significant anteflextion or

retroflextion.

Methods

The two patients treated with oral Estradiol Valerate at a daily dose of 6mg for two months, with
the addition of dydrogesterone at a daily dose of 20mg for the last 10 days of the oestrogen
therapy. A second-look hysteroscopy was carried out after withdrawal bleeding, hysteroscopic
surgery would be performed if necessary.

Results

One patient is a fresh false passage was accidentally created during the operation which was not
immediately recognized as a false passage. Transurethral resection of the prostate (TURP)
occurred during operation. After active rescue, the patient was discharged safely. A second-look
hysteroscopy was carried out two months later. The false passage had completely healed. The
patient conceived spontaneously 1 year after her last hysteroscopy and underwent successful
spontaneous vaginal delivery of a girl weighing 3480g. Another patient is an obsolete false
passage in the right uterine horn. Three hysteroscopic surgeries were performed respectively. At
last, normal uterine cavity was restored and the false passage had completely healed. She had no
plan to conceive when she last attended for follow-up.

Conclusions

False passage is a rare complication encountered during diagnostic or operative hysteroscopy.
Oestrogen treatment might benefit patient with the false passage, second-look hysteroscopy is
requisite and important. Hysteroscopic surgery is necessary for the obsolete false passage.
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Intraoperative transvaginal sonography as an adjunct to the laparoscopic management of
caesarean scar pregnancy

Caryl Thomas?, Angharad Jones?, Elizabeth Bruen?, Lutfi Shamsuddin?

lUniversity Hospital of Wales, Obstetrics & Gynaecology, Cardiff, United Kingdom

Background

Cesarean scar ectopic pregnancies (CSP) are rare but the incidence has significantly increased
over the last decade due to the global rise in caesarean deliveries. The estimated incidence range
from 1/1800 7 1/2500. These pregnancies are associated with an increased risk of maternal
morbidity and mortality, especially if there are delays with diagnoses. They are classified into two
types; Type 1 (endogenic) and Type 2 (exogenic). Transvaginal ultrasound is the imaging modality
of choice. Treatment options are varied and we are currently without international current evidence
based consensus on the optimum management. Laparoscopic resection is one method of choice
and may be more suitable for the exogenic type of CSP. Gynecological intraoperative
ultrasonography is not widely used but has been reported to aid with identifying myometrial
pathology in some types of laparoscopic gynaecological operating such as fibroid resections.

Methods

The aim of this presentation is to demonstrate the role of live intraoperative transvaginal B mode
sonography to aid the laparoscopic surgical management of caesarean section scar pregnancy.
This will be presented as a step wise synced video of live intraoperative transvaginal sonography
cine-loop dynamic films with correlation to the laparoscopic surgical video.

Results

A 23 year old, G3 P2 (2 LSCS) presents to the early pregnancy unit with lower abdominal pain. A
live pregnancy of 6 weeks gestation embedded in the anterior myometrium over the previous scar
was diagnosed on transvaginal ultrasound scan, with appearances in keeping with a type 2 CSP.
The patient was counselled regarding medical, surgical and interventional radiology management
and opted for surgery.

Live intraoperative sonography was performed during the procedure to aid with bladder dissection
and location along with entrance of the gestational sac. Sonography aided with ensuring that
complete tissue removal was performed and to assess the myometrium following laparoscopic
suturing of the scar closure. The surgery was uneventful and the patient was discharged within 24
hours.

Conclusions

Intraoperative transvaginal ultrasonography is a safe, useful, cost effective and innovative adjunct
to aid with the identification and resection and myometrial closure of a CSP. Further research is
required to guide management practice of these types of ectopic pregnancies.
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Analysing pain as the most common cause of failed outpatient hysteroscopies
Turan Ozlem?, Fevzi Shakirt

1Royal Free Hospital NHS Trust, Obstetrics and Gynaecology, London, United Kingdom
Background

Routine outpatient hysteroscopy has gained popularity due to its effectiveness in rationalising
resources and has a significantly high patient satisfaction rate. There is however a small
percentage of cases that fail to reach completion in the outpatient setting, requiring an inpatient
procedure. Pain has been identified as the most common cause for failed outpatient
hysteroscopies. The objective of this research project is to analyse factors effecting perception of
pain. If there is a better understanding of why some women find it intolerable, then we can aim to
develop strategies to help alleviate these factors and improve overall uptake.

Methods

Retrospective survey of patients who had a failed outpatient hysteroscopy due to pain between
26th February 2016- 26th February 2018 at Royal Free Hospital NHS Trust.

Results

Total number of outpatient hysteroscopies performed were 1405, out of which 4.7% (66/1405)
have failed. A total of 77% (51/66) of the failed hysteroscopies were directly due to intolerance to
pain. The most common age group to undergo outpatient hysteroscopy was 45-49 followed by 55-
59 years, presenting most frequently with post-menopausal bleeding then menorrhagia. Similarly,
almost half were pre-menopausal and just over a third were post-menopausal, with a mean last
menstrual period interval of 7.5 years. Two thirds were sexually active, having had 1-4 vaginal
deliveries with no history of previous uterine or cervical surgery. When asked to score intra-
procedure pain, two thirds of women gave 10/10 and the same number did not receive cervical
block nor took any prior pain relief. A quarter of women felt post-procedure pain for up to one day.
Over a half of women could not suggest any distraction method that will help to improve pain
tolerance and the same group reported lack of reflection of the degree of expected intra-procedure
pain in the information leaflet. Cervical stenosis and pain during negotiating the internal os, despite
local analgesia, were equally the most encountered reasons for abandoning the procedure.
Ultimately, three quarter of women went on to have hysteroscopy under general anaesthesia.

Conclusions

Overall outpatient hysteroscopy is well tolerated. A typical woman who experiences most pain is
peri-menopausal, parous with vaginal deliveries and without risk factors for intra-uterine/ cervical
adhesions. A critical time to determine success of the procedure is the time of negotiating the
cervix. Cervical preparation, such as use of pre-procedure Misoprostol, as suggested by one of
the women, may be prove to be useful. Non-technical distraction techniques are not deemed to be
feasible by women, but those who agree with it have most commonly suggested calming music
and television screen. Further assessment with misoprostol and distraction with music and TV will
be studied in our setting to try and improve the failure rate.
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Endometrial biopsies in postmenopausal women using 15 Fr resectoscope under
intracervical and fundal block with local anaesthesia only in an office setting; a feasibility
study.

Henrik Skensved?

1Private Practice, Private Practice, Hillerod, Denmark

Background

Studies have shown lack of tissue in 30-40% of blind endometrial biopsies taken in
postmenopausal women with vaginal bleeding. Recent study has demonstrated malignant or
premalignant changes in 6% of women with a normal blind endometrial biopsy.

Studies have demonstrated pain scores of 7-8 out of 10 under blind curettage.

Methods

Prospective cohort study. Inclusion criteria: women > 1 year after last menstrual bleeding
presenting with bleeding from the cervical canal and an uterine midline of > 4 mm or with
asymptomatic endometrial polyp(s), belonging to ASA group 1 or 2 and eligible for investigation
under local anaesthesia. Exclusion criteria: polyps or fibroids where the accumulated average of
height, width and depth exceeds 20 mm. High thromboembolic risk, medication with
anticoagulation agents (use of platelet adhesion inhibitor was not in itself considered an exclusion
criteria), allergy to local anaesthesia. Request for general anaesthesia. Unable to understand
spoken and written Danish or English. 128 women entered the study. One-hundred-twenty-one
(94,5%) presented with bleeding, 7 (5,5%) with intracavitary structures on ultrasound scans
performed as part of investigating gynaecological complaints other than vaginal

bleeding. Hysteroscopic procedure: all parts of all of the procedure was performed with a 15 Fr
hystero-resectoscope . In all cases, entrance was performed through the vaginoscopic approach
and the fluid pressure was kept at 60 T 80 mm Hg through the use of an infusion pump. Resection
methodology: polyps or fibroids were removed and a biopsy was taken from the normal looking
endometrium. In women without polyps, biopsies were taken from any suspicious looking area as
well as biopsies from normal looking endometrium on the anterior and the posterior wall. In cases
were malignancy was suspected, a biopsy from the istmu-cervical junction was added for grading.
Polyps or other deviances in the cervical canal were also resected.

Results

In two women it was not possible to visualize a cervical os. In all of the remaining 126 women the
uterine cavity was reached with the 15 Fr scope, in 28 (21,8%) after hysteroscopic cutting of
cervical adhesions with 5 Fr scissors. One woman asked for the procedure to be aborted after
access to the cavity was gained as she felt the pressure from the fluid unacceptable. In two very
obese women, the hystero-resectoscope was not long enough to reach the fundal area of the
cavity. Forty-seven women had polyp(s) in the uterine cavity, 12 had polyps in the cavity and the
cervical canal , 3 had fibroids and 63 had no polyps or fibroids. In all of the 125 women the
procedure was completed with no complications.



Conclusions

In postmenopausal women eligible for office treatment endometrial biopsy with a 15 Fr
resectoscope under local anaesthesia is a safe and highly effective alternative to blind curettage.

https://player.vimeo.com/video/272631990?autoplay=1
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Outpatient endometrial ablation under local anaesthetic: a study to assess efficacy and
patient acceptability in Northern Ireland

Donald Chandranath?, Declan Quinn?, Gary Dorman?, David Morgan?

LAntrim Area Hospital, Obstetrics and Gynaecology, Antrim, United Kingdom

2Antrim Area Hospital, Obstetrics & Gynaecology, Antrim, United Kingdom

SAntrim Area Hospital, Obstetrics and Gynaecology Gynae Oncology, Antrim, United Kingdom

Background

Heavy menstrual bleeding (HMB) is a common gynaecological problem affecting 20% of women of
reproductive age. HMB is defined as excessive menstrual blood loss which interferes with the
womanos physical, emotional and social quality
with other symptoms.

Endometrial ablation is used in the management of up to 25% of cases of HMB. In Northern
Ireland and in our unit traditionally this is carried out under general anaesthetic in a day case
setting. This study looks to assess feasibility and patient acceptability of endometrial ablation
under local anaesthetic in an outpatient setting. This service would be the first of its kind in
Northern Ireland.

Methods

We studied the first 25 patients treated for HMB with Thermablate EAS© (Endometrial ablation
system) under local anaesthetic in Antrim Area Hospital. All patients received oral paracetamol
1gram and Ibuprofen 400mg one hour prior to the procedure. Cervical and intrauterine para-osteal
local anaesthetic was injected 5 to 10 minutes before the procedure. Pain scores using the
numerical rating scale (NRS) were collected at the start, mid procedure and at the end. After the
procedure, all patients received a telephone follow up within 2 weeks to complete a validated
guestionnaire to identify patient acceptability of the procedure and patient satisfaction using scale
of 17 10. All patients were offered a telephone review at 6 weeks.

Results

Data was successfully collected from all 25 patients. Majority of our patients were premediated
with adequate analgesia. Para cervical and para-osteal blocks were achieved in 100% of our
patients. No procedure related complications were observed in our series of patients. The mean
pain score was 3 mid treatment and 0-1 post procedure. All patients were successfully discharged
post op within one hour of the procedure. The average treatment time was 2.2 mins. 100% of the
patients suggested they would recommend it to a family member. There were no readmissions.

Conclusions

From our experience, as concluded by our study, managing heavy menstrual bleeding with
endometrial ablation using Thermablate EAS© under direct cervical block and para-osteal block is
a safe and effective procedure. As well as being acceptable to women it has been well tolerated at
an outpatient setting as demonstrated by our patient feedback and pain scores. It is hot associated
with risks of general anaesthetic and is likely to be significantly cost-effective. Although not
suitable for all women, the short operating and recovery times have made it quite feasible to set up
as an outpatient service.
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Surgical technique of laparoscopic gonadectomy and histological / hormonal examination
for 3 cases of AIS Androgen Insensitivity Syndrome

Mari Kitade?, Makoto Jinushil, Rie Ozakil, Keisuke Murakami!, Saki Nagai!

LJuntendo University Faculty of Medicine, Obstetrics and Gynecology, Tokyo, Japan

Background

AIS (Androgen Insensitivity Syndrome) is caused by mutation of the gene encoding the androgen
receptor and internal genitalia is located various area.

In our hospital, we had 3 cases of AlIS performed by laparoscopic gonadectomy, whose internal
genitalia existed on different area as under the peritoneum, intra-pelvis and intra-inguinal.

We will demonstrate 3 patterns of laparoscopic procedure and the result of histological / hormonal
examination of them.

Methods

o Caselx She was 21 years old and diagnosed as AIS with a gonad and para-gonadal cyst intra
peritoneum around inguinal on MRI imaging. Surgical method) After opening the retroperitoneum, the cyst
was retracted with a thread and excised.

o Case2x She was 24 years old and an elder sister of case 1. Her both gonads could be seen in the pelvis
and they were connected by cord-like tissue. Surgical method) After expanding of retroperitoneum cavity,
the gonads were removed by ligation and cutting of cord-like tissue containing vessels.

o Case3x She was 24 years old and her both gonads existed deep in the back of the inguinal duct on MRI
imaging. Surgical method) After expanding of retroperitoneum cavity, the gonads were pulled out of
inguinal duct drawing the cord-like tissue connected to them and removed by electric scalpel.

Results

Histological examination:

casel Case? case3

Mullerian duct fallopian tube + + +
Rudimentary uteri - + -
Wolffian duct  Vas deferens + + +
testis + + +

Paragonadal cyst + - -

Hormonal examination: In all 3 cases, the level of testosterone has decreased obviously after
gonadectomy, and the level of estradiol has increased gradually with HRT.

Conclusions

Laparoscopic gonadectomy could be performed anywhere the gonads existed in the pelvic cavity
and some cases of AIS may have remnants of Mullerian and Wolffian duct in histology.
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Background

Vaginal hysterectomy is probably the most cost effective way for hysterectomy. It is however
seldom performed. Aim of this movie is to teach tips and tricks for vaginal hysterectomy and to try
to increase the rate of vaginal way for hysterectomy.

Methods

This is an educationnal movie made in a teaching hospital. A woman with an indication of
hysterectomy and removal of intratubal implants (Essure) was included. A vaginal hysterectomy
with bilateral salpingectomy in one piece was performed.

Results

Fifteen tips and tricks for vaginal hysterectomy in one video. Tips from setting of surgical drappes
to indigo carmin intravenous injection to diagnose potential bladder wound. Management of
colpotomy is also reported such as use of thermocoagulation system. The way not to open
anterior peritoneum before the posterior tilt of uterus to avoid bladder injury is also teached such
as the way to do a one piece hysterectomy with bilateral salpingectomy (all the more for Essure
removal).

Conclusions

This video is an educationnal one with the aim to teach vaginal hysterectomy which is always
difficult to assess for fellows.

https://player.vimeo.com/video/266509943?autoplay=1



https://player.vimeo.com/video/266509943?autoplay=1
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The Laparoscopic view of the corrected isthmocele defect in Caesarean
Nejla Gultekin?!
IMersin sehir hospital, obstetric and gynecology, mersin, Turkey

Background

The rising of C/S globally in the world caused the occurance of many complications , increasing of
morbidity and mortality and cost

Methods

The rising of C/S globally in the world caused the occurance of many complications , increasing of
morbidity and mortality and cost. The theory about the isthmocele is mostly focused on the
suturing of the uterus because of steadily increasing of isthmocele cases paralel to C/S ratio (1,2).
The prevalence of isthmocele is not certain that was recorded as %19-84 (1). Now, there is no
comment about isthmocele formation certainly but many investigation is done about suture
thecniques in C/S. In randomized controlled trial, the scar defect formation and uterine ruptur or
dehisense was compared and the statistical differences was not detected with one layer or double
layer suturing thecniques (2). Isthmocele is not only asymptomatic disorder but also it causes
abnormal uterine bleeding , pelvic pain, poscoital bleeding, infertility, ectopic pregnancy and
uterine rupture. The laparoscopic approach to isthmocele gives positive results in semptomatic
cases (3,4,5,6). Today, the isthmocele reparation prefered just only symptomatic cases although
the surgery for asymptomatic isthmocele is conflict.

Results

35 years G3 P 3 C/S 2, 27 weeks pregnant woman was prensented to our obstetric clinic as early
intrauterine growth retadation (IUGR). The magnesium sulfat was injected as neuroprotective
effect for 24 hours and than because of reccurent C/S . In the history, she had C/S with fetal
disstress and IUGR in the 27 weeks in second pregnancy ( the information is not documented).
Physical examination: normal, non -stress test: non reaktif, ultrasound: 22 weeks, 620 gr, makat
presentation, plasenta anterior, fetal heart beat is normal. While surgery, the wide isthmocele
defect in the C/S scar and the attachment of plasenta was on the isthmocele region. The C/S
insicion vertically was done below the isthmocele. Vertical C/S was repaired with one layer suture
technique. The isthmocele cut until reaching to myometrial tissue with cold knife ant the
reparation was done with one layer closure

Conclusions

the asymptomatic isthmocele surgical correction should be considered.

https://player.vimeo.com/video/267758376?autoplay=1



https://player.vimeo.com/video/267758376?autoplay=1
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New materials in POP surgery

Svetlana Kamoeval, Anton Kazantsev?, Alexander Alekhin?, Boris Slobodyanyks,

YUlia Dobrokhotova?3, Ekaterina Panovat

1Central Clinical Hospital of the Russian Academy of Sciences,

pelvic floor and aesthetic medicine, moscow, Russia

2Central Clinical Hospital of the Russian Academy of Sciences, scientific, moscow, Russia
3Pirogov Russian National Research Medical University RNIMU, Gynecology, Moscow, Russia

Background

For safety and effectivelong-t er m ef f ect of surgical treat ment
necessary to use synthetic materials. Obviously there are no optimal surgical procedure and
optmalmat eri al for the i mplantation. Modern polyp

criteria for ideal prosthesis, big problem is shrinkage as the major factor in most cases for non-
neuropathic pain and unsatisfactory results. Initially prosthesis must be as a hammock and after
remodeling must replicate original properties of connective tissue. This should provide good

functional results after surgery biomechanical and biological compatibility. In comparison with PP,
titanium induce significantly higher ratio of collagens | and Il types production around threads thus
provide active synthesis of fAmatureo, type 1 <co
l' ight scaff ol d50@/mi) maedf WO M ihredd with paBeGize 2x2mm. This

material more elastic compared to PP and restore to its original shape after tension and can be cut

for making individual shape.

Methods

In Gynecological department of Central Clinical Hospital of the Russian Academy of Sciences from

May 2017 to march 2018 Fifty two patients with apical and/or anterior POP were operated. Follow

up was 6-12month. For the reconstruction of fascial defects scaffold 11x6cm were implanted. All

patients were performed uterine-sparing surgery by fixation of scaffold bilaterally to ssl and

anterior portion of obturator foramen, cervix (extraperitoneal hystero-colpopexy). Mesh was fixed

with prolene sutures (0, 00). Ités important to
PP due to rather different properties (much more roughness, resistance in tissues and hyper-

elasticity) we use in several times less foreign material.

Results

Mean operative time were 34,4+5,3min. Early postoperative complications were: febrile

temperature 24 hours 3(5.8%), nonobstructive bladder atony after cyctocele repair, Ba+5 1(1,9%).

For the period of follow-u p we di dn6ét note any erosion, vagin.
after the operation we noted 3 (5,8%) cases of mild de novo SUI. No recurrences were noted in

any cases (POPQ >1 stage in any compartment). Vaginal sonography shows correct position of

mesh and non-rigid vagina without scarring and deformation of surrounding structures and bladder

wal | . ltés i mpossible to palpate i mplantalwadlxcept
was mobile and elastic.

Conclusions
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ltés first time we report a r al r
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the 12 month follow up.
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Sacrocolpopexy potpourri T variations of the fixation technique

Stefan Mohr?, Laura Knabbenl, Sara Imboden?!, Annette Kuhn?, Michael D. Mueller?
linselspital- University Women's Hospital, Department of Obstetrics and Gynecology, Bern,
Switzerland

Background

Pelvic organ prolapse (POP) repair frequently necessitates suspension of the apical compartment.

Laparoscopic sacrocolpopexy appears to be the superior treatment of choice in (sexually) active
patients. However, the sacrocolpopexy technique is poorly standardized, and individual
characteristics occasionally require alterations of the surgical procedure. In this didactic video we
compare four approaches: Laparoscopic sacrocolpopexy, laparoscopic hysteropexy, laparoscopiy
lateral suspension and rectus fascia suspension of the vagina.

Methods

The decision whether to preserve the uterus
keep the uterus. Both subtotal hysterectomy with concomitant sacrocolpopexy and uterus-
preserving hysteropexy are shown in this film.

Moreover, the video shows two cases of alternative mesh fixations which can be used in selected
patients.

Results

The first was a 38 year old gravida 2 para 2 with no further desire for children and a symptomatic
second degree POP, dyspareunia and normal pre-operative urodynamic examination. The
promontory was not suitable for fixation because of posterior spondylodesis screws. Thus, a
lateral suspension was used. Twelve months after the operation the patient is asymptomatic, has
no signs of POP recurrency and the dyspareunia disappeared. The same method was recently
used in a patient with recurrent POP where the promontory was covered with exhaustive bowel
adhesions 15 years after open sacrocolpopexy (not shown).

The second patient was 49 years old with a third degree POP and a large cystocele. Since she
previously had an extensive anterior spondylodesis the promontory was not accessible. An
anterior fixation of the mesh to the rectus fascia was chosen for POP repair. Twenty-four months
after the operation no recurrent POP occurred and the patient is content with the result.

Conclusions

Laparoscopic sacrocolpopexy is considered to be highly efficacious in apical prolapse repair. This
video provides an overview of the surgical technique and various possibilities for mesh fixation.

https://player.vimeo.com/video/272646721?autoplay=1

r


https://player.vimeo.com/video/272646721?autoplay=1
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Increased fetal chromosome detection with the use of operative hysteroscopy during
evacuation of products for miscarriage

Aarathi Cholkery?, Ina Zamfirova?, Charles Miller!

1The Advanced Gynecologic Surgery Institute, Minimally Invasive Gynecology, Naperville, USA
2Advocate Health Care, Russell Institute for Research & Innovation, Park Ridge, USA

Background

Primary objective is to determine whether incorporation of operative hysteroscopy with biopsy of
products of conception, in conjunction with a suction curettage for a first trimester missed abortion,
affected the rate of maternal cell contamination when chromosomal analysis was performed on the
products of conception. Secondary objective was to determine the rates of retained products of
conception with incorporation of hysteroscopy post suction curettage.

Methods

Design: Retrospective cohort study

Settings: Academic affiliated community hospital.

Patients: Infertility patients undergoing evacuation of products of conception for first trimester
miscarriages between 2006 and 2017.

Interventions: Suction curettage or hysteroscopic biopsy and suction curettage followed by
chromosomal analysis of products of conception for determination of fetal genetics.

Results

A total of 264 charts were analyzed. Patients were categorized based on surgery performed:
Group 1 (n=174)- suction curettage only; Group 2 (n=90)- operative hysteroscopy with biopsy of
products of conception followed by suction curettage then diagnostic hysteroscopy to look for
retained products. No significant differences were detected between the groups for age, BMI,
ethnicity, gravida, parity, primary infertility, secondary infertility, spontaneous conception, single or
multiple gestation, and surgical complications.Fetal chromosome detection was significantly higher
without maternal contamination in Group 2 (88.5%) versus Group 1 (64.8%), p<.001. There was
no significant difference in postoperative retained products of conception between both groups.

Conclusions

Obtaining fetal genetics can be useful when planning for a future successful pregnancy. The
addition of operative hysteroscopy to biopsy the gestational sac, chorionic villi and/or fetus
significantly decreased the risk of maternal contamination and increased the detection of fetal
chromosomes for genetic analysis without increasing the risk of surgical complications.
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Hysteroscopic morcellation of retained placent a

Mohamad Abdelwehab?, Minas Psychoulis!, Pandelis Athanasias?!
1St Helier Hospital, Womens Health, London, United Kingdom

Background

Retained placenta complicates approximately 1% of deliveries. Manual removal of placenta can
often lead to incomplete emptying of the uterine cavity with persistent symptoms ( commonly
vaginal bleeding ) and echogenic foci seen on transvaginal ultrasound.

Standard modes of management include conservative , medical and surgical treatments.

Over 90% of cases will resolve with conservative management with blind evacuation of the uterine
cavity the most commonly seen 2" line measure.

Failure of these standard treatment options present a difficult situation for the clinician as
subsequent management often have increased complications such as intrauterine adhesions and
infection while there is a lack of agreement on how best to approach these difficult cases.

Recently there have been significant advances in hysteroscopy and an increased leaning towards
procedures being carried out in the outpatient setting.

The aim of this case review was to assess the use of hysteroscopic morcellation in the outpatient
setting , with regards to efficacy, patient safety and patient tolerability in the management of a
case of retained placenta where conventional treatment options had failedMethods

Targeted resection of calcified placental tissue using the Myosure Reach morcellation technique
was performed on a lady 12 weeks post vaginal delivery after failed conservative and 1% line
surgical treatment ( dilatation and curettage)

- the procedure was performed in the outpatient setting, under ultrasound guidance and took
approximately 20 minutes with a morcellation time of 9 minutes

- oral analgesia 1 hour before the procedure was given
- instillagel was applied intracervically
- 4.4ml of lignospan 2% was applied paracervically

- the cervix was dilated to Hegar 7
- normal saline was used for distension and fluid balance was monitored

-pain scores were measured using visual analogue score

Results
The procedure was very well tolerated by the patient with the following pain scores :

1. Pain during LA injection : 3/10
2. Pain during cervical dilatation : 3/10
3. Pain during morcellation : 1/10
4.  Pain after the procedure : 0/10



- The fluid deficit was 1038ml
- Histology confirmed calcified retained products of conception
- Ostia were visualized at end of procedure and normal uterine cavity shape restored

Conclusions

Hysteroscopic morcellation of retained tissue in refractory cases appears to be a safe and precise
method of management.

The procedure is carried out in the outpatient setting thus avoiding general anaesthesia when
compared to transcervical resection with the bipolar or monopolar resectoscope while also
avoiding the associated complications of electrocautery and only resecting retained tissue thus
preserving endometrial integrity.

The procedure is costeffecive as it doesnodt involve hospital

https://player.vimeo.com/video/272642082?autoplay=1



https://player.vimeo.com/video/272642082?autoplay=1
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Delayed hysteroscopic resection of symptomatic placenta accreta remnants
Huse Kamencic!, Cornel Smith?!
lUniversity of Saskatchewan, Gynecology, Regina, Canada

Background

36 year-old G2P1 was found to have a posterior placenta accreta during a cesarean section. Due
to her clinical condition a hysterectomy was avoided but adherent pieces of the placenta was left

in situ. Due to ongoing spotting up to four weeks after the cesarean section we opted to proceed

with a hysteroscopic resection of the retained products of conception.

Methods

Delayed hysteroscopic resection in an outpatient hysteroscopic clinic under intravenous sedation
and cervical block.

Results

Using a hysteroscopic morcellator we were able to remove all placental remnants and obtain
complete symptom resolution.

Conclusions

In selected patients a delayed hysteroscopic resection is a good options for management of
retained products of conception, such as placenta accreta remnants, as shown in this case.

https://player.vimeo.com/video/269563918?autoplay=1



https://player.vimeo.com/video/269563918?autoplay=1
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The ENABLE study (Endometrioma - ablate or excise) A pilot study of automated Anti-
Mullerian Hormone change following surgery for endometriomata.

Christopher Hardwick?!, Matina lliodromiti¢, Robert Hawthorn!, Scott Nelson?

lUniversity of Glasgow / NHS Greater Glasgow and Clyde, Gynaecology, Glasgow,

United Kingdom

2University of Glasgow, Gynaecology, Glasgow, United Kingdom

Background

Anti-mullerian hormone (AMH) is a protein produced by ovarian thecal cells and automated
measurement of AMH is a recognised and reproducable method of measuring ovarian reserve.
AMH levels are reduced by the presence of endometiomata and surgery to treat these.The
reduction in AMH caused by surgery to endometriomata is postulated to be due to damage to
normal ovarian tissue by either removal of tissue, damage caused to the vascular supply or by
heat damage caused by the technology applied. we present a study of the effect of endometrioma
surgery using Plasmajet on AMH levels.

Methods

This trial was approved by the local ethics committee and consent was obtained from participants.
Thirty women with ultrasound diagnosis of endometiomata planned for surgical treatment were
recruited to the study and had pre-operative AMH testing. In twenty one participants
endometriomata were confirmed at operation and these women had second follow up samples
taken 3 months later. All surgery was performed by two of the authors (RH and CH) using
Plasmajet (plasma surgical Atlanta, Georgia).

Results

The 21 women who had second samples taken had a mean age of 37 years. Paired AMH were
taken on day 1 (range 1 to 3) of the cycle prior to surgery and and one day 2 (range 2-3) of the
cycle three months following surgery. Bilateral Endometriomata were present in 33% of the
women. 67% were not using hormonal contraception. Mean pre-operative AMH was 0.896 ng/ml
(range 0.382 to 1.96). Mean post-operative AMH was 1.09ng/ml ( range 0.453 to 1.88). There was
no reduction in AMH levels following surgery (p=0.74). Adjustment for age and site of
endometriomas (using linear regression modelling accounting for clustering) did not materially
change the association between pre and post-surgery AMH values.

Conclusions

Pain is the usual primary reason for surgery and surgical stripping of endometriomata rather than
ablation is recommended by ESCHRE and NICE as this has a lower rate of recurrence of pain
altough evidence for this is only moderate.The reduction in AMH following by surgery to
endometriomata is thought to be by either removal of healthy tissue, damage caused by disruption
to the vascular supply to tissue or by heat damage caused by the technology applied. The depth of
effect of plasmjet is 0.2mm and lateral thermal spread is absent and we propose that this is the
reason for the lack of damage to the ovarian reserve in our study. There is a potential need to
maximise the fertility of all women having surgical treatment for endometriomas. Any further
studies of surgical management of endometriomata should be randomised studies of excision
versus ablation and should have long term follow up for recurrence of pain or cysts, pregnancy
rates and AMH levels.
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An audit of patients who underwent a surgical procedure for the management of
dysmenorrhoea

Helen Stevenson?, Justin Clark!, Ayesha Mahmud?

1Birmingham Women's Hospital, Gynaecology, Birmingham, United Kingdom

Background

Dysmenorrhoea is painful abdominal cramps occurring shortly before or with menstruation. It is
termed primary when no underlying cause is found. Secondary causes for dysmenorrhoea include
fibroids, endometriosis and adenomyosis. It is a common cause of referral to gynaecology. We
conducted a review to aim to determine the surgical procedures and outcomes for patients
referred to secondary care with dysmenorrhoea.

Methods

Retrospective case note review of 49 patients who underwent a surgical procedure primarily for
dysmenorrhoea at a tertiary gynaecology hospital from January 2016-January 2018

Results

47 were elective procedures following an outpatient consultation. 2 were emergency operations
following prolonged hospital admission with worsening dysmenorrhoea. The average age was 37
years. 44% of women were nulliparous which is a risk factor for dysmenorrhoea and would have
affected the choice of surgical procedure. 86% of cases were of secondary dysmenorrhoea with a
gynaecology diagnosis found at the time of surgery, the most common being endometriosis found
in 14 patients. 47% had co-existing heavy menstrual bleeding. Conservative management with
analgesia was tried prior to surgery in 44% and at least 1 form of hormonal treatment in 71%. 13
patients underwent a laparoscopy with treatment, of these 2 required further medical treatment at
follow-up and one was listed for hysterectomy. 5 patients had a diagnostic laparoscopy with a
normal pelvis, one was referred to the chronic pain team and the others discharged with
reassurance. Other procedures included endometrial ablation in 7 and hysterectomy in 10
patients. 60% of these were performed laparoscopically, of those performed abdominally there
were fibroids or endometriosis resulting in a high chance of converting to open surgery if
attempted laparoscopically. There were no post-operative complications. Endometrial ablation
failed to treat the dysmenorrhoea in 2 patients who went on to have a hysterectomy. The most
common associated symptoms were dyspareunia in 22% and dyschezia in 14%. The presence of
associated symptoms did not predict disease found at the time of surgery. 4 women were also
treated with a Mirena IUS and in all it treated the dysmenorrhoea.

Conclusions

Medical management with NSAIDs and hormonal therapies should be first line for both primary
and secondary dysmenorrhoea before considering surgery. If heavy menstrual bleeding is also
present treatment with endometrial ablation or the Mirena IUS may also improve dysmenorrhoea.
If endometriosis is suspected from the examination or history with the presence of associated
symptoms such as dyspareunia a laparoscopy can be considered as a first line investigation, 72%
of our patients had a finding at laparoscopy which was treated and 77% required no further
treatment at follow-up.
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Surgical outcomes and quality assurance following surgery for DIE endometriosis,
requiring dissection of Okobayashi space

Denis Tsepov?, Davis Jennifer?, Nadine Di-Donato?, Raj Dodia?, Katie Candy?

1Queen Alexandra Hospital, Portsmouth Endometriosis Centre, Woking, United Kingdom
2Queen Alexandra Hospital, Portsmouth Endometriosis Centre, Portsmouth, United Kingdom

Background

Our aim was to provide quality assurance of surgery and assess the outcomes for patients
undergoing surgical treatment of deep infiltrating endometriosis, requiring dissection of para-rectal
space at the tertiary endometriosis centre of Queen Alexandra Hospital, Portsmouth, UK between
June 2016 and June 2017

Methods

Patients were identified via the British Society of Gynaecological Endoscopy (BSGE)
Endometriosis database. Medical records were obtained and a Microsoft Excel spreadsheet was
popul ated with data t ak e ntroricppathwlogy fremrdsptheteieatronic s 6
theatre reporting software and BSGE pelvic pain questionnaires. We looked at several variables
including duration of stay, whether the surgery was laparoscopic or open, what their surgery
included, what were the complications and postoperative outcomes bases on EQUVAS .

Inclusion criteria was that the patient must have undergone para-rectal space dissection as part of
severe deep infiltrating endometriosis treatment and had either rectal shaving of endometriosis,
disc resection, segmental bowel resection or excision of USL nodules requiring rectal
mobilisation. 52 cases satisfied the inclusion criteria.

Details regarding intra-operative findings and surgical approach were taken from operative notes
and information regarding post-operative complications was identified from the medical records.

Results

52 patients underwent surgery and of these 8% were day case procedures. 34% required one
night, 8% two nights and 1% four nights stay in hospital.

100% of operated patients had Laparoscopic treatment with 0% conversion to open surgery.
15/52 (28.8%) had hysterectomy as part of their treatment, 11/52 (21.1%) had oophorectomy,
50/52 (96.1%) had ureterolysis, 1/52 (1.9%) required intraoperative ureteric stenting and 1(1.9%)
patient had conversion from rectal shaving to disc resection, which was completed
laparoscopically.

40.5% of patients reported improvement in symptoms of premenstrual pain.
49% reported a reduction in their menstrual pain scores.

39.3% reported improvement in symptoms of dyspareunia.

55.5% reported improvement of menstrual dyschezia

48.1% reported improvement in dyschezia overall

28.3% reported improvement in lower back pain

no



26.% reported improvement in bladder pain and 35.2% reported improvement in difficulty emptying
the bladder.

69% of patients reported significant improvement on EQUVAS health score

Pre- and Post-Pain Scores (Mean)
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2 patients had pelvic abscess, 1 patient developed late complication in the form of pelvic
haematoma.

1 patient had delayed presentation of ureteric leak. 1 patient had adenocarcinoma within
endometrioma of the ovary.

Conclusions

Overall we have observed an excellent and encouraging response to surgical management of
severe deep infiltrating endometriosis, requiring para-rectal (Okobayashi) space dissection at
Queen Alexandra Hospital, Portsmouth with patients reporting improved quality of life scores and
reduction of pain symptoms.

We have also observed a reasonably low complication rate despite the complexity of cases
requiring extensive treatment of deep infiltrating endometriosis requiring para-rectal space
dissection in all cases.

The quality assurance process is of paramount importance in endometriosis surgery. In
Portsmouth Endometriosis centre annual audit of surgical outcomes is mandatory.
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Anat omi cal and surgical insights for hypogastr.i
retroperitoneal dissection

Manuela Mastronardil, Mohamed Mabrouk?, Diego Raimondo?, Alessandro Arenal,

Lucia Manzoli?, Renato Seracchiolit

1Sant'Orsola Hospital - University of Bologna,

Gynecology and Human Reproduction Physiopathology, Bologna, Italy

2|nstitute of Anatomy - University of Bologna,

Department of Biomedical and NeuroMotories Sciences, Bologna, Italy

Background

During several gynaecological retroperitoneal pelvic surgeries, portions of the pelvic autonomic

nervous system can be accidentally damaged, in particular hypogastric nerves (HNs), leading to
significant visceral dysfunctions, dramatically affecingwo ma n 6 s g u aNervetsgaring f | i f €
techniques for the treatment of gynaecological diseases were proposed and standardized in order

to reduce nerve injuries. However, it is deemed necessary to clarify the hypogastric nerve's

cartography. The aims of this study were to clarify the relationship of hypogastric nerve (HN) with

definite anatomical landmarks and to assess any anatomical differences between the two sides of

the pelvis.

Methods

Detailed pelvic retroperitoneal dissection were performed in 5 nulliparous embalmed female
cadavers and in 10 nulliparous women during in vivo laparoscopic surgery for rectosigmoid
endometriosis without parametrial infiltration or radical hysterectomy (B1 according to Querleu-
Morrow) for cervical cancer. On both hemipelvis, the closest distance between HNs and ureters,
midsagittal plane, midcervical plane or uterosacral ligaments were documented. Comparison of
anatomical data of the two hemipelvis were also conducted.

Results

On cadavers and in vivo dissection, a right and left HNs, covered by pre-hypogastric fascia, were
identified in all specimens. Irrespective of the side, a wide anatomical variability was reported.
Regarding differences between the two hemipelvis, we found that the HN was closer to the ureter
on the left side (mean 8.6 mm; range 7-12 mm) than on the right one (mean 14.5 mm; range 10-25
mm) [ p<0.001]. On the right side, the HN was closer to the midsagittal plane (mean 14.6 mm;
range 12-17 mm) than on the left one (mean 21.6 mm; range 19-25 mm) [p<0.001]. Mid-cervical
plane was found 2.7 mm (range 2-4 mm) to the left of the midsagittal one. Right HN was found
closer to mid-cervical plane [mean 17.8 mm (range 15-21 mm) on the right side; mean 18.3 mm
(range 16-20 mm) on the left side; p-value > 0.05] and utero-sacral ligament [mean 3.2 mm (range
1-6 mm) on the right side; mean 3.4 mm (range 1-8 mm) on the left side; p-value > 0.05] than the
left one, without statistical significance.

Conclusions

An accurate knowledge of the pelvic retroperitoneal anatomy and differences between the two

sides of the pelvis are essential to preserve HN during surgical dissection. Because of the wide
anatomical variability, the use of an interfascial approach between fascia propria recti and pre-

hypogastric fascia could help to perform an efficient nerve-sparing surgery.
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Pain and fertility outcomes of nerve-sparing, full-thickness bowel resection for deep
infiltrating endometriosis (DIE) - a prospective cohort study

Gernot Hudelist!, Kristine Aas-Eng?, Tudor Birsan3, Franz Berger#, Ursula Sevelda?,
Dauser Bernhard®

1Hospital St. John of God, Gynaecology, Vienna, Austria
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SHospital St.John of God, General Surgery, Vienna, Austria

4Wilhelminen Hospital, General Surgery, Vienna, Austria

SHospital St. John of God, General Surgery, Vienna, Austria

Background

To evaluate the surgical outcomes of segmental resection (SR) and discoid resection (DR)
regarding fertility, pain symptoms and quality of life score of women with deep infiltrating
endometriosis (DIE) involving the rectosigmoid.

Methods

From March 2011 to December 2016, a total of 134 patients were evaluated. Patients underwent
conservative surgery with disc resection or radical surgery with nerve-vessel sparing segmental
resection. Primary endpoint was potential reduction in pain symptoms, i.e., dysmenorrhea,
dyspareunia, dyschezia and dysuria measured by numerical analoge scale (NAS). Secondary
endpoint was evaluating fertility outcomes in the subfertile group of patients and complication rates
according to Clavien-Dindo classification.

Results

Of the 134 patients included segmental resection was performed in 102 (76.1%) patients and
discoid resection was performed in 32 (23.9%) patients. There was no difference in duration of
surgery, mean hospital stay or discrepancy in hemoglobin level comparing the two groups. There
was no sigifnicant difference in the AFSr staging. However, there was a significant difference in
the severity of the bowel disease as recorded by the ENZIAN score for, bowel lesions >3cm, in the
group undergoing SR vs. DR. One-hundred and twelve (83.6%) patients were eligible for long-
term follow-up. Twenty-two patients were lost to long term follow-up (16.4%). In both cohorts there
was a significant reported decrease comparing pre- and postoperative NAS of dysmenorrhea,
dyspareunia, dyszchezia and quality of life scores. Pre-operatively subfertile patients eligible for
long-term follow up were 50/81 (61.7%) in the SR and 11/31 (35.4%) in the DR group. The overall
pregnancy rate 39/61 (63.9%) was observed with a mean postsurgical conception interval of 7
months (range 2-51 months) and 5 months (range 1-48 months) in the SR and DR group
respectively. Of all the 61 infertile patients, 26 (42.6%) became pregnant spontaneously and 13
(21.3%) via in vitro fertilization (IVF). The overall complication rate (Clavien-Dindo 1lI-1V) was
8/134 (5.9%).There was no statistical significant difference in the severity of complications
between the cohorts.

Conclusions

We found a significant improvement in pain symptoms and quality of life score in patients
undergoing surgery with SR or DR due to symptomatic rectosigmoid endometriosis. We observed
good fertility results both, spontaneous and after assisted reproduction technique (ART) in the
subgroup of patients with infertility.
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Restoring the endometrium - The use of mechanical morcellation to manage Intra-uterine
adhesions following myomectomy in fertility patients

Jyoti Sidhu?, Akobundo Nnochiril, Aruna Raminenit, Isaac Opemuyil

1Queens Hospital- Romford, Obstetrics & Gynaecology, Essex, United Kingdom

Background

As the average age of child-bearing rises, there are increasing numbers of women seeking fertility-
preserving methods for the treatment of fibroids. Surgical methods include hysteroscopic,
laparoscopic and open myomectomy all of which are recognised to potentially result in adhesion
formation.

Methods

We present 2 interesting cases of women presenting to our fertility unit with intra-uterine pathology
following myomectomy surgery and show their management using mechanical morcellation in an
outpatient setting.

Results

Case 11 a 33 year old woman with a 3 year history of unexplained infertility had previously
undergone an open myomectomy during which the endometrial cavity was breached. A pelvic
Magnetic Resonance Imaging (MRI) scan was arranged to investigate for further fibroids. This
revealed multiple small fibroids and a suggestion of small artefact in the endometrium possibly
from previous surgery. Outpatient hysteroscopy was performed which revealed remnant suture
material within the endometrium in addition to intra-uterine adhesions and a submucous fibroid.
These were all resected under local anaesthetic in the outpatient setting using a mechanical
morcellator device (Myosure). A copper Intra-uterine Contraceptive Device (IUCD) was inserted.
This was removed 8 weeks later and a check hysteroscopy revealed almost complete resolution of
the previously present pathologies.

Case 27 a 39 year old woman had previously undergone 2 x laparoscopic and 1 open
myomectomy with breach of endometrial cavity during the latter. She conceived spontaneously but
sadly experienced a spontaneous miscarriage at 20 weeks gestation. She required manual
removal of placenta but continued to bleed significantly in the puerperium. Repeat ultrasound scan
suggested endometrial pathology and outpatient hysteroscopy revealed both a placental polyp and
intra-uterine synechiae. These were resected under local anaesthesia using a mechanical
morcellator and an IUCD was inserted. An interval check hysteroscopy showed restoration of near
normal anatomy.

Conclusions

The following points will be discussed;
The use of mechanical morcellation devices to minimise further trauma to the endometrium.

Whether we should be doing routine interval hysteroscopy for patients whose endometrial cavity is
breached during myomectomy and may desire future fertility.

The role of hysteroscopy in the routine investigation of all fertility patients.
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Hysteroscopic approach vs. traditional Hegar dilation in Cervix Stenosis: a ten year Single
institution experience (2007-2017)

Morva Tahmasbi Rad?, Nicole Sanger!, Sven Becker?!

lUniversity of Frankfurt, Department of Gynecology and Obstetrics, Frankfurt, Germany

Background

difficulties in entry because of cervical stenosis, lead to an increase in complications and a failure
to complete the needed procedure. This study is to evaluate the effect of hysteroscopy in the
management of cervix stenosis.

Methods

It is a case-control study and has been done in Frankfurt university hospital in the last ten years.
The patients who had cervix stenosis and needed Cervix dilation as a therapeutic procedure or to
do other intervention have been included in this study. After year 2012 our institute has tried to
perform hysteroscopic guided dilation. Retrospective review of medical records was performed
and outcomes in these 2 groups of patients have been compared.

Results

Analysis of 153 procedures was done, 73 patients in Hegar and 80 patients in hyeteroscopic
group. Most of the patients in both groups were either nulliparous or postmenopausal.
Complications in Hegar group were as follow: uterine perforation in 5 patients (6.8%), false
passage in 8 patients (11%) (Impossibility to find the cervix canal which necessitated the operation
interruption) and bleeding in 7 patients (9.6%) (was controlled in 2 patients without operation
interruption). In hysteroscopic group we have had bleeding in 2 cases (2.5%) which was controlled
successfully, in 5 (6.2%) patients cervix dilation was not possible and it was decided to do the
hysteroscopy and laparoscopy simultaneously, in 3 patients because of no written consent for
laparoscopy it was decided to do the second operation. The operation time in both groups was
similar. Postoperatively 11 patients (15%) in Hegar group and 3 (4%) patient in hysteroscopic
group had abdominal pain. In 9 (12.3%) patients in Hegar group and 2 (2.5%) patients in
hysteroscopic group discharge on the same day was not possible.

Conclusions

finding an optimal way overcoming cervical stenosis is of great importance for reducing both
complications and failure rates. It seems using the hysteroscope the stenosed cervix can be
dilated safely under direct vision.
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Uterine artery injury during laparoscopic adhesiolysis of rectovaginal endometriosis:
Achieving safe haemostasis

Caryl Thomas?, Angharad Jones!?, Richard Penketh?

lUniversity Hospital of Wales, Obstetrics and Gynaecology, Cardiff, United Kingdom

Background

Laparoscopic adhesiolysis of rectovaginal endometriosis requires a high technical surgical ability,
good knowledge of anatomy and a demonstration of a safe, systematic surgical approach to
ensure the patient has a good surgical experience and relief of symptoms.

A 32 year old female, presents with secondary infertility. She has had one child by vaginal delivery
4 years previously and is awaiting IVF. An ultrasound scan performed by the IVF unit find the
ovaries to be fixed and high with bowel overlying the pouch of douglas. Her medical history
includes 2 previous laparoscopies, the latter was laparoscopic excision of Stage 4 rectovaginal
endometriosis.

Methods

The objective of this video is to demonstrate the management of a live intraoperative vascular
injury to the uterine artery and subsequent laparoscopic management. The aim is to display a
safe technique of haemostasis, respecting the surrounding anatomy and maintaining a clear
surgical field.

Results

The patient attended for a laparoscopic mobilisation of the ovaries and rectovaginal adhesiolysis.
Intraoperatively, inadvertent injury to the uterine artery occurs during dissection of the rectum from
the posterior aspect of the uterus. Pressure was applied and adhesiolysis of the rectal adhesions
was performed with short bursts of monopoly energy. The ureter was identified and the overlying
peritoneum dissected. The course of the ureter was then tracked from the pelvic brim and
identified away from the site of injury, below the uterine artery. The vessel was safely coagulated
and haemostasis was achieved. The rectum was dissected further and the pouch of douglas is
exposed. A low pressure haemostats check was performed prior to closure.

Conclusions

Minor vascular injuries can be dealt with laparoscopically using a systematic approach.
Compression at the site of injury should be the initial step to minimise bleeding. To ensure safe
use of diathermy energy, care must be taken to minimise the risk of thermal injury to surrounding
visceral organs.

https://player.vimeo.com/video/272753622?autoplay=1
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Is deep endometriosis a progressive disease under medical treatment?

Anna Ruano!?, Elena Suarez!, Laura Mafialich!, Susana Gispert?, Juan De Torres?, Antonio Gil-
Moreno?

lvall d'Hebron University Hospital, Gynaecologic Endoscopy, Barcelona, Spain

2Vall d'Hebron University Hospital, Radiology, Barcelona, Spain

Background

In the last years, the progress of diagnostic imaging has allowed a reliable noninvasive diagnosis
of deep endometriosis (DE). Moreover, there is growing evidence about the efficacy of medical
treatment for the management of DE symptoms, which is now considered to be the first-line
treatment. However, few studies analyse the evolution of DE lesions with objective radiological
data in patients undergoing medical treatment or untreated, and this can be especially relevant for
patients with visceral involvement.

Methods

Observational retrospective study in Vall Hebron tertiary hospital. Study period: 2011-2017.
Inclusion of patients with radiological diagnosis of deep endometriosis by pelvic magnetic
resonance imaging (MRI) undergoing medical treatment (oral contraceptives, progestin, or add-
back therapy) or expectant management, that have been followed with MRI monitoring in the
center. The evolution of the symptoms, the MRI findings, the history of DE surgery and the need
for surgery during the follow-up have been evaluated.

Results

In the study period, 34 patients were included. The mean follow-up time was 32 months (6 - 91
months). The majority of patients received medical treatment, and 5 patients were untreated. A
control MRI was performed at 25 months on average (6 - 49 months) depending on radiological
and clinical findings. According to the MRI: 27 central lesions of the posterior compartment (2 type
I, 15 type Il, and 10 type lll lesions) and 1 lateral lesion, 4 lesions of the anterior compartment, and
2 lesions in extragenital location (inguinal canal and sciatic nerve lesions).

For the majority of patients (71%) the follow-up period was uneventful with no radiological
progression, and only 10 patients (29%) required surgery. The indication for surgery was in 5
patients (14%) due to poor control of the symptoms with medical treatment, in 2 patients (6%) due
to intolerance of treatment; in 3 patients (8%) radiological progression was observed in addition to
poor control of the symptoms (type I, type Il and inguinal canal lesions). No differences were
observed between patients with successful medical treatment and patients requiring surgery
regarding the age or the size of the lesions. Half of the patients having a recurrence (after surgery
for DE) required surgery during follow-up. No cases of hydronefrosis due to ureteral stenosis or
intestinal obstruction were recorded.

Conclusions

The majority of the patients present radiological stability and good control of the symptoms without
the need for surgery.

Non-surgical treatment seems a good therapeutic option in patients with DE even with visceral
involvement (after sharing the decision with the patient and strict monitoring).

The history of previous surgery for DE could be a risk factor for medical treatment failure.
Limitations of the study: retrospective design and few cases. We need controlled multi-centric
studies to know about the evolution of DE under medical therapy.



ES27-0089 1

Endometriosis 3

Changes in serum anti-mullerian hormone levels in patients after endometrioma stripping
surgery: outcomes after six and 12 months

Vera Kovacevicl, Luka Andjelict, Ana Mitrovic Jovanovic?

1General hospital, Department of Obstetrics & Gynaecology, Subotica, Serbia

2University of Belgrade- Faculty of Medicine,

Clinic for Gynaecology and Obstetrics i NradniFr ont 0, Bel grade, Serbia

Background

to investigate the impact of laparoscopic endometrioma cystectomy on ovarian reserve and to
identify the most important factors in predicting ovarian reserve in patients with endometriomas.

Methods

prospective study, one center, one surgeon method is used. a total of 54 patients (18-42 years)
were recruited, 37 of whom had a unilateral endometrioma (68.51%) and 17 of whom had bilateral
endometriomas (31.48%). they underwent laparoscopic stripping surgery for endometrioma(s). the
serum concentration of amh, fsh and oestradiol was assessed before surgery and 6 and 12
months after surgery. the primary outcome was the ovarian reserve damage assessed by serum
amh concentration. secondary end points were the persistence or recovery of ovarian damage
after one year. diagnosis of endometrioma(s) was set on clinical and ultrasound examination. the
mean patient age was 30.26 + 4.52 years. the severity of endometriosis was determined according
to the revised AFS classification (rAFS score), with a mean of 49.68 + 24.13. the diagnosis was
confirmed histopathological. results were analyzed by standard software SPSS.

Results

amh concentrations decreased after the laparoscopic excision of cystic ovarian endometriomas.

before surgery and 6 and 12 months after surgery, the concentrations were 3.07, 1.29, and 1.46

ng/mL, respectively. in the unilateral group, the median AMH levels were 3.31, 1.43, and 1.72

ng/mL, respectively, and in the bilateral group, the levels were 2.55, 0.98, and 0.89 ng/mL,

respectively. the serum AMH concentrations thus decreased by 53.27 + 38.2% and 49.43 + 38.3%

at six and 12 months, respectively, after cystectomy. There was a recovery of serum AMH

hormone in the unilateral endometrioma group 12 months after surgery (borderline significant, p =
0.056). There was some recovery in the serum AMH level 12 months after surgery in the bilateral
endometrioma group, but the change was not significant (p = 0.698). Preoperatively, among 54
patients, 48 patients (88.88%) had a serum AMH
surgery, 28/ 54 patients (51.85%) had a serum AN
were interested in achieving pregnancy, 18/31 women spontaneously became pregnant and gave

birth to a live baby (58.1%). Additionally, 6/31 women became pregnant by IVF and had a live birth
(19.35%).

Conclusions

in patients with endometriomas, the decrease in ovarian reserve occurs immediately after the
excision of the endometrioma. significant predictors of amh values at 6 and 12 months after
surgery include amh at baseline, patient age, and bilateral endometriomas.
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Summary of Nor tfiretB8GElemdederdre and patient experience
Cathy Malone?, Iris Menninger?, Erin Nelson?
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Background

The first BSGE Endocentre in Northern Ireland was established in the Western HSCT provisionally
in 2014 and was accredited in 2016. The team comprises initially two laparoscopic surgeons (now
one), colorectal and urology surgeons and initially two nurses (currently one). On average 48
patients are seen per month at a dedicated endometriosis clinic. There is one dedicated all day
theatre list per month for severe cases with MDM once a month for complex cases. Other services
include access to pain team, NHS acupuncture and psychologists. Endometriosis support group
meetings are available to patients (in Belfast).

We aimed to determine symptoms, demographics and quality of life outcomes for women
undergoing surgery for severe endometriosis in the Western HSCT since the BSGE Endocentre
was established. Patient feedback on current endometriosis services, and suggestions for
improvement were also sought.

Methods

BSGE endometriosis database was analysed for NI patients in terms of BMI, smoking status,
history of previous surgery or hormonal therapy, most prevalent symptoms and pre- and post-
surgery quality of life (QOL) measures (EQUVAS numeric 0-100 score). We undertook telephone
guestionnaires for 17 active database patients about past and current endometriosis services and
suggestions for improvement.

Results

Of 73 patients on the database, 60 had QOL score (EQUVAS numeric 0-100 score) recorded.
Average BMI was 25, 11% of patients smoked, 37% had used hormonal therapy pre-surgery and
62% had previous surgery for endometriosis. Most commonly used hormonal therapy was COCP
(15%) followed by GnRH analogues (13%) then Mirena IUS (7%) and progestogens (5%). Most
prevalent symptoms were menstrual pain (81%); premenstrual pain (63%); lower back pain (59%);
dyschezia (46%); non-cyclical pelvic pain (44%); dyspareunia (37%); bladder pain (10%)

and constipation (3%). Average pre-surgery QOL score was 57, with average scores at 6 months,
12 months and 24 months post-operatively 67, 71 and 57 respectively. On telephone
questionnaire of 17 patients, average length of time to diagnosis was 5.5 years (range 1-20 years)
and average distance to travel to endometriosis clinic was 14 miles (range 2-55 miles). 88% had
attended gynaecology services before introduction of the endometriosis clinic and 35% noticed
improvement in endometriosis services since then. Feedback on current services was mostly

positive (88%) with suggested I mprovements such

younger womeno and fAbett e ropesative suppsrtfar surgisaé r vi c e s
menopauseo. Al l i elttthatra patientvg@pport greup woald kte bendficial.

Conclusions

On average patients had improved QOL scores at 6 months and 12 months post-operatively with
this effect deteriorating to baseline by 24 months post-operatively. Based on patient feedback, we
are currently working to establish the first endometriosis support group in the Northwest, which
would be run by the charity Derry Well Woman and the Patient Client Council.

a
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Laparoscopic treatment of focal adenomyosis using double flap method
Navdar Dogus Uzun?l, Ahmet Kale!, Gulfem Basol!, Hasan Terzil, Fulya Demet!
1Kocaeli Derince Training and Research Hospital, Obstetrics and Gynecology, Kocaeli, Turkey

Background

A step-by-step explanation of the laparoscopic treatment of laparoscopic adenomyomectomy
using double flap method (instructive video).

Methods

The 38-year-old woman with single spontaneous vaginal deliveries presented with heavy bleeding,
severe dysmenorrhea (graded 9/10 on a 10 point-VAS) for two years. Diagnosis of adenomyosis
was preoperatively verified by transvaginal 2D sonography and magnetic resonance imaging
(MRI). Asymmetrically enlarged uterus (posterior wall was thicker than anterior wall) and 5- cm
adenomyotic foci on the anterior uterine wall were clarified with the gray scale ultrasound imaging.
Laparoscopic adenomyomectomy was planned in terms of her wishes to preserve her uterus. An
incision was made via a harmonic scalpel (Ethicon, Cincinnati, OH), in the midline of the serosal
surface and continued the uterine cavity was reached. Afterward, adenomyomatous tissues were
grasped with forceps and excised from the surrounding myometrium thereby lefting an myometrial
thickness of 1 cm below the serosa or above the endometrium. After adenomyotic lesions were
removed the endometrial lining was approximated with interrupted sutures of O Vicryl (polyglactin
910). The myometrium and serosa of the bisected uterus were sutured withV-L o c E ( Covi di
Dublin, Ireland) by using the double-flap method.

Results

The total operation time was 55 minutes and the total of hospital stay was 24 hours. There were
no complications during and after surgery. Serum hemoglobin drop level was 1.5 g/dL and there
was no need for blood transfusion. The definite histopathological diagnosis was "Adenomyosis".
She reported complete pain relief for her dysmenorrhea and her menstrual cycle was regulated.
We have followed up for 8 months. She has not been pregnant yet. Because she stopped taking
contraception pill for two months ago.

Conclusions

Laparoscopic adenomyomectomy procedure with the double-flap method may be a good
therapeutic option for women with uterine adenomyosis who wishes to preserve her uterus.

https://player.vimeo.com/video/269753746?autoplay=1
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Clinical application value of PAX1 methylated gene for cervical cancer
Mian Huang?, Jun Lin?!

1Fuzhou No.1 Affiliated Hospital of Fujian Medical University,

Dept. of Obstetrics & Gynecology of Fuzhou No.1 Hospital, Fuzhou City, China

Background

For cervical cancer screening, TCT is employed and easier to interpret the testing results when
compared to conventional cell smear. However due to limitation resulting from inconsistency

bet ween a cytologistds experience and judgment,
undetermined significance, research in new biomarker in cervical cancer could perhaps provide

now testing methodology and thought, based on which we investigated the PAX1 methylated

gene, cytology, HPV high risk, and HPV16/18 in cervical cell and explored the clinical significance

and clinical application of PAX1 methylated gene in cervical intraepithelial neoplasia of women.

Methods

103 women were enrolled from Fuzhou City First Hospital from Jan. 2016 to Dec. 2016. We
performed PAX1 methylated gene, liquid-based cytology, HPV (HC2) and HPV 16/18 tests
followed by colposcopy. Biopsies were taken if abnormal or suspicious colposcopic results
present.

Results

The sensitivity, specificity, and accuracy of PAX1 methylated gene for CIN2+ were 78.6%, 97.8%,
and 95.1%, respectively. PAX1 methylated gene still shows good results for clinical application on
ASCUS and hrHPV triage in the study. Compared to TCT, PAX1 methylated gene testing reduced
the 20.6% colposcopy referral rate when hrHPV was used as primary screening method.

Conclusions

The accuracy of PAX1 methylated gene testing could be used in the cervical cancer detection and
triage for ASCUS and hrHPV.
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Repair of ureteral injury and vesico-vaginal fistula after radical hysterectomy. How to
manage it laparoscopically

Rocio Luna Guibourg?, Cristina Soler Moreno?, Pia Espafioll, Josep Maria Gaya?, Ramon Roviral
1Hospital de la Santa Creu i Sant Pau, Gynecologic Oncology and Minimally Invasive Surgery,
Barcelona, Spain

2Fundaci6 Puigvert, Urology, Barcelona, Spain

Background

The objective of the video is to show the surgical steps and main interesting tips and tricks in a
laparoscopic vesico-vaginal fistula repair and ureteral reimplant for the management of ureteral
injury in a radical hysterectomy for cervical cancer.

Methods

A 44 year-old patient underwent bilateral pelvic lymphadenectomy and radical hysterectomy for
cervical cancer, previous sentinel node with Indocyanine Green mapping. In the 7" postoperative
day she started complaining of abdominal pain, adinamic ileus and continuous vaginal leakage.
The contrast enhanced computed tomography informed of a left uretero-vaginal fistula and a
vesico-vaginal fistula.Reviewing the recordings of the surgery, a thermal lesion of the left ureter
was identified.

After an initial management with percutaneous nephrostomy and bladder catheter, it was decided
to perform a laparoscopic repair.

Results

Careful dissection of the firm adhesions due to a wide dissection of the retroperitoneum in the first
surgery was performed.

The first surgical step was complete mobilization of the bladder by developing Retzius Space.
Identification of the vesico-vaginal cleavage plane dissection was very difficult due to inflammatory
response. Vesico-vaginal fistula was identified, ressected and repaired. Vesical wall and vaginal
wall were sutured independently.

Left ureteral attachments were dissected and a stent placed inside for achieving a tension-free
uretero-vesical reimplant.

1 month after the surgery the patient underwent radiologic evaluation of the urinary system and
the nephrostomy and the Foley catheter could be removed.

Conclusions

Thermal damage of the ureter is one of the main complications in complex gynecologic
surgery.Laparoscopic ureteral reimplant is a feasible technique, requiring advanced laparoscopic
dissection and suturing skills.

Video-registration of all the surgical procedures allows identifying complications and improving
surgical skills and patient care.

https://player.vimeo.com/video/272643074?autoplay=1



https://player.vimeo.com/video/272643074?autoplay=1
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Feasibility of laparoscopic extraperitoneal radical trachelectomy and pelvic
lymphadenectomy in early stage cervical cancer

Keqin Hual, Zhang Xuyin!, Ding Yan?, Liu Songping?!, Tang Xiaoyan?

lthe Obstetrics and Gynecology Hospital of Fudan University, the Department of Gynecology,
Shanghai, China

Background

To evaluate the feasibility and safety of laparoscopic extraperitoneal radical trachelectomy and
pelvic lymphadenectomy in early stage cervical cancer. It was A step by step demonstration of the
surgical procedure.

Methods

A 30 years old patient had the symptom of contact bleeding for 2 months. No Gross lesion was
found by gynecological examination. Colposcopy suggested suspicious invasive cancer. Invasive
cervical papillary squamous cell carcinoma was diagnosed by LEEP. MRI suggested no
parametrial infiltration and lymph nodes involvement. FIGO stage was IB1. Laparoscopic
extraperitoneal radical trachelectomy and sentinel lymph node mapping were performed.
However, there was no mapping on the pelvis. And pelvic lymphadenectomy was performed.

Results

The procedure was successfully completed. The operation time was 420 minutes. Estimated blood
loss was 100 mL. The first evacuating time was 8 hours. The length of stay was 7 days (waiting for
the pathological report postoperatively). There was no intraoperative and postoperative
complication. Parametrial size bilaterally was 3cm. Vaginal cuff margin was negative. Number of
lymph nodes bilaterally was 15 and they were all negative.

Conclusions

Laparoscopic extraperitoneal radical trachelectomy was an innovative fertility preserving surgery.
Pelvic adhesion could be avoided due to the peritoneal integrity. It was feasible and safe.

https://player.vimeo.com/video/266679030?autoplay=1
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Decidualisation of endometriotic lesions in pregnancy

Elisabeth Bean?!, Katie Pateman?, Alfred Cutner?, Ertan Saridogan?, Davor Jurkovic!
lUniversity College London Hospital- London- UK, Department of Obstetrics and Gynaecology,
London, United Kingdom

Background

Endometriosis affects approximately 10% of premenopausal women. Ultrasound features of
endometriosis in hon-pregnant women are well described. There is paucity of data regarding
prevalence and morphological appearances of endometriosis in pregnancy. The aim of this study
was to identify women with an ultrasound diagnosis of endometriosis in early pregnancy and to
examine the lesions for signs of decidualisation, accounting for lesion type and site.

Methods

We searched our clinic database between March 2008 and February 2017 to identify all
pregnancies with evidence of concomitant endometriosis on ultrasound scan. Colour Doppler was
used to assess the vascularity of endometriotic lesions.

Endometriomas were defined as ovarian cysts filled with hyperechoic fluid and surrounded by
healthy ovarian tissue. Endometriotic nodules were solid, hypoechoic lesions which were fixed on
palpation. Features suggestive of ovarian decidualisation were thickened irregular inner wall,
papillary projections and high vascularity on Doppler examination.

Decidualised endometriotic nodules were hyperechoic lesions with moderate to high vascularity.

Results

We identified 85 women with pelvic endometriosis on early pregnhancy scan. The median maternal
age was 35 years (range 22 - 45). 64/85 (75.3%) were nulliparous and 15/85 (17.6%) conceived
using assisted reproductive technology. The median gestational age at presentation was 7+2
weeks (range 4+0 1 19+3).

69/85 (81.2%) women were diagnosed with endometriomas [n=111 cysts], 27/85 (31.8%) with
endometriotic nodules [n=52 nodules] and 11/85 (12.9%) had both cysts and nodules.
8/111(7.2%) endometriomas showed sonographic features suggestive of decidualisation
compared to 12/52(23.1%) endometriotic nodules (P=0.004). In 7/8 (87.5%) women with multiple
lesions and evidence of decidualisation, all lesions were affected.

Conclusions

Decidualisation of endometriotic lesions in pregnancy is relatively common. Nodules are
significantly more likely to show signs of decidualisation than ovarian cysts. In some women
decidualised lesions may mimic malignancy and the examiners should be familiar with these
changes to avoid false positive diagnosis of malignancy and unnecessary surgical intervention
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Enhancing fertility by three compartments laparoscopic surgery of deep infiltrating
endometriosis
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Background

Description of a laparoscopic technique for resection of deep endometriosis treating the three
compartments. It is an educative video.

Methods

The case concerns a thirty seven years old primiparous women. The main symptoms of the
patient were dysmenorrhea and dyspareunia associated with pollakiuria and macroscopic
menstrual hematuria (with emission of endometriosis tissue on analysis). She also complains
about dyschesia.

At the MRI we see an endometriosis nodule in the vesico-uterine space with involvement of the
anterior wall of the uterus and the bladder suspicious of adenomyosis.

There are lateral spicules attracting the ovaries on the median line and infiltration of the round
ligaments and nodules of endometriosis of the rectovaginal space. A possible invasion under
rectal mucosa is referred. The patient wants to preserve her fertility.

An adenomyomectomy, partial cystectomy and bowel resection was realised. Fertility
preservation is mandatory because of a desire of future pregnancy.

The local institutional review board approved the video.

Results

Initially, an ultrasound was realised showing the adenomyoma invading the bladder. The second
step is a cystoscopic evaluation with set up of double J probe. The fist step is the dissection the
vesico-uterine space to dissect the anterior adenomyoma to the bladder. Then, a partial
cystectomy is performed to take off the bladder nodule. The adenomyoma is resected in her
uterine portion and the uterus is sutured. Surgery is then perfomed in the posterior
compartment. Ureterolysis is performed bilateraly, then the pararectal fossaes are opened. The
rectovaginal space is dissected : finally a recto-sigmoidal resection is mandatory to remove the
bowel nodule.

Conclusions

It is possible to realize a complete surgery of severe and deep endométriosis with
multicompartimental disease in laparoscopy preserving fertility.

https://player.vimeo.com/video/269496362?autoplay=1
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Background

Chocolate cyst is common in younger females, where fertility is still desired. Laparoscopic
management requires the cystectomy to be done adequately, thereby preventing the recurrence
and refilling of the same cyst. It also proves to be a challenge in preventing the damage to the
ovarian reserve.

Methods

Ovarian cystectomy is done. The complete chocolate cyst wall is removed for the ovary.

Blood loss is prevented by injecting vasopressin diluted in saline into the broad ligament. Since the
blood loss is minimal, it becomes easier to separate the cyst wall in the correct planes. Also, the
use of energy source or cautery is not needed to control the bleeding.

Both these factors help to prevent ovarian damage.

Ovary is repaired by a simple purse string suture.

Results

Complete cyst wall removal is conveniently possible with the use of vasopressin. Minimal blood
loss and minimal tissue handling allows the healing to be better. Ovarian reserve is not disturbed.

Conclusions

Chocolate cystectomy with complete removal of the cyst wall from the ovary is the best option for
the patient. This technique allows the same, with minimal or no damage to the ovarian reserve.

https://player.vimeo.com/video/272637678?autoplay=1



https://player.vimeo.com/video/272637678?autoplay=1

ES27-0041 7
Laparoscopy | Hysterectomy 1

Impact of uterine fibroids on quality of life: a national cross-sectional survey
Herve Fernandez?, Katty Ardaens?, Isabelle Queval3, Céline Solignac*
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Background

Uterine fibroids is a common public health problem and lead to many symptoms. Some of them

impact quality of life but published data about quality of life are scarce. Aim of this study is to
provide greater details about the impact of syn
health-related perceived quality of life regarding several dimension of their dalily life.

Methods

A national sample of 1287 French women over 18 years old was recruited and investigated
throughout an online survey from August 18™" to September 2" 2016, among which 302 reported
being affected by symptomatic uterine fibroids and diagnosed by a healthcare professional. The
guestionnaire collected data regarding symptom severity of fibroids, the impact of fibroids on
perceived quality of life (UFS-QoL) and the overall discomfort score. Scores are summed and
transformed into a 0-100-point scale. The Symptom Severity scale and HRQL subscale scores are
inversely related with higher Symptom Severity scores indicating greater symptoms while higher
HRQL subscale scores indicate better health-related quality of life.

Results

Almost two surveyed women out of three (n=193; 64%) reported moderate to severe fibroids
related symptoms (scores ]40-100]). The global HRQL score shows that 64% of women (n=193)
reported a moderate to very important impact of fibroids on quality of life. Concern, energy and
self-conscious aspects of quality of life are the most affected. Women with moderate impact were
24% to self-declare an important discomfort whereas they were 57% with an important impact on
global HQRL score. 25% of women rated their overall discomfort with a range from 8 to 10.

Conclusions

We observe that 64% of surveyed women reported a moderate to very important impact of fibroids
on their quality of life. This perceived alteration of quality of life together with the severity of
symptomatic fibroids have a significant impact on the overall level discomfort of women and on
their personal life.
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Comparison of standardized method of total laparoscopic hysterectomy and abdominal
hysterectomy
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Background

Our aim was to compare the perioperative results of abdominal hysterectomies and newly
introduced total laparoscopic hysterectomy (TLH) and analyze the learning curve of TLH.

Methods

Between January 2015 and September 2017, a total of 281 women underwent surgery with the
intent to perform total laparoscopic hysterectomy with the obliteration of the uterine artery at its
origin (TLH) or abdominal hysterectomy (AH) with the inclusion criteria, because of a benign
reason or preinvasive cervical cancer with uterine weight less than 500 g.

Results

112 TLHs and 169 AHs were performed in the examined period. The two groups did not differ
significantly in respect of uterine weight, BMI and age. Indications for performing hysterectomy
were similar in the TLH and AH groups. According to our results, there was no significant
difference in operative times (TLH: 90.6 + 31.6 min, AH: 89.7 + 34.2 min). When performing TLH,
significantly lower hemoglobin drop (p = 0.03) and fewer days of hospitalization (p < 0.0001) can
be observed. Conversion rate from TLH to AH was 4.5%. There was no significant difference in
postoperative complication rate between the two groups (TLH: 3.6%, AH: 4.7%). The learning
curve of TLH requires 20-30 procedures.

Conclusions

Performing the standardized method of TLH with obliteration of the uterine artery at its origin is a
feasible and reproducible method with less blood loss and shorter hospitalization compared to AH.
TLH is an appropriate method to reduce the numbers of AHs.
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Peer-to-peer learning: an approach to implementing laparoscopic hysterectomy in a district
general hospital
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Background

Total Laparoscopic Hysterectomy (TLH) has become an important part of the specialist
gynaecological training over the past 5 years. Acquisition of necessary skills within a standardised
training programme can be a long and occasionally difficult process. We propose a model of peer
learning where the acquisition rate of technical skills is significantly accelerated.

Methods

Data was collected retrospectively over a four-year period for the months September to
November. A total of 121 TLH were identified using Enhanced Recovery After Surgery database.
Patient demographic and outcome data were analysed using basic statistical analysis and
comparisons were made using linear regression analysis.

Results

TLH was introduced in 2009 in Wishaw General Hospital by 2 gynaecologists with appropriate
skills and training. In 2014, 8 operating surgeons teamed in groups of 2 or 3 to perform TLH. As a
result, while in 2009 TLH represented less than 10% of hysterectomies, that percentage rose to
23% in 2014 and 57% in 2017. A decrease in the operative time, total blood loss, hospital stay and
number of consultants present at the operation was noted while the number of intra-operative and
post-operative complications remained minimal.

Conclusions

Total Laparoscopic Hysterectomy is a reproducible gynaecological procedure. The safe
implementation of the procedure in a district general hospital has proven achievable using the

peer | earning process. It has accelerated signi

acquisition and has minimised conversion rate and injuries.
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The techniques to avoid ureteral injury in total laparoscopic radical hysterectomy
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Background

As open radical hysterectomy has been widely performed for patients with early-stage cervical
cancer in Japan, laparoscopic surgery for them hadn't been insured until 2017. Since 2018, we
have performed total laparoscopic radical hysterectomy(TLRH) for them. Ureteral injury is serious
and commonly complicated in TLRH, so it is important to avoid that. Laparoscopic approach has
possibility to avoid ureteral injury more easily than open approach due to the magnified visual field
of laparoscopy and pneumoperitoneum.

Methods

The most important point to avoid ureteral injury is not to injure vessels around ureter and to
reduce an influence of heat from energy devices against ureter. We have performed three
techniques to do that with this concept.

Tipl To tract bladder ventrally against uterus as possible to dissect the connective tissues
around the ureteral roof. This technique enables us to thin them and find cervicovesical veins
smoothly. In open approach, massive bleeding frequently occurs if they are injured. Hemostasis of
them sometimes leads to ureteral injury. It is important to dissect them without injury.

Tip2 To use clips to dissect vessels around ureter without using energy devices as possible. This
technique leads to prevent an influence of heat from energy devices against ureter.

Tip3 To make an enough distance between the dissection lines of the ureteral roof and the ureter
when we create a ureteral tunnel by using atraumatic forceps. This technique reduces an influence
of heat from energy devices against ureter. In open approach, it is difficult to make the distance
without bleeding because it is hard to watch ureteral tunnel directly.

We perform Tipl and Tip3 alternately, little by little.

Results

With these techniques, we have confirmed no ureteral injury during operation and no ureteral
fistula formation after operation so far.

Conclusions

Laparoscopic approach is a good method to find fine vessels correctly around ureter. These
techniques are helpful to reduce an influence of heat from energy devices against ureter and
prevent massive bleeding around it. Therefore, we believe that our techniques are useful to avoid
ureteral injury in TLRH.

https://player.vimeo.com/video/269744849?autoplay=1
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Wars in electrosurgery: comparison of the efficacy and safety of two advanced vessel
sealing technologies in total laparoscopic hysterectomy
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Background

Adequately powered, randomized controlled studies evaluating efficacy and safety of the use of
advanced bipolar energy devices in gynecologic laparoscopic surgery are very few.

Methods

This randomized controlled trial was carried out in the department of obstetrics and gynecology in
an education and teaching hospital. we aimed to compare the use of two advanced bipolar
devices in total laparoscopic hysterectomy with respect to operative time, total operative time,
intraoperative blood loss, and perioperative complications and to determine the effect of uterine
weight on these surgical parameters. devices included ligasure® maryland jaw 5 mm laparoscopic
instrument (ligasure; [f1737, medtronic, minneapolis, mn, usa) using the forcetriad energy platform
(medtronic, boulder, co, usa) and enseal® g2 articulating straight 5mm tissue sealer (enseal,
nslg2S35a, ethicon endo-surgery, cincinnati, oh, usa) using the ethicon genll generator (ethicon
endo-surgery, us, lic). one hundred thirty-two patients who underwent total laparoscopic
hysterectomy for benign indications were included in the study. patients with age younger than 18
years and suspected malignancy were excluded. patients were randomized preoperatively to
ligasure® or enseal® to be used during the operation. one experienced surgeon performed all the
operations.

Results

Ligasure® was used in 67 patients and enseal® was used in 65 patients. all the operations were
completed laparoscopically. primary outcome of the study was operative time (time from start of
sealing and transection of the round ligament until start of colpotomy) and secondary outcomes
were total operative time (time from placement of the first trocar until removal of all trocars),
intraoperative blood loss and perioperative complications (visceral or vascular injury, hemorrhage,
conversion to laparotomy or to another instrument, device failure, wound infection, ileus).
statistical analysis was performed using the t-test for normally distributed data, chi-squared test for
categorical data, and mann-whitney u-test for nonparametric data. there were no differences in
age, body mass index, parity, operation indication, history of prior surgery, presence of chronic
diseases, and uterine weight between two groups. both operative time and total operative time
were significantly shorter in the ligasure® group when compared with the enseal® group (p= 0.001
and p=0.01 respectively). intraoperative blood loss and perioperative complications were similar in
both groups. when two groups were further classified into two subgroups according to uterine
weight taking 300 g as cut-off value, operative time was significantly shorter in the ligasure® group
in both uterine weight subgroups (p=0.03 and p=0.07) but the difference in total operative time
was not statistically significant.

Conclusions

Ligasure® use in total laparoscopic hysterectomy shortens both operative time and total operative
time when compared with enseal®; without an apparent increase in blood loss and perioperative
complications. ligasure® use shortens operative time irrespective of uterine weight; however for
uteri weighing above 300 g, total operative time is similar in both devices.
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TLH - Bladder injury and repair - surgical concepts

Rajesh Modi!
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Background

Laparoscopic hysterectomy is associated with bladder injury quite frequently. Either this comes as
a delayed complication due to ischemic trauma or on table as an immediate compilation, requiring
surgical repair. Here we will present the on table opening up of the bladder and the surgical
concepts in bladder repair.

Methods

Laparoscopic hysterectomy being done with the latest technology of ultrasonic and vessel sealer
energy combined and high definition vision system. Still bladder injury can happen leading to
opening of the bladder in the case of previous cesarean delivery. The opened bladder requires
repair once the hysterectomy is completed. The surgical concepts are described in the video.

Results

On table identification of the bladder injury and prompt repair gives good outcome for the patient.
Opening the bladder cannot be prevented in each and every case, but proper repair allows the
situation to be dealt with without any further complications.

Conclusions

Simple surgical steps in the bladder repair need to be followed for assured healing and prevention
of further compounding of the complication.

https://player.vimeo.com/video/272629982?autoplay=1
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Different techniques for removal of endometrial polyps: clinical results from an Italian
multicentre trial
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Background

A multicenter, prospective observational trial was conducted in 19 Italian Gynecologic
Departments (University-Affiliated or Public Hospitals). The endpoint of the study was to establish
the most effective and safe technique of hysteroscopy polyp resection carried-out as a single
surgical step.

Methods

We recruited 1519 consecutive of patients with or without AUB, presenting one or more
endometrial polyps, measuring more than 10 mm in the largest diameter and treated
by hysteroscopic technique.

Various techniques of polyp resection were used, according to the custom, to the available
instrumentation and to the skills of each participating center.

Results

The prevalence of malignancy or atypical hyperplasiawas 1.91% (95% CI: [0.88%; 2.94%]) in
patients with symptoms and 2.27% (95% CI:[1.26%; 3.28%]) in those without symptoms. In 15
patients (0.99%), the histologic diagnosis was endometrial polyp with adenocarcinoma, and in 17
patients (1.12%) the diagnosis was atypical hyperplastic endometrial polyp. The prevalence of
malignancy or atypical hyperplasia was 0.435% (95% CI: [0; 0.93%)]) in premenopausalpatients,
3.6% (95% CI: [2.32%; 4.89%]) in postmenopausal patients. There was significantly more
malignancy in the postmenopausal group compared with the premenopausal group (p = 0.00207),
according to a z-test for the difference of proportions (with pooled variance).

Finally, the prevalence of malignancy or atypical hyperplasia in patients with small polyps (with
size smaller than 18 mm) was 1.71% (95% CI: [0.88%; 2.55%]), while in patients with large polyps
(bigger than 18 mm) was 2.73% (95% CI: [1.41%; 4.05%]), but this difference was not significant
(p=.1797). Abnormal uterine bleeding (irregular bleeding, heavy bleeding, or postmenopausal
bleeding), was present in 43.27% of the patients. Altogether, 838 of the patients were symptom
free (55.17%).

In 1371 patients (97.65%), the polypectomy was performed without complications.

Intraoperative perforation of the uterine wall without need of further procedures and with
completion of the resections occurred in 3 patient (0.21%). No late complications occurred.

Median length of follow-up for the study population was 3 months. Persistence was confirmed in39
cases (2.78%) by histologic analysis.



Conclusions

Correlation between persistence and operative setting (office or operating room), instrumentation
used, modality of resection, location of the polyp and center for data collection showed a
significative association to the instrumentation used, to the polyp location, and to the center for
data collection.According to a further association test, significantly more persistence was
associated to the use of AlphaScope, and to the provenance from 2 out of the 19 centers, whereas
the location more frequently associated with the persistence of the polyp was the right tubal corner
(5.26% of the patients who had the polyp in this location had a persistence), whereas isthmic
location was associated with no persistence.

Comparing mechanical resection with electric and laser resection gave no significant association
to persistence of the polyp (chi-squared test, p =1).



ES27-0049 1
Hysteroscopy 1

The high prevalence of hyperplasia and cancer in endometrial polyps in women with
postmenopausal bleeding (PMB) justifies removal i Systematic Review and Meta-analysis
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Background

There is lack of consensus amongst gynaecologists as whether benign-looking endometrial polyps
ought to be removed in women with PMB. There is no evidence from randomized controlled trials.
Most of the observational studies, reporting prevalence, risk of malignancy and management,
included a mixture of pre- and postmenopausal women both symptomatic and asymptomatic. This
review was conducted to quantify the prevalence of hyperplasia and cancer to help inform clinical
practice as whether benign-looking endometrial polyps ought to be removed when first diagnosed
or expectant management could also be offered.

Methods

We searched the published literature using strategies developed by a medical librarian using a
combination of standardized terms and key words and were implemented in PubMed, EMBASE
and clinicaltrials.gov. Search was limited to primary human research published in English
language and reporting endometrial polyps in women with PMB till 315t December 2017. The
standard of the Meta-analysis Of Observational Studies in Epidemiology (MOOSE) was followed.
Endometrial atypical hyperplasia was combined with cancer as a single category because of high
rates of concurrent (42.6%) and progression (28%) to cancer. Endometrial hyperplasia without
atypia was also included, despite the low progression rate of <5% over 20 years, considering the
recent Guidelines of the Royal College of Obstetricians and Gynaecologists. The prevalence of
hyperplasia and cancer was estimated with a random effect model using the method of
DerSimonian and Laird. Exact confidence intervals (ClI) were calculated for the individual studies.
Heterogeneity was assessed using the |2 statistic and calculation of 95% prediction intervals for
the response proportion in a new study. The possibility of small study effects was assessed by
asymmetry of funnel plots and the potential impact quantified using the Duval and Tweedie
nonparametric "trim and fill"* method.

Results

The number of retrieved studies was 4025. After removing the duplicates and performing the title
and abstract filtering, 37 full text papers were identified. We excluded 17 papers for not reporting a
separate group for PMB women, and 12 for mixing tamoxifen users with none users. The
remaining 8 studies were included in the analysis. The pooled estimate of prevalence and 95% CI
were 8.5% (6.2%, 10.8%). Adjustment for small study effects lead to a slightly lower estimate of
7.3% (4.7%, 9.9%). An | statistic of 59% is suggestive of likely moderate heterogeneity. This is
likely to be clinically important as the between study standard deviation was 2.4%, and a 95%
prediction interval suggests that the prevalence in a new study might lie between (1.9%,15.2%).

Conclusions

The high prevalence of hyperplasia and cancer in benign-looking endometrial polyps in women
presenting with PMB warrants removal until robust hysteroscopic morphological criteria, that can
reliably predict the outcome, are established in future research.
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A UK-based national audit of outpatient hysteroscopy services (OPH)
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Background

Hysteroscopy is the gold standard for the diagnosis and treatment of uterine pathology which can
be carried out under general anaesthetic or in an outpatient setting. Outpatient hysteroscopy is
well-established as a safe, reliable, cost-effective endoscopic procedure with high patient
satisfaction rates. In United Kingdom (U.K) these services are provided by the National Health
Service (NHS). The British Society for Gynaecological Endoscopy (BSGE) together with the Royal
College of Obstetricians and Gynaecologists (RCOG) has published guidance for standards as
best practice in hysteroscopy. It is not clear if current practice meets the recommended standards.
Therefore, the aim of this national audit was to provide a scoping view of current practice in
outpatient hysteroscopy to improve clinical services.

Methods

All BSGE members were first invited to participate in an electronic audit in March 2018 with a
reminder sent out in April 2018. The audit consisted of four key areas: (1) hospital details; (2)
existing outpatient hysteroscopy services (i.e. clinics, staffing, facilities and equipment); (3)
procedural practices (i.e. patient consent, cervical preparation, anaesthesia, hysteroscopy
methods); (4) clinical governance practices (i.e. audit, safety, patient feedback).

Results

141 responses were obtained from respondents employed by 86 NHS Trusts (100 hospitals)
offering hysteroscopy services across England, Wales and Scotland. All respondents provided a
dedicated hysteroscopy service with more than 70% providing care to over 500 women per
annum. 73% of respondents routinely offered women a choice of setting for diagnostic
hysteroscopy. A dedicated hysteroscopy suite was used by 79% of the respondents. Only 75%of
respondents felt that patient facilities were adequate although 91% and 86% felt well-equipped to
perform diagnostic and operative hysteroscopy respectively. The majority (97%) provided leaflets
and advised women to take analgesia before their appointment. Contrary to best practice
standards, vaginoscopy was reported as the only preferred approach by 42% of the respondent.
Less than half respondents (41%) stated that a local anaesthetic protocol for the use of
anaesthesia during hysteroscopy was available. The majority of the respondents (85%) routinely
collected patient feedback. Most respondents (91%) reported routine collection of data for patient
safety and 78% annually audited their hysteroscopy services.

Conclusions

The responses received have highlighted inconsistencies in the delivery of outpatient
hysteroscopy across the UK and compliance with evidence-based best practice guidelines. The
audit did not examine the reasons for these variations but they may be attributed to financial
constraints, service pressures and lack of skilled, trained staff. In light of the increasing use of
outpatient hysteroscopy in contemporary gynaecological practice, it is of urgent importance to
address the areas of suboptimal practice identified to ensure the more uniform delivery of high
guality, safe and effective care.
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Management of retained products of conception in office setting. The role of the 5.7 mm
Intrauterine Tissue Removal System.
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Background

To evaluate the hysteroscopic management of retained products of conception (RPoC) in our
department in the last 10 years.

Methods

Retrospective descriptive analysis of the hysteroscopic management of RPoC comparing two
periods of time: before and after the introduction of the intrauterine tissue removal system of 5.7
mm (IUTRS) in our department.

Results

Between May 2008 and March 2018, 113 cases of retained products of conception were
diagnosed. 58% after miscarriage, 24.8% after vaginal delivery, 11.5% after termination of
pregnancy, 4.8% after caesarean section and 0.9% after cervical ectopic pregnancy. 105
procedures were performed in Office Setting and 8 in Operating Theatre as Day Case Surgery.
Between March 2008 and December 2011, 20% of the cases were performed in Operating
Theatre as Day Case Surgery and 80% in Office Setting; 56.3% of these cases were resolved in
Office Setting with the use of mechanical instruments (grasping forceps) and the remaining 43.7%
required surgical hysteroscopy in the Operating Theatre.

From January 2012 to March 2018, the period in which we have used the 5.7 mm IUTRS, in 4% of
the cases a Operative Hysteroscopy in Operating Theatre was indicated and in the remaining
96%, the procedure was performed in Office Setting; of these, 97.8% of the cases were resolved
in Office Setting and only the remaining 2.2% required an additional procedure in Operating
Theatre (1 dilatation & curettage and 1 Operative Hysteroscopy). Of the procedures resolved in
Office setting in this last period, 23% were performed with mechanical instruments (grasping
forceps) and 77% with the 5.7 mm IUTRS. The average volume of the samples obtained with the
IUTRS was 4.3 cm?(0.03-32) versus 0.96 cm3(0.008-15) of those removed with grasping forceps.
The average ultrasound diameter of the remnants managed with the IUTRS was 16.7 mm (3-41)
versus 9.86 mm (1-24) of those removed with mechanical instruments.

The tolerance of the procedures in Office Setting was good in 96% of the cases. Only 2 cases
required Hospital admission. Neither infectious complications, nor cases of Asherman’s Syndrome
were recorded. In the patients in whom a 2nd look was performed, no adhesions were observed.
Since 2015 hyaluronic acid has been used to prevent their development.

Conclusions

The management of retained products of conception has changed in our Department since the
introduction of the 5.7 mm Intrauterine Tissue Removal System and, in our experience, most
cases can be safely and satisfactorily resolved in Office Setting.
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Reproductive outcomes and tolerability of office hysteroscopy. Prospective observational
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Background

It is assumed that minimal traumatization of the endometrium during office hysteroscopy (OH)
increases the chances of attaching a fertilized ovum.

Methods

Assessment of the pregnancy rate, impressions of pain by a 10-point pain VAS scale during
menstruation, at diagnostic and surgical stage of OH. Intervention: OH without anesthesia,
removal of intrauterine pathology, endometrial biopsy, recanalization of tubal ostia, performed by
one doctor, in one clinic. Equipment and parameters: hysteroscope d 3.8 mm, intrauterine
pressure 50-70 mm.hg. 101 out of 120 patients were interviewed, 19 patients (pts) were excluded
from the study. Study groups: 1 - did not plan pregnancy (43 pts, 42.6%), 2 - planned pregnancy
(58 pts, 57.4%), inside of which: 20- planned pregnancy naturally (42 pts, 72.4%), 2b - had
indications for ART (16 pts, 27.6%). Retrospective standardized telephone interview 6 months or
more after OH. The interview was conducted by a gynecologist who had never previously
contacted the study participants. Satisfaction score on a 5-point scale. Statistical processing by
"Statistica 10".

Results

VAS pain during menstruation in group 1 - 2, 53 + 0.84, 2st group - 3.67 = 0.34, group 2a- 3.5
0.39, group 2b - 4.12 + 0.67. VAS pain at the diagnostic stage 1.74 + 0.32; 1.81 + 0.24; 1.67 +
0.25; 2.18 + 0.6, respectively. VAS pain at the operational stage 3.07 + 0.45; 3.65 + 0.35; 3.69
0.41; 3.56 + 0.62, respectively. Statistically significant differences were not detected (p> 0.05).
There was statistically significant difference of pain level revealed within the groups of
menstruation, diagnostic and operative stages of the OH (p <0.05). In group 2a, out of 42 pts, 25
(60.0%) became pregnant, 2b - of 16 pts, 4 (25%) became pregnant. The level of satisfaction was
in 1st group - 4.79 + 0.1; 2" group - 4.87 + 0.05; group 2a - 4.85 + 0.07; group 2b - 4.93 + 0.06.
Statistically significant differences were not detected (p> 0.05).

Conclusions

OH - well tolerated by patients. The level of pain experienced by women during menstruation is
significantly higher than in the diagnostic and operative stages of OH. OH, accompanied by the
removal of pathological formation, endometrial biopsy and recanalization of the tubal ostia,
increases the chances of becoming pregnant in patients who do not have indications for the ART,
but who have not become pregnant for a long time because of the presence of certain pathologies
in the uterine cavity.

https://player.vimeo.com/video/269926228?autoplay=1
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Fertility and obstetrical outcome after hysteroscopic removal of retained products of
conception (loop resection versus morcellation)
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Background

To conduct a follow-up study considering the reproductive and obstetrical outcome in a cohort
treated for retained products of conception (RPOC) by hysteroscopy (loop resection versus
morcellation).

Methods

In April 2018 the patients included in a previous randomised controlled trial, comparing loop
resection (n=40) with morcellation (n=46) for the removal of RPOC between 2011 and 2015, were
reviewed for reproductive and obstetrical outcome. The primary outcome measures were live birth
and pregnancy complications, subdivided into uterine rupture, abnormal placentation (including
placenta accrete / increta / percreta / previa, vasa previa and RPOC 6 weeks after the delivery)
and other complications (blood loss in the first, second and/or third trimester, preterm contractions,
preterm premature rupture of membranes (PPROM), hypertensive disorder of pregnancy and/or
intrauterine growth restriction (IUGR)). The secondary outcome measure was time to conception.

Results

The response rate was 75% (30/40) for loop resection and 85% (39/46) for morcellation. The
median follow-up was 5 years (interquartile range (IQR) 4 - 5), and 70% (48/69) wished to
conceive after the hysteroscopic removal of RPOC. For both techniques, the median age of
women wishing to conceive was 37 years (IQR 321 39, and IQR 33-40 for respectively
morcellation and loop resection). In the intention-to-treat analysis, the expected adjusted odds for
live birth (100% for morcellation versus 79% for loop resection) were 11.82 times higher in the
morcellation group (P = 0.04). Uterine rupture occurred only in the morcellation group in 4% (1/24)
of the women, this was a patient with a hemiuterus in whom perforation occurred during dilation (P
= 1.0). Abnormal placentation was found in 21% (5/24) and 24% (4/17) (P = 1.0), and other
pregnancy complications in 35% (8/23) and 13% (2/16) (P = 0.1) for respectively morcellation and
loop resection. The median time to pregnancy was 14 weeks (IQR 51 33) in the morcellation
group and 15 weeks (IQR 51 39) in the loop resection group (P = 0.96).

Conclusions

Hysteroscopic resection of RPOC, using loop resection or morcellation, seems to have no
detrimental effect on reproductive outcome. Moreover, the live birth seems to be higher in the
morcellation group. Uterine rupture can occur after entry-related perforation in a congenitally
abnormal uterus. One in 5 women seem to have abnormal placentation after hysteroscopic
removal of RPOC.
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Background

Objective: To evaluate the performance and effectiveness of the endometrial ablation device
Librata in an outpatient setting.

Methods

Prospective evaluation of 18 patients undergoing endometrial ablation with LiNA Librata in an
outpatient setting. All patients had refractory heavy menstrual bleeding with no definable organic
cause. Preprocedural hysteroscopy, endometrial biopsy or pelvic ultrasound showed no
endometrial or uterine cavity abnormalities. Endometrial thinning was performed. The anaesthesia
regimen included oral analgesia, cervical or spinal block and iv. sedation. Procedural pain scores
were obtained using a 10-point visual analogue scale. A device performance form was completed
after each procedure. Menstrual loss was measured by menstrual pictogram at 1, 3 and 6 months.
Patient Satisfaction and Health Related Quality of Life (Menorrhagia Multi-attribute Assessment
Scale, MMAS) were assessed at 6 months. Treatment side effects and treatment failures were
also recorded.

Results

The mean age of the study group was 42, the mean BMI was 28 and the median number of parity
was 2. All patients suffered from dysmenorrhea, 83% (15/18) reported premenstrual symptoms
and 22% (4/18) were anaemic. The procedure was completed without complications in all patients.
The overall performance of all devices was rated as excellent. Patients received cervical dilatation
to an average (SD) of 6,5 (0,17) mm. The treatment time with the device is 126 seconds, the mean
(SD) procedure duration was 165 (21) seconds. The mean (SD) pain score was 2,9 (2,5). All
patients tolerated the procedure with none being abandoned due to discomfort. Average time
spent in the recovery room was 1h 13 min and all patients were discharged at the day of the
procedure. 3 months after the procedure 94% had reduced menstrual blood loss (17/18) including
56% with amenorrhoea (10/18). After 6 months all patients reported reduced blood loss and the
amenorrhea rate was 44% (7/16). All patients reported that their symptoms of dysmenorrhea had
improved (16/16). Premenstrual symptoms were improved in 53% of the patients (8/15). Al
patients were very satisfied (10/16), satisfied (4/16) or fairly satisfied (2/16) with the procedure.
Mean total MMAS scores were improved from 39,7 at baseline to 89,5 at month 6. Improvements
were observed in all MMAS domains (practical difficulties, social life, family life, work and daily
routine, psychological well-being, and physical health). No patient required further treatment.
There were no adverse patient consequences due to the procedures.

Conclusions

The Librata endometrial ablation device is an effective treatment for abnormal uterine bleeding
and feasible in an outpatient setting.
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Background

Postmenopausal ultrasonographic endometrial evaluation is a part of routine gynecological
examination. Either symptomatic or not, hysteroscopy is the best tool for optimal assessment of
endometrial pathologies (1,2). Herein we reported histopathological examination results of 65
postmenopausal women, 30 symptomatic (postmenopausal bleeding) and 35 asymptomtic [thick
endometrium (>4 mm) in ultrasonography], whose endometrium were evaluated by office
hysteroscopy.

Methods

65 women who were admitted to gynecology department due to postmenopausal bleeding or

routine control, who were evaluated by hysteroscopy due to postmenopausal bleeding n=30) or

thick endometrium (>4 mm) (n=35) were included in the study. Four mm is the suggested cut off
value by ACOG fort hipoktenedopatursiaobmé (1). Office
vaginoscopic approach and intraoperative (macroscopic evaluation by the surgeon)and

postoperative (histopathological evaluation by the pathologist) evaluations were recorded.

Results

The intra- and postoperative characteristics of all participants are given in Table 1. Among 30
symptomatic women with postmenopousal bleeding and evaluated by hysteroscopy, 28 were
reported to have benign pathological result while one had hyperplasia and one had endometriod
adenocarcinoma. The remaining 35 asymptomatic women with thick endometrium, two had
hyperplasia (one case with atypia and one without atypia) and one had endometrioid
adenocarcinoma. Intraoperative and postoperative diagnosis concordance was 70 % (21/30) for
women in the symptomatic group while the same value was 91 % (32/35) for the asymptomatic

group.

Table 1: Intraoperative and Postoperative results of cases

Hysteroscopy Indication

Postmenopausal Bleeding (n=30) Thick Endometrium (n=35)
- Intraoperative (Hy Postoperative (Hist Intraoperative (Hy Postoperative (Hist
Findings
steroscopy) opathology) steroscopy) opathology)
Normal 11 (36%) 17 (57%) 11 (31%) 10 (28%)
Polyp 17 (57%) 10 (33%) 20 (57%) 19 (54%)
Mucoid
Material 2 (7%) 1 (3%)
LEIOMYOM 1 (305) 3 (9%) 2 (6%)
Hyperplasi ; 34 1 (3%) 1 (3%)

a



Hyperplasi
a with
Atypia
Endometri
oid 1 (3%) 1(3%)
Adenocarc

inoma

1 (3%)

Conclusions

Postmenopousal women with postmenopausal bleeding or thick endometrium need to be evaluted
and hysteroscopy is one of the alternative methods for this group of patients (1,2). First of all,
endometrium cancer has to be ruled out by histopathology. Vaginal bleeding is the presenting sign
in more than 90% of postmenopausal women with endometrial carcinoma (1) but as the current
study supports, clinicians dealing with menopausal cases should have the same sensibility for
asymptomatic cases with thick endometrium. In conclusion, hysteroscopy is an easy, highly
tolerable procedure for histopathological biopsy guidance in this group of patients.
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The leiomyosarcoma incidence among patients who underwent myomectomy and/or
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Background

Uterine leiomyomas are the most common benign pelvic tumors in women, with a lifetime
prevalence of 12% to 80% . The presence of undiagnosed leiomyosarcomas in specimens has
been documented as a major concern by physicians. In this presentation we aimed to present the
estimation of the incidence of uterine sarcoma and leiomyosarcoma in women undergoing
myomectomy and/or hysterectomy for presumed leiomyomas.Our surgical statistics and brief
results were listed.

Methods

This retrospective study was conducted in Ege University School of Medicine Department of
Obstetrics and Gynecology. Myomectomy and/or hysterectomy specimens which were finally
resulted in leiomyosarcoma were recorded between 2002-2 0 1 7 . Patientds nu
= 1740, hysterectomy for presumed myoma = 17
myoma size and number, pre-operative clinical findings, ultrasonographic features, tumor marker
levels, hysterectomy types, intra-operative and final pathological results were recorded from

the electronic patient file.

Results

Average ages of patients were determined as 52.9 (range 48 - 70) and 36.4 (range 32 - 44) in
hysterectomy and myomectomy groups respectively. The mean of parity was 2.5(range 2-5).
Mean BMI was 25,24kg/m?(range 21,10 - 31,48). Total abdominal hysterectomy and bilateral
salpingo-oophorectomy were done in 1703 patients in hysterectomy group. Remaining 3 patients
were undergone bilateral pelvic lymphadenectomy additionally during first surgery due to
leiomyosarcoma. Abdominal and hysteroscopic myomectomy were applied in 826 patients in
myomectomy group. 2 of those patients were undergone second look laparotomy due to high-
grade leiomyosarcoma. Laparoscopic myomectomy was performed to remaining 914 patients. All
of patients final pathology was reported as leiomyoma in laparoscopy group. Average myoma size
was determined as 5x6 cm (range 3x4 1 9x12). CA 125 level was determined as higher than
nor mal in 260 (7%) of the patients. Alskctopati ent
results were malignant (leiomyosarcoma) in myomectomy group.

Conclusions

The overall incidence of occult leiomyosarcomas is very rare (0,17%)in our retrospective data. A
gynecologist can continue to offer patients minimally invasive route for myoma and/hysterectomy
management.
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Background

With the introduction of the robotic single-site platform, surgeons are able to perform minimally
invasive surgery. However, surgical challenges still exist due to the limitation of movement and
fighting of single-site instruments. In order to perform successful and more robotic single-site
myomectomy, we must develop good surgical skills and better suturing techniques with the current
set of limited instruments.

Methods

Based on my experiences performing more than 48 cases of robotic single-site myomectomy from
Dec. 2014 to Apr. 2016, I introduced and used the new suture techniques and performed 54 cases
from May. 2016 to Feb. 2018.

Results

The new surgical tips for myomectomy suturing techniques as well as vault suturing technique was
screwing of the needle driver, suturing technique from deep inner and the transverse direction by
increasing angle approach, dragging and making an adequate loop of thread, and creating united
strength with each instrument.

When following these steps, | have made adequate and firm sutures of myometrium layer by layer
in robotic single-site myomectomy and overcome suturing limitations of robotic single-site surgery
with these steps

Conclusions

With new suture techniques, robotic single-site myomectomy can be easily performed with good
approximation of uterine muscle layers.
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Background

Deep infiltrating endometriosis (DIE) is defined as endometriotic tissue composed of endometrial
glands and stroma infiltrating the anatomical underlying structures and organs by at least 5 mm.
Affected patients, usually of reproductive age complain about pelvic pain, intestinal, urinary, sexual
disorders and infertility. The treatment options consist in a combination of medical therapy and
pelvic surgery.

Laparoscopic eradication of DIE had proved to be efficient in improving quality of life and should
be conservative but as complete as possible during the first surgery to avoid recurrence of pain as
well as reintervention with risk of irreversible pelvic damages.

Robotic-assisted laparoscopy offers superior high-definition 3-D vision, motion scaling and wristed
instruments facilitating the challenge of DIE surgical treatment to restore normal anatomy with
pelvic organ preservation.

Methods

A step-by-step surgical tutorial to show a rectal and vaginal robotic-assisted shaving in DIE.
Patient

A 36-year-old woman, G4P4, complaining of dysmenorrhea (Visual Analogue Scale, VAS 10/10),
dyspareunia (VAS 8/10), dyschezia (VAS 6/10) and constipation resistant to hormonal treatment.
Transvaginal ultrasound showed a complete obliteration of Douglas pouch with DIE affecting the
anterior rectal wall, the posterior vaginal wall, both uterosacral ligaments, the left posterior broad
ligament and the left ovary.

Results

The procedure used a 8-mm camera port through the umbilicus, 2 ancillary 8-mm robotic ports,
and a 5-mm assistant port (Da Vinci Xi Robot). Using a fully robotic approach, tailored dissection
close to the endometriotic lesions allows nerve-sparing DIE eradication with minimal opening of
pararectal space and without uterolysis. The surgical steps permits excision of the endometriotic
rectal nodule with preservation of the vagina and rectal wall.

Conclusions

A robotic-assisted eradication of rectovaginal DIE can be performed safely and effectively. The
technique offers great accuracy and comfort for the surgeon in rectal sparing procedures.

https://player.vimeo.com/video/272662370?autoplay=1



https://player.vimeo.com/video/272662370?autoplay=1
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Background

The robotic approach to the aberrant vessels entrapping the nerves of the sacral plexus.
Methods

A step-by-step explanation of the surgery using video

Results

The operation was completed successfully without any complication and the patient reported no
pain after 1 month of the surgery.

Conclusions
Compression of the sacral plexus by aberrant vessels is a less known cause of the chronic pelvic

pain. Laparoscopic management of vascular entrapment of the sacral plexus was described by
Possover et al and Lemos et al . We manage this vessels by robotic approach.

https://player.vimeo.com/video/269929355%autoplay=1



https://player.vimeo.com/video/269929355?autoplay=1

ES27-0106 1
Oncology: Endometrial Cancer

Cetrorelix promotes cell apoptosis by upregulating forkhead box O1 through PI3K/Akt
signal pathway in epithelial ovarian cancer
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Background

To investigate the apoptosis effect of cetrorelix, a GnRH antagonist, on epithelial ovarian cancer
(EOC) cells and the involved mechanism in vitro and in vivo. Furthermore, we explored the
expression pattern and clinical significance of FOXO1.

Methods

A series of in vitro and in vivo experiments were performed to elucidate the function and
mechanism of cetrorelix on the apoptosis of EOC. The expression of FOXOL1 in EOC tissues and
its correlation with clinicopathological factors and prognosis was examined.

Results

Both in vitro and in vivo, cetrorelix promoted EOC cell apoptosis. Through human apoptosis gene
PCR array, we verified that the promotion of apoptosis by cetrorelix was linked to upregulation of
members of the tumor necrosis factor (TNF) and TNF receptor super families, which have been
identified as downstream targets of forkhead box O1 (FOXO1). Cetrorelix enhanced FOXO1
expression, and siRNA-mediated knockdown of FOXO1 abrogated the induction of apoptosis by
cetrorelix. Furthermore, cetrorelix decreased p-AKT expression, and FOXO1 upregulation by
goserelin was dependent on the PI3K/Akt pathway. In vivo, the expression trend of key factors in
this pathway was consistent with that observed in vitro. In EOC tissues, The low-expression of
FOXO1 was highly correlated with FIGO stage, distant metastasis and reduced two-year survival
rate.

Conclusions

our data suggest that cetrorelix may promote EOC cell apoptosis by upregulating FOXO1 through
the PI3K/AKT signaling pathway. FOXO1 may be potential therapeutic targets for the treatment of
EOC. GnRH antagonists may also be potential antitumor agents.
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Circulating serum exosomal ANRIL is a novel prognostic marker for epithelial ovarian
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Background

Epithelial ovarian cancer (EOC), which has a poor five-year survival rate of only 30%, is the
deadliest gynaecological cancer. Recently, circulating exosomal long noncoding RNAs (IncRNAS)
have emerged as novel non-invasive and stable prognostic biomarkers for cancer. However, litter
is known about their potential roles as prognostic biomarkers in EOC. This study focused on
exosomal IncRNA-antisense non-coding RNA in the INK4 locus (ANRIL) and aimed to explore its
potential as a predictive marker for EOC prognosis.

Methods

Exosomes were isolated from serum samples collected from 74 EOC patients and 30 healthy

controls. Exosomes were identified using transmission electron microscopy (TEM), nanopatrticle

tracking analysis (NTA) and western blotting.Clinicopathological correlation were analysed using
chirsquare or Fisherods exact t est-fseesuQivab(DFRS)ahalyses r v i
were calculated using the Kaplan-Meier method and the log-rank test. Multivariate survival

analyses were performed using Cox regression models. A predictive model was constructed

based on significant variables in the multivariate analysis by R version 3.4.3 (https://www.r-

proj ect . org/ ), and Har r-index) was useddorassess it predctere i nde x  (
efficiency.

Results

Based on TEM and NTA, we observed that the exosomes exhibited a round-shaped appearance
(30-150 nm in diameter). Western blot analysis confirmed the presence of four well-known
exosomal markers, CD63, TSG101, Hsp 70 and Hsp 90, indicating that the exosomes were
isolated successfully. Further, we found that ANRIL could be detected in the exosomes of serum
collected from EOC patients. The serum exosomal ANRIL expression in EOC patients was
significantly higher than that in controls. Clinicopathological correlation analysis revealed that high
exosomal ANRIL levels were associated with an advanced Federation of Gynecologists and
Obstetricians (FIGO) stage, a high histological grade and lymph node metastasis. Kaplan-Meier
analysis indicated that EOC patients with higher exosomal ANRIL levels had poor OS and DFS.
Multivariate survival analysis demonstrated that exosomal ANRIL was an independent prognostic
factor for EOC OS and DFS independent of FIGO stage and lymph node metastasis. Moreover, to
precisely predict EOC prognosis, a prognostic nomogram model was constructed using the
significant factors, including serum exosomal MALAT1 level, FIGO stage and lymph node
metastasis. The model showed a good prediction of the probability of 3-year OS and DFS for EOC
patients according to the c-index and calibration curve.

Conclusions

Serum exosomal ANRIL is a novel promising biomarker for the prediction of EOC prognosis.
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Background

This study was to investigate the role of IncRNA LA16¢-313D11.11 associated competitive
endogenous RNAs (ceRNAs) network in the endometrial cancer (EC). And it also was to confirm
the functional significance of LA16¢-313D11.11 and miR-205-5p on the proliferation and migration
in the endometrial cancer.

Methods

A total of 60 primary endometrial cancer tissues and 20 normal endometrial tissues (NE) were
recruited into this study. NE was obtained from women who underwent a hysterectomy or
endometrial curettage for endometrial-unrelated diseases (such as uterine myoma or prolapse).
The expressions of LA16¢-313D11.11, miR-205-5p and PTEN in human endometrial

cancer tissues were determined by RT-PCR and qRT-PCR. LA16¢-313D11.11 mimic, miR-205-
5p inhibitor and negative control were transfected into Ishikawa and HEC-1A cells. The expression
of LA16¢-313D11.11, miR-205-5p and their targets were assessed by RT-PCR, gRT-PCR and
western-blot. Functional significance of LA16¢c-313D11.11 and miR-205-5p on tumor proliferation
and migration in vitro were examined by CCK-8, flow cytometry, wound healing and transwell
assays.

Results

LA16¢-313D11.11 expression was significantly decreased both in human EC tissues (n=60) and
cell lines (Ishikawa and HEC-1A) compared with the control. miR-205-5p expression was
significantly increased, and the mRNA and protein expressions of PTEN were markedly reduced in
EC tissues and cell lines compared with the control. Moreover, LA16¢-313D11.11 expression was
negatively related to miR-205-5p in human EC tissues (n=60). Our results also showed that
LA16c-313D11.11 overexpression considerably attenuated the viability, migration and invasion of
Ishikawa and HEC-1A cells in vitro. miR-205-5p descending expression also considerably
attenuated the viability, migration and invasion of Ishikawa and HEC-1A cells in vitro. In addition,
through its miRNA response elements(MRES) to compete for miR-205-5p, LA16¢-313D11.11 was
confirmed to regulate the expression of PTEN and the viability, migration and invasion of Ishikawa
and HEC-1A cells in vitro. LA16c-313D11.11 was also confirmed to regulate the expressions

of PDK1, AKT, p-AKT and Caspase-3. It was the effective ceRNAs associated with the miR-205-
5p-PTEN network.

Conclusions

We for the first time identify that LA16¢c-313D11.11 is effective ceRNAs associated with miR-205-
5p-PTEN network. To our knowledge, it is also the first time to demonstrate that LA16c-
313D11.11 regulates EC development by deriving miR-205-5p and provide important clues for
understanding the key roles of IncRNA-miRNA functional network in EC. It also improves our
understanding of the molecular mechanism involved in the pathogenesis of EC and is helpful for
the identification of new diagnostic and therapeutic targets for the treatment of EC.
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Background

Our aim is to introduce a new affordable and easy-to-make pelvis model for complex
urogynaecological laparoscopic procedures training that can be used as an additional training
level between basic laparoscopic psychomotor skills training and performance of the procedure on
a real patient.

Methods

We modified a commercial female pelvis model consisting of sacrum, coccyx, two hip bones, the
pubic symphysis, the fifth lumbar vertebra with intervertebral disc, and certain pelvic ligaments.
For modification, we used sponge foam paper, felt fabric pieces, chenille stems, foam, plastic ties,
fabric glue, and a thick, coated wire. We created pelvic floor using red-coloured sponge foam
paper. Next, we created a vaginal cuff using felt and the uterus using foam. A wire was inserted
into the cuff or the uterus, respectively, to enable movement into anterior and posterior direction,
mimicking the use of a manipulator during surgical procedure. We also made a two-dimensional
model of a bladder using a yellow-coloured sponge foam paper and a model of both ureters using
a chenille stem was used. For additional challenge, left common iliac vein and hypogastric nerves
can be created using red felt and a white thread. In the final step of the process, we created
anterior longitudinal and pectineal ligaments using felt fabric pieces of different colours.

Results

We created two different pelvis models: one with the uterus and one with the vaginal cuff. For
training purposes, they can be put in a box simulator and attached to the box using a wire. They
enable training of laparoscopic pectopexy and hysteropexy/sacrocolpopexy. Trainees can practice
proper mesh placement and suture the mesh to the corresponding anatomical structures. Because
of the wire inserted in the uterus/vaginal cuff, it is possible to move the uterus/vaginal cuff in the
anterior-posterior direction, thus mimicking the use of the manipulator during surgery. The pelvic
floor, pelvic bones, ligaments, bladder and the ureters give a good resemblance to real-life pelvic
anatomy and give trainees the opportunity to work and suture in a limited space, just as they
would in real surgical procedure. Except for the basic pelvis, all components of the model are
reusable, inexpensive and can be simply replaced when necessary. While basic pelvis model was
bought from the manufacturer for approximately 210 EUR, all of the other components were
bought in specialized art supplies store for less than 15 EUR per model. In this manner, the model
can be simply renewed and used for a long period of time with relatively low costs.

Conclusions

We believe that our pelvis model could provide a valuable tool for complex urogynaecological
laparoscopic procedures training and help to reduce the long learning curve of these procedures.
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Background

Pelvic organ prolapse is a very common problem in women. 30-50% of women have a lifetime risk
of being affected. There is also a very high risk of recurrence even after surgical correction. This
high rate mandated a better understanding of prolapse and emphasized the importance of more
robust approaches. The aim of our study is to assess the long-term quality of life after
laparoscopic sacrocolpopexy, evaluate the outcomes in relation to patient demographics, degree
of prolapse and preoperative quality of life, and analyze the enhancing factors.

Methods

We included All the women who underwent laparoscopic sacrocolpopexy between 1999 and 2018
across the 2 centers where the study is held. We did a retrospective analysis (Canadian Task
Force classification II-1). We collected Demographic, clinical, preoperative, operative and
postoperative details throughpat i ent sé medi c al records. Qual
with 2 quality of life questionnaires: The Pelvic Floor Distress Inventory-20 (PFDI-20) and the
Pelvic Floor Impact Questionnaire-7 (PFIQ-7). We made a descriptive analysis for the surgical
complications and outcomes, and a detailed statistical analysis for the quality of life, with a mean +
standard deviation for continuous variables and 95% confidence interval for all the categorical
variables.

Results

The mean age of patients in our study was 56.76 years with a mean follow-up duration of 8.8
years. The mean operating time was 166.98 minutes. The rate of complications was less than 2%.
We did not report any serious complications (Clavien-Dindo grade 1l or above). Follow-up was
performed using a telephone questionnaire. 62.5% of the patients responded to the questionnaire.
There was substantial improvement in quality of life, bladder and bowel symptoms as per the
majority. Of the patients who responded 82% stated that they were satisfied / very satisfied with
the results, 6% were little / moderately satisfied and 12% were not satisfied.

Conclusions

Our results confirm that laparoscopic sacrocolpopexy is an effective and safe option for the
treatment of pelvic organ prolapse at long periods of follow up, and also highlight the importance
of robust analysis of postoperative quality of life in those patients as in many occasions it is
unrelated to the degree of anatomical correction or prolapse recurrence.
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Simplified laparoscopic sacropexy: can we avoid deep vaginal dissection?
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Background

Even if laparoscopic sacropexy offers improved long-term recurrence rates, it does involve
surgical intraoperative morbidity and long operating times; to date there is no universally
accredited and accepted technique for the preparation of the vagina or graft attachment. We
evaluated the safety and efficacyo f o ur folpamgedpic $acrapeky, that provides the
anchoring of meshes solely to the vaginal apex, even in the presence of advanced multi-
compartment vaginal prolapse.

Methods

Patients with stage >=2 api cal olgparostopipsaceopexyhfrom u n d
October 2010 to May 2017 were retrospectively extrapolated from our department database and
analyzed. Data on prolapse stage and urogenital functions were collected prospectively through

clinical exam and questionnaires at baseline, 6 months and every post-surgical year.

Results

121 patients were eligible for the analysis, at an average follow-up of 33.2 months. Average
operative time was 135.1 minutes; there were no intraoperative visceral or vascular injuries. There
was 1 recurrence (0.8%) and 2 vaginal erosions (1.6%). The urogenital symptom scores improved
significantly as did thoseonthepat i ent s6 qual ity of [|ife.

Conclusions

Our results indicate that an adequate re-suspension of only the apex suffices to correct also the

other compartments, even in patients with a preoperative multi-compartment prolapse stage of >2.

A Si mpdlapdroscepdi ¢ sacropexy is as efficacious as th
provides for deep vaginal dissection and mesh anchoring) with comparable long-term anatomic

and functional outcomes. Moreover, it was also associated with shorter operative times and no

major intraoperative complications due to deep vaginal dissection up to puborectal muscles and

bladder trigone.
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The clinical success rates of radical hysteroscopic niche excision
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Background

Cesarean scar niche is often associated with abnormal post menstrual bleeding, infertility and
pain. Hysteroscopic excision of cesarean niche was described in the past, mainly as local ablation
of edge resection. In this study we aimed to evaluate the efficacy of radical hysteroscopic
cesarean scar niche repair in symptomatic patients.

Methods

Cesarean niche was first diagnosed using a transvaginal ultrasound transducer. A hypoechoic
area within the myometrium was identified at the lower segment and residual myometrial thickness
was measured. An office hysteroscopy was then performed to confirm the diagnosis and evaluate
the area. Symptomatic patients with myometrial thickness>3mm were considered for
hysteroscopic cesarean niche resection. Using a cutting loop and pure cutting current, the edges
of the defect were resected. This was followed by resection of scar tissue at the apex of the niche,
until underling muscular tissue was evident. Clinical and surgical data were retrospectively
collected and analyzed. Patients were contacted after a minimum of 1 year following the
hysteroscopic repair to evaluate outcomes in terms of abnormal uterine bleeding (AUB),
recurrence of symptoms and general satisfaction

Results

Between 2011 and 2015, a total of 80 patients underwent hysteroscopic niche repair. Fifty-seven
agreed to participate, 4 declined participatonand1 9 wer e not avail abl e.
procedure was 37.52+5.3. Median and IQR of gravidity, parity and previous caesarean sections
were 6 (4-8), 5 (4-6) and 3 (2-4) respectively. All included patients suffered from abnormal uterine
bleeding, 25 of them also experienced infertility (36.8%), none reported on accompanied pelvic
pain. Following hysteroscopic niche repair, patients reported a statistically significant reduction in
number of bleeding days per cycle (15.7+4.8 vs. 10.3+, P<0.001). Forty patients noted
improvement in AUB, 16 experienced no change whereas one patient reported increased
bleeding. Reduction in AUB occurred immediately following repair in 16 patients, within 3
menstrual cycles in 13 patients and after more than 3 cycles in 11 patients. Of the 25 who suffered
from infertility, 21 attempted to conceive spontaneously following niche repair. Of those, 10
(47.6%) patients conceived at least once and 9 delivered at least once

Conclusions

Radical hysteroscopic surgical repair of cesarean scar niche is an effective treatment option for
symptomatic patients suffering from irregular menstrual bleeding and secondary infertility.
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Pregnancy in scar I maximal treatment with minimal intervention

Nissim Arbibl, Oshrat Ravivl, Merav Sharvit!, Ron Schonman?!, Meir Pomeranz, Zvi Klein?
1Sackler School of Medicine- Tel Aviv University- Tel Aviv- Israel.,

Department of Obstetrics and Gynecology- Meir Hospital- Kfar Saba- Israel, Kfar Saba, Israel

Background

Pregnancy implanting in a cesarean section scar is a rare ominous type of ectopic pregnancy.
Early detection and termination of cesarean scar pregnancy (CSP) are crucial in order to avoid
complications. We aimed to investigate our experience in detection and treatment of CSP

Methods

A retrospective study in a tertiary center between the years 2015-2017. Data were collected from
patient's medical record.

Results

Ten women were detected with CSP. All patients presented with spontaneous, singleton
pregnancy. 90% where in their first trimester (GA 5%7-129%7), with a history of at least 1 previous
cesarean section(60%), and up to 3 cesarean sections (40%). 4 patients presented with vaginal
bleeding. Three patients (30%) presented with viable CSP. Treatment modalities included
ultrasound guided aspiration (70%), laparotomy (10%), surgical hysteroscopy (10%). Methotrexate
(MTX) was given primarily to all the patients with viable CSP.

Conclusions

CSP treated safely with minor procedure of ultrasound guided aspiration without any further
complications. MTX should given primarily in case of Viable CSP pregnancy
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Background

At presenttimether e i s a stable tendency to increase
evaluation of the uterine scar condition is actual. Aim of study: to evaluate the different methods of
incompetent scar repair in context of reproductive function restoration.

Methods

66 patients with the uterine scar incompetence were enrolled in the study. Patients were divided in
4 groups: 1st i diagnostic hysteroscopy and laparoscopy (11), 2nd i hysteroscopy, Laparoscopic
repair of incompetence scar (16), 3 - hysteroscopy, Laparoscopic excision of incompetence scar
margins and repair of uterine wall (32), 4 - diagnostic laparoscopy and hysteroscopifiresection or
coagulation on niche margins (7).

Results

Mean age of patients was 21,4+4,9 years. 89,4% patients had history of urgent cesarean section
(acute hypoxia, secondary weakness of labor, clinically narrow pelvis). The thickness of the scar
by ultrasound and MRI to 4 mm, the presence of niches was in all cases. 38 patients had
menorrhagia, metrorrhagia, pain, dyspareunia, infertility. Mean operative time was 41+13; 108+34;
130+32; 53+13; min, respectively. Intraoperative blood loss was extremely low (50 ml). No
complications were observed. One patient of the 3 group had reoperation. After operation all
patients of 2 and 3 groups had thickness of the scar up to 6 mm. At present time 12 patients are
delivery, 6 - pregnant.

Conclusions

Laparoscopic repair of incompetence scar is minimally invasive and effective treatment. But this
issue requires further study: development of criteria for the evaluation of the scar incompetence
using by ultrasound and MRI, indications for incompetence scar repair, the choice of surgical
treatment method, evaluation of results.
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Background

Complete Androgen Insensitivity Syndrome (CAIS) is an intersex type of male pseudo
hermaphroditism presenting with primary amenorhhea, female phenotype and male genotype. A
case report of CAIS is presented and managed in a tertiary hospital with laparoscopic
gonadectomy and right inguinal canal exploration with gonadectomy and herniorrhaphy.

Methods

MRI of the pelvis and ultrasound of both inguinal regions were taken. Karyotyping and hormonal
analysis were performed to confirm the diagnosis of CAIS. After a year of psychological
counselling and evaluating risks and benefits of CAIS, consent was given for laparoscopic
gonadectomy and right inguinal canal exploration with gonadectomy and herniorrhaphy.

Results

MRI revealed complete absence of cervix and uterus with an abnormally truncated vagina ending
in a blind pouch. An ectopic right ovary 2.4x1.5 cm in the right inguinal area and a normal looking
ovary 2.4x1.6 cm in the left pelvic cavity were considered. Ultrasound of inguinal areas showed
3.1x3.2x1.4 cm small testicle above the right inguinal region. Chromosome analysis had a male
karyotype with XY sex chromosome. Hormonal analysis showed estradiol 42.63 pg/ml,
FSH25.23 mlU/ml, testosterone 6.830 ng/ ml (y),
an adult male). At laparoscopy, the left gonad was intraabdominal over left external iliac vessels
below the internal inguinal ring. It was dissected and clamped using hem-o-lok ligating clips. The
right inguinal area was explored with gonadectomy and herniorrhaphy. Histopathologic
examination showed both testes with multifocal hyperplasia of Sertoli-Leydig cells. Postoperative
course was uneventful. Hormone replacement therapy was recommended.

Conclusions

CAIS can be diagnosed clinically by physical examination, imaging techniques, hormonal assay
and karyotyping. Laparoscopy helps confirm the diagnosis.

https://player.vimeo.com/video/269439606?autoplay=1
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