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Levonorgestrel releasing intrauterine device versus endometrial ablation in women with heavy menstrual
bleeding: the follow-up of a multicentre randomized controlled trial

Arianne Derickx!, Pleun Beelen?, Peggy Geomini?, Marlies Bongers?

IMaxima Medical Centre, Gynaecology, Eindhoven, The Netherlands

Background

Menorrhagia is a condition affecting a lot of premenopausal women in their daily life, physical activity, sexuality
and often impairs the quality of life. Studies showed the levonorgestrel-releasing intrauterine system (LNG-IUS;
Mirena) to be superior in treatment of heavy menstrual bleeding compared to oral medication. Studies comparing
the LNG-1US with Endometrial Ablation (EA) however were inconclusive for a long time. For this reason, in 2012 a
multicentre randomized controlled trial was performed about the effectiveness of LNG-IUS versus EA in women
with heavy menstrual bleeding. Long-term results between both treatment options however remain unknown. This
long-term follow-up study aims to compare the effectiveness of both treatments after 10 years.

Methods

In the original RCT, 270 women with heavy menstrual bleeding from 26 hospitals and general practices in the
Netherlands, were randomly allocated to receive either a LNG-IUS/Mirena (n=132) or EA/Novasure (n=138). All
women that participated were contacted again, between 7 to 10 years after inclusion. Primary outcomes were
blood loss and menstrual pattern (spotting, amenorrhea, dysmenorrhea), measured via the Pictorial Blood Loss
Assessment Chart (PBAC). Secondary outcomes were patient satisfaction, reintervention rates, quality of life, and
sexual function.

Results

84 women allocated to the LNG-IUS group completed the PBAC and 74 responded to the questionnaires, versus
88 and 89 respectively in the EA group. After an average of 7.5 years after inclusion, mean PBAC scores were
zero in both treatment groups, and no differences were seen in menstrual patterns. A total of 53 women (72%) in
the LNG-IUS group were satisfied with the treatment versus 74 women (85%) in the EA group, indicating a slightly
significant difference in favour of EA (relative risk 0.84; 95% confidence interval 0.712-0.99). Compared with 53
women (54%) in the LNG-1UD group, 35 women (36%) in the EA group required a reintervention (relative risk
1.48; 95% confidence interval 1.08-2.05). A significant difference was seen in surgical reintervention rate in favour
of EA (21 women, 22%), compared to LNG-IUS (43 women, 43%) (relative risk 2,01; 95% confidence interval
1.29-3.12). No differences were seen in quality of life and sexual function.

Conclusions

After long-term follow up, no differences are notable on menstrual patterns, quality of life and sexual function
between the LNG-IUS and EA in women with heavy menstrual bleeding. However, women treated with an LNG-
IUS have an increased risk of requiring additional treatment, and are slightly less satisfied compared to women
treated with EA. The results of this follow-up study will help gynaecologists and patients to make a well-informed
choice between on one hand the advantages of the less invasive and reversible character of the LNG-IUS, and on
the other hand the advantages in patient satisfaction and reintervention rate of EA this study showed.
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Mobile wireless gynecological endoscopy: hysteroscopy-laparoscopy-cystoscopy

loannis Chatzipapas?, Nikolaos Kathopoulis?, Athanasios Protopapas®

IHellenic Society of Gynecological Endoscopy, Endoscopy, Athens, Greece

Background

Hysteroscopy, Laparoscopy and Cystoscopy (HyLaCy) have undergone significant advances in the field of
gynecology over the past 50 years. Wireless signal transmission is the future of endoscopy regarding diagnostic
and surgical treatment. Cable-free endoscopic equipment would be the ideal surgical instrument for every
gynecologist.

Methods

We present a new HyLaCy setup using a modified action camera that joins to a c-mount adapter of 18-35mm and
a portable led light source. The signal was wirelessly transmitted from the camera to a tablet computer using the
corresponding mobile application. The new portable endoscopic viewing system cost is considerably lower than a
typical endoscopic tower.

Results

Our team has used this setup in several diagnostics and operative procedures with excellent results. The image
quality and resolution have been similar to a standard laparoscopic setup. Operations were completed without
any intraoperative complications, and surgeons were satisfied with the visibility of the operative field. Surgeons
also stated that they had no difficulty performing the operation with the new setup compared with the standard
laparoscopic tower. The image quality obtained was comparable with the conventional laparoscopic setup. There
were no postoperative complications, and patients were released from hospital the day after the operation.

Conclusions

This is the first report on the application of mobile technology used to facilitate HyLaCy operations. The new
system favourable characteristics, such as wireless signal transmission, cost, flexibility, and size, support this as a
feasible new technique for performing HyLaCy surgery.
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Role of artificial neural networks in the sonographic diagnosis of uterine adenomyosis

Anna Chiara Aru', Diego Raimondo?, Antonio Raffone?, Lucia Lazzeri?, Paolo Casadio?, Renato Seracchiolit
1Sant'Orsola Hospital - University of Bologna, Gynecology and Human Reproduction Physiopathology, Bologna,
Italy

2University of Siena, Department of Molecular & Developmental Medicine, Siena, Italy

Background

adenomyosis is a common benign gynaecological condition. Transvaginal ultrasound (TVUS) should be
considered the primary imaging modality, since it is an accurate, low cost and easily accessible method.
However, its diagnostic performance depends on the experience of the operator. Recently, deep learning (DL)
based on artificial neural networks with representation learning has been adopted to help operators to untangle
among differential diagnoses. The aim of this study is to first evaluate the performance of DL machine in the
diagnosis of adenomyosis on uterine ultrasonographic images and compare it to diagnostic performance of
intermediate ultrasound skilled trainees.

Methods

this is a prospective study performed in a tertiary referral academic centre for pelvic pain and endometriosis.
TVUS was performed on consecutive eligible fertile-age patients giving consent to the study protocol who referred
to our Unit between 1st and 30th April 2022. All ultrasounds were performed by an experienced sonographer,
using the same ultrasound machine. Longitudinal scans of the uterine corpus were recorded in videoclips, and
sequential ultrasound images were extracted by an automatic system. Adenomyosis was diagnosed only in
presence of at least two ultrasonographic criteria according to the revised MUSA criteria. Thereafter, three
intermediate ultrasound skilled trainees (>500 gynaecological ultrasound scans performed) blinded to clinical data
were asked separately to make a diagnosis, only reviewing videoclips. Ultrasound images were used for the
construction, validation, and testing of the DL system (Vggl3, Vggl9, ResNet 18 and ResNet 34). To reduce
over-fitting, data augmentation and early stopping were applied. The primary outcome was to evaluate the
accuracy in diagnosing adenomyosis of the DL model; secondarily, we compare several metrics (accuracy,
sensibility, specificity) between DL model and subjective assessment of the trainee with the best performance.

Results

one-hundred patients were enrolled. The senior consultant made diagnosis of 45 uteruses with homogeneous
myometrial echogenicity, 30 with multiple fibroids and 25 with adenomyosis. Ultrasonographic images per
different type of uterus at TVUS (regular, fibromatosis, adenomyosis) were included in a random but balanced
way in three sets: n=1645, n=1071, n=836 in the training set, n=481, n=336, n=252 in the validation set and
n=495, n=359, n=336 in the testing set, respectively. Accuracy, sensitivity and specificity in diagnosing
adenomyosis was 0.70, 0.72 and 0.69 for intermediate skilled trainees, and 0.51, 0.43 and 0.82 for DL model,
respectively.

Conclusions

in this preliminary study DL model showed a lower accuracy but a higher specificity in diagnosing adenomyosis
on ultrasonographic images compared to intermediate skilled trainees. More data are needed to confirm our
findings and evaluate the role of DL in this setting.
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Laparoscopic gynecological surgery under minimally invasive anesthesia: a prospective cohort study.
Luigi Della Corte?, Antonio Mercorio*, Mario Palumbo?, Paolo Serafino!, Francesco Viciglione?!,

Pierluigi Giampaolino?

tUniversity of Naples Federico I, Department of Neuroscience- Reproductive Sciences and Dentistry, Naples,
Italy

2University of Naples Federico Il, Department of Public Health, Naples, Italy

Background

In the minimally invasive era, laparoscopic gynaecological surgery is currently performed under general
anaesthesia (GA), which although considered a safe technique, is accountable for different adverse effects and
delayed recovery. Regional anaesthesia (RA) from an anaesthesiology perspective could be considered the
“minimally invasive technique”. Aim of this study was to assess the feasibility and the perioperative outcomes of
laparoscopic gynaecological surgery in regional anaesthesia from the point of view of the surgeon,
anaesthesiologist and patient.

Methods

This was a prospective cohort study comprising sixty-six women planned to undergo gynaecologic laparoscopy
surgery for benign pathology at University of Naples Federico Il from January 2020 to April 2021. Women were
assigned to either RA (Group A) or GA (Group B) based on patient’s choice. The primary outcomes were the
evaluation of postoperative pain, nausea and vomiting (PONV) and the antiemetic/analgesic intake. Postoperative
surgical and anaesthesiologic variables were recorded.

Results

Duration of surgery were comparable between the two groups and no conversion to GA was required. Immediate
postoperative pain was significantly lower in Group A [0 (0-0.8) vs 2 (1-5), p<0.001], also at 6 h [1.5 (0-2.8) vs 3
(1-5), p =0.004] with no statistically significant differences between the two groups at 24 h. A faster resumption of
bowel motility (p<0.001) and patient’s mobilization (p<0.001) were observed in the Group A. Early discharge and
greater patient’s satisfaction were recorded in patients who underwent RA. Intraoperatively pain score on a Likert
scale during all the stages of laparoscopy in RA was assessed with a maximum score of 3 points.

Conclusions

RA showed to decrease the impact of surgical stress and to guarantee a quicker recovery without compromising
surgical results. As well as different surgical approaches can be selected to treat different pathologies, RA
technique could be a viable option for patients.
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Trends of surgical routes for benign hysterectomy in morbidly and super morbidly obese patients in the
United States

Giuseppe Cucinellal, Andrea Mariani, Mansi Mathur?, Yuki Liu?, Yanli Li?, Carrie Langstraat®

IMayo Clinic, Department of Obstetrics and Gynecology, Rochester- MN, USA

2Intuitive Surgical Inc, Global Health Economics and Outcomes Research-, Sunnyvale- California, USA
Background

To analyse the surgical approach trends by obesity status among women undergoing hysterectomy for benign
indications in the United States.

Methods

A retrospective analysis of adult (=18 years) obese patients who underwent elective benign hysterectomy in the
United States using Premier Healthcare Database” (representing ~25% of annual U.S. hospitals based on >10
million inpatient discharges and 93 million outpatient visits) between 2013 and 2020. Patients were identified
using primary ICD9/10 for inpatient and CPT codes for outpatient settings. Patients with obstetric procedures,
missing or extreme OR time & costs (<1st and > 99th percentile) were excluded. Proportions of patients who
received open (OH), vaginal (VH), laparoscopic (LH) and robotic assisted (RH) hysterectomies were

evaluated. The patients were stratified according to body mass index (BMI) and categorized as not obese or
unknown; class | & Il obesity (BMI 30-39.9 kg/m?); class IIl obesity (morbid obesity: 40-49.9 kg/m? and super
morbid obesity: >50 kg/m?2).

Results

Among 646,949 hysterectomies identified, 35% and 31% were LH and RH, respectively, followed by 21% OH and
13% VH. Seventeen percent of the patients undergoing hysterectomy had a BMI=30 kg/m?: 9.5% obese I&ll,
6.5% morbidly obese and 1% super morbidly obese. The proportion of morbidly obese patients undergoing
benign hysterectomy has steadily increased from 6% to 10% over the study period. Between 2013 and 2020, we
observed an increase in minimally invasive hysterectomy while also observing a steady decrease in OH (Table

1). Specifically, we saw an increase in RH in patients with morbid obesity (32 vs. 40%) and super morbid obesity
(39% vs. 44%) (Tablel). We observed that robotic-assisted surgery becomes the surgical approach of choice with
the increase in the patient BMI status: not obese or unknown (34%), obese 1&I1 (38%), morbidly obese (40%), and
super morbidly obese (44%). Approximately 70% of all benign hysterectomies in 2017 to 2019 were performed in
the outpatient setting. RH represented 48% and 55% of outpatient hysterectomy in morbidly and super morbidly
obese patients.



Tablel: Trends of surgical routes in morbidly obese and super morbidly obese
patients

| 2013 | 2014 | 2015 | 2016 | 2017 | 2018 | 2019 | 2020

Class il obesity: N (%)

4771 5167 5813 6387 6892 7290 7941 6304

(6%) (6%) (7%) (8%) (8%) (9%) (10%) (10%)
Hospital Outpatient: N (%)

1548 2430 3058 3742 4353 5023 5811 4821

(41%) (47%) | (53%) | (59%) | (63%) | (69%) (73%) | (77%)

Morbid obesity: N (%)

Open 1310 1412 1563 1569 1559 1412 1266 891
(33%) (33%) (32%) (30%) (27%) (23%) (19%) (17%)

Vaginal 316 335 405 404 433 380 422 284

(8%) (8%) (8%) (8%) (7%) (6%) (6%) (5%)

Laparoscopic 1109 1237 1416 1723 1864 2027 2339 1983
(28%) (29%) (29%) (32%) (32%) (34%) (35%) (38%)

Robotic 1264 1335 1468 1607 1925 2212 2625 2080

(32%) (31%) (30%) (30%) (33%) (37%) (39%) (40%)

Super morbid obesity: N (%)

Open 245 311 307 310 254 249 276 197
(32%) (37%) (32%) (29%) (23%) (20%) (21%) (18%)

Vaginal 61 42 47 71 54 71 53 60

(8%) (5%) (5%) (7%) (5%) (6%) (4%) (6%)

Laparoscopic 163 180 218 297 345 375 3598 342
(21%) (21%) (232%) (27%) (31%) (30%) (31%) (32%)

Robotic 303 315 389 406 458 564 562 467

(39%) | (37%) | (40%) | (37%) | (41%) | (45%) | (44%) | (44%)
Perioperative 30 days cost: 2020 USS
Median Cost | s8778 | ss885 | $8830 | $9,007 | $9,070 | $8966 | $8,726 | $9,169

Conclusions

A minimally invasive surgery has become the preferred approach for patients in the US with Class Il obesity who
are undergoing hysterectomy for benign indications. During the time period studied rates of both RH and LH
increased. Adoption of RH may have facilitated this widespread adoption, especially among patients with BMI=50
kg/m2. The RH may be responsible of the most recent outpatient setting increase without increasing the overall
healthcare utilization costs.
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Post-caesarean urinoma in a patient with previous excision of a vesicouterine endometriotic nodule
Margarida Cal', Natacha Sousa?, Jodo Sequeira Alves®, Sonia Barata®, Filipa Oso6rio®

!Hospital de Santa Maria- Centro Hospitalar Universitario Lisboa Norte,

Obstetrics- Gynaecology and Reproductive Medicine, Lisboa, Portugal

?Hospital de Braga, Obstetrics and Gynaecology, Braga, Portugal

SHospital da Luz Lishoa, Obstetrics and Gynaecology, Lisbon, Portugal

Background

We aimed to present a possible post-operative complication after a caesarean section in a patient with previous
laparoscopic excision of an endometriotic vesicouterine nodule, and to demonstrate how it can be safely
managed by minimally invasive surgery.

Methods
We present a stepwise demonstration of the laparoscopic surgery with narrated video footage.

Results

This video reports a case of a post-operative complication following a caesarean section performed in a patient
with deep infiltrating endometriosis (DIE) and a previous laparoscopic surgery for excision of a vesicouterine
endometriotic nodule. The patient presented to the emergency department ten days after the caesarean section,
with complaints of abdominal distension and bloating. On examination, she presented with a distended abdomen
with a positive fluid wave test. A CT scan with contrast was performed, which revealed a voluminous ascites and
was suggestive of bladder wall rupture. Therefore, an exploratory laparoscopy was performed, and the bladder
wall defect was identified and corrected.

Interventions: An exploratory laparoscopic surgery was performed and confirmed the presence of a voluminous
urinoma with approximately 6.5 litters of urine within the pelvic and abdominal cavity. The key steps from the
surgery were:

1. Aspiration of urine ascites and excision of multiple fibrinous adhesions.

2. Identification of the dehiscence of the posterior vesical wall, with an opening of approximately 5 centimetres in
diameter.

3. Reconstruction of the vesicouterine space and closure of the vesical wall with a double-layered absorbable
suture.

4. No post-operatively complications were reported, and vesical catheterization was removed after 15 days.

Conclusions

In this video, we demonstrate a possible complication following a caesarean section in a patient with a previous
surgery for DIE with excision of a vesicouterine nodule and its management by a minimally invasive laparoscopic
approach.
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Safety and medium-term outcome of redo sacrocolpopexy: a matched-control study

Emma Bauters?, Ann-Sophie Page?!, Laura Cattani!, Susanne Housmans?, André D’Hoore?, Jan Deprest?
1University Hospitals Leuven, Department of Obstetrics and Gynecology, Leuven, Belgium

2University Hospitals Leuven, Department of Abdominal Surgery, Leuven, Belgium

Background

To assess whether a redo laparoscopic sacrocolpopexy (LSCP) has a higher complication rate and similar
medium-term outcome when compared to a primary LSCP.

Methods

This is a single-centre matched-control study comparing 39 women who had a redo LSCP (cases) and 156
women who had a primary LSCP (controls) for symptomatic prolapse (Pelvic Organ Prolapse Quantification
[POP-Q] system stage 2 or greater) between 1997 and 2020 at a tertiary centre, all part of a permanent audit
study. Each case was matched with four controls, which were the closest primary cases on the operation list. The
primary outcome was the occurrence of intraoperative and early (within three months after surgery) postoperative
complications, which were graded according to Clavien & Dindo. Secondary outcomes included operative data
(total surgery time, duration of adhesiolysis, estimated blood loss and conversion nature and rate), any
complications beyond 3 months, Patients' Global Impression of Change (PGIC) score and POP-Q score both at
the postoperative (6 weeks) and last available visit. Clinical assessment was done by an independent clinician,
i.e., not involved in the surgery nor clinical management of the patient. This study was approved by the local
ethics committee (B322202042753) and prospectively registered on Clinicaltrials.gov (NCT04378400).

Results

The intraoperative and early postoperative complication rates did not differ between groups (primary: 41.0% vs
redo: 30.6%, p=0.25). The most frequent intraoperative complication was an operation time longer than 240
minutes (which was the 75™ percentile in this cohort). Early complications were infectious and managed by
antibiotics (Dindo Il). Except for a higher need for intraoperative conversion in the redo group (primary: 0.6 vs
redo: 7.7%, OR 12.9, 95% CI 1.3 to 127.8), there were no significant differences in terms of operative variables
between cases and controls. Median follow-up time was 71.5 months (IQR: 42) in the primary LSCP group and 81
months (IQR: 54) in the redo LSCP group. Patients who underwent a redo LSCP were not more likely to develop
a graft related complication (primary: 9.6% vs redo: 18.0%, p=0.141) nor to have a reintervention for a
complication (primary: 12.8% vs redo: 5.8%, p=0.161) or prolapse (primary: 8.3% vs redo: 18.0%, p=0.077). Both
subjective and objective outcomes did not differ significantly between groups.

Conclusions
In this cohort, redo LSCP is as safe as a primary LSCP and has comparable subjective and objective outcomes in
the medium-term.
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Long-term follow-up after laparoscopic cervicosacropexy or colposacropexy in alarge teaching
gynaecological centre

Sandra Coll Girona', Marta Vilal, Ignacio Rodriguez?, Rebeca Fernandez?, Pere Nolasc Barrit

1Department of Obstetrics- Gynecology and Assisted Reproduction- Hospital Universitari Dexeus- Barcelona- Spa
in., Gynecology, Barcelona, Spain

Background

To describe our laparoscopic colposacropexy experience and to evaluate the risk factors associated with the
recurrence of pelvic organ prolapse after surgery.

Methods

We retrospectively analysed 418 patients with symptomatic pelvic organ prolapse who underwent a laparoscopic
colposacropexy at our centre from 2010 to 2020. We described demographic, clinical and surgical variables, and
defined favorable or unfavourable outcomes; favourable was defined as complete anatomical correction and no
symptoms after surgery.

Prolapses were assessed by Baden-Walker system (stage I-1V). All surgical procedures were performed by
trained surgeons in laparoscopy by a standardized technique.

Continuous variables were described by means (SD), and categorical variables by percentages, t-test or chi
square test were used for comparisons. Time to recurrence was analysed using survival cox regression. A p value
<0.05 was considered as significant for all calculations.

Results

We included 418 patients; the mean age was 56.93 (10.32) y.o. and mean BMI was 24.79 (3.36) kg/m?.
Regarding obstetrics history, the mean parity rate was 2.14 (1.06), 97.6% had at least one vaginal delivery and 92
(22%) had a previous prolapse surgery. All cases were symptomatic, being vaginal vault the most common
symptom (95.9%). In 124 (29.74%) cases levator ani avulsion was observed. Multiple compartments prolapse
was diagnosed in 307 (73.44%) cases, being the apical compartment was the most affected (23.44%). The
majority of patients (89.52%) had a type Il or IV prolapse. Before surgery, 41.4% of patients performed assisted
pelvic floor training. Regarding surgery, we performed a cervicosacropexy following subtotal hysterectomy in 336
(80.38%), we preserved the uterus in 13 (3.11%) cases and in 69 (16.5%) of cases we performed a
colposacropexy. Median follow-up was 37 months; 40 (9.57%) recurred and 17 (4.06%) required re-intervention.
Most recurrencies occurred late, between the 2" and 5™ year of follow-up. In direct comparison, younger patients,
those who presented levator ani avulsion and patients with cervicosacropexy with uterus preservation recurred
more frequently. In cox regression analysis only levator ani avulsion was retained.

Conclusions

To the best of our knowledge, our series is one of the largest and with the longest follow-up. Recurrence rate was
low, and comparable to other larger series. The only independent related factor to recurrence was the levator ani
avulsion.
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Redo laparoscopic sacrocolpopexy for pelvic organ prolapse recurrence: is it the right call?

Giuseppe Campagna?, Giovanni Panico?, Lorenzo Vacca?, Sara Mastrovito?, Alfredo Ercoli?, Giovanni Scambia®
1Catholic University of Sacred Heart- Fondazione Policlinico Universitario Agostino Gemelli IRCCS,

Department of women- children and public health sciences, Roma, Italy

2University of Messina- Policlinico G. Martino, PID Ginecologia Oncologica e Chirurgia Ginecologica Miniinvasiva,
Messina, Italy

Background

As Laparoscopic Sacrocolpopexy (LSCP) has proven to be the gold-standard for treating Pelvic Organ Prolapse
(POP), management of recurrence after its failure is a challenge with upcoming interest. Although LSCP has
consolidated a crucial role in the treatment of de novo prolapse over the years, only few studies evaluated LCSP
for recurrent POP after previous failed surgery in clinical settings and even less data has been published in
literature regarding the reintervention with a second laparoscopic sacrocolpopexy (Redo LSCP). In patients with
recurrence after surgical failure, repeat LSCP might represent a suitable surgical choice.

Methods

We present a retrospective observational study analysing safety, feasibility and outcomes of Redo LSCP.
Inclusion criteria were the following: patients with POP recurrence after a previous abdominal, laparoscopic, or
robotic sacrocolpopexy surgery, who underwent a repeat LSCP.

The primary aim was to describe intraoperative findings and surgical choices taken during Redo LSCP explaining
the crucial technical aspects and assess safety, feasibility, and efficacy of the procedure.

The secondary analysis included the comparison of patients who underwent a Redo LSCP to a cohort of
consecutively operated patients who underwent LSCP for the treatment of a first-time diagnosed POP,
responding to the same inclusion and exclusion criteria. Data of 20 patients with POP recurrence who underwent
Redo sacrocolpopexy were recruited, as well as data from 80 patients undergoing LSCP as their first POP
surgery.

Results

Mean 12-months follow-up demonstrated a statistically significant improvement of objective and subjective
outcomes. No intra and postoperative complications were noted. Anatomical cure rate was 95%. Subjective cure
rate was 100%, with a statistically significant POP symptoms resolution and improvement of voiding and storage
symptoms.

Perioperative data and outcomes of Redo patients were compared to those of patients who underwent LSCP for a
first-time diagnosed POP. The findings demonstrated that surgery did not differ from standard procedure in terms
of intra/postoperative complications, hospital stay, blood loss, except for operative time.

Conclusions

Minimally invasive redo LSCP appears to be a safe and effective procedure in treating recurrent and symptomatic
pelvic organ prolapse. Our series shows low recurrence rates, comparable to data from patients who underwent
their primary surgery for POP.
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Laparoscopic high uterosacral ligament suspension for vaginal apex suspension: a large single center
experience.

Lorenzo Vacca?, Giuseppe Campagna?, Daniela Caramazza!, Andrea Lombisani, Giovanni Panico?,
Giovanni Scambia?

1Fondazione Policlinico Universitario A. Gemelli IRCCS,

UOC Uroginecologia e Chirurgia Ricostruttiva del Pavimento Pelvico- Dipartimento di Scienze della Salute della D
onna- del Bambino e di Sanita Pubblica, Roma, Italy

2Catholic University of Sacred Heart- Fondazione Policlinico Universitario Agostino Gemelli IRCCS,
Department of women- children and public health sciences, Roma, Italy

Background

Laparoscopic high uterosacral ligament suspension (L-HUSLS) is an alternative surgical intervention for apical
prolapse correction using native tissue derived from an abdominal transposition of the traditional vaginal
technique.

Methods

This is a retrospective observational study including patients with apical POP (ICS) stage = 2 alone who
underwent L-HUSLS. The study was conducted at urogynecology referral centers of Fondazione Policlinico
Universitario A. Gemelli IRCCS of Rome

Results

In the period from 2016 to 2018, 150 women underwent the surgical described technique: mostly were
multiparous menopausal women with a median age and BMI of 64,5 (47-78) and 25,6 kg/m2 (16.2-31.9)
respectively. Only 10,7% of the included patients was already hysterectomized and 6,7% had already undergone
a previous POP repair.

Preoperative apical and anterior POP Q stage was 3 in 53,3 % and 60,1% of cases respectively while posterior
prolapse grade was <3 in all cases.

In case of non-hysterectomized patients without the need of uterus sparing procedure, a total hysterectomy was
performed. Median operative time was 120 (60-270), with a minimal estimated blood loss. In 64% of women a
concomitant anterior colporraphy was performed. We didn’t register any intraoperative complications or early
major post operative complication (= 3 according to Clavien-Dindo scale). No case of ureteral injurie was
observed. There were only 6 cases (4%) of urinary retention which all resolved spontaneously within 1 week.
Median hospital stay was 2 days (1-4). There were 7 cases of the novo stress urinary incontinence (4,6%) and 4
(2,7%) patients with pelvic pain managed and resolved conservatively within 3 weeks with analgesic drug.

At a median follow up time of 24 months (12-48) there were 25 recurrences (16.7%): 13 (8,7%) involving only the
anterior compartment, 5 (3,3%) the apical compartment and 2 (1,3 %) the posterior compartment. There were 5
(3.3%) multicompartmental recurrences including both anterior and apical descensus. POP recurrence grade was
II'in 20 (13.3 %) cases, and Il in 5 (3.3 %) women.

There was a significant improvement of POP related symptoms including: frequency, nocturia, hesitancy, feeling
of incomplete emptying, vaginal bulging, dyspareunia and stress urinary incontinence as also suggested by the
PGI-I score <3 in 137 patients (91,3%) and by the statistical significative improvement of FSDS [34 (26-48) vs 16
(7-34); p=0.000] at the postoperative at 1-year FUP.

Conclusions
L-HUSLS suggest safety, feasibility and efficacy in the treatment of POP demonstrating with satisfying anatomical
and functional outcomes.
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Risk factors for adhesion-related readmission and abdominal reoperation after gynaecological surgery: a
nationwide cohort study

Masja Toneman?, Tjitske Groenveld?!, Pepijn Krielen, Harry van Goor?, Pille Pargmae?, Richard ten Broek?®
1Radboudumc, Surgery, Nijmegen, The Netherlands

?Radboudumc, Gynaeocology, Nijmegen, The Netherlands

Background

More than half of women in developed countries undergo surgery during their lifetime, putting them at risk for
adhesion-related complications. Adhesion-related complications include small bowel obstruction, chronic (pelvic)
pain, subfertility and complications associated with adhesiolysis during reoperation. The aim of this study is to
predict the risk for adhesion-related readmission and reoperation after gynaecological surgery.

Methods

A Scottish nationwide retrospective cohort study was conducted including all women undergoing a gynaecological
procedure as their initial abdominal or pelvic operation between June 1st 2009 and June 30" 2011, with a five
year follow up. Prediction models for 2- and 5-year risk of adhesion-related readmission and reoperation were
constructed and visualized using nomograms. To evaluate the reliability of the created prediction model, an
internal cross-validation was performed using bootstrap methods.

Results

During the study period, 18452 women underwent their initial gynaecological surgery. 2719 (14.7%) of them were
readmitted for reasons possibly or directly related to adhesions and 2679 (14.5%) of woman underwent a
reoperation. Risk factors for a readmission directly or possibly related to adhesions were surgical approach (lower
risk after laparoscopic surgery), lower age, malignancy as indication, intra-abdominal infection, previous
radiotherapy, application of a mesh and concomitant inflammatory bowel disease (IBD). The risk of readmission
was lower after fertility enhancing surgery. The prediction model for both readmissions and reoperations had a
moderate predictive reliability of the model (c-statistics 0.611 and 0.647).

Conclusions

Risk factors for both adhesion-related readmission and abdominal reoperation were age, operation site,
malignancy, fertility enhancing surgery, intra-abdominal infection, history of radiotherapy, mesh placement, and
IBD. The constructed predictions models can guide the targeted use of adhesion prevention methods and the
preoperative patient information and decision making.
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Posterior Approach: a new approach for dealing uterine artery first, before the bladder dissection in TLH
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Background

To establish the safety of a new approach to uterine artery first, the posterior approach of bladder dissection
(Newer approach) / versus lateral window approach (Conventional approach) in TLH.

Methods

Case-control study total of 673 patients with TLH spanning over 5 years, done at a tertiary referral centre from
Jan 2017 to April 2022. Out of 673 patients, 330 patients underwent TLH by lateral window approach (Control)
and 343 cases done by the new posterior approach. In the uterine artery first approach, the posterior leaf of the
broad ligament is widely opened posteriorly till the mid of the uterus. We work from behind forwards and the
uterine artery was skeletonized and transected first and then the bladder dissection started. This is based on two
sound anatomic principles that the plane of uterine artery dissection is the same as bladder dissection. Secondly,
the uterine artery holds the ureters to the uterus, so by first dissecting, coagulating, and cutting the uterine artery,
the anterior mackenrodt’s ligaments are also cut which releases the ureters and they move laterally, and the
plane of bladder dissection is reached effortlessly. Another observation is that bladder adherence is more
pronounced at the level of the uterus and loosely attached at the level of the manipulator cup / cervical isthmus so
in the new approach when we proceed with bladder dissection it looks as if the bladder is stretched over like a
canopy and we work in the cotton candy plane below. Once the uterovesical space is fully opened exposing the
manipulator cup then the uterovesical fold of the peritoneum is cut from above and TLH is completed.

Results

Control group had 330 cases with 134 patients with previous surgery while study group had 343 patients with 163
with previous surgeries. Patients were in age group (30yrs to 73yrs), BMI (16.61kg/m? to 58.11kg/m?), uterine
weight (100gm to 3000gm). Previous LSCS were present in 160 patients, out of which 62 patients had 3 or more
LSCS. As the total surgical time and blood loss depends on several variables a direct comparison of time and
blood loss was not feasible, but the time of bladder dissection was much less. Two bladder injuries noted in lateral
window approach, no injury noted in posterior approach, which could be attributed to ease of achieving the
avascular plane of bladder dissection.

Conclusions
Contrary to a long-standing popular belief of bladder dissection first, we propose a new approach of uterine artery
first posterior approach as an easy, safe, avascular dissection of the bladder in TLH.
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Aggressive angiomyxoma in gynaecological patients: systematic review of the literature and proposal of
an anatomo-surgical classification and therapeutic algorithm.
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Background

Aggressive angiomyxoma (AAM) is a rare locally infiltrative mesenchymal tumor arising primarily in the soft
tissues of the vulvovaginal region, perineum and pelvis of adult women. The first choice is the surgical treatment;
moreover, hormonal therapy is often used. The aim of this study was to report one of the largest series of AAM
described in literature and to propose an anatomo-surgical classification useful to plan the therapeutic algorithm
and surgical approach.

Methods

We performed a retrospective analysis of the clinical, surgical and histopathological characteristics of patients
surgically treated for AAM at our institute, between March 2010 and July 2020. Local recurrence-free survival
(LRFS) and the overall follow-up was calculated for each patient. We subdivided the AAM according to the
anatomical position in type 1 (pelvic), type 2 (perineal) and type 3 (pelvic-perineal). We identified three ways of
diffusion between these two regions: the trans-diaphragmatic pathway, through the urogenital diaphragm; the
trans-levator ani pathway, through the levator ani muscle and the trans-obturator pathway, through the obturator
canal.

Results

Nine patients were treated at our institution during the study period with a histological diagnosis of AAM.
According to our anatomo-surgical classification four patients showed a type 1, four patients a type 3 and one
patient a type 2 tumour. The most common surgical approach was the combined perineal/laparoscopic in 6 cases,
while in three cases a purely laparoscopic or perineal approach were pursued. Regarding adjuvant treatment, two
patients were treated with GnRh agonist and one with aromatase inhibitor after bilateral salpingo-oophorectomy.
The median LRFS was 17.5 months (range: 6-36) and recurrence occurred in 4 patients. The median FUP time
was 35 months (range: 26-129). 3 patients actually showed radiological sign of recurrent asymptomatic disease
and 6 patients have no evidence of disease.

Conclusions
Our innovative anatomo-surgical classification provides a useful guide to plan the surgical approach to this rare
disease.
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Prevalence and risk factors of central sensitization in endometriosis patients using a validated inventory
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Background

Central Sensitization (CS) is caused as an adaptive change of the central nervous system, triggered by different
pathways, and clinically associated with several symptoms, including chronic pain. It has been demonstrated that
also pain symptoms in women affected by endometriosis can be exacerbated by CS. With the present study we
sought to assess: 1) CS prevalence in women with endometriosis; 2) any relation between CS occurrence and
demographic and clinical factors in our cohort.

Methods

A single centre, prospective, observational study was carried out enrolling consecutive newly or re-referred
patients with a clinical and/or instrumental diagnosis of endometriosis referring to our centre from January 2022 to
April 2022. Before the visit, participants answered the Central Sensitization Inventory (CSI) questionnaire. This
latter has been previously validated as a sensible tool for detecting CS in different conditions, including
endometriosis. CSI part A evaluates the presence of 25 different symptoms correlated with CS. A CSI score =40
was used as a clinically significant score to identify the group of patients with high risk of CS. CSI part

B investigates if patients has a previous diagnosis of one or more well established Central Sensitivity
Syndromes (CSSs).

For each patient, bi-manual gynaecological examination and ultrasound evaluation were performed to detect
endometriotic lesions’ site (ovarian, deep endometriosis, combined), and several demographic and clinical data
from medical history were collected. Pelvic pain symptoms associated to endometriosis were investigated using a
11-point numerical rating scale (NRS). Hormone therapy failure (HTF) was defined as persistence of at least one
moderate-severe pain symptom (=5 using NRS) after at minimum of 3 months of hormonal therapy.

Results

During the study period, 285 eligible women were included for the study analyses. CS was present in 118/285
(41.4%). At univariate analysis, infertility, moderate-to-severe pain symptoms (except dyschezia), altered bowel
movements, HTF and most of CSSs were significantly associated to CS occurrence.

Multivariate analysis confirmed the significant association only between CS and moderate-to-severe chronic
pelvic pain, HTF, migraine or tension-type headache, irritable bowel syndrome and anxiety or panic attacks.

Conclusions

Our study confirmed a higher prevalence of CS at CSl in women with endometriosis. Particularly in women with
some CSSs and moderate-to-severe chronic pelvic pain, CSI questionnaire should be integrated in the clinical
practice to assess the occurrence of CS to guide for additional treatments over conventional therapies.
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Controlled ovarian stimulation with LNG-IUS in situ in women with atypical endometrial lesions,
undergoing fertility-sparing treatment.
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Background

To demonstrate safety of ovarian stimulation with 52mg Levonorgestrel Intrauterine System (LNG-IUS) in situ in
patients conservatively treated for atypical endometrial lesions

Methods

Prospective observational study: young women with atypical endometrial hyperplasia (AEH), or FIGO IA G1-G2
endometrial cancer (EC-G1, EC-G2), who underwent fertility-sparing treatment were enrolled. EC-G1 and EC-G2
were treated by three steps hysteroscopic technique, AEH by superficial endometrial resection. LNG-IUS was
inserted after surgery. Hysteroscopic endometrial biopsies were performed at 3 and 6 months. If complete
response (CR) was achieved, controlled ovarian stimulation with LNG-IUS in situ was started, oocytes retrieval
performed, and mature oocytes cryopreserved. After removal of LNG-IUS, embryo transfer was performed.

Results

23 young women with AEH(n=17), EC-G1(n=3), or EC-G2 (n=3) were enrolled. CR was achieved in 14/16
(87.5%) of AEH, 2/2(100%) of EC-G1 and 2/3(66.7%) of EC-G2 at 3-month follow up and in 11/14(78.6%) of
AEH, 2/2(100%) of EC-G1 and 2/2(100%) of EC-G2 at 6-month follow up. 10 patients underwent ovarian
stimulation with LNG-IUS in situ (experimental group) and compared with 10 infertile patients undergoing ovarian
stimulation in absence of LNG-IUS (control group). The mean number of oocytes retrieved, and mature oocytes
was 8.10(x 2.77 SD) and 7.00(x 2.11 SD) in experimental group, compared with 6.30(+ 3.3 SD) and 4.88(+ 2.68
SD) in control group. There were no statistically significant differences in oocytes retrieved (p=0.19) and mature
oocytes (p=0.05) between the two groups. Reproductive outcome (pregnancies and live birth rate) was also
assessed. Pregnancy rate was 50%, live birth rate 37.5% and miscarriage rate 12.5%; 50% of patients
experienced implantation failure.

Conclusions

Presence of LNG-IUS during ovarian stimulation has no negative effects on oocyte quality, balancing the effect of
hyperestrogenism on patients with atypical endometrial lesions. The combined approach confirmed as a safe and
effective fertility-sparing approach. Promising pregnancy outcomes can be expected.
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Long-term cohort study on graft related complications after sacrocolpopexy with light versus heavier
weight mesh.
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Background

To investigate the long-term incidence and the characteristics of graft related complications (GRC), rate of
reintervention for GRC and prolapse and subjective and anatomical outcomes following laparoscopic
sacrocolpopexy (LSCP) with heavier weight (HW; over 44 g/m2) as compared to lighter weight (LW; 28 g/m?)
polypropylene (PP)-mesh with resorbable poliglecaprone component.

Methods

Single centre study, comparing two consecutive prospective cohorts of women undergoing LSCP for symptomatic
stage =2 cervical/vault prolapse, using either HW-PP mesh or LW-PP mesh at similar duration of follow-up.
Primary outcome was the occurrence of GRC and their nature. Secondary outcomes included reinterventions for
GRC or recurrent apical prolapse, subjective (Patient Global Impression of Change-score 24 (PGIC)) and
anatomical outcome (C =-1cm).

Results

We identified 101 HW and 238 LW-implanted women who were audited at a similar follow-up period (HW:97
months (IQR:16 months) and LW:92.5 months (IQR:58 months)). GRC were more frequent in HW than LW-
patients (22.8% (23/101) vs. 7.3% (13/178); HR=3.3; 95%-CI:1.6 to 7.1), more frequently symptomatic (HW:
16.8% (17/101) vs. LW:2.8% (5/178) ; HR=6.0; 95%-Cl: 2.5 to 14.3) and lead more frequently to reintervention for
GRC (HW:18.8% (19/101) vs LW:2.1%(5/238); HR=4.6; 95%-ClI: 1.9 to 11.2). The vast majority of patients were
better (PGIC=4) without difference between groups (HW: 71/84 (84.9%); LW: 154/178 (86.5%); HR=0.8; 95%-ClI:
0.6 to 1.1), neither was there a difference in anatomical failure rate (HW: 1/60 (1.7%) vs LW:8/131 (6.1%);
HR=0.2; 95% CI: 0.1 to 0.9, p = 0.13). Reoperations for recurrent vault prolapse were scarce (0.0% in HW
compared to 0.4% in LW).

Conclusions

In these two consecutive cohorts compared at similar duration of follow-up, the number of GRC, symptomatic
GRC and reinterventions for GRC were higher in patients operated with HW-mesh than when LW-mesh was
used. There were no differences in subjective and objective outcomes nor in reoperation rates for prolapse.



ES31-0228 -
Best Selected Abstracts

Sonographic study of uterine biometry for the diagnosis of diffuse adenomyosis in a tertiary outpatient
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Background

Transvaginal ultrasound (TVUS) can be considered the first-line imaging technique to diagnose adenomyosis.
The aim of this prospective study is to systematically compare, in fertile-age women attending to a tertiary
outpatient clinic, several uterine biometric parameters at TVUS between adenomyosis uteri and non-adenomyosis
uteri and evaluate their potential role for the diagnosis of diffuse adenomyosis.

Methods

This prospective observational study was conducted between the 1st February 2022 and the 30th April 2022.
Exclusion criteria were age less than 18 years, virgo, postmenopausal status, ongoing or recent pregnancy (less
than 6 months), gynaecological malignancy, uterine malformations, previous surgery for adenomyosis or fibroids,
focal myometrial lesions larger than 1 cm. Patients were divided in two groups according to the appearance of the
uterus - adenomyotic and non-adenomyotic - at TVUS performed by expert operators. The two study groups were
compared in terms of baseline and sonographic variables. First, we compared sonographic uterine biometric
parameters (longitudinal (LD), anteroposterior (APD) and transverse (TD) diameters, volume, simple and complex
diameter ratios) between the two study groups; secondarily diagnostic performance of their optimal cut-off values
in diagnosing diffuse adenomyosis was evaluated.

Results

During study period, 56 eligible patients with a TVUS diagnosis of adenomyosis were included as adenomyosis
uteri group. During the same period, a 1:1 ratio age and parity-matched group of eligible patients with non-
adenomyosis uteri at TVUS was selected. Sonographic uterine diameters, volume simple and complex diameter
ratios were all significantly different between the two groups, except for TD/(LD+APD). Optimal cut-off values of
each biometric parameter demonstrated a low discriminative value for the diagnosis of adenomyosis. Of note,
among all investigated parameters, the optimal cut-off values of APD and LD/APD showed the best sensitivity and
specificity. In particular, APD diameter equal or superior to 39.5 mm (95% ClI, 36.2-42.8) had sensitivity of 0.70
(95% Cl, 0.57-0.80), specificity of 0.71 (95% ClI, 0.59-0.82) and accuracy of 0.75 (95% CI, 0.66-0.84). LD/APD
equal or inferior to 2.05 (95% CI, 1.96-2.13) showed sensitivity and specificity of 0.70 (95% CI, 0.57-0.80) each
and accuracy of 0.72 (95% CI, 0.62-0.81).

Conclusions

Although several biometric uterine parameters at TVUS in fertile-aged women were statistically different between
adenomyosis and non-adenomyosis uteri, their optimal cut-off values showed a low accuracy in diagnosing
adenomyosis. Future larger studies are needed to confirm our data in different settings and conditions.
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The multidisciplinary view on the uterine junctional zone; explaining discrepancies between MRI and
ultrasound images on a microscopic level
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Background

The uterine junctional zone is the subendometrial area in the myometrium that contributes to peristalsis and aids
in spermatozoa and blastocyst transport. Alterations in appearance of the junctional zone are associated with
adenomyosis. Lack of uniform description of the physiological and pathological appearance and ill-defined
boundaries of the junctional zone in both histology and imaging hamper understanding of the junctional zone’s
entity and limit its role in the diagnosis of adenomyosis. We aim to investigate the accordance on the definition of
the junctional zone across different diagnostic approaches and examine how the imaging findings can be linked to
histological findings in the context of adenomyosis diagnosis.

Methods

A comprehensive search was conducted using (MeSH) terms for the junctional zone and uterus in the PubMed,
Google Scholar, and Web of Science databases up to September 27th, 2021, for articles describing the imaging
appearance and histological structure of the junctional zone within the uterus. Relevant information was obtained
from original articles and reviews written in English, irrespective of the date of publication and study design.

Results

The junctional zone is distinguished from the middle and outer myometrium by gradual changes in smooth muscle
cells (SMC) density, extracellular space, connective tissue, water content, and vascularity. In studies using
magnetic resonance imaging (MRI) or (2D/3D) transvaginal ultrasound (TVUS), the junctional zone has been
visualized as a low-signal intensity band or hypoechoic halo, respectively. While the signal intensity from
junctional zone to middle myometrium changes abruptly on MR, the histopathological changes are gradual, and
its border can be difficult to distinguish on TVUS. The thickness of the junctional zone on MRI was significantly
larger than on TVUS. Thus, TVUS and MRI do not reflect exactly the same layer. Although a thickened junctional
zone is often used to diagnose adenomyosis on MRI, the presence of adenomyosis can more accurately be
described by interruptions of the junctional zone represented by direct features of adenomyosis, such as sub
endometrial lines and buds on TVUS or bright foci on MRI.

Conclusions

Our review illustrates that the junctional zone is not a well-defined entity across and even within different
diagnostic disciplines. A better awareness among clinicians is needed that findings on MRI cannot readily be
extrapolated to ultrasound. Understanding of these findings is necessary to further investigate the potential
relevance of the junctional zone as a functional unit in the uterus and the association between the visualization of
direct features of adenomyosis in the junctional zone and clinical symptoms.
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Prediction of adenomyosis diagnosis based on MRI
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Background

Adenomyosis is increasingly frequently suspected and diagnosed in women of fertile age and can cause
debilitating symptoms. Non-invasive imaging-based diagnosis is still of variable accuracy, leading to diagnostic
and therapeutic delay which can greatly influence patient quality of life. The diagnostic golden standard remains
histopathological after hysterectomy.

Methods
Study Objective: Development of a prediction tool for histopathological adenomyosis diagnosis after hysterectomy
based on MRI and clinical parameters.

This single-centre retrospective cohort study took place in the gynaecological department of Dutch regional
referral hospital from 2007-2022. 296 women undergoing a hysterectomy for benign pathology with preoperative
pelvic MRI were included.

MRI’s were retrospectively re-assessed for all possible adenomyosis markers (junctional zone (JZ) parameters,
high signal intensity foci (HSI foci), uterine size) in a blinded fashion by two researchers. Sensitivity, specificity,
positive predictive value, negative predictive value, diagnostic accuracy and odds ratio (dOR) were calculated.
Threshold values of continuous variables were investigated using Receiver Operator Characteristics (ROC)
curves and Area Under the Curve (AUC). A multivariate regression model for histopathological adenomyosis
diagnosis was developed based on selection of MRI and clinical variables from univariate analysis with p>0.10
and factors determined to be of clinical importance.

Results

131 women (44.3%) had histopathological adenomyosis. In univariate analysis, patients had comparable age at
hysterectomy, BMI and clinical symptoms, p>0.05. Patients with adenomyosis had more often undergone a
curettage (22.1% vs. 8.9%, p=0.002), and had a higher mean JZ (9.35mm vs. 8.00mm, p=0.001), maximal JZ
(15.05mm vs. 12.45mm, p=0.002), mean JZ to myometrium ratio (0.53 vs. 0.48 p=0.009) and JZ differential
(8.45mm vs, 6.75mm, p=0.009). Presence of HSI foci on MRI was quasi-pathognomic for adenomyosis diagnosis
(25.5% vs. 2.4%, p<0.001).

A predictive model based on the parameters of: Age at MRI, History of Curettage, Dysmenorrhoea,
Hypermenorrhoea, Mean JZ, JZ differential, JZ/Myometrium ratio, Presence of HSI Foci was created, with a good
AUC of 0.761.

Conclusions

This is the first study to create a clinical diagnostic tool based on a combination of MRI and clinical parameters for
adenomyosis diagnosis. As preoperative imaging-based diagnosis of adenomyosis remains challenging, this
model, after sufficient external validation, could function to become a useful clinical-decision making tool in
women with suspected adenomyosis.
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Posterior approach: a new approach for dealing uterine artery first, before the bladder dissection in TLH
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Background

To describe a new approach of TLH in which uterine artery is first skeletonized, coagulated and cut and then the
bladder dissection done. We call it the uterine artery first, Posterior approach.

Methods

In this approach after dealing with adnexa, the broad ligament is opened widely, posteriorly till the mid of the
manipulator cup. The uterine pedicle is dissected from behind forwards and cut and then as per the concept, that
the plane of bladder dissection is the same as the uterine artery, we start getting into the utero vesicle plane. By
cutting the uterine artery first, the anterior mackenrodt’s ligaments are also cut which frees the bladder and helps
the ureters move laterally. By working in the correct plane, the bladder is mobilized in an avascular plane, till the
other side uterine artery. Another observation is that bladder adherence is more pronounced at the level of uterus
and loosely attached at level of manipulator cup / cervical isthmus so when we proceed with bladder dissection it
looks as the bladder is stretched over like a canopy and we work in the cotton candy plane below.

Results

In the last five years out of 673 cases of TLH, 343 cases were done by the new, uterine artery first, posterior
approach at a tertiary referral centre. 62 cases had previous 3 or more than 3 caesarean sections. Three cases
had previous rupture uterus and bladder injuries. Surgical time spent in bladder dissection was less and bleeding
was minimum even in the very densely adherent bladder. No bladder injury was noted in the new approach which
could be attributed to the ease of bladder dissection.

Conclusions

We propose a hew approach of uterine artery first as an easy, safe, avascular dissection of bladder in TLH,
contrary to a long-standing popular belief of bladder dissection first.

https://player.vimeo.com/video/709989167?autoplay=1
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Pelvic anatomy in laparoscopic surgery for pelvic organ prolapse: tips and tricks for a safe dissection
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Background

Laparoscopic surgery for pelvic organ prolapses is a complex procedure, requiring high skills and great
knowledge of the anatomy, in order to avoid complications related to noble structures in proximity. This video
aims to highlight the anatomical landmarks involved in the dissection during this procedure and give tips for a safe
dissection.

Methods

We use videos to specify the anatomic structures we can encounter during dissection of the promontory, para-
rectal space, recto-vaginal space, and vesico-vaginal space and give advice for acquiring better exposure and the
right cleavage planes.

Results
Step-by-step overview of the surgical dissection involved in laparoscopic surgery for pelvic organ prolapse,
specifying the most important anatomical landmarks and presenting tips to make the procedure safer.

Conclusions

Besides great surgical technical skills, a deep knowledge of the pelvic anatomy is key to perform such complex
surgical procedure with safety, in order to preserve noble structures and avoid recurrence and complications.

https://player.vimeo.com/video/710059428?autoplay=1



https://player.vimeo.com/video/710059428?autoplay=1

ES31-0271 -
Best Selected Videos

Laparoscopic discoid excision using sutures for bowel closure
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Background

Bowel endometriosis is a common pattern of deep endometriosis. Patients often complain of dyspareunia,
dysmenorrhea, pain during defecation or lower-back pain. Surgical management of bowel deep endometriosis
should be considered in patients with signs of bowel obstruction or those who remain unresponsive to medical
treatment. Rectal shaving, disc excision and segmental bowel resection are the three techniques proposed for the
surgical treatment of bowel endometriosis. Discoid excision is usually performed with the application of a
transanal stapler. The aim of this video is to present the operative technique of laparoscopic discoid excision
using sutures for bowel closure.

Methods

The video presents in detail the operative technique of discoid excision without the use of stapler. The operation
begins with bilateral dissection of the ureters and development of the pararectal spaces. Special concern should
be given to preserve the pelvic autonomous innervation consisting of the inferior hypogastric plexus and the
hypogastric nerve. The detachment of the nodule from the bowel begins with deep shaving up to the muscularis
interna. When deep shaving cannot establish complete excision of the nodule the surgeon proceeds to discoid
excision. Bowel is closed then with two layers of interrupted Vicryl 3-0 sutures. The first and second suture are
placed at the right and the left corner of the bowel defect and their threads are left 3-cm long to function as guide
sutures. The third suture is placed in the middle of the incision and following sutures are placed to close the bowel
defect. Subsequently a second layer of continuous 3-0 sutures is placed to secure a tight closure and avoid
potential leakage.

Results

The advantage of the open technique described compared with the use of transanal stapler for discoid bowel
excision is the ability to perform it when the pathology is located higher than 15cm form the anal verge or the
diameter of the nodule is more than 30mm.

Conclusions

Although discoid excision for bowel endometriosis is usually performed with the use of transanal stapler the
presented technique is useful in selected cases.

https://player.vimeo.com/video/710508366?autoplay=1
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Laparoscopic extraperitoneal lateral repair with single suprapubic trocar
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Background

The number of patients with surgical correction of stress urinary incontinence applying vaginal tapes is
continuously growing. In a case of relapse, such constellations may represent a serious challenge. Repeated
surgery on predominantly elderly patients with significant comorbidity should combine high efficacy with as little
tissue trauma as possible. We present a case of an 81-year-old female patient with a history of tension free
transobturatory tape, vaginal hysterectomy and cholecystectomy performed per laparotomy. The patient suffered
also from type Il diabetes, atrial fibrillation, arterial hypertension, hyperlipidemia and had a BMI of 34. The patient
presented in our department with a lateral defect cystocele with mixed urinary incontinence, while stress
incontinence II° was her leading complaint. After counselling about different treatment options, the patient wished
a sustainable surgical therapy.

Methods
An extraperitoneal laparoscopic lateral repair was performed using a single instrument via the suprapubic incision.
For the scheduled surgery, oral anticoagulation was replaced by low dose heparin injections.

Author(s) have received and archived patient consent for video and data recording/publication in advance of video
recording of the procedure.

Results

The duration of the surgical procedure was 63 minutes. No wound drainage was required. No intra- or
postoperative complications occurred. The patient could be discharged from our hospital on the 3" postoperative
day; the patient was continent and had no voiding difficulties. Almost four years after the procedure, no relapse of
stress urinary incontinence occurred.

Conclusions

Extraperitoneal laparoscopic lateral repair is an elegant procedure for correction of lateral defect cystocele
accompanied by stress urinary incontinence, suitable also for patients with a history of vaginal tape placement.
Especially for elderly patients, use of a single trocar in the lower abdomen might reduce the tissue trauma.

https://player.vimeo.com/video/710333051 ?autoplay=1



https://player.vimeo.com/video/710333051?autoplay=1

ES31-0014 -
Best Selected Videos

Laparoscopic wedge resection of a caesarean scar ectopic pregnancy at nine weeks gestation

Melissa Workman?, Sarah Smith?, Darrien Rattray*
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Background

Caesarean scar ectopic pregnancies occur in 1 in 500 pregnancies with prior caesarean delivery and account for
4% of all ectopic pregnancies. Management is individualized and often requires a multi-modal approach. This
case demonstrates a fertility-sparing approach to caesarean scar ectopic pregnancy in the context of multiple
prior caesarean sections and advanced gestation.

Methods

A 40-year-old G6P3, with 3 prior caesarean sections, was diagnosed with a caesarean scar ectopic pregnancy at
9 weeks gestation and type 1 placenta percreta. She wished for fertility-sparing management which was planned
to include pre-operative intragestational methotrexate and uterine artery embolization. Before this could be done,
the patient experienced acute vaginal bleeding and she was taken urgently for surgical management. Operative
approach included restoration of normal anatomy, a systematic approach to finding avascular planes for lysis of
adhesions, and vascular control with intra-myometrial vasopressin and pre-emptive skeletonization of the uterine
vessels.

Results
Laparoscopic wedge resection of the caesarean scar ectopic was successfully completed with the described
method. There were no intraoperative or postoperative complications.

Conclusions

Although management of caesarean scar ectopic pregnancies requires an individualized approach, fertility-
sparing laparoscopic wedge resection can be successfully and safely performed with a systematic surgical
approach and judicious use of dilute intramyometrial vasopressin.

https://player.vimeo.com/video/695516614?autoplay=1
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Laparoscopic ureteric reimplantation for severe endometriosis: when a kidney transplant surgeon joins
the endometriosis multidisciplinary team
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Background

A true multidisciplinary surgical team utilises the complementary skills of surgeons on the team to the benefit of
the patient, leaving aside the arbitrary specialty boundaries. We present an MDT set up where a vascular and
transplant surgeon who is very skilled in performing ureteric re-implantations through open approach joins forces
with a laparoscopic endometriosis surgeon. The endometriosis surgeon (SK) performed the surgery with direct
guidance from the transplant surgeon (BL) and completed a ureteric reimplantation laparoscopically at a tertiary
referral endometriosis centre in the UK.

Methods

This 38-year-old woman presented to her local hospital with a large rectovaginal and uterosacral nodule causing
severe hydroureteronephrosis leading to a substantial kidney function loss. Left/right kidney function split
(monitored with MAG3 scans) was 20/80% (only marginally recovering to 25/75% following GnRH analogues).
Additionally, the patient was experiencing the typical symptoms of endometriosis, including very severe pelvic
pain.

Results

In this video, we demonstrate our step-by-step approach for ureteric reimplantation. Following ureteric stent
insertion, ureterolysis was attempted but the ureter could not be freed up and therefore a ureteroneocystostomy
with psoas hitch was decided upon and performed. Cystogram at two weeks post operatively confirmed complete
healing. Stent removal was attempted 4 weeks postoperatively but as resistance felt, removal was deferred for a
further 3 weeks, suspecting entanglement of the stent in one of the sutures. The stent was successfully removed
with ease 7 weeks after surgery.

Conclusions

The pain symptoms are dramatically improved and a repeat MAG3 scheduled for 6 months’ following the
procedure showed an improvement of the left kidney function from 19% to 28%.

https://player.vimeo.com/video/709433147?autoplay=1
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Internal hernia after radical endometriosis excision of the pelvis
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Background

We describe a case of a 29 years-old woman referred to our centre complaining of severe dysmenorrhea,
dyspareunia and chronic pelvic pain. The patient had no relevant past medical. The pre-operative investigation
involved a transvaginal ultrasonography with bowel preparation and a magnetic resonance imaging that showed
two infiltratives endometriotics nodules on the bladder, besides a complex impairment on the paracervix and
posterior vaginal fornix, sigmoid, terminal ileum, appendix and ceccum. She as submitted to a surgical procedure
for radical eradication of the deep infiltrating endometriosis. She remained fasting on the 1st postoperative day,
and, on the 2nd day, she already received a liquid diet. However, she evolved with significant abdominal
distention. A CT of the abdomen was performed, which did not identify a fistula and was then submitted to a new
laparoscopic approach with the hypothesis of ileal stenosis as a result of enterectomy.

Methods
At laparoscopy, an internal hernia was identified, with strangulation of small bowel loops, as a result of the epiplon
flap performed to correct the defect in the left broad ligament.

Results

In this way, the epiplon flap was undone and any injuries to the other small bowel loops were checked.
The patient had an excellent recovery and was discharged on the 3rd postoperative day of the second
laparoscopic approach.

Conclusions

Although rare, do not forget to think about internal hernia and do not postpone the indication of laparoscopy for
its correction.

https://player.vimeo.com/video/714765392?autoplay=1
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Surgical correction of isthmocele by robotics and hysteroscopy
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Background
To present a case of isthmocele repair containing placental remnants in a patient with late puerperal
haemorrhage, using the robotic platform with hysteroscopy assistance

Methods
A 38-year-old patient without comorbidities presented with a late puerperal haemorrhage on the twentieth day
after caesarean delivery, requiring hemotransfusion.

She was evaluated by the team 2 months after delivery, bringing diagnostic hysteroscopy that showed ismocele
containing heterogeneous material inside.

For surgical treatment, robot-assisted laparoscopic video laparoscopy was indicated and complemented by
hysteroscopy to correct the isthmocele.

In the surgical planning, we used a conventional laparoscopic portal was positioned in the right flank, and three
robotic portals: one umbilical and two in right and left iliac fossae.

Results

The duration of surgery was two hours, with minimal blood loss and no complications. It was possible to perform
metroplasty with excision of the material contained in the isthmocele and also to correct the defect with uterine
suture in planes. The patient had a satisfactory postoperative clinical course and was discharged twenty-four
hours after surgery. The pathological report of the material contained in the isthmocele showed endometrium
without atypia.

Conclusions

Isthmocele can develop into ectopic pregnancy, uterine rupture, infertility, or abnormal uterine bleeding. Its
treatment should be individualized. A robotic-assisted laparoscopic approach facilitates surgical access as well as
tissue manipulation, since its forceps offer greater articulation and better access to difficult sites in the pelvis,
compared to conventional laparoscopy.

This leads to greater intraoperative agility, ergonomics for the surgeon, and better postoperative outcomes.

Likewise, concomitant hysteroscopy allows a better diagnosis and acts as a guide for the correction of the defect,
offering a view of the endometrial cavity during the laparoscopic surgical procedure.

https://player.vimeo.com/video/710198131?autoplay=1
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Vaginal cerclage assisted laparoscopic hysteropexy technique: VCALH

Serdar Aydin*, Sebile Giler Cekig*
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Background

Apical prolapse, alone or in combination with anterior/posterior vaginal wall prolapse, results from defects in the
integrity of the uterosacral and cardinal ligaments. Sacrocolpopexy are accepted as the gold standard treatments
for apical uterine prolapse. Reduced blood loss, fast patient recovery and fewer incisional morbidities are
achieved by laparoscopic sacrocolpopexy (3). However laparoscopic sacrocolpopexy is a long and complicated
procedure that requires specialized surgical skills, including precise dissection, suturing and the use of advanced
laparoscopic equipment, or a robotic endoscopic unit to assist with suturing and dissection. Concomitant
hysterectomy at the time of sacrocolpopexy, usually performed to facilitate access to the anterior and posterior
vaginal walls, is associated with increased cost, morbidity, and operation time. Uterus-sparing hysteropexy
reduces mesh exposure, operative time, blood loss and surgical cost with no differences in prolapse recurrence.
Despite a better understanding of apical support and advancements in surgical techniques, there are still several
problems associated with the peritonization of mesh and a non- physiological position of the uterus or vagina,
including a relatively high recurrence rate, frequent mesh exposure and complications such as ileus and ureter
damage. The aim of this video is describing the technical considerations for performing a new feasible and
minimally invasive technique to correct apical and concurrent apical and anterior vaginal wall defects.

Methods

The presented operation is performed in two phases, consisting of an initial vaginal surgery followed by a
laparoscopic approach.

Vaginal approach; 1. An anterior 2-cm long transverse incision to the anterior cervicovaginal junction and
dissection of bladder. 2. Posterior colpotomy. 3. Insertion of mid-urethral sling tape into the cervix. 4. Free arms of
tape are inserted into the peritoneum via posterior colpotomy.

Laparoscopic approach; 5. Two arms of tape is passed from the tunnel parallel and medial to a sacrouterine fold
formed by a modified semicircular laparoscopic needle holder. 6. Fixation of both tape arms to the anterior
longitudinal ligament.

Results

The tape can be inserted into the cervix in median 15 minutes and the laparoscopy procedure can be completed
in 30 minutes. All operations performed laparoscopically. Hospitalisation duration was 1 day. No intraoperative or
early postoperative complication occurred. No mesh erosion or long-term complications occurred. At a 1-year
control, no cases of recurrence. The median postoperative point C was -9 cm.

Conclusions

This novel hysteropexy technique feasible and safe minimally invasive way to correct primarily apical or
multicompartment defects with short operation time and satisfactory anatomical success.

https://player.vimeo.com/video/710352539?autoplay=1
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Laparoscopic sacro-pecto-colpopexy for the management of apical prolapse. A novel technique with
three attachment points with a single mesh
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Background

Laparoscopic sacrocolpopexy has been demonstrated to be the gold standard of prolapse surgery in cases with
apical defect. According to improve the results and avoid post-surgical failures, we recommend a novel technique
with three attachment points (sacral and ileopectineal ligaments) with a single mesh. Less relapse risk (three
attachment places better than one) and more physiological (mesh like a hammock).

Methods

In our Multidisciplinary Oncologic and Endoscopy Surgery Unit, in Rosario Hospital in Madrid, during last five
years, from January 2017 to April 2022, we perform 147 reconstructive surgeries and 4 obliterative surgeries for
pelvic floor dysfunction. The laparoscopic reconstructive surgeries were: 24 sacrocolpopexies, 3
sacrohysteropexies, 10 pectopexies, 16 sacro-pecto-colpopexies (SPcp) and 2 sacro-pecto-hysteropexies.

This video presents our technique for laparoscopic SPcp, step by step, in a 66yo-patient that presents a stage Il
apical vaginal prolapse. 1. Sacral promontory dissection, 2. Extending the peritoneal incision, 3. Anterior
dissection (bladder down) of the vaginal vault, 4. Posterior dissection (rectum away), 5. Dissection of the levator
ani muscle, both sides, 6. llipectineal ligament dissection on the pectineal line of the pubic bone, both sides, 7.
Introducing the mesh (DynaMesh®-PRP visible, 17x15 cm), 8. Levator ani muscle mesh attachment, both sides 9.
Posterior vaginal wall mesh attachment, 10 Mesh attachment of the bladder pillars and vaginal vault fascia (to
avoid future cystocele), 11. Mesh suture to both iliopectineal ligaments by intracorporeal suture technique, using
nonabsorbable sutures or novel procedure Ti-KNOT® DEVICE, 12. Sacral mesh attachment, and 13.
Peritonealization.

Results

Perioperative results of laparoscopic SPcp are excellent. Mean age 58,38 years (range 45-58,3 years). Mean BMI
25,51 (SD 4). Prevalent sympthoms: Bulge 62,5% and painful sexual intercourse 25%. 7 cases with previous
gynaecological surgeries. Findings: POP-Q stage prior surgery: 13 cases in stage Il (81.3%) and 3 cases in
stage 1V. We perform during surgery 5 total hysterectomies (31.3%) and 7 supracervical hysterectomies, in 12
cases with bilateral adnexectomy (75%) and 2 cases opportunist bilateral salpingectomy. In most cases
Dynamesh PRP 17x15 cm mesh was implanted (87.5%). Mean operating time was 165.19 minutes (Range 130-
210 minutes). Blood mean loss was 589.5 ml (SD 263.34 ml). No reported any perioperative nor postoperative
complications. Mean hospital stay was 2.69 days (SD 0.47).

As we are following all our patients after laparoscopic sacro-pecto-colpopexy we can report on a significant
improvement of anatomical outcome (mean 9.37/10 points) and quality of life (mean 9.63 / 10 points), at least in
the short term follow up. Mean follow-up 22.7 months (range 0-54 months). No prolapse after surgery in 10
patients (62.5%) and in 6 patients POP-Q stage | (37.5%).

Conclusions

The laparoscopic sacro-pecto-colpopexy is an effective and safe technique to repair the apical prolapse with
satisfactory anatomical and functional results.

https://player.vimeo.com/video/710502817?autoplay=1
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Incidental damage of obturator nerve during laparoscopic pelvic lymphadenectomy in endometrial
cancer: demonstration of a successful repairing procedure
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Background

In order to highlight the importance of intraoperative complications and their management, we demonstrate a
video of an iatrogenic left obturator nerve lesion during a pelvic lymphadenectomy for endometrial cancer staging.
The repair was promptly performed using an intracorporeal laparoscopic suture for an end-to-end tension-free
nerve anastomosis.

Methods

Case description: A 70-year-old woman with a stage IB grade | endometrial adenocarcinoma was submitted to a
surgical laparoscopic staging with total hysterectomy (TH), bilateral adnexectomy (BA), and bilateral pelvic and
lomboaortic lymphadenectomy. After an uneventful retroperitoneal lomboaortic lymphadenectomy, the left
paravesical space was dissected until the obturator fossae and a left pelvic lymphadenectomy followed, during
which the left obturator nerve was accidentally transected with LigaSure™.

Results

A careful inspection revealed an almost complete transection (80%) of the nerve, with both proximal and distal cut
ends identifiable and no fraying of the edges. The thickness of the non-sectioned nervous portion was less than 3
millimetres, but a tension-free reattachment of both edges seemed manageable. The edges were oriented
towards each other, and a single stitch suture was placed using a 5-0 prolene, providing an epineural end-to-end
coaptation. To reinforce the suture, a Fibrin sealant Tissucol® was applied. The contralateral pelvic
lymphadenectomy was then performed, followed by TH and BA. The pieces were removed through the vagina
using an endobag. The patient was discharged on the second postoperative day. During the follow-up, there were
no signs of diminished adductor function, and neither there was any other detectable residual neuropathy or
neurologic deficit involving the left thigh.

Conclusions

It is crucial to identify intraoperative complications and to develop abilities to manage them. This video proves that
it is possible to repair a transected obturator nerve using laparoscopy, when performed by an experienced onco-
gynaecologist, with extremely good functional results.

https://player.vimeo.com/video/710538948?autoplay=1
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Surgical approach of an OHVIRA-like syndrome: a didactic video
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Background

Herlyn-Werner-Wunderlich (HWW) syndrome (also known as OHVIRA syndrome) is a rare congenital
urogynaecological malformation, typically characterized by the triad of uterine didelphys, obstructed hemivagina,
and ipsilateral renal agenesis. However, the multiple anatomical variations of this syndrome challenge the prompt
diagnosis and the therapeutic approach. Surgical treatment may not always be clear until completing diagnostic
with endoscopic exploration. We present a case of a laparoscopic hemi-hysterectomy in a young patient with an
anatomical variant of HWW syndrome.

Methods

Our adolescent female patient, nuligest and virgin, with a history of left renal agenesia was addressed to the
Gynaecology unit with complaints of chronic abdominal pain, worsened in the last weeks and mainly irradiated to
the left iliac fossa. Physical examination showed a non-surgical but painful abdomen and normal external genital
organs. Abdominal ultrasound and abdominopelvic MRI revealed a uterus didelphys and suspected a blind left
hemivagina with 8 cm hematocolpos. The association with a left renal and ureteral agenesia was suggestive of an
OHVIRA syndrome.

Given the worsening of the pelvic pain, an endoscopic exploration (vaginoscopy followed by a laparoscopy to
complete the diagnostic) under general anaesthesia was planned.

What was unusual is that vaginoscopy didn’t show either the hematocolpos, second hemivagina, or cervix, with
no possibility then to drain it vaginally.

Exploratory laparoscopy revealed a uterus didelphys with a probably obstructed hemi-uterus on the left side as it
was associated with a voluminous hematocervix and hematosalpinx. On the right side, normal hemi-uterus and
adnexa with a permeable right tube. Peritoneal endometriosis was identified at multiple sites of the abdominal
cavity. Left laparoscopic hemi-hysterectomy was decided intraoperatively after the patient’s parents' consent.

Results
The video illustrates a hemi-hysterectomy as the surgical approach to one of the variants of HWW syndrome
classified by Zhu L. 2015 as cervicovaginal atresia without communicating uteri (type 1.2.).

The procedure started as a standard hysterectomy, followed by a long adhesiolysis to progressively "enucleate”
the dilated cervix from the surrounding peritoneum until the complete resection of the rudimentary left uterus and
tube. Operative time was of 160 minutes, with 150 ccs of blood loss. Postoperative course was uneventful, and
the patient went home on the sixth day after surgery.

Desogestrel-only pill was started to treat endometriosis and regular follow-up was established.

Conclusions

We highlight that HWW syndrome may be suspected in young patients with abdominal pain, a pelvic mass
(suggestive of hematocolpos) and renal malformations. Early diagnosis and timely proper management of this
syndrome are crucial as they would prevent urogynaecological complications such as endometriosis, infection,
and infertility. Even if a conservative approach is recommended, some anatomical variants may require a hemi-
hysterectomy. We believe our video may help surgeons to better identify the phenotypic presentation of OHVIRA
syndrome and plan their surgical approach.

https://player.vimeo.com/video/710555579?autoplay=1
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Intraoperative use of endovenous indocyanine green for real-time visualization of adnexal re-perfusion in
case of adnexal torsion.
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Background

We describe two cases of women with adnexal torsion treated by laparoscopy: an 18-year-old woman with a
torsion of the right adnexa and a 34-year-old woman with a torsion of the left adnexa. Both women were referred
to our clinic for acute lower abdominal pain. At preoperative ultrasound examination, adnexal torsion was
suspected, and laparoscopy surgery was performed.

Methods
An intravenous injection of 1.5 mL solution containing 3.75 mg dose of indocyanine green (ICG) for intraoperative
fluorescence imaging was performed during surgery for adnexal torsion.

Results

We performed laparoscopic surgery in two cases of adnexal torsion. Detorsion of the adnexa in both cases was
carefully performed and ICG was administered through a peripheral line to confirm the adnexal re-perfusion. A
near-infrared camera head enabled vision of the colorant after latency of a few seconds. The adnexal re-perfusion
was detected early near the salpinx and after few minutes around the ovary, through the ovarian hilus. The
postoperative course was uneventful, and the patients were discharged after two days. Ultrasound performed at
two months follow-up visit showed regular ovaries in both cases.

Conclusions

Adnexal torsion is a common gynaecological emergency and currently there are no specific tools for evaluating
adnexal re-perfusion during surgery for adnexal torsion. To the best of our knowledge, this is the first reported use
of endovenous ICG to evaluate adnexal re-perfusion. ICG fluorescence imaging can help the surgeon to
objectively evaluate whether blood supply is present during surgery for adnexal torsion.

https://player.vimeo.com/video/714770377?autoplay=1
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Laparoscopic management of the unsuspected complex non-ovarian pelvic masses
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Background

The aim of the study was to show the place of laparoscopy in the treatment of these lesions and to evaluate the
technique of laparoscopic removal of adnexal masses.

Methods

Preoperative evaluation included history, clinical examination, sonographic images, and serum markers.
Transvaginal ultrasound scanning was used as primary imaging modality. The study was complemented with
magnetic resonance imaging (MRI) and, in some cases, computed tomography (CT). Intraoperative evaluation
included cell washings and examination of the pelvis and upper abdomen.

We present in video format two cases of tumours whose diagnosis was not expected.

Results

The first case, 51-year-old woman presents ultrasound finding of cystic tumour of 66x49 mm with serohematic
and heterogeneous content and increased vascularization in the Doppler study. Both ovaries were normal, and
the mass was suggestive of tubal neoformative process. The level of CA-125 was 25 U/ml, CEA was 1,17 U/ml
and that of CA 19-9 was 11.75 U/ml. MRI of the pelvis confirmed a right parauterine tumour with a thick capsule
and solid papillary projections that restrict to diffusion. There was no associated lymphadenopathy or ascites. No
disease spreading on CT. The mass depended on small intestine and was removed by a gastrointestinal
anastomosis (GIA) stapler, and the protected extraction of the surgical specimens was in bag. Body mass index
was 23.31 kg/m2. Surgical time was 30 minutes. The mass measured 7 x 5 x 4.5 cm and the pathological
analysis revealed a low grade (G1) mixed gastrointestinal stromal tumour (GIST). IHQ c-kit and DOG1 were
positive. Ki67 was <5%.

The second case, 54-year-old woman with previous left adnexectomy and myomectomy by laparoscopy 20 years
ago, presents ultrasound finding of heterogeneous solid tumour of 45x42 mm, without increased vascularization in
the Doppler study. Right ovary was normal. The appearance was suggestive to represent an atypical pediculated
uterine myoma. The level of CA-125 was 6.87 U/ml, CEA was 1.99 U/ml and that of CA 19-9 was 0.6 U/ml. MRI
of the pelvis confirmed a solid tumour, that contacts with intestinal loops and suggestive of non-suspicious tumour
with origin in the digestive tract. There was no associated lymphadenopathy or ascites. The mass has a
retroperitoneal location with intense adhesions to the loops of the small intestine and appendix. After dissection
and release of the intestinal loop, the tumour was removed with a GIA stapler. Body mass index was 23.05
kg/m2. Surgical time was 65 minutes. The pathological analysis revealed a granulomatous reaction in relation to
surgical material, without evidence of malignancy.

In both cases, discharge was in next day and no complications were reported.

Conclusions
Laparoscopy allows for a suitable management of complex non-ovarian pelvic masses.

https://player.vimeo.com/video/715322978?autoplay=1



https://player.vimeo.com/video/715322978?autoplay=1

ES31-0495 -
Best Selected Videos

Three-dimensional imaging reconstruction and laparoscopic robotic surgery: a winning combination for a
complex case of multiple myomectomy
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Background

Minimally invasive surgery is the recommended approach to treat uterine leiomyomatosis, the most common
benign neoplasia of the uterus, ensuring faster recovery, fewer postoperative adhesions and better cosmetic
results compared to laparotomy; however, for complex cases with multiple fibroids a mininvasive approach can be
very challenging. Laparoscopic assisted robotic surgery thanks to the superior instrument articulation and three-
dimensional images confers different advantages but present as a mean limit the loss of haptic feedback. Intuitive
and accurate localization of myomas and the endometrium via three-dimensional (3-D) imaging reconstruction
could be a valid intraoperatory help for the surgeon.

Methods

A stepwise approach describing the incorporation of Hyper Accuracy 3D imaging technology into the preoperative
and intraoperative surgical guidance of a patient with infertility and menorrhagia undergoing laparoscopic robotic
surgery for multiple myomectomies.

Results
The preoperative and intraoperative use of three-dimensional reconstructed imaging via Hyper accuracy 3D
during laparoscopic robotic myomectomy is presented.

Conclusions

The application of 3d imaging technology could overcome one of the main limits of robot assisted minimally
invasive surgery, the lack of haptic feedback, enabling the surgeon to rapidly locate myomas and adapt
accordingly the intraoperative plan in order to optimize the results. The combination of 3D imaging reconstruction
and the use of robotic assistance in laparoscopy can overcome the disadvantages of traditional laparoscopy
guaranteeing the patient to have a procedure effective as a classic open myomectomy while maintaining the
advantages of a minimally invasive technique.

https://player.vimeo.com/video/715639994?autoplay=1
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Laparoscopic release of sacral nerve root entrapment
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Background

The sacral nerve roots generally travel on the surface of the Piriformis muscle. However, in roughly third of cases,
the sacral nerve roots travel within the Piriformis muscle. Most of those patients are asymptomatic, but this may
occasionally cause entrapment of the corresponding sacral nerve roots, and this may lead to radiculopathy and
intractable pain.

Methods
This video demonstrates important steps required for the safe release of the S2 sacral nerve root from the
Piriformis muscle along with a few tips and tricks for exposure and management of sudden bleeding episodes.

Results
Surgical time was 90 minutes and there were no complications. Final results of surgery are pending since
symptom resolution can take at least 6 months to manifest.

Conclusions

Laparoscopic release of the sacral nerve roots is feasible laparoscopically and may lead to symptom relief for
patients with a longstanding history of debilitating pain.

https://player.vimeo.com/video/715699492?autoplay=1
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Complete uterine septum, cervical duplicity and vaginal longitudinal septum: from diagnosis to total
endoscopic treatment
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Background

To describe an accurate preoperative assessment and a totally minimally invasive ultrasound-guided
hysteroscopical treatment of a complete uterine septum with cervical duplicity and a longitudinal complete vaginal
septum (U2bC2V1 sec. ESHRE/ESGE classification). Patients affected by the malformation complain
dyspareunia, infertility, and recurrent miscarriage. Surgical management can improve fertility and obstetrical
outcomes.

Methods

We present a case of a patient with a complete uterine septum, double cervix and a longitudinal complete vaginal
septum accurately diagnosed with bi and three-dimensional ultrasound and treated through transabdominal
ultrasound guided hysteroscopy.

Results

A 30-year-old nulliparous patient came to our clinic because of infertility and a suspicion of uterine malformation.
The two-dimensional ultrasound (2D) evaluation showed the presence of a complete uterine septum and a double
cervix. The Mullerian congenital anomaly was confirmed at 3D ultrasound reconstruction. The gynaecological
examination revealed the presence of a complete longitudinal non-obstructing septum dividing the vagina into two
hemicavities. The treatment performed was totally minimally invasive. Vaginal septum incision was performed
hysteroscopically. Complete incision of the uterine septa and communication between the two hemicavities was
performed with a Collins loop under ultrasographic guidance. Redundant endometrium was resected with a 90°
loop electrode. One month after the procedure the hysteroscopic evaluation showed the presence of a normal
uterine cavity and a unique vaginal canal confirming the success of the treatment.

Conclusions
The association of ultrasound and hysteroscopy represents the optimal combination to guarantee the most
accurate diagnosis and the most effective treatment results.

Ultrasound guided hysteroscopic management of longitudinal complete vaginal and uterine septum with double

cervix (U2bC2V1 sec. ESHRE/ESGE classification) is a safe and effective procedure that can be completely
performed with hysteroscopic surgery thanks to the use of miniaturized instrument.

https://player.vimeo.com/video/715714241?autoplay=1
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Hysteroscopic treatment of patients affected by Asherman's syndrome
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Background

To describe hysteroscopic treatment of patients diagnosed with Asherman’s Syndrome using miniaturized
instruments.

Methods

Three patients were managed by hysteroscopy performed in operating room under general anaesthesia. Follow-
up hysteroscopies at 1 months were performed in office setting. Case 1 is a 34-year-old woman with prior history
of infertility and 2 ectopic pregnancies treated respectively with salpingectomy and uterine artery embolization.
Case 2 is a 27-year-old woman with history of two spontaneous miscarriages, both followed by D&C. Case 3 is a
28-year-old woman with one previous spontaneous miscarriage also followed by D&C. Case 1 was treated using
miniaturized mechanical instruments; case 2 with mechanical instruments and a 15 Fr bipolar resectoscope;
patient 3 was treated using only miniaturized mechanical instruments. Synechiolysis was stopped when both tubal
ostia are observed and an adequate uterine cavity for shape and volume was reached. At the end of all
procedures an antiadhesive gel based on ialuronic acid was applied in order to prevent new intrauterine
synechiae. At the 1-month follow up, only the patient 1 need a new synechiolysis performed in office setting using
mechanical instruments; in this case, at the end of the procedure, a modified Word'’s catheter was inserted into
the uterine cavity to prevent formation of new synechiae.

Results

All the surgical procedures were performed without any complication, and a healthy endometrium was observed
for all three patients. No further synechiolysis was required after primary surgery for patients 2 and 3, while further
adhesiolysis was needed for patient 1 after removal of Word’s catheter.

Conclusions

Thanks to technical innovations, development of new techniques and anti-adhesion strategies, hysteroscopy has
confirmed to be the gold standard technique for the treatment of Asherman’s Syndrome.

https://player.vimeo.com/video/717687401?autoplay=1
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Ten steps robotic intensive staging for early-stage ovarian cancer
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Background

One-third of the patients with ovarian cancer (OC) is diagnosed with FIGO stage I-Il, and their five-year survival is
up to 90% [1,2]. Adequate treatment of early ovarian cancer (EOC) depends on the correct stage of the patient
[3,4]. The feasibility and safety of minimally invasive surgery (MIS) for EOC is known and can be offered to
selected patients [5]. No relevant differences between robotic and laparoscopic approaches for EOC staging are
described in Literature [6].

Methods

We report the case of a 54 years-old patient diagnosed with an 81mm adnexal mass. DaVinci robotic system was
used to perform surgery with four 8mm trocars along the transverse umbilical line, and 10mm trocar in Palmer’s
point. The instruments we used were ProGrasp Forceps, fenestrated bipolar, and monopolar curved scissors.
Here we aim to standardize the robotic technique for EOC staging in ten steps.

Results

We have identified ten key steps to perform this procedure safely and effectively: Access to pelvic
retroperitoneum; Identification of the ureter with development of pararectal and paravescical spaces; Closure of
the uterine artery and section of ovarian pedicles and mobilization of adnexal mass with no-touch isolation
technique; Development of rectovaginal and vescico-vaginal septum; Endobag extraction of surgical specimen;
Access to lumbo-aortic retroperitoneum; Infiltration of the ovarian pedicle with indocyanine green then
visualization and dissection of sentinel lymph node (LN); dissection of paracaval LN; dissection of inframesenteric
LN; dissection of supramesenteric LN. Surgical time was 180 min and blood loss was 100cc without intraoperative
complications. The patient was discharged on the 4" postoperative day without complications. Histology revealed
a FIGO Stage IlIA G3 serous endometrioid ovarian carcinoma.

Conclusions

Robotic staging of EOC in ten steps is a safe and feasible technique that must be performed by an experienced
oncological surgeon in referral centres.

https://player.vimeo.com/video/724593909?autoplay=1
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Segmental resection for colorectal endometriosis with mini-laparotomy: to do or not to do?
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Background

Colorectal surgery for bowel endometriosis is a growing necessity in everyday practice, therefore potential
modifications of surgical techniques should be assessed, as they may yield positive results for both the patients
and the healthcare system. We resolved to perform a comparison of two techniques of segmental resection for
bowel endometriosis, in order to assess whether any of these techniques shows potential benefits over the other,
and what would be their applicability in everyday surgical practice.

Methods

This study involved 94 patients with colorectal endometriosis, who underwent extensive endometriosis surgery
that included a segmental resection of the sigmoid/rectum with mechanical reanastomosis. All procedures were
conducted in laparoscopy, between January 2019 and May 2022, and involved 63 procedures with mini-
laparotomy access, and 31 procedures with bowel resection using the method presented in this video. The
assessed parameters included C-reactive protein, haemoglobin, and WBC levels at 48 and 96 hours
postoperatively, as well as surgery duration, and hospital stay duration. The video shows an example of the
technique applied, in an infertile patient with colorectal endometriosis, and an additional feature - a double pelvic
kidney, notably interfering with surgery.

Results

There was no significant difference between study groups in terms of haemoglobin levels and WBC levels at 48
and 96 hours. However, we have noted significantly lower C-reactive protein levels at both 48 and 96 hours
postoperatively, as well as significantly shorter surgery durations (median duration difference of 1 hour) and
hospitalisation duration (median duration difference of 1 day).

Conclusions

Our results may indicate that a limited change in surgical technique, such as the one presented in this video, may
yield substantially better results for both patients and healthcare providers, by improving patients’ postoperative
course and reducing costs related to excessive hospital stay duration.

https://player.vimeo.com/video/712207694?autoplay=1
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Towards better informed consent in ambulatory hysteroscopy: a pivotal study of information source,
anxiety and acceptability of modern office-based diagnostic and operative procedures

Maria Luigia Spinelli*, Laura Scivoli?, Fatoumata Bodiang-Stadlmayr3, Werner Stadlmayr®

1Geburt und Familie - Praxis Dr. med. Werner Stadlmayr, Center for Obstetrics and Gynecology, Aarau,
Switzerland

2Geburt und Familie- Praxis Dr.med. Werner Stadlmayr, Center for Obstetrics and Gynecology, Aarau,
Switzerland

3Geburt und Familie - Praxis Dr.med. Werner Stadlmayr, Center for Obstetrics and Gynecology, Aarau,
Switzerland

Background

Modern office diagnostic and operative hysteroscopy (OH) with vaginoscopic approach without anaesthesia has
revolutionized the diagnostic and therapeutic work up of uterine pathologies with enormous advantage for the
patients. However, potential patients’ misconceptions may impair the informed consent process, and eventually
the overall success of the therapeutic care. We aimed at a better understanding of patients’ baseline knowledge
and sources of information regarding OH, in order to improve pre-procedure counselling, provide reliable
educational materials, and ultimately, optimize therapeutic outcomes.

Methods

A pivotal prospective cohort study was performed at our medical Centre. Patients who were offered OH as part of
their diagnostic and therapeutic work-up were queried about expectations, knowledge, and sources of information
regarding OH before pre-procedure counselling. Subjects’ anxiety (modified State Trait Anxiety Inventory) and
procedure acceptability (modified Patient Acceptability Scale) were assessed before and after counselling.
Statistics were calculated using paired t and Mann Whitney tests.

Results

An international cohort of 42 patients, originally from 7 different Countries, completed the survey. 69.2% of them
did research on OH before the visit. The most common sources of information were people including friends,
family, and other doctors (42.1%), YouTube (29.7%), and medical websites (26.6%). Risks (95.4%), benefits
(85.3%), and recovery issues (70.8%) were mostly investigated. Only 23.3% patients obtained reliable and
current data about OH, while 74.5% received misleading/inadequate reports about varied issues such as
instrumentation, setting, technique, pain, anaesthesia, risks, and postoperative recovery. 2.2% did not
reach/understand enough information. A statistically significant difference was observed between the baseline
and the pre-procedure anxiety score (37.16 SD 12.57 vs 33.77 SD 8.93; p=.0165) as well as the baseline and the
pre-procedure acceptability score (3.81 SD 1.33 vs 1.23 SD 1.74; p=.0029).

Conclusions

This pivotal study identified a diffuse and varied misunderstanding of OH including significant misconceptions
about the procedure as well as patients’ preparation and risks. Pre-procedure counselling reduced anxiety and
increased the acceptability of the procedure. Although worldwide spread, the concept of modern OH may remain
misunderstood to the patients. Awareness of the gaps in patient knowledge and the sources of information may
optimize preoperative counselling and ultimately improve the therapeutic care.
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Tension free laparoscopic colposuspension with intracorporeal sliding knot technique for stress urinary
incontinence. Demonstration of technique and outcomes.
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Background

In the era of continued safety concerns about vaginal tapes for stress urinary incontinence, colposuspension has
gained popularity over the last four years. Laparoscopic colposuspension (LC) has the same efficacy as open
colposuspension, with the advantages of the laparoscopic approach. Complications of LC include post operative
voiding dysfunction and new onset overactive bladder. We hypothesise that tying the LC sutures in a tension free
fashion reduces the incidence of voiding dysfunction and overactive bladder post operatively. The technical
challenge lies in controlling and maintaining the tension of the knots of LC. The aim of this study is to evaluate the
feasibility and outcomes of tension free laparoscopic colposuspension (LC) using intracorporeal sliding knot
technique for suture tying. The video will demonstrate a step-by-step approach of tension free LC with
intracorporeal sliding knot technique.

Methods

45 consecutive women with a diagnosis of urodynamic stress incontinence who underwent tension free LC with
intracorporeal sliding knot technique were prospectively evaluated. All patients had bladder neck hypermobility
on clinical examination. The modified LC involved insertion of three sutures on either side, the first at the level of
the upper half of the urethra, the second at the level of the bladder neck and the third suture was placed one
centimetre cranial to the second suture. All sutures were passed twice through the vagina and then through the
Cooper’s ligaments bilaterally. All sutures were tied with intracorporeal sliding knot technique in a tension free
fashion. All patients had a urethral catheter that was removed next morning. All women filled the King’s Health
questionnaire for urinary incontinence pre and post operatively, and the patient global impression of improvement
for urinary incontinence post operatively. Patients were followed up at three months, one year and yearly. Cure of
stress urinary incontinence was defined as “none” or “little” on the King’s Health Questionnaire and PGII of “much
better” or “very much better”.

Results

No intra operative complications were recorded. All patients were discharged home the next day. There were no
cases of voiding dysfunction post operatively. 38 women (84.4%) reported cure of their stress urinary
incontinence as defined above. No patients developed bothersome posterior vaginal wall prolapse not needed
intervention for new onset posterior vaginal wall prolapse post operatively. New onset urgency was reported in 5
women (11%), and one woman needed anticholinergic medications for the urgency.

Conclusions

In the era of continued safety concerns about vaginal tapes for stress urinary incontinence, tension free LC with
intracorporeal sliding knot technique is feasible and has a comparable efficacy to traditional colposuspension. Our
data suggests that this technique has a more favourable complications rate in terms of the incidence of
postoperative voiding dysfunction and new onset posterior vaginal wall prolapse.

https://player.vimeo.com/video/692187434?autoplay=1
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Comparative effectiveness of transvaginal versus hysteroscopic approach in patients with symptomatic
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Background

Caesarean section (CS) is by far the commonest major operation worldwide and he associated complications also
increased accordingly. This retrospective study was conducted to compare the efficacy between transvaginal
repair and hysteroscopic resection in improving caesarean scar defect (CSD)-associated postmenstrual spotting.

Methods

In total, 346 patients were included in the study between June 2017 and June 2019. The propensity score
matching (PSM) analysis was performed to adjust the baseline differences, 68 patients in the transvaginal group
and 68 patients in the hysteroscopic group were analysed. Perioperative parameters including operation time,
intraoperative blood loss, operative complications, hospitalization duration, hospitalization costs, pre- and
postoperative anatomical indicators, postoperative spotting symptom were compared between the two groups.

Results

The improvement rate of postmenstrual spotting in the transvaginal group at the 3", 6™, 9" and 12" months after
surgery was 86%, 88%, 84%, and 85%, which was higher than 63%, 68%, 68%, and 70% in the hysteroscopic
group, respectively (all P<0.05). The median of the total days of spotting improved significantly at the 3rd month
after surgery and did not change over time in each group within one year after surgery(P>0.05). After surgery, the
disappearance rate of the caesarean scar defect and the increase in the thickness of the residual myometrium in
the transvaginal group were significantly higher than those in the hysteroscopic group (P<0.05).

Conclusions

Compared to hysteroscopic resection, transvaginal repair is significantly better than hysteroscopic resection in
improving postmenstrual spotting and the anatomical indicators of the lower uterus, but hysteroscopic resection
has the advantages of shorter operation time, less significant intraoperative blood loss and complications, shorter
hospitalization duration, and lower hospitalization costs.
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The effect of age on the distribution and symptoms of endometriosis: a multicentre prospective national
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Background

Endometriosis is a leading cause of pelvic pain in adolescent patients. However, the natural history of the disease
is not well understood. The aim of this study is to determine how endometriosis lesion distribution and symptoms
vary with age amongst patients undergoing endometriosis surgery.

Methods

We analysed prospectively collected data from the British Society for Gynaecological Endoscopy (BSGE)
database of all patients aged between 13- and 55-years undergoing surgery for severe endometriosis between
2012 and 2021 at 104 endometriosis centres. The relationship between age and lesion distribution was tested by
chi-squared, ANOVA and logistic regression (adjusted for previous surgery), and between age and symptoms by
Mann-Whitney-U and Spearman’s correlation.

Results

We analysed data from 13932 operations. Mean age was 36.0 years (SD 7.5 years). Amongst these, 181 (1.3%)
patients were adolescent (13-19) and 847 (6.1%) were young adults (20-24). Compared to older adults (>24
years), young adult patients were more likely to have superficial endometriosis (OR 1.619, 95%CI 1.368-1.926,
p<.001), and less likely to have deep endometriosis of the bowel (OR 0.532 95%CI 0.458-0.620, p<.001), ovary
(OR 0.400, 95%CI 0.343-0.466, p<.001), bladder (OR 0.605, 95%CI 0.411-0.858, p<.006), and pelvic sidewall or
uterosacral ligament (USL) (OR 0.742, 95%CI 0.596-0.935, p<.001). Compared to older adults, adolescent
patients were significantly less likely to have endometriosis of the bowel (OR 0.491 95% CI 0.361-0.675, p<.001),
ovary (OR 0.440, 95%CI 0.317-0.601, p<.001), and pelvic sidewall/lUSL (OR 0.460, 95%CI 0.314-0.697, p<.001).
Each additional year of age was associated with increased odds of having deep endometriosis of the bowel (aOR
1.031 per year, 95%CI 1.025-1.037, p<.001), ovary (aOR 1.031 per year, 95%CI 1.026-1.036, p<.001), and pelvic
sidewall/USL (aOR 1.015 per year, 95%Cl 1.007-1.023, p<.001), but decreased odds of having superficial
endometriosis (aOR 0.968, 95%Cl 0.963-0.973, p<.001). Total number of anatomical structures affected by deep
endometriosis was higher among older adults than among young adults or adolescents (mean 5.868 vs 4.810 vs
4.558, p<.001). Compared to older adults, young adults had more severe scores for premenstrual pain (mean
6.816 vs 6.458, p=.007), menstrual pain (mean 8.491 vs 8.114, p=.002), dyspareunia (mean 5.927 vs 5.126,
p<.001), and bladder pain (mean 2.858 vs 2.420, p<.001). Significant but small negative correlations were found
between age and all symptoms except for non-cyclical pain, lower back pain, diarrhoea, and constipation.

Conclusions

This study provides evidence of disease progression in the natural history of endometriosis. Despite differences in
lesion distribution, adolescent patients may have severe disease, and symptoms are comparable between
younger and older patients. Adolescents and young people with endometriosis should be prioritised and treated
along similar care pathways to adults.
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Laparoscopic excision of a noncommunicating functional rudimentary horn: recognition and release of
the ureter from solid adhesions
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Background

Hemi-uterus or class U4a, according to the ESHRE/ESGE classification of female genital tract congenital
anomalies, with a rudimentary (functional) cavity characterized by the presence of a noncommunicating functional
contralateral horn and is one of the various congenital abnormalities of the female genital tract caused by partial
fusion of the mullerian ducts. We presented management of the patient with hemi-uterus and noncommunicating
functional horn and severe endometriosis by laparoscopic excision of rudimentary horn, adhesiolysis and careful
identification of the ureter.

Methods

26-year-old nulliparous woman admitted to the gynaecologic department with primary dysmenorrhea, chronic
pelvic pain and dyspareunia. Two-dimensional transvaginal ultrasound and magnetic resonance (MRI) were
performed and detected a hemi-uterus with a right rudimentary uterine hemicavity and solid mass close to the
right ovary. The left tube and ovary were normal.

Results

The most important and difficult step in this surgery was freeing the ureter from the adhesions. The anatomy of
the right side was altered. The primary step was the preparation of the extraperitoneal approach. The right round
ligament was opened at the pelvic side wall but due to the solid adhesions and mass below the ovary it was
difficult to identify the right ureter. The medial leaf of the broad ligament was dissected above the ureter. Then the
ureter was released from the surrounding tissue, working directly on the adventitia of the ureter, and dissecting
cautiously using the bipolar instrument. To dissect the farther part of the ureter, the forceps contralateral to the
side of dissection strongly pulled the uterus at the round ligament so that the ureter can be seen in its length.
Then the removal of the right rudimentary uterine horn was successfully performed.

Conclusions

Laparoscopic amputation of a noncommunicating functional rudimentary horn is considered the basic surgical
treatment for women with hemi-uterus. A detailed diagnostic evaluation by ultrasound and MRI should be
performed to avoid misdiagnoses of other anomalies with blind hemi cavity, which may be treated by
hysteroscopy. These cases are often associated with severe endometriosis and extensive adhesions. The most
important step in this procedure is freeing the ureter from the surrounding tissue before the removal of the
rudimentary uterine horn. Careful release of the ureter along its entire length is a key prerequisite for avoiding
injury to the ureter. Laparoscopic surgery with minimally invasive approach is an essential tool to treat these
cases, achieving optimal results with low postsurgical pain and a short hospital stay.

https://player.vimeo.com/video/709716986?autoplay=1
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Background

Natural Orifice Transluminal Endoscopic Surgery (NOTES) is one innovation in minimal access gynaecologic
surgery. Vaginal NOTES hysterectomy is the simplest procedure that can be done through this approach. NOTES
hysterectomy has better advantages that are aesthetics, less pain, and less length of hospital stay compared to
conventional laparoscopic hysterectomy. This technique required new learning curve. In mastering NOTES total
hysterectomy, there were some obstacles that need to be managed and evaluated. The aim of this presentation is
to identify the obstacles and to evaluate how to start, manage and prevent problems for the initial case of NOTES
total hysterectomy.

Methods

From 2017, our center, KARMIG Center was pioneered vaginal NOTES hysterectomy in Indonesia and has
performed more than 100 cases of vaginal NOTES hysterectomy. KARMIG Center has also held NOTES training
for our fellow. We did observational study from 100 initial procedures of NOTES hysterectomy.

Results

We found the mean operation time was 91.2 (65 — 125) minutes, blood loss was 110.5 (75 — 150) ml, VAS on
day-1 post operation was 1.4 (1 - 3) with NSAIDs therapy, all patients were discharged from hospital one day after
surgery. One complication case was bladder injury. One procedure was attributed with single incision
laparoscopic surgery.

Conclusions

We observed the challenges to start vaginal NOTES hysterectomy were instrument and device limitation, case
selection, technique, and skill obstacles intra operation. There are some tips and tricks for mastering vaginal
NOTES hysterectomy based on Indonesia experience. NOTES total hysterectomy is feasible but need learning
curve. Obstacles can be found in process of mastering NOTES total hysterectomy. Good case selection is
essential to start NOTES total hysterectomy procedures. Avoid adhesion and adenomyosis case. The cases with
no prior operation are good candidate for initial experience. The use of smart bipolar is also considered helpful
and effective in NOTES total hysterectomy.
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The new surgical robot Hugo™ RAS for total hysterectomy: a pilot study
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Background

The robotic surgery industry is growing fast, and various companies are bringing their contribution to technological
implementation. In this context, Medtronic introduced on the market one of the newest systems: Hugo™ RAS.
The aim of this study was to investigate the performance, in terms of reliability and safety, of the new surgical
robot Hugo™ RAS in a series of total hysterectomies.

Methods

This is a single-centre prospective study of a series of consecutive total hysterectomies performed with Hugo™
RAS.

All patients suitable to minimally invasive total hysterectomy +/- salpingo-oophorectomy were judged eligible for
the study.

Exclusion criteria were preoperative diagnosis or clinical suspicion of gynaecological cancer.

In all cases, the “bridge” port placement and the “compact” docking configuration (where the ancillary port for the
bed-side assistant is inserted on the Palmer's point) were adopted, and three robotics arms were used.

The total hysterectomy was performed step by step with uterine arteries ligation at the origin.

Surgical data and post-operative clinical data, including both early and late complications, were collected. Any
malfunction or breakdown of the robotic system was collected.

Results

From March 2022, a total of 20 women were enrolled in the study and underwent total hysterectomy using
Hugo™ RAS. Twelve of 20 patients (60.0%) underwent surgery due to uterine fibromatosis, 3 (15.0%) due to
endometrial hyperplasia and 5 (25.0%) underwent prophylactic surgery due to BRCA-1 mutation.

Median age was 51 years, and median BMI was 24 kg/mz2. Eleven (55.0%) patients had previous abdominal
surgery. The vast majority of patients (19, 95.0%) had an ASA score of 2, only 1 (5.0%) had an ASA score of 1.
Median uterine size at preoperative ultrasound was 77.5 mm (range: 62.9 mm — 12.5 mm).

Most patients (14, 70.0%) underwent concomitant bilateral salpingo-oophorectomy, while 5 (25.0%) underwent
bilateral salpingectomy. One patient (5.0%), that had previous unilateral salpingo-oophorectomy, underwent
concomitant unilateral salpingo-oophorectomy.

Among the entire series, in 1 case (5.0%) a fault occurred in a monopolar scissors. The problem took about 5
minutes to be solved without complications for the patient and without any need of surgical conversion.

Median docking time was 7.5 minutes (range: 3.5 minutes — 10 minutes). Median total operative time was 127
minutes (range: 98 minutes — 255 minutes).

The median estimated blood loss was 50 mL.. No intraoperative complications were recorded.

The median time to discharge was 2 days (range: 2 days — 3 days).

During the follow up period, 1 patient (5.0%) experienced a grade 2 late complication. It was a urinary infection
appeared on the seventh postoperative day and treated with oral antibiotics.

Conclusions
This is the first study exploring the use of the Hugo™ RAS in gynaecology. Hugo™ RAS seems to be safe and
reliable. Further studies should confirm present data and investigate its use in other field of gynaecological

surgery.
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Ureteral endometriosis: a multidisciplinary approach to a silent disease

Alin Constantint, Henrik Zecha?, Eniko Berkes!

1Albertinen Hospital Hamburg, Obstetrics and Gynecology, Hamburg, Germany

2Albertinen Hospital Hamburg, Urology, Hamburg, Germany

Background

Urinary tract endometriosis affects only the 0.3% to 6% of women affected by endometriosis, among which the
most common localization is the bladder (84%-90%). The ureteral compression is rare but can lead to obstruction
up to silent loss of renal function

Methods
Study objective: To demonstrate the safety and feasibility of laparoscopic robotic assisted approach to ureteral
endometriosis and to highlight the importance of the multidisciplinary approach and the preoperative work-up.

Design: This is an educational video to explain the main steps of robotic assisted ureteroneocystostomy owing to
endometriosis.

Setting: Tertiary care university hospital.

Case description:

A 43-year-old woman with a past history of endometriosis treated laparoscopically was referred to our clinic for
grade Il right hydronephrosis. Pelvic ultrasound demonstrated a 1,6-cm parametrial endometriotic nodule causing
ureteral compression, diffuse adenomyosis and a 2,6cm endometrioma on the right ovary. Given that the patient
had an absolute contraindication to hormonal therapy, we opted for robot-assisted laparoscopic complete
resection of endometriosis. The procedure consisted in subtotal hysterectomy with bilateral salpingectomy
excision of the right endometrioma, excision of the stenotic ureteral endometriosis nodule, right terminal partial
ureterectomy and ureteroneocystostomy. Intrinsic ureteral endometriosis was confirmed by pathology. After

6 days, a cystography was accomplished to confirm anastomosis integrity, and the bladder catheter was removed.
The patient was discharged on day 7 after a regular postoperative period. One month after the surgery, the
patient refers wellbeing

Interventions: Preoperative insertion of JJ Stents. Laparoscopic robotic assisted subtotal hysterectomy, excision
of the right endometrioma, excision of the stenotic ureteral endometriosis nodule, right terminal partial
ureterectomy and ureteroneocystostomy.

Results
The procedure was uneventful, and the patient progressed to a full recovery. Operative times was 256 minutes.
Estimated blood loss 120 mL.. There were no intraoperative complications.

Conclusions

Clinicians should suspect ureteral endometriosis in premenopausal women with distal ureteral obstruction of
uncertain cause. The main goals of the treatment should be preservation of renal function, relief of obstruction
and prevention of recurrence. The multidisciplinary approach assures good clinical and surgical outcomes.

The robotic approach in a complex procedure as surgical treatment of ureteral endometriosis is feasible and safe
with good postoperative outcome. Further investigations with large comparative cohorts that include cost analysis
are needed to fully assess the benefits achieved by robotic assistance.

https://player.vimeo.com/video/722778466?autoplay=1
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Background

Macro vascularity of fibroids can be quantified by two (2D) and three-dimensional (3D) power Doppler (PD) by a
colour score (CS) or vascular index (V1), respectively. Micro vascularity may be of additional value to diagnose
fibroids or to determine treatment options. Microvascular flow imaging (MVF) is able to display microvascular
structures. Therefore, MVF may also be able to differentiate between fibroids with or without an avascular center.
However, MVF and its quantification have not been compared yet with 2DPD or 3DPD. We evaluated the
reproducibility and the correlation between MVF CS (1), 2DPD CS (2), MVF VI (3), and 3DPD VI(4).

Methods

Patients with one easily recognized fibroid of 1.5 to 10 cm were prospectively included. 2DPD and MVF CS were
scored according to the Morphological Uterus Sonographic Assessment criteria. MVF VI was measured onsite
and 3DPD VI offline. All images and measurements were performed by two experienced gynaecologists using a
standardized protocol. The primary outcome was the intra- and interobserver agreement of MVF VI and MVF CS.
Secondary outcomes were the correlation between MVF CS (1), MVF VI (2), 3DPD VI (3), and 2DPD CS (4) in
the entire fibroid (1), the centre (II) and the capsule (ll).

Results

In 30 consecutively included patients inter- and intra-observer correlations were good to excellent. Preliminary
results vary between ICC 0.872 (95% CI 0,733-0,939) in 2DPD CS of the entire fibroid to ICC 0.996 (95% ClI
0.990-0.998) in MVF VI of the entire fibroid. MVF VI (1) and MVF CS (2) correlated (very) strongly (preliminary
results: total fibroid r = 0.774; centre r = 0.869; capsule r = 0.722; all p < 0.05). The correlation between MVF CS
(1) or MVF VI (2) in all volumes, and 3DPD VI (3) in all volumes or 2DPD CS (4) in the centre, was overall strong.
MVF CS (1) or MVF VI (2) in all volumes were overall moderate related to 2DPD CS (4) in the entire fibroid or the
capsule. Preliminary results vary between MVF CS centre vs. 3DPD VI centre r = 0.749, p < 0.05: to MVF VI
capsule vs. 2DPD CS capsule r = 0.428, p > 0.05).

Conclusions

MVF CS and MVF VI are reproducible. MVF CS and MVF VI were (very) strongly correlated, and these
parameters were moderate to strongly correlated with 3D VI or 2DPD CS. MVF of the fibroids centre may be
discriminating to assess the growth potential of fibroids and its responsiveness to therapy.
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Background

The uterine niche (isthmocele) is an iatrogenic defect of the uterine wall that can occur after caesarean section. It
presents very heterogeneously in terms of degrees of severity and symptomatology. It can be asymptomatic or
may be symptomatic with prolonged uterine bleeding, pelvic pain, and not least, secondary infertility (implantation
failure, recurrent miscarriages). Although there are several repair techniques for the uterine niche according to
severity and symptomatology, there are no guidelines or studies at present saying which technique is the best.

Methods

This is a prospective, monocentric, interventional study that started in August 2019 and is ongoing. All women
included were symptomatic with a history of secondary infertility and\or recurrent miscarriages. All patients
perform pelvic magnetic resonance (MRI), ultrasound, and diagnostic hysteroscopy preoperatively. Only women
with a residual myometrial thickness (RMT) less than 3 mm are enrolled. The technique starts with the opening of
the anterior fornix. By hysteroscopic transillumination, the lower uterine segment and in particular the edge of the
defect is revealed. Excision of the thinned myometrial tissue and reconstruction of myometrial integrity is
performed and finally, a hysteroscopy and ultrasound check-up are performed to evaluate the result during
surgery. Patients were seen by contrast sonography after three months and follow-up was done until pregnancy
and delivery.

Results

Between August 2019 and June 2022 twenty-five patients were enrolled. Twenty underwent already
hysteroscopic control after 3 months. Of these, 17 (85%) had complete restoration of the uterine wall thickness
evidenced by both hysteroscopy and ultrasonography. Three of them had a recurrent niche. Nine patients are at
least 6 months after surgery and tried to conceive. Seven of them (78%) had a pregnancy with a favourable
obstetric outcome.

In the end, surgical time was less than one hour with only one complication (hematoma), and all patients could go
home the day after without any painkillers or discomfort.

Conclusions

Transvaginal isthmocele repair can offer a safe, rapid, and effective alternative to laparoscopic or laparotomic
techniques.

Partial results of our study show that the transvaginal approach represents a valid minimal invasive option for
patients with very thin RMT and desiring pregnancy. This technique appears to be less time-consuming, with
short hospitalization, rapid recovery, and with a good result in re-establishing the myometrial integrity with the
resolution of symptoms and favourable obstetric outcomes.
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Background

In endometrial carcinoma (EC) patients, sentinel lymph node (SLN) bilateral mapping fails from 20% to 25% of
cases, with several factors affecting likelihood of detection. The aim of this study is to assess predictive factors of
SLN failed mapping in EC patients undergoing SLN biopsy.

Methods

A systematic review and a meta-analysis were performed searching all studies assessing predictive factors of
SLN failed mapping in apparent uterine-confined EC patients undergoing SLN biopsy through the cervical
injection of indocyanine green (ICG). The associations between SLN failed mapping and predictive factors of
failure were assessed calculating the odds ratio (OR) with 95% confidence intervals (Cl).

Results

Six studies with a total of 1,345 patients were included. Compared to patients with SLN bilateral successful
mapping, patients with SLN failed mapping showed an OR of: 1.39 (p=0.41) for BMI>30 kg/m?; 1.72 (p=0.24) for
menopausal status; 1.19 (p=0.74) for adenomyosis; 0.86 (p=0.55) for prior pelvic surgery; 2.38 (p=0.26) for prior
cervical surgery; 0.96 (p=0.89) for prior caesarean section; 1.39 (p=0.70) for lysis of adhesions during surgery
before SLN biopsy; 1.77 (p=0.02) for ICG dose<3mL; 1.28 (p=0.31) for deep myometrial invasion; 1.21 (p=0.42)
for FIGO grade 3; 1.89 (p=0.01) for FIGO stages llI-1V; 1.62 (p=0.07) for non-endometrioid histotype; 1.29
(p=0.25) for LVSI; 4.11 (p<0.0001) for enlarged lymph nodes; 1.71 (p=0.022) for lymph node involvement.

Table 1. Summary of pooled odds ratios with 95% confidence intervals assessing the associations between SLN
failed mapping and predictive factors of failure

Predictive factor of failure OR [Cl 95%] p-value

BMI>30 Kg/m? 1.39[0.63-3.07] 0.41
Menopausal status 1.72[0.69-4.31] 0.24
Adenomyosis 1.19[0.43-3.30] 0.74
Prior pelvic surgery 0.86 [0.52-1.43] 0.55
Prior cervical surgery 2.38[0.53-10.77] 0.26
Prior caesarean section 0.96 [0.49-1.88] 0.89
Lysis of adhesions 1.39[0.27 -7.23] 0.70
ICG dose < 3mL 1.77[1.11-2.83] 0.02
Deep myometrial invasion 1.28[0.80-2.03] 0.31
FIGO grade 3 1.21[0.76 —1.92] 0.42
FIGO stages IlI-IV 1.89[1.16 -3.09] 0.01
Non-endometrioid histotype 1.62[0.96 —2.74] 0.07
LVSI 1.29[0.84-1.99] 0.25
Enlarged lymph nodes 4.11[2.30-7.35] <0.0001
Lymph node involvement 1.71[1.08 - 2.72] 0.022

OR: odds ratio; Cl: confidence intervals; BMI: body mass index; ICG: Indocyanine Green; FIGO: International
Federation of Gynecology and Obstetrics; LVSI: lymphovascular space invasion

Conclusions
ICG dose<3mL, FIGO stage llI-1V, enlarged lymph nodes and lymph node involvement are predictive factors of
SLN failed mapping in EC patients.
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Background

Endometriosis is a benign, estrogen-dependent disease that may affect the affected women's quality of life. It is
characterized by ectopic localization of endometrial-like tissue on pelvic organs and, rarely, outside the abdominal
cavity. The reported prevalence ranges from 6 to 10%, and medical treatment (combined oral contraceptives and
progestins) is considered first-line therapy. In addition, surgical treatment is recommended for patients' poor
responder to hormonal therapy, infertility (assisted reproduction may be an option), and evidence of organ
damage (mainly bowel, bladder, and ureter). Bowel involvement is reported in up to 12% of patients, with the
rectum being the most common site. In severe stages, bowel endometriosis can be as high as 37%. Bowel
surgery is indicated in cases of evidence of significant stenosis, symptomatic lesions (chronic pelvic pain resistant
to medical therapy, dyschezia, rectal bleeding, and progressive constipation up to bowel obstruction), or to
improve fertility. Several procedures for bowel surgery (rectal shaving, discoid excision, and colorectal resection)
could be considered according to size (longitudinal and transverse diameters), appearance (plane, convex,
multifocal), and location (distance from the anal verge) of the nodule, and previous bowel surgery.

Methods

The excision technique depends on the longitudinal, anterioposterior and transverse diameters of bowel
endometriotic nodules. The pelvic nerves from the autonomic and somatic networks are many times involved by
endometriosis causing bowel dysfunction. In other cases, the nerve injury during the surgery may cause post-
operatively severe impairment of the urinary/bladder, bowel and sexual functions.

Results

A total of 231 patients were considered eligible for analysis, with a median age of 34 years using the different
techniques (shaving, discoid and segmental resection) to preserve the enervation and the pelvic organs'
functions. The median operative time of was 125 min, with an estimated blood loss of 80 mL and a median
diameter of removed rectal nodule of 28 mm.

There was an improvement of all symptoms in the immediate postoperative follow-up. Among all patients with
childbearing desire, the pregnancy rate found was 52.4% and was obtained by in vitro fertilization techniques in
28% of cases.

We had 7 cases of transitory bladder retention and 17 instances of transitory bowel constipation.

Conclusions

Laparoscopy, with its augmented imaging allowing the identification of smaller anatomical structures like the
nerves, has been a significant step towards better surgical treatment of endometriosis patients. Following the
neuropelviology knowledge and technical principles, we can approach our endometriosis bowel patients more
safely and efficiently. Deep endometriosis excision contributes to a significant improvement of symptoms with an
acceptable complications’ rate.
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Background

The aim of this study was to evaluate clinical presentation, imagiological evaluation, surgical techniques and
outcomes in women who undergone laparoscopic surgery for bladder endometriosis.

Methods

A retrospective descriptive study was designed, including women with history of laparoscopic surgery for pelvic
anterior compartment endometriosis at a reference endometriosis centre, between January 2011 and March
2022.

Results

From a total of 106 women included in the study, mean age was 35.3 + 4.5 years-old, 25.4% were active smokers
and 46.2% had a history of infertility. Regarding clinical presentation, symptoms were evaluated by Visual
Analogue Scale and the frequency of reported levels =5 grade were, respectively, dysmenorrhea in 85,6%, pelvic
chronic pain in 30.2%, dysuria in 32.1% and dyspareunia in 75.4% of the patients. Only 2 women referred
haematuria. Most of the women (54,3%) didn’t have elevated CA-125 levels at diagnosis. Twenty-seven patients
had a previous history of endometriosis surgery, 9 of them due to bladder endometriosis. All the surgeries were
performed by laparoscopic approach and most of the lesions were superficial, located in vesico-uterine fold (n=71,
66,9%), while the remaining lesions (n=35, 33.1%) were in the bladder wall (16,9% in the dome, 9.4% in the
posterior wall and 6.6% involving the trigone). Regarding bladder wall lesions (n=35), a vesical nodule was
identified in the ultrasound evaluation in 63% of the cases and in 94% of the pelvic Magnetic Resonance Imaging.
Concerning surgical technique in these cases, a partial cystectomy was performed in 29 patients (82.8%) and
shaving of the bladder wall in 6 cases (17.2%). In 35 of all the surgeries a complementary cystoscopy was
performed to guide ureteral stent placement (including 93% of the cases where a partial cystectomy was
performed). Additional procedures were performed in most surgeries: excision of a posterior pelvic compartment
nodule in 87.0%, endometrioma removal in 49.1%, and ureter lesion excision in 14.1% of the cases. Considering
short-term complications, the most common was cystitis (n=10, 9.4%), followed by urinary retention (n=2, 1.9%),
pelvic hematoma (n=2, 1.9%), acute pyelonephritis (n=1, 0.9%) and vesicovaginal fistula with surgical repair in
another case. Most common long-term adverse outcomes included renal dysfunction (n=4, 3.6%), urinary
incontinence (n=4, 3.6%) and persistent dysuria (n=3, 2.8%). From the available records, 11 out of the 106
women had a surgical reintervention for endometriosis, none of them concerning bladder endometriosis
recurrence, and 31 of women had at least one pregnancy after surgery, most of them by assisted reproduction
techniques.

Conclusions

Bladder endometriosis is rare and due to the nonspecific clinical presentation, an early diagnosis is often difficult
to achieve. Bladder endometriosis surgery seems to improve urinary symptoms, with a low rate of intra- and
postoperative complications as well as a low rate of recurrence and long-term bladder capacity.
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Background

Adenomyomas have been seen with increasing frequency. Most of the time adenomyomas are incidental
diagnosed during the course of laparoscopic myomectomy. The laparoscopic surgery for adenomyoma is
technically challenging, time consuming. Resection of adenomyoma is difficult due to lack of demarkation
between the normal myometrium and adenomyomatous tissue, fragile nature of the tissue and extension of
adenomyomas within the endometrial cavity. Complete resection of adenomyoma is not possible. Laparoscopic
suturing of the uterine defect is also challenging. Therefore, recurrence of the disease is well known. Therefore,
laparoscopic excision of adenomyoma requires reevaluation and simplified reproducible technique.

Methods

We evaluated the “Novel undermining Technique” of Laparoscopic Resection of Focal adenomyoma in 104
patients. After injecting the vasopressin into the adenomyoma we utilised a circular incision on the focal
adenomyoma with a cold scissors. In the beginning a large wedge of the adenomnyoma tissue resected. This is
followed by peripheral resection of adenomyomatous tissue underneath the margin of the uterine defect in order
to make the edges pliable and more amenable for effective laparoscopic suturing in two layers. The amount of
tissue to be resected depends upon the laparoscopic visual impression of the adenomyoma and correlation with
the size depicted on preoperative sonography and MRI.

Results

With this technique the operative time and blood loss were minimised significantly even for larger adenomyomas.
Significant reduction in symptomatology in 3 months to 4 years following surgery was noted in 80-86% of patients.
10% patient had recurrence of the adenomyomas in between 2-6 years.

Conclusions

With the Novel Undermining Technique Focal adenomyomas of less than 7 cm can be efficiently and safely
removed laparoscopically with short operative time, minimal blood loss and with better approximation of the
uterine defect. Larger adenomyomas more than 7 cm and diffuse adenomyosis are better managed with
laparotomy
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Background

To present neuronavigation as a tool for challenging laparoscopic endometriosis treatment.

Methods

A 44-year-old patient that complained of chronic pelvic pain and deep dyspareunia.Patient had already undergone
deep endometriosis laparoscopic treatment and presented recurrence. Physical examination showed a painful left
lateral vaginal wall nodule. MRI showed retractile tissue near the posterior vaginal wall infiltrating uterosacral
ligament and paracervical region, measuring 2.4 cm and in intimate contact to the internal iliac nerve plexus. Due
to these findings and the possibility of important anatomical distortion by the previous surgical approach
neuronavigation-assisted laparoscopy was indicated.

Surgery started with electrodes neuronavigation placement. One electrode was placed at the external rectal
sphincter muscle and another one at the internal anal sphincter muscle. The cavity inventory showed an
extensive retrocervical lesion with local adhesion and retraction, blocked left ovarian fossa and left periurethral
region compromising. In order to perform a safe excision of the retrocervical lesion surgery started by left
ureterolysis.

Due to lesion proximity to the path of the hypogastric nerve neuronavigation electrodes was used as an accessory
tool, which allows a more precise nerve path definition and a consequent safer procedure, by avoiding its lesion.
The electrode is activated across the entire topography of the nerve to define its limits and ensure regions free of
nerve pathway.

Results
Patient had satisfactory postoperative evolution, with an appropriate pain control and no bladder or bowel
dysfunction. Pathology report confirmed endometriosis.

Conclusions

Endometriosis is a chronic disease that affects about 15% of women of reproductive age. Among the major
morbidity symptoms are chronic pelvic pain, dyspareunia, infertility, urinary and bowel symptoms. Endometriosis
patients commonly present deep involvement lesions, which explains the high intraoperative risk of noble
structures in adverted injuries.

Neuron avigation appears as a tool to increase surgical approach safety, by reducing injury risks of sacral plexus,

hypogastric nerve and, consequently, be able to decrease postoperative rates of overactive bladder and bowel
emptying disorders.

https://player.vimeo.com/video/710557903?autoplay=1
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Background

To demonstrate hysteroscopic treatment of 3 different variations of incomplete mullerian duct fusion and
reabsorption, using miniaturized instruments.

Methods

We present three patients with complete uterine septum and different cervical patterns who underwent
metroplasty in operating room under general anaesthesia: Case 1 is a 33-year-old woman with history of primary
infertility, complete uterine septum and normal cervix (Class U2bC0V0 according to ESHRE/ESGE classification,
used to describe also next cases); Case 2 is a 34-year-old woman with infertility and abnormal vaginal bleeding,
diagnosed with complete uterine, cervical septum and nonobstructive longitudinal vaginal septum (class
U2bC1V1); Case 3 is a 28- year-old woman with infertility and dyspareunia, affected by complete uterine septum,
double “normal” cervix and nonobstructive longitudinal vaginal septum (class U2bC2V1); all cases were treated
using 15 fr resectoscope, with different technique depending on mullerian anomaly. At the end of all procedures,
an anti-adhesion gel based on ialuronic acid to prevent post-surgical adhesions was applied.

Results
All surgical procedures were performed without any significant complication with complete resolution of the septa.
No post-surgical adhesions formation was confirmed

Conclusions

Due to the technological innovations and improved surgical techniques, hysteroscopic metroplasty is an effective
and safe procedure for the treatment of complete septate uterus with or without cervical abnormalities.

https://player.vimeo.com/video/717702073?autoplay=1
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Background

The prevalence of uterine myomas during pregnancy varies from 0.3 to 15%. Uterine fibroids in pregnancy have
been associated with increased risks of obstetric complications (spontaneous abortion, preterm delivery, preterm
premature rupture of membranes) and caesarean delivery. Surgical treatment in pregnancy is a feasible option in
selected patients affected by large mass/es. We report a case report about the application of a suturing technique
(triple-flap method) during myomectomy in pregnancy, showing an excellent pregnancy outcome.

Methods

In October 2021, a 41-year-old Caucasian woman (BMI: 24) 3G2P at 11 weeks of GA was referred to our hospital
for a large uterine mass. The ultrasound and the Magnetic-resonance-imaging (MRI) confirmed the presence of a
voluminous intramural uterine mass more than 20 cm. As the mass was not known prior to pregnancy and was
suspected to be growing rapidly, considering the couple's desire to hold the pregnancy, a laparotomic
myomectomy was planned at 15 weeks of pregnancy.

Results

The uterine mass was removed without the use of electricity to respect the pregnancy but using an ultrasound
device for greater haemostasis and speed of intervention. No opening of the uterine cavity was observed.
Suturing of the uterus was performed using detached vicryl stitches following the triple flap technique that was
first described in 2011 by Osada et al.

Estimated blood loss and operation time were 1000cc and 120 minutes, respectively. The only post-operative
complication was anaemia, and the patient was transfused with 1 bag of blood after surgery. An ultrasonographic
control of fetal outcome was carried out immediately after surgery which proved normal. Antibiotics (Ceftriaxone
and metronidazole) and low molecular heparin were administered after the surgery. Hydroxyprogesterone
Caproate (341mg/2mL im) was dispensed for 5 days to prevent a possible miscarriage. The patient was
dismissed on the 5th postoperative day.

The patient was closely followed up and at 34 weeks of gestation a caesarean section was performed, after
corticosteroid treatment to enhance fetal lung maturation, due to a partial amnio chorial detachment. The patient
delivered a healthy male baby weighing 1960 gr and histological report revealed a uterine fiboroma. The mother
was discharged after 3 days and the child after 2 weeks without complication.

Conclusions

Surgical treatment of large uterine mass in pregnancy is a feasible option at tertiary level centres, in order to
obtain histological report and reduce obstetrical risks. In this case, uterine reconstruction using the triple flap
technique has been effective and has allowed the reconstruction of large surgical incision in the uterine wall.
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Background

To assess surgical and obstetric outcomes after pre- and postconceptional laparoscopic abdominal cerclage
(LAC) placement, including subgroup analyses based on the indication for surgery.

Methods

A retrospective multicentre cohort study with consecutive inclusion of all eligible patients from 1997 onwards in
the Dutch and from 2007 onwards in the Boston cohort was conducted. Eligible patients experienced at least one
second- or third trimester fetal loss because of cervical incompetence and/or a short or absent cervix after
cervical surgery. This includes (multiple) large loop excision of the transformation zone (LLETZ), conization or
trachelectomy. Patients were divided into a pre- (surgery before pregnancy) and postconceptional (surgery during
pregnancy) cohort and then into subgroups based on the indication for LAC: 1) prior failed vaginal cerclage 2)
prior cervical surgery 3) other indication, such as patients in whom it is technically impossible to place a vaginal
cerclage after cervical surgery but without a prior fetal loss, multiple prior dilation and curettage or multiple second
or early third trimester fetal losses based on cervical incompetence. The primary outcome measure was delivery
at 234 weeks of gestation. Secondary outcome measures comprised surgical and obstetric outcomes.

Results

A total of 273 patients were included; 250 patients underwent preconceptional and 23 patients underwent
postconceptional placement until 12 weeks of gestation. Both pre- and postconceptional procedures showed
excellent surgical outcomes, with six (2,4%) minor complications (uterine perforation) during preconceptional
surgery. One conversion to laparotomy occurred during postconceptional placement because of hemorrhage and
poor visualization in a patient with deep endometriosis and severe adhesions. Blood transfusions were not
required. Pregnancy rate after preconceptional surgery was 74,1%. A total of 140 completed pregnancies were
evaluated: 120 following preconceptional and 20 following postconceptional surgery. First trimester miscarriages
occurred in 14,3%; 15,0% after preconceptional and 10% after postconceptional surgery.of all ongoing
pregnancies 93,3% delivered at 234 weeks of gestation; 90.5% following preconceptional and 94,4% following
postconceptional surgery. Delivery at >34 weeks of gestation occurred in 86,4% (n=57) in the subgroup prior
failed vaginal cerclage, 93,1% (n=27) in the subgroup prior cervical surgery and 100% (n=26) in the subgroup
with another indication. Second trimester miscarriages occurred in four patients (2.9%), all in the subgroup prior
failed vaginal cerclage of the preconceptional cohort. Fetal survival rate of all ongoing pregnancies was 96,7%;
96,1% following preconceptional and 100% following postconceptional surgery. Fetal survival rate was 93,8% in
the subgroup prior failed vaginal cerclage, and 100% in the subgroup prior cervical surgery and other indication.

Conclusions

Pre- and postconceptional LAC placement is a safe procedure with favourable obstetric outcomes in patients with
an increased risk of cervical incompetence. Subgroup analysis identifies patients with a prior failed vaginal
cerclage with the greatest risk of cervical incompetence.
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A recurrent ovarian cystic teratoma presented with anti-NMDAR encephalitis: a rare case report
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Background

Anti-N-methyl-D-aspartate receptor (NMDAR) encephalitis is a paraneoplastic limbic encephalitis first reported in
2007 by Dalmau et al. The prevalence of NMDAR encephalitis is estimated to be approximately 1 in 1.5 million
people per year, and almost 80% of the total cases concern young women. Ovarian teratoma has been identified
as a triggering factor in 58% of the affected women. This association has been thoroughly explored in the
neurological literature, yet it remains almost unknown to the gynaecological community.

Methods

This case report concerns a 36-year-old female patient who attended a neurological emergency unit with fever,
decreased consciousness, and a recent history of an acute psychotic episode. She was intubated and provided
with intensive care unit (ICU) support because of hypoventilation and a Glasgow Coma Scale (GSC) score of
6/15. The diagnosis of NMDAR encephalitis was based on clinical suspicion and the detection of anti-NMDAR
antibodies in the cerebrospinal fluid. First, she was treated with corticosteroids and a plasma exchange; however,
there were poor outcomes. An abdominal MRI scan was carried out for further investigation, indicating bilateral
adnexal masses. Consequently, she underwent laparoscopic surgery. Intraoperatively, a bilocular teratoma-like
ovarian cyst 3.5 x 2 cm was identified on the right side and a multilocular serous cyst 7 x 5 x 3 cm on the left side,
densely adherent to the ovary. The right bilocular mass was resected, and a right oophorectomy was executed.
The procedure was uneventful, and the cysts were not ruptured. The histopathology report indicated mature cystic
teratomas. Three months post-surgery, she presented with a relapse of psychiatric symptoms, and she was
hospitalized again. Six months after surgery, a recurrent teratoma was identified by abdominal CT scan in the
remaining right ovary. In the second laparoscopic surgery, a left oophorectomy was performed. During surgery, a
recurrent teratoma-like ovarian cyst, 3.5 cm in size, was spotted in the right ovary.

Results

The recurrence rate of NMDAR encephalitis is reported to be approximately 12% and is higher in cases without
ovarian teratomas. To the best of our knowledge, this is the second case report presenting a recurrence of both
encephalitis and ovarian tumours.

Conclusions

Teratoma-associated anti-NMDAR encephalitis is a rare condition and is often overlooked by clinicians. Prompt
diagnosis and proper management are associated with an improved prognosis. Young women with anti-NMDAR
encephalitis-like symptoms should be immediately screened for ovarian tumours. Treatment should take place in
a multidisciplinary setting that includes neurology and obstetrics/gynaecology departments.
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Step-by-step laparoscopic total hysterectomy in a patient with multiple C-sections
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Background

The objective of this video is to show a step-by-step approach to a Laparoscopic Total Hysterectomy in a patient
with multiple C-Sections and the increase in fibroid that it entails.

Methods

This is a case report illustrated with video. Patient was placed in semi gynaecological position, arms alongside the
body and legs 80 grades abducted in adjustable leggings. Four laparoscopic portals were used. An umbilicus one
for the camera, one in each iliac fossae and one suprapubic in the midline.

Results
Patient maintained abnormal uterine bleeding even after clinical treatment with hormonal contraceptives over a
long period. Therefore, she was eligible for a laparoscopic total hysterectomy.

Conclusions

The patient had 4 prior C-sections which translated in an increase in fibrosis and difficulty in the dissection of the
vesicocervical space. With a planned and methodical approach, we can use the uterine manipulation, anatomical
landmarks and surgical technique presented to have a safe and effective surgery. In the end, the patient had a
successful postoperative outcome and increase in quality of life.

https://player.vimeo.com/video/710499480?autoplay=1
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Laparoscopic management of large ovarian cysts
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Background

Large ovarian cysts, described in the literature as measuring more than 10 cm in their greatest diameter,
represent a major challenge for laparoscopic surgery. Laparoscopy is currently the treatment of choice for most
benign ovarian cysts, but the size of the cyst may be a limiting factor.

Methods
Description of two cases of large ovarian cysts successfully treated by laparoscopy using the ovarian cyst
drainage technique followed by its immediate laparoscopic removal.

Results

Case 1: a 20-year-old female patient was admitted with abdominal pain and distension for 3 months. Pelvic
ultrasonography and magnetic resonance imaging (MRI) revealed a right ovarian cyst measuring 24x19x6 cm.
The cyst was filled with clear serous fluid. Considering the age, a laparoscopic cystectomy was performed
successfully without any significant complication. The histopathology was suggestive of benign serous
cystadenoma of the ovary. Case 2: 62-year-old postmenopausal woman was referred to our hospital by detection
on a pelvic CT a bulky thin-walled mass measuring 177 mm at the level of the right adnexal region. In this context,
the patient had no significant symptoms. Pelvic ultrasonography confirmed the existence of a thin smooth walled
ovarian cyst with clear anechoic contents measuring around 21x14x12 cm. The laboratory tests were
unremarkable, including the oncological markers -hCG, AFP and CA-125. Preoperative magnetic resonance
imaging (MRI) as the ultrasound scan findings were highly suggestive of a benign cyst. She underwent
laparoscopic bilateral adnexectomy. In both situations, direct puncture of the cyst was performed with drainage
and aspiration of its contents. The postoperative course was uneventful in both cases.

Conclusions

Large ovarian cysts are benign in most of the cases and histopathologically these cysts are either serous or
mucinous. Although the laparoscopic approach of these cysts can be difficult due to the risk of cyst rupture and
limited working space within the abdomen, constitutes a safe and viable technique.
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Laparoscopic partial vaginectomy and the use of ICG for the excision of a low rectovaginal nodule
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Background

The use of Indocyanine Green (ICG) is well known in oncology where is used to identify sentinel lymph nodes
using near-infrared light in endometrial, cervical and vulvar cancers. However, its application in benign
gynaecology has not been widely adopted.

Methods
This video demonstrates the use of ICG to mark and delineate the margins of an ultra-low full thickness vaginal
nodule with a lower limit reaching 3 cm from the vaginal introitus and aid its resection.

Results

We followed the structured approach “SO SURE” (Survey and sigmoid mobilization, Ovarian mobilization,
Suspension of the uterus and ovaries, Ureterolysis, Rectovaginal-pararectal space entry, and Excision of the
disease) for deep endometriosis surgery and achieved complete excision of a large 5 cm full thickness vaginal
nodule invading the right parametria and involving the superficial layer of the rectum’s muscularis.

In the video are highlighted the benefits of using ICG to intraoperatively mark the large nodule avoiding excessive
and unnecessary dissection.

Conclusions

In conclusion, the adoption of ICG in benign gynaecology should be further investigated. Other than marking the
limit of an endometriotic nodule like here demonstrated, ICG can for example be utilised to check fallopian tubes
patency, tissue perfusion following bowel resection and ureter identification among other applications.

https://player.vimeo.com/video/709427288?autoplay=1



https://player.vimeo.com/video/709427288?autoplay=1
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Outpatient one-step diagnosis and treatment of congenital mullerian anomalies
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Background

The aim of this study is to evaluate the feasibility of a novel outpatient approach requiring only one step for
diagnosis and treatment of congenital Mullerian anomalies.

Methods

This is a single centre prospective cohort study conducted at University of Naples Federico Il between July 2020
and April 2022. We included women (aged 18 to 40 years) with a suspected diagnosis of congenital Mullerian
anomalies (Dysmorphic Uterus or Septate uterus) and meeting at least one of these criteria: history of long-
standing unexplained infertility, recurrent implantation failure (RIF), and/or recurrent pregnancy loss (RPL). All
patients underwent 3D sonography immediately before and after outpatient hysteroscopic metroplasty, using a
"Voluson SWIFT" ultrasound system (GE Healthcare, Zipf, Austria) with 7.5 MHz probe. According to
ESHRE/ESGE classification, the evaluation of dysmorphic uterus required the measurement of interostial outline,
isthmic diameter and their ratio, and lateral angle while the evaluation of a septate uterus required the
measurement of interostial line, depth of the septum and residual myometrial thickness. All surgical procedures
were performed by one expert hysteroscopist, using 5 Fr scissors and/or bipolar electrode, or 16 Fr
miniresectoscope. An anti-adhesion barrier gel has been applied after all procedures. Both the ultrasonographic
examination and the operative hysteroscopy were performed in a single outpatient access, in order to reduce the
number of hospital accesses and shorten the time for conceiving. For metroplasty, a residual fundal notch of 10
mm was considered safe.

Results

65 women with uterine malformations were enrolled, 45 with uterine septum and 20 with dysmorphic uteri (9 T-
Shaped uteri, 8 Y-shaped uteri and 3 tubular uteri). One step approach has been possible in all cases. No intra or
postoperative complication have been recorded. The procedure was well tolerated by all the patient, with a great
degree of compliance. An improvement of the volume and the morphology of the uterine cavity has been
observed after all metroplasties for dysmorphic uterus; moreover, no residual septum has been recorded after
metroplasty for septate uterus, with depth of residual septum 1.2 +- 1 mm.

Conclusions

This novel one-step approach for Diagnosis and Treatment of Congenital Mullerian anomalies is safe and feasible
in outpatient setting; it could be considered a powerful and useful tool to reduce the number of hospital accesses
and shorten the time to conceive.
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The under-utilisation of laparoscopic myomectomy for the surgical management of uterine fibroids: a
trust wide multicentre retrospective study
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Background

Laparoscopic myomectomy is the gold standard procedure for properly selected women who need surgery for
fibroids, however, it is not equally available across the UK. We reviewed data from the largest NHS trust in
England, to examine what proportion of open myomectomy procedures could have been done laparoscopically.

Methods

Retrospective review of myomectomies across Barts Health NHS trust from 2015 to 2019. We used previously
published criteria to determine cases which could have been appropriate for laparoscopic myomectomy based
upon the pre-operative ultrasound scan. We estimated potential cost savings using national tariff data.

Results

597 abdominal myomectomies were performed across four hospital sites. 139 (23.3%) cases were performed
laparoscopically. Of the 330 open myomectomies with scan data, 143 could have been performed
laparoscopically.

Across 4 hospital sites, the proportion of laparoscopic cases varied: site 1 = 4.3%, site 2= 55.5%, site 3 =19.0%,
site 4 = 0%. By applying the scan criteria these proportions increase to 33.8%, 66.5%, 47% and 50% respectively.

Overall, 47.2% of women could have had laparoscopic myomectomy versus 23.3%, with a potential cost saving of
£56,000.

Conclusions

There is potential to increase the proportion of laparoscopic myomectomies performed. We hypothesise that the
current dearth of laparoscopic cases reflects the lack of advanced laparoscopic training opportunities. We are
doing women a disservice by being unable to offer gold standard treatment to all women, no matter where they
live.
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The effect of virtual reality on anxiety and pain in patients undergoing gynaecological surgery: a
randomised controlled trial
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Background

A lack of postoperative acute pain management is associated with increased morbidity, longer recovery time,
more opioid use, and subsequently increased health care costs. Therefore, alternative and additional methods to
manage this postoperative acute pain are necessary to reduce opioid use and their adverse effects. Increasing
evidence shows that virtual reality (VR) is a safe and effective option to reduce acute pain. This randomised
controlled trial (RCT) aims to investigate the effect of VR on pain in the postoperative period after elective
gynaecological surgery. Secondary objectives are preoperative anxiety, analgesic use, length of hospital stay and
exploring experiences and satisfaction of VR use.

Methods

The study concerns a non-blinded single-centre RCT. This abstract shows the preliminary results of this RCT.
Eligible patients, who will receive elective gynaecological surgery, were randomised to either the VR- group and
receive additional VR during the pre- and postoperative period or the standard care-group. Exclusion criteria
were chronic pain patients, history of prior opioid use, alcohol or drug abuse, known car sickness, epileptic insults
in previous history, psychotically seizures in previous history, claustrophobic, blindness and history of mental
illness.

A chi-square test was used to assess categorical variables. The independent sample t-test was used for
continuous variables in case of normal distribution based on the skewness, kurtosis, and graphical representation
of the continuous variables. For the mean-NRS scores for both pain and anxiety, median and interquartile range
(IQR) were calculated since the data was not normally divided. For categorical variables, frequencies and
percentages were calculated.

Results
48 participants were included in this preliminary analysis of the results of which 48% (n=23) received VR and 52%
(n=25) received standard care.

Baseline characteristics were comparable for both study groups. Median and IQR for the mean NRS scores for
pain on day 1 were 3.0 (1.8-5.0) in the VR group and 3.0 (2.0-4.0) in the standard group. VR did not lead to pain
reduction (p =0.895). Subsequently, there were no differences in analgesic use and length of hospital stay
between both groups. Median and IQR for anxiety before and after intervention were respectively 4.0 (3.0-7.0)
and 3.0 (2.0-4.0). In the VR group, anxiety was statistically significant decreased (p<0.001). The majority of the
participants thought it was a pleasant experience to use VR before and after surgery (respectively 82.6% and
69.6%).

Conclusions

This preliminary dataset shows that VR is not beneficial in reducing postoperative pain after elective
gynaecological surgery. However, VR is beneficial in reducing preoperative anxiety. VR could therefore be of
added value for patients that experience pre-operative anxiety. In the near future the VRAP-G RCT will provide an
overview of the results of the complete data set.
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Use of indocyanine green dye for ureteric localisation in severe endometriosis cases
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Background

The rate of ureteric injury has been reported to be as high as 21% in deep-infiltrating endometriosis. With 1% of
endometriosis patients suffering from urinary-tract endometriosis, the estimated cumulative surgical complication
rate is around 9%. Hence, the key preventative measure is ureteric identification. These include pre-operative
regular or illuminated ureteric stenting and intra-operative ureteral mobilisation with ureterolysis. However,
ureteric stenting is associated with complications especially if kept in-situ post-operatively; these include infection,
encrustration, pain, discomfort, transient haematuria and post-operative fever. Conversely, the most common
complication (<5%) of ureterolysis is ureteral injury, be it transection or by ischaemia from ureteral stripping or
electrocautery.

Methods

A novel method that allows real-time identification of the ureter is intra-ureteric injection of indocyanine green dye
(ICG) with visualisation under near-infrared light (NIR). The ICG is injected through a catheter inserted into the
ureteric orifices via cystoscopy at the procedure start. The ICG binds to proteins on the urothelial layer, staining
the inside lining of the ureter for up to 6 hours. Intra-operatively, the ureters become fluorescent under the NIR
allowing easy identification hence resulting in lower risk of injury. This method of ureteric identification is relatively
cheap and minimally time-consuming with low adverse event profile. The documented side effects are rare and
range from nausea to anaphylactic shock. ICG is contraindicated in people with iodine sensitivity, renal failure,
those undergoing dialysis as well as in preghancy and breast-feeding.

Results

We present a series of cases of laparoscopic excision of endometriosis while using the ICG dye test. This imaging
system enabled us to visualise the ureters whenever needed, enabling us to perform safe time-efficient surgery
when extensive ureterolysis was required. The cases so far have sustained no complications. The post-operative
recovery for all patients has been straightforward. In our experience, the use of ICG in such complex
endometriosis cases was simple, safe, and effective.

Conclusions

ICG is increasingly used in various fields including ophthalmology for cataract, intra-operative angiography and
laparoscopic general surgery including cholecystectomy, and colorectal resection for tumour localisation. This
technique may well become the gold standard especially in complex cases of operative laparoscopy. In
gynaecology, despite its huge potential in minimising ureteric injury, the use of ICG warrants a specific evaluation
study to define its role while minimising side-effects.
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Hysteroscopic morcellation versus ultrasound guided electric vacuum aspiration for removal of retained
products of conception: a multicentre randomised controlled trial.
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Background

To compare hysteroscopic morcellation (HM) with ultrasound guided electric vacuum aspiration (EVA) for removal
of retained products of conception (RPOC) regarding the risk of postoperative intrauterine adhesions (IUA),
complications and completeness of removal of the RPOC.

Methods

This trial was conducted in 3 teaching hospitals and 1 university hospital from April 2015 to date. 164 women
diagnosed with RPOC on ultrasound ranging from 1 to 4 cm in diameter were included and randomised between
HM and EVA. Women allocated to EVA underwent the procedure as soon as possible. In the HM group, a
diagnostic hysteroscopy was planned at a minimum of 6 weeks after the end of pregnancy, followed by removal of
the RPOC at least 2 weeks later. Postoperatively, a second-look hysteroscopy was scheduled after at least 1
menstruation or after a minimum of 4 weeks after RPOC removal. HM was performed with the TRUCLEAR 8.0
System or Elite plus (Medtronic, Minneapolis, MN, USA). EVA was performed using an 8 or 10 mm flexible,
plastic Karman cannula.

Results

In our preliminary analysis, 70 women were treated in the HM and 75 in the EVA group. 19 patients did not
undergo surgery due to spontaneous expulsion or outpatient hysteroscopic removal of the RPOC with forceps.
The median operating time was similar between EVA and HM (5.82 min (2.96 — 10.00) vs 7.15 min (4.52 — 12.07),
p = .06). No statistically significant differences were observed between HM and EVA for the occurrence of intra-
and postoperative complications (5.71% vs 5.41% (p = 1.0) and 1.43% vs 1.33% (p = 1.0)) nor the completeness
of removal of the RPOC (95% vs 86% (p = .06)). We will present the final results on IUA formation at the
congress.

Conclusions
HM and EVA both show high rates of complete removal of RPOC with a similar complication rate.
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A new surgical approach for fertility sparing management of diffuse endometrial G2 endometrioid
adenocarcinoma: a step-by-step technique
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Background

4% of women diagnosed with EC are younger than 40 years old, and 70% of these women are nulliparous. These
data highlight the importance of preserving fertility in these patients. It is demonstrated that hysteroscopic
resection of focal well-differentiated (Grade 1) endometrioid adenocarcinoma, followed by progestins achieve a
complete response rate of 95.3%. The hysteroscopic resection technique, the so called “three steps” technique,
was first described by Mazzon et al. to treat focal Grade 1 (G1) EC without myometrial invasion.

Some years later, Giampaolino et al. described the hysteroscopic technique to treat diffuse atypical endometrial
hyperplasia (AEH), consisting in superficial endometrial resection, preserving the basal layer of the endometrium.

Recently, fertility sparing treatment was proposed also in case of moderately differentiated endometrioid-(grading
G2) tumours, with a relatively high remission rate.

Methods

We present a video of a new hysteroscopic approach, combining the use of a 15Fr bipolar miniresectoscope (Karl
Storz, Tuttlingen, Germany) with a Tissue Removal Device (TRD) (Truclear Elite Mini, Medtronic) in case of
fertility sparing treatment of diffuse G2 endometrioid adenocarcinoma.

Results

A 38 years-old patient affected by diffuse G2 endometrioid adenocarcinoma, who strongly wanted to preserve her
fertility, was referred to our department. Magnetic resonance and computed tomography showed endometrial
thickening confined to the uterus; neither pelvic or para-aortic lymph adenomegaly, nor ascites was observed. CA
125 was negative. After adequate counselling, patient underwent hysteroscopic procedure. Hysteroscopy showed
a diffuse polypoid endometrial thickening occupying the whole uterine cavity, and also both tubal ostia areas. With
the 15Fr miniresectoscope, resection of the main lesions including the underlying myometrium, was obtained.
Afterward the TRD was used to remove the remaining pathological endometrium at the level of both tubal ostia
areas, respecting the basal layer of the endometrium. At the end of the procedure the uterine cavity was
completely free by pathological tissue and a levonorgestrel releasing intrauterine device (LNG-IUD) was
positioned inside the uterus. Patient started also oral therapy with Megestrol Acetate 160mg daily, according to
our internal protocol. Office hysteroscopic endometrial biopsy after 3 months showed a complete response.

Conclusions

Combined hysteroscopic resection with 15Fr bipolar miniresectoscope and TRD, in case of diffuse G2
endometrioid adenocarcinoma, followed by the administration of double progestin therapy with LNG-IUD and oral
megestrol acetate, may be associated with higher complete response rate. Moreover, the use of TRD to complete
the procedure reduces the use of electrosurgery and the subsequent risk of post-operative intrauterine adhesions.
This could lead to better obstetrical outcomes in these patients. Further studies are needed to refine the
indications and the surgical technique.

https://player.vimeo.com/video/715722451 ?autoplay=1
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Background

Uterus-sparing resection procedures of adenomyomas are debated regarding their efficacy and rates of
complications. In the current report we describe a laparoscopic adenomyomectomy and uterine reconstruction
using the double-flap procedure.

Methods

Conventional laparoscopic method was used to explore the pelvic cavity. Uterus was incised vertically in order to
expose the adenomyoma, which was excised from the surrounded tissue using laparoscopic scissors and
monopolar electrical needle. The uterine reconstruction involved approximation of the serosa and myometrium of
one side of the bisected uterus to the other side’s myometrium, using interrupted 1-0 vicryl sutures. Next the
second flap of the other side of the uterine wall was brought to cover the first flap, using again interrupted sutures
(1-0 vicryl). Special care was paid in order to avoid any dead space. The adenomyoma was finally removed with a
laparoscopic power morcellator, using a specimen retrieval bag in order to avoid tissue dissemination.

Results
The procedure resulted in optimal surgical result. 12 months after the operation the patient is asymptomatic with
no ultasonographic evidence of recurrence.

Conclusions

Laparoscopic adenomyomectomy using the double-flap method has good surgical results and a promising follow-
up. It may represent the reconstructive method of choice in women with adenomyomas.

https://player.vimeo.com/video/710468631?autoplay=1



https://player.vimeo.com/video/710468631?autoplay=1

ES31-0165 -
Free Communication

Our experience with laparoscopic ethanol sclerotherapy in management of ovarian endometriomas:
preliminary data of prospective study
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Background

We present a group of patients undergoing surgery for ovarian endometriomas in the largest endometriosis centre
in the Czech Republic and our experience with ethanol sclerotherapy.

Methods

Evaluation of a group of 25 women (29 endometriomas) treated with sclerotherapy for ovarian endometriomas in
Endometriosis Centre, Institute of Mother and Child Care, Prague between January 2021 and May 2022. All
patients underwent transvaginal ultrasound examination prior to the surgery with no suspected malignancy
according to IOTA simple rules.

Laparoscopy was performed in all cases - fenestration and aspiration followed by instillation of 95% ethanol via
Foley catheter inside the cyst. A sample for histopathological examination was taken before alcohol instillation or
at the end of the surgery with the same results.

We evaluated peroperative and postoperative complications, recurrence rate of endometriomas (6 to 12 months
follow-up) and pregnancy rate with different sclerotherapy protocols.

Results

In 2021 we performed 148 surgeries on endometriomas, either as a part of complex surgery for deep infiltrating
endometriosis or surgery for endometrioma alone. In 52% of those we performed cystectomy, 23,6% fenestration
+ coagulation,19,6% sclerotherapy, 6% adnexectomy, 0,7% vaginal aspiration. Up to date, the mean age of the
study group was 33,4 years (range 26 to 45 yrs), 42% of them were diagnosed with infertility, 14% were
previously pregnant. 33,3% of patients had endometriomas alone, 66,6% had associated deep endometriosis
either treated during the same procedure or left in situ depending on what was agreed with patient on consultation
before surgery. 40% of the patients had 1 or 2 previous surgeries on the ovary on which sclerotherapy was
performed. Mean diameter of the treated endometrioma was 72mm (range 35 to 160mm). Ethanol was left in situ
in 32% of patients, in the rest of the patients was left for either 10 or 15 minutes and then aspirated. One case of
postoperative abscess formation on the treated ovary with alcohol left in situ was observed. 2 patients got
pregnant after sclerotherapy and both pregnancies were uneventful. In both of them alcohol was left in situ, and
they were not treated for infertility. So far, we observed a recurrence rate of 13,7%, as the study is ongoing the
data might differ at the end of the study.

Conclusions

To conclude, laparoscopic ethanol sclerotherapy is a promising minimally invasive procedure for treating
endometriomas in women seeking pregnancy and those with previous surgeries for endometriomas. More data is
needed to define indications and most effective protocol.
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Background

‘See one, do one, teach one’, the traditional model of surgical training has long been criticised and outdated due
to concerns for patient safety. But how do gynaecology trainees acquire the required knowledge and skills when
they do not have ample opportunities to ‘see one’?

During the pandemic UK trainees in Obstetrics and Gynaecology felt the significant impact on their training
particularly with a reduced exposure to elective operating. With significant reduction in gynaecology operating
lists, there was growing concern amongst trainees on how they would achieve their required competencies.
Increased uptake of webinar-based training in the pandemic was identified as an opportunity to provide trainees
learning opportunities which cannot be found in textbooks or lectures.

Methods

The ‘See One Club’ was initiated, supported by Health Education England London, to optimise training
opportunities by delivering bespoke webinar-based monthly teaching designed for the needs of the trainees. A
programme was developed, incorporating a broad range of topics and experts were invited to teach using ‘as-live’
surgery. Trainees at all levels of experience were invited to attend virtually. The first club was launched in April
2021, initially to North Central and East London trainees. As the demand increased, it was extended across all
London regions as well as London based trainees on the Medical Training Initiative (MTI) scheme. Feedback was
collected after each session and the programme was adapted according to trainees’ feedback and their
educational needs.

Results

The sessions were delivered by experts in their fields, on a broad range of surgeries and procedures, narrating
throughout their surgery. The interactive functions of webinar teaching gave ample opportunities for trainees to
interact with the teaching and maximise learning. Up to 100 attendees in each session.

Feedback was collated from 333 attendees over 8 sessions and the sessions were rated on how helpful they
were (1= not at all helpful, 5= extremely helpful). On average, this score was 4.6. Feedback was overwhelmingly
positive and included comments such as:

‘Love these sessions! So useful to hear experts talk through their approach.’

‘At least there is some thought about gynae training.’

‘It was helpful to watch an expert perform the surgery with the ability to ask any and all questions.’

‘Continue to do expert talks like this one.’

Conclusions

There is no substitute for hands-on surgical training, however, video-based teaching lends itself to teaching
anatomy and increase familiarity with surgical techniques and procedures, arguably much more than textbooks.
This gives trainees greater knowledge and confidence to utilise the learning opportunities when they are in the
operating theatre.

This programme addressed the reduced operative exposure by utilising the convenience and uptake of remote

learning. The success of the ‘See One Club’ demonstrated a real demand for finding innovative ways of providing
surgical training.
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To fight or to flee? A systematic review of ectopic pregnancy management and complications during the
Covid-19 pandemic.
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Background

During the COVID-19 pandemic, concerns regarding theoretical risks of surgery contributed to changes in clinical
management to prevent contamination. We looked at the effect the pandemic had on the management of ectopic
pregnancy. Our review compares published data on pre-COVID to COVID management of ectopic pregnancies
and evaluates the differences where Early Pregnancy Unit (EPU) structures exist.

Methods

We performed a systematic review of the published evidence using a keyword strategy. The “Population
Intervention Comparison and Outcome” (PICO) criteria were used to select studies. Three independent reviewers
agreed on the data extracted after screening of the literature. The total population analysed included 3122
women. A meta-analysis of the included studies was completed using a random or fixed effect model depending
on the heterogeneity (I1?). Our outcomes were the following: type of management of Ectopic Pregnancy (EP),
incidence of ruptured EP and rate of complications. We compared units with and without EPU infrastructure.

Results

We included every study which recruited women diagnosed with ectopic pregnancy and compared the type of
management during and prior the COVID-19 peak. Our literature search yielded 34 papers. 12 were included
using the PRISMA guidelines. We observed no difference in the type of management (surgical versus non-
surgical) [OR= 0.99 (0.63-1.55), p=0.96, 1°=77%)] in the pre-Covid vs Covid cohorts overall but a reduction of
surgical management in EPU structures. There was no difference in the ectopic rupture rate within the EPU
branch [OR= 0.66 (0.33-1.31), p=0.24, 1>=37%]. In contrast, in non-EPU (NPEU) structures there was a clear
increased risk of ruptured ectopic pregnancy [OR=2.86(1.84-4.46), p<0.01 1°=13%] and complications
[OR=1.69(1.23-2.31), p=0.001, 1°=45%)].

Conclusions

The risk of ruptured ectopic and complications was significantly higher in the absence of EPU structures. This
worldwide trend was not reflected in the UK, where EPU systems are widespread, suggesting that EPU structures
contributed to prompt diagnosis and safe management. In the post-COVID era, healthcare systems have come to
realise that pandemics might become the norm and thus the onus is to identify services that have worked
seamlessly.
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Are the music and prior analgesic medication effective in reducing pain during outpatient hysteroscopy?
A prospective randomized trial
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Background

Many methods have been described to reduce pain experience caused by office hysteroscopy which is reported
as the most frequent cause for failure to complete the procedure. The aim of this study was to assess the efficacy
of music and prior analgesic medication in reducing pain related to outpatient hysteroscopy.

Methods

This triple-arms randomized study was conducted in Hysteroscopic Unit of University Hospital in Cagliari from
May 2021 to March 2022. A total of 264 patients scheduled for outpatient diagnostic or operative hysteroscopy
were enrolled and randomly allocated to three groups according to complementary method used for pain relief:
music group (n=88), oral premedication group (n=89) and control group (n=87). Oral premedication consisted of
ibuprofen 200 mg + paracetamol 1000 mg administered 90 minutes before hysteroscopy whereas relaxing music
was played during the procedure in the music group. Patients of control group didn’t receive any pharmacological
or non-pharmacological methods of relieving pain. Operative time and failure rate were also included in data
collection. All procedures were performed by the same surgeon using a Bettocchi hysteroscope 5 mm in diameter
and pain experience was evaluated during the test (TO) and 30 min after completion (T1) using VAS-score. A
Kruskal-Wallis test was performed to compare the three groups and a p-value < 0.05 was considered statistically
significant.

Results

All groups showed similar result with regard to duration and completion rate of procedure (p>0.05). We found no
statistically significant differences in mean pain score between three groups during procedure as well as 30 min
after completion (TO/p-value=0.35; T1/p-value=0.24), though the main pain score was always slightly higher in the
control group. The VAS-score was also comparable between the three groups when we stratified for diagnostic
and operative procedures (p=0.31 and p=0.43, respectively).Only nulliparous patients experienced significantly
more pain during outpatient hysteroscopy compared to multiparous women (VAS score 6.32 £ 1.89 vs 4.33 +2.11,
respectively; p-value=0.032). No woman underwent intraoperative complications or experienced vagal reactions.

Conclusions
The severity of intra- and postoperative pain experienced associated to outpatient hysteroscopy is not influenced
by prior administration of 200 mg ibuprofen + 1000 mg paracetamol or listening to music during the procedure.
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Laparoscopic removal of rudimentary horn
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Background

Unicornuate uterus with rudimentary horn, a relatively rare hereditary malformation, results from the incomplete
development of one of the Miillerian ducts during the 8th week of intrauterine development. Based on the new
ESHRE/ESGE classification system of female genital tract congenital anomalies, unicornuate uterus with
rudimentary is classified as Class IV congenital anomaly. This condition is related to several symptoms and
gynaecological pathologies, such as chronic pelvic pain, dysmenorrhea and hematometra. It is also associated
with obstetric implications and infertility. MRI might be a useful tool during the diagnostic procedure of the
malformation. However, intraoperative diagnosis of the anomaly is common.

Surgical treatment by excising the rudimentary horn was until recently the gold standard for the treatment.
However, the past few years, laparoscopic procedure was proposed as an equal alternative to laparotomy.

The aim of the present video is to point out the surgical steps of laparoscopic excision of right rudimentary horn
from our patient’s uterus.

Methods

A 4-port-laparoscopy (one 10 mm, two 5 mm and one 12 mm) was performed. The initial action was the careful
division of the existing adhesions of the sigmoid colon. Afterward, the right round ligament was transected by
using bipolar coagulation and scissors. An incision on the broad ligament of uterus up to the vesico-uterine pouch
was performed. The right Fallopian tube and the right utero-ovarian ligament were ligated and cut. In the sequel,
the rudimentary horn was detached from the uterus by using monopolar diathermy. The stitches to the
myometrium were applied in two layers (the first layer was constituted by individual stitches, whereas the second
layer was constituted by a continuous stitch). The detached rudimentary horn was removed from the abdomen
with the use of a laparoscopic bag. Finally, the retroperitoneal space was sufficiently washed by warm saline and
an extended control of haemostasis was performed.

Results
The recovery of the patient was uncomplicated. The patient was discharged 1 day post-operatively and the
congenital malformation was histologically certified.

Conclusions

The procedure of laparoscopic excision of rudimentary horn was demonstrated in this video. Accurate surgical
operations are of great importance in order to diminish all the unpleasant symptoms and to minimize the
possibility of complications after the surgery.

https://player.vimeo.com/video/710523990?autoplay=1
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Ureteral resection and re-implantation due to parametrial endometriosis
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Background

Exhibition of a laparoscopic surgery procedure in a patient with deep infiltrating endometriosis involving ureter,
parametrium and utherine artery. We present nodule’s resection and re-implantation of the right ureter

Methods
Review of the patient’s medical records and laparoscopic surgery recording for describing the clinical case

Results

In this video we display a case of 37-year-old woman, gravida 3 (two vaginal deliveries and one spontaneous
abortion) with a deep infiltrating endometriosis diagnosis and previous surgical intervention for intestinal lesion
resection with anterior rectum resection 3 years ago.

At 2" year of follow up she developed a persistent right lumbar pain. MRI was prescribed and showed a lesion
with a maximum diameter of 23 mm involving the right parametrium, uterine isthmus, round and uterosacral right
ligaments and also the right ureter, 5 cm before ureteral meatus. Because symptoms where refractory to medical
therapy, the patient was evaluated with the collaboration of a urologist and conjoint surgery was planned.

During laparoscopic surgery, it was noticed that besides the right ureter, the homolateral uterine artery were also
involved. After careful dissection of the referred anatomical structures, to allow complete lesion resection, both the
right uterine artery and ureter were ligated, and the latter was re-implanted into the bladder.

There were no significant complications reported during the first month after the procedure.
Conclusions
This case highlights the importance of cautious surgical planning with adequate preoperative imaging and the

availability of a multidisciplinary surgical team in the most complex endometriosis cases in order to avoid major
complications.

https://player.vimeo.com/video/715782524?autoplay=1
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(VNOTES) in gynaecological malignancies: technique description and perioperative outcomes
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Background

Surgical staging with sentinel lymph node biopsy (SLNB) is an important tool to guide the management of early-
stage endometrial and cervical cancers. This staging is generally performed by minimally invasive techniques
such as conventional, single-site, or robotic laparoscopy. To further reduce the morbidity related to
transabdominal surgeries, SLNB by total retroperitoneal transvaginal natural orifice transluminal endoscopic
surgery (VWNOTES) was recently introduced at our institution. In this video, we describe how to perform this
surgical technique and we report our preliminary results.

Methods

Indocyanine green was injected into the cervix to identify sentinel lymph nodes (SLNs). Access to the pelvic
retroperitoneal space was achieved through a paracervical incision in the lateral vaginal fornix, providing access
to the obturator fossa. A GelPoint transvaginal access platform was used as a vNOTES port, and CO2 was
insufflated to expand the retroperitoneal space. SLNs were identified using fluorescence imaging, carefully
resected, and removed transvaginally.

Results

Ten patients underwent SLNB by vNOTES at Valais Hospital (Sion, Switzerland) between October 2021 and May
2022. Indications to perform SLNB were endometrial cancer (6 cases), endometrial complex atypical hyperplasia
(3 cases), and cervical cancer (1 case). The median operative time was 113 (81-211) minutes. The median
estimated blood loss was 20 (20-400) mL. The overall bilateral detection rate was 100% (10/10). We completed
all procedures without significant intraoperative complications, but 1 case required conversion to conventional
laparoscopy. The median postoperative stay was 2 (2-4) days. We observed one case of postoperative deep vein
thrombosis and an asymptomatic vaginal vault hematoma in one patient and a retroperitoneal hematoma
requiring surgical drainage in another.

Conclusions

Our preliminary experience suggests that retroperitoneal vYNOTES is a safe, feasible, and valuable technique to
perform SLNB in gynecological malignancies.

https://player.vimeo.com/video/715152505?autoplay=1
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Ovarian tissue surrounding resected endometriomas: transforming the collateral ovarian damage to a
potential source for oocyte preservation?
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Background

Ovarian endometriosis is associated with diminished ovarian reserve due to the disease itself as well as damage
caused by excisional surgery, which may result in subfertility. The resected endometriomas are surrounded by
ovarian tissue that contains follicles. However, data regarding density and maturation of these follicles are
conflicting in previous publications. This study aims to quantify and characterise follicles and in particular (small)
antral follicles in ovarian tissue surrounding resected endometriomas as these may serve as a potential oocyte
source for in vitro maturation (IVM).

Methods

A retrospective cohort study was conducted at the Leiden University Medical Centre and the Endometriosis in
Balance centre. Pathology slides of patients (<50 years) that underwent uni-or bilateral endometrioma resection
between 2011 and 2021 were analysed for the presence of follicles. To evaluate follicle maturation we used the
follicular growth model as defined by Gougeon, with additional intermediate stages. Follicle density was
determined by dividing the number of follicles by the ovarian tissue volume.

Results

In total, 1944 follicles in all stages of development were observed in ovarian tissue surrounding 96
endometriomas of 68 patients. A median density of 2.99 follicles (IQR 0.61-11.00) per mm? anaysed gyarian tissue
was found. Follicle density was negatively associated with age (-1.2 follicles/mm?3/year, p=0.000) and
endometrioma size (-1.4 follicles/mms/cm, p=0.037). (Small) antral follicles were present in tissue surrounding 35
endometriomas (36.5%) derived from patients with a significantly lower median age compared to endometriomas
where no (small) antral follicles were observed (30 versus 35 years, p=0.003). (Small) antral follicle density was
0.91 follicles/mm3,

Conclusions

Our study demonstrates the presence of follicles in all stages of development surrounding resected
endometriomas with a median follicle density of 2.99 follicles/mm?. Data showed a decline in follicle density
dependent on age and endometrioma size. In addition, we demonstrated the presence of (small) antral follicles in
the tissue surrounding resected endometriomas, particularly in patients aged 30 or younger. We believe that
these follicles may provide a potential oocyte source for IVM and represent an alternative fertility preservation
option for ovarian endometriosis patients.
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Laparoscopic cystectomy: tricks and tips
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Background

Ovarian cystectomy it's a common surgical procedure in benign gynaecology. Clear guidelines exist in the
management of cysts in regards as to how and when to operate depending on menopausal status and
malignancy concerns. This video relates to the laparoscopic surgical tricks and tips for benign cysts.

Methods
Video demonstration with educational comments.

Results
Educational content

Conclusions
1-  Surgery in the left pelvic side wall starts with sigmoid mobilisation.

2-  Assess and plan.

3- Use bag underneath the cyst to minimise the spillage of content. This is particularly important in Dermoid
cysts to reduce the risk of chemical peritonitis.

4- Do along superficial longitudinal incision parallel to the mesovarium, avoid breaching the cyst, consider if
some ovarian tissue should be sacrificed.

5-  Carefully dissect the ovarian tissue from the cyst, allow gas to help, use the assistant to stabilise the cyst,
avoid using energy as much as reasonable possible.

6- If the cyst ruptures, avoid spillage by the using the suction irrigation system.
7- Pay attention to the ovarian surface. It is easy to overlook cyst capsule left adherent to it.
8- Check haemostasis, use diathermy sparsely.

9-  Suture to achieve haemostasis and restore anatomy:

Monofilament,

Do a hangman knot, or similar, keep the tail on sight,
Use a continuous suture,

Use your assistant.

PowbdpE

10- Remove the cyst in the bag, do a final check, and wash profusely

https://player.vimeo.com/video/715756357 ?autoplay=1
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Are ureterolysis for deep endometriosis really all the same? Anatomical classification proposal of
ureterolysis: a single centre experience
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Background

The parametrial infiltration by Deep Endometriosis (DE) may lead to the involvement of several structure as the
ureter. The ureteral endometriosis (UE) has an incidence of 0.1% to 1%, and usually presents with nonspecific
symptoms related to the ureters obstruction, requiring surgery. The type of surgery required includes either a
conservative (ureterolysis) or radical treatment (ureteral resection with ureter-ureteral anastomosis, uretero-
neocystostomy, nephrectomy) depending on the degree of ureters infiltration by DE. The incidence of intra and
post-operative complications (ureteral injury, fistula or post-operative stenosis) after surgical treatment of ureteral
endometriosis is extremely heterogeneous, ranging from 0% to 28,6%. No international consensus has been
reached yet regarding the classification of urinary tract endometriosis, and the wide variability of surgical
complications after ureterolysis, discloses the difficulty to compare all findings without a credible and reproducible
classification of ureterolysis. The aim of our study is thus to propose a classification of ureterolysis based on the
anatomic structure of the ureter and sustained by the difference of the procedures in terms of rates of
complications.

Methods
During the study period 139 procedures of ureterolysis were included in the study. Patients were divided into
three groups, according to the depth of ureterolysis required:

Type 1: excision of the tissue surrounding the ureteral presacral fascia.
Type 2: the presacral fascia is incised and partially removed.
Type 3: incision of the presacral fascia and the ureteral adventitia without the opening of the muscular layer.

Difference across the three types of ureterolysis in terms of incidence of ureteral fistula, intraoperative ureteral
injury, post-operative onset of hydroureteronephrosis were evaluated. Moreover, we compared the three types of
procedures in terms of surgical and clinical outcomes.

Results

The rate of complications from ureterolysis was extremely low (2.9%) and complications especially arose in type 3
intervention (11.8% vs. 0% in type 1 and 8% in type 2; p=0.008). The incidence of ureteral fistula was reported in
the 0.7% of cases while of urethral stenosis in 1.4% of cases of type 2 and only in one patient ureteral suture was
needed, in type 3 ureterolysis. For what concerns pain symptoms at 3-months follow-up evaluation, there was a
reduction after intervention, reaching a median score of 0.

Conclusions

Classification of ureterolysis based on the anatomic structure of the ureter is needed because the difference of
the procedures based on the anatomical classification results in different complication rates, especially arose in
type 3 intervention. This study represents a first observation to be further analysed and confirmed on larger scale
and prospective longitudinal studies and it is the first that attempts to standardize the procedure of ureterolysis
based on clear and reproducible anatomical landmarks, so that it will be possible to try to compare more reliable
and reproducible results between the various authors.



ES31-0157 -
Free Communication

Uterine-artery embolization or myomectomy for uterine fibroids: the FEMME Study
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Background

Uterine fibroids are the most common benign tumours of the women of reproductive age and more women are
seeking uterine preserving treatments. We have conducted a multi-centred randomised control trial to compare
two most commonly utilised uterine preserving treatments namely myomectomy versus Uterine Artery
Embolisation, as there was lack of long-term data comparing these two.

Methods

We have randomised 254 women were randomized, 127 to each treatment. Myomectomy was performed by any
route but majority was open/ abdominal. We have collected data on fibroid-specific quality of life (UFS-QOL,
range 0-100, higher is better QoL), menstrual blood loss (PBAC, >100 is heavy), pregnancy and complications.

Results

We obtained UFS-QOL scores for 206 women at 2 years: mean 84.6 (SD 21.5) in the myomectomy group, versus
80.0 (22.0) in the UAE group (mean adjusted difference 8.0, 95% CI 1.8-14.1; P=0.01), meaning higher
improvement in QoL after myomectomy.

There were no differences in the bleeding scores, nor in the proportions of women reporting amenorrhea or heavy
bleeding. PBAC median scores decreased from 133 (IQR 63-275) to 32 (0-88) at 2 years in the UAE group and
from 180 (100-383) to 41 (11-84) in the myomectomy group.

The number of surgical reintervention was higher after UAE.

Twelve women in the UAE group and 6 in the myomectomy group became pregnant over 4 years, with 7 and 5
live births, respectively (hazard ratio: 0.48, 95%CI 0.18-1.28). There was no evidence of any difference between
the levels of biomarkers of ovarian reserve between the treatment groups.

Conclusions
Our multi-centre trial showed the superiority of myomectomy over UAE with respect to health-related quality of
life. The overall incidence of perioperative and postoperative complications was similar in the two groups
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Utility of routine preoperative laboratory testing for patients undergoing minor gynaecologic surgical
procedures: the impact on intra-operative and post-operative complications
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Background

Minor surgery in gynaecology encompasses a broad range of minimally invasive procedures. These procedures
are among the most common gynaecological surgical procedures and usually have a limited duration with a low
risk of complications. The rate of complications reported in literature is between 0.95-4.5%.

The preoperative workup includes physical examination and many other lab-test performed to determine whether
patients can safely undergo the intended surgical procedure, to identify high-risk patients and to treat any
pathological condition before surgery. American Society of Anaesthesiologists (ASA) National Institute for Health
and Care Excellence guidelines recommended against routine preoperative workup in the absence of clinical
indications. Our goal was to investigate whether, in the absence of anamnestic risk factors, performing
preoperative blood chemistry tests or not results in a different outcome in terms of intra- and postoperative
complications and cost-effectiveness.

Methods

This was a retrospective, multicentric study involving all patients underwent minor gynaecological surgical
procedures (diagnostic and operative hysteroscopy, dilation & curettage, conization, vulvar biopsy etc) under
conscious sedation or general anaesthesia, at Fondazione Policlinico Universitario A. Gemelli IRCCS, CLASS
Hysteroscopy Centre (Group A) between January 2020 and January 2021 and at Azienda Sanitaria Universitaria
Friuli Centrale (ASUFC) Obstetrics and Gynaecology unit (Group B) between January 2017 to September 2021.
The rate of preoperative laboratory testing before Day Surgery gynaecological procedures in low-risk patients was
determined and factors associated with testing including patient characteristics and comorbidities were evaluated.
Preoperative laboratory testing was defined as chemistry, haematology, coagulation, or liver function studies
obtained within 30 days preoperatively. Institutional Review Board approval was obtained.

Results

1691 patients were available for analysis, of theme 1191 in Group A and 500 Group B. In first group the median
age was 48 years (range 14-87) and median BMI was 25 kg/m2 (range 15-53). In the second group the median
age was 57 years (range 22-91) and median BMI was 26 kg/m2 (range 15-61). The median operative time was 19
minutes (range 2-80) for Group A vs 24 minutes (range 1-80) for Group B (p=.0001). No differences in
perioperative, post-operative outcomes and time of discharge were observed between the 2 arms. In details, we
observed 14 (1.2%) and 7 (1.4%) post-operative complication in Group A and B respectively (p=0.70). In patients
not admitted to routinely blood sample we observed a cost reduction about 400 euros for patients.

Conclusions

Routine blood tests may not be required in patients without risk factors admitted to minor gynaecological surgical
procedures. In our samples we observed not statistically significant differences in term of post operative
complications and hospital re-admission. In addition, this resulted in a considerable reduction in term of costs.
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Reproductive prognostic value of strict imaging criteria of the uterus
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Background

Until today no real consensus exists to define a normal uterus.

Normality should consider the 3 functional layers of the uterus as defined in magnetic resonance (MRI), the
Endometrium, the Junctional Zone myometrium, and the outer myometrium. Also, the uterine morphology as
defined by the ESGE / ESHRE classification on congenital anomalies and the CUME classification should be
considered.

The Life Expert Centre (LEC) has a one-stop uterine diagnostic/therapeutic unit in which ultrasound,
Hysteroscopy, and contract sonography are performed. The MRI results are integrated into the advice protocol
and patient receives a protocol normal, subtle lesions or abnormal.

Does normality defined by the strict LEC criteria reflect a normal reproductive performance?

Methods

This is a prospective, monocentric single observer study. All women consulting with an infertility problem at the
LEC received a 2-3 D Ultrasound (US), hysteroscopy (HSC), and contrast sonography by the same examiner.
Those patients with normal findings and no obvious cause of infertility received a supplementary MRI. MRI exams
were classified as normal when the inner myometrial layer was sharp aligned and did not measure more than
1/3rd of the total diameter.

The final observation was performed with an interval of a minimum of 2 years. The outcome was measured as the
best reproductive result observed in those patients who received active treatment and no obvious embryonal
factor or male infertility factor was present.

Results

Forty patients with normal US and Hysteroscopic findings and no further infertility factors were enrolled. After an
observation interval of a minimum of 2 years, we recorded 28 (70%) deliveries, 6 (9,7%) miscarriages, and 6
(9,7%) women who did not get pregnant.

Of the 28 patients who delivered, all had a normal US, HSC, and MRI.The 6 patients with miscarriage and the 6
patients who did not get pregnant all had diffuse enlargement or total loss of junctional zone myometrium in MRI.

Conclusions

Our study shows that the strict criteria of normality defined by the Life Expert Centre correlate very well with
successful reproductive outcomes.

Including MR in the infertile patient to examine the Junctional zone myometrium seems important, especially for
patients before entering an Assisted Reproductive Technology (ART) program.

It also highlights the need for a classification system that correlates abnormalities detected by MRI with those
detected by ultrasound, hysteroscopy, and clinical symptoms. Minor abnormalities detected on hysteroscopy may
subtend the presence of underlying myometrial pathology. Their rapid detection would mean rapid treatment with
possible improvement in obstetric outcomes.
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Background

The primary endpoint of the present study was to compare the disease-free survival (DFS) in patients undergoing
open versus minimally invasive pelvic exenteration (PE). Secondary endpoints were comparison of cancer-
specific survival (CSS) and peri-operative morbidity between these two groups. The primary endpoint of the
present study was to compare the disease-free survival (DFS) in patients undergoing open versus minimally
invasive pelvic exenteration (PE). Secondary endpoints were comparison of cancer-specific survival (CSS) and
peri-operative morbidity between these two groups.

Methods

Multi-centre, retrospective, observational cohort study. Patients with central or lateral pelvic
recurrence/persistence of gynaecological cancer, undergoing anterior or total PE by minimally invasive and open
approach between 2010 and 2021 were included. Patients with positive para-aortic/inguinal lymph nodes and with
distant metastasis were excluded. With a propensity match analysis patients undergoing minimally invasive PE
were matched with a 1:2 ratio to patients undergoing open PE to equalized baseline characteristics.

Results

No significant difference in intra- and post-operative complications was evident between the two study groups
(trend toward higher incidence of complications in open approach patients). Patients undergoing open PE
received higher number of intra-operative transfusions (p=0.013). Median DFS was 17.0 months versus 17.0
months in open versus minimally invasive group, respectively (p=0.632). Median CSS was 30.0 months versus
26.0 months in open versus minimally invasive group, respectively (p=0.800). Positive surgical margins at final
histology was the only significant factor influencing the risk of recurrence (HR 2.378, 95% CI 1.313-4.308)
(p=0.004), while tumour diameter 250 mm at time of PE was the only significant factor influencing the risk of death
(HR 1.833, 95% CI 1.080-3.111) (p=0.025).

Conclusions

No survival difference was evident when minimally invasive was compared to open PE in patients with
gynaecological cancer. No difference in peri-operative complications, but higher intra-operative transfusion rate in
open group, was evident. Involvement of surgical margins and tumour diameter at time of PE, represented the
most important prognostic factors for DFS and CSS, respectively.
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Background

The invasion site of the uterine cavity could affect the spreading pathways of endometrial cancer (EC). The
objective of this study was to determine whether the invasion of the uterine fundus, corpus or isthmus was
associated with higher-risk tumors and, whether these could be considered as independent risk-factors for lymph-
node and adnexal-peritoneal metastasis.

Methods

Multicentre, retrospective study, including patients with apparent early-stage EC who underwent surgery between
May-2015 and March-2021, in 4 Italian cancer-referral centres.

Study population was divided according to histologically proven tumour infiltration of the uterine corpus (Group-1),
the uterine fundus (with or without the concomitant infiltration of the uterine corpus) (Group-2) and of the isthmus
(with or without concomitant infiltration of the uterine corpus) (Group-3).

Results

Data of 844 women were retrieved. Four-hundred-thirty-seven patients belonged to Group-1, 311 to Group-2 and
48 to Group-3. Forty-eight patients were excluded for lack of histological data.

There were no differences in histology and grading-score between the three groups (p = 0.304 and p = 0.153
respectively). Higher rates of LVSI, deep myometrial invasion, and tumor=2 cm was found in Group-2 and 3
compared to Group-1 (LVSI: 23.8% vs 41.5% vs 35.4%, p<0.001, myometrial invasion=50%: 25.4% vs 51.1% vs
47.9%, p<0.001, T=2 cm: 68.0% vs 83.3% vs 89.6%, p<0.001 in Group-1,2 and 3). A higher rate of cervical
invasion was found in Group 3 (9.2% vs 10.9% vs 50.0%, p<0.001).

Higher rate of lymph-node and adnexal-peritoneal metastasis were reported in Group 2 and 3 (LN metastasis:
12.1% vs 20.9% vs 29.2%, p=0.001, adnexal-peritoneal metastasis: 2.1% vs 6.1% vs 6.3%, p=0.023 respectively
in Group 1,2 and 3).

At univariate analysis, fundus and isthmus infiltration showed an OR of 1.798 (p=0.003) and 2.801 (p=0.003) for
the risk of lymph-node metastases versus corpus infiltration alone. However, they lost their statistical significance
at multivariate analysis (fundus infiltration: OR 1.223, p=0.351, isthmus infiltration: OR 1.763, p=0.143).

In contrast, fundus infiltration was found to be a statistically relevant risk factor for adnexal-peritoneal metastases,
along with histotype and LVSI (OR 6.403, p<0.001 and 2.987, p=0.015), both at uni and multivariate analyses
(fundus infiltration OR 2.452, p=0.046).

Stratifying the cases by risk classes, infiltration of the fundus and of the isthmus proved to be significant risk
factors for belonging to high or advanced risk classes (OR 1.465, p=0.018 and OR 1.856, p=0.049 respectively)

Conclusions

Cancer involving the uterine fundus and isthmus were at greater risk to fall within high or advanced risk groups,
reporting a higher rate of nodal and adnexal-peritoneal metastasis. However, tumour site infiltration was not found
to be an independent risk factor for lymph-node metastasis, while infiltration of the uterine fundus resulted a
statistically relevant risk factor for adnexal-peritoneal metastasis.
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Background

It is shown that uterine peristalsis plays a role in procreation. Subjective visual inspection of uterine peristalsis is
extensively researched throughout the menstrual cycle. Studies of uterine peristalsis in IVF/ICSI patients show
higher frequency of uterine contractions during the periovulatory phase. Recently, a new automated quantitative
method was validated to objectively analyse uterine strain using speckle tracking. Besides objective insight in
frequency, also information on amplitude, direction and coordination of contractions is available. The effect of
exogenous hormones on uterine contraction features has not objectively been studied using this tool before.

Methods

This multicentre prospective observational cohort study was performed between 2014 and 2022 in the Catharina
Hospital in Eindhoven, the Netherlands, Embryolab Fertility Centre in Thessaloniki, Greece and University of
Naples, Federico Il in Naples, Italy. 23 women undergoing IVF/ICSI treatment were included regardless of the
treatment cycle number and stimulation protocol. 30 healthy pre-menopausal women with spontaneous regular
cycles served as controls. All included patients presented with sonographic normal uteri. Each participant
underwent a 4-minute transvaginal ultrasound of the uterus in mid-sagittal plane. Ultrasound recordings in women
undergoing IVF/ICSI on the day of follicle aspiration were compared with naturally ovulating controls on cycle day
9 — 14. The contraction features frequency, amplitude, direction and coordination were extracted from the
ultrasound recordings with an automated quantitative method which objectively analyses uterine strain with
speckle tracking.

Results

Patient characteristics of the IVF/ICSI patients and healthy volunteers showed no statistically significant
differences. Both groups predominantly consisted of nulliparous women. In IVF/ICSI patients the contraction
amplitude was significantly higher compared to controls (0.053 vs 0.040, p < 0.001). No statistically significant
differences were found in contraction direction, frequency and coordination (p > 0.05). IVF/ICSI indications,
treatment protocols and the number of produced follicles were not identified as confounders as they have no
statistically significant influence on the characteristics of uterine contractions (p > 0.05).

Conclusions

Patients with normal uteri show similar uterine contraction frequency, direction and coordination during IVF/ICSI
treatment and natural menstrual cycles. This suggests that a healthy uterus behaves similarly in IVF/ICSI
treatment and during the natural cycle, regardless of hormonal stimulation. Thus, the presence of abnormal
uterine peristalsis in IVF/ICSI patients most likely indicates the presence of underlying uterine pathology. A
statistically significantly increased contraction amplitude parameter was reported in IVF/ICSI patients compared to
normal ovulating women. The increased contraction amplitude in IVF/ICSI patients cannot yet be explained with
current known information. If future studies can concretely correlate uterine peristalsis features, especially
contraction amplitude, to successful pregnancy, this study will assist in answering the question as to whether
embryo transfer is preferred during the natural or stimulated cycle.
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Background

Pelvic organ prolapse is a frequent pathology owing to the midline or lateral defects of the pelvic fascia.
Traditional vaginal surgery with or without the placement of a surgical mesh is the preferred method so far.
Recently, laparoscopic native tissue repair of pelvic organ prolapse is gaining the attention of the pelvic surgeons.
The scope of this video is to present a systematic approach of this technique highlighting the key steps ensuring a
safe and effective operation

Methods

The operation begins with posterior colporrhaphy which is described in detail in the video. After the dissection of
the rectovaginal space down to the level of the levator ani muscles, two layers of semilunar sutures are placed on
the posterior vaginal wall, plicating the vaginal fascia. The second step of the operation is the anterior
colporrhaphy. The vesicovaginal space is developed down to the level of the bladder trigone and a total of three
interrupted sutures are placed to achieve vertical plication of the vesico-vaginal fascia. The third step is
suspension of the vaginal stump from the uterosacral ligaments bilaterally by placing permanent Ethibond suture
that suspends the corner of the vaginal cuff to the uterosacral ligaments on both sides. The last step is a
Moschowitz procedure with placement of a circular purse-string suture, in one or two layers, that includes the
rectosigmoid serosa and a final suture that incorporates the vaginal cuff. This way the pouch of Douglas is
obliterated in an effort to prevent future prolapse

Results
The systematic presentation of the technique, with a step-by-step presentation, may contribute to make the
operation reproducible by other surgeons.

Conclusions

Laparoscopic repair of pelvic organ prolapse appears to be a viable alternative to both laparoscopic procedures
using surgical meshes and vaginal native tissue repairs.

https://player.vimeo.com/video/710330466?autoplay=1
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Background

Minimally invasive sacral colpopexy is nowadays considered the gold standard for surgical treatment of pelvic
organ prolapse (POP), combining high success rates to low risk of recurrence in comparison to other techniques.
This is the first case of robotic sacral colpopexy (RSCP) performed with the innovative Hugo™ RAS robotic
system. The aim of this article is to show the surgical steps of a nerve sparing RSCP performed with the new
Hugo™ RAS robotic system (Medtronic), by also evaluating the feasibility, safety and efficacy of this procedure

Methods

A 50-year-old Caucasian woman with symptomatic pelvic organ prolapse-Q (POP-Q) Aa: 2, Ba: +3, C: +4, Bp: -2,
Ap: -2, TVL:10 GH: 3,5 BP:3 underwent RSCP as well as a subtotal hysterectomy with bilateral salpingo-
oophorectomy, using the new surgical robot Hugo™ RAS

Results

The procedure started by inserting a 12-mm optic port in umbilical position. Once pneumoperitoneum at 12 mmHg
was reached, a 3D-HD 0° 10-mm scope (Storz) was inserted. Two additional standard 5-mm ports were placed
under direct visualization in the right and left lower abdomen laterally to the inferior epigastric vessels, at 13 cm
distance and 5 cm below the transumbilical plane. An additional 5-mm trocar was placed at palmer’s point, for the
first assistant use. Once all ports were placed, robotic docking was performed. The video shows the salient steps
of the surgical procedure. Surgical procedure was carried out without intraoperative complications, operative time
(OT) was 190 minutes, docking time was 9 minutes. No system errors or faults in the robotic arms were
registered. At discharge, urogynaecological examination showed a complete resolution of the prolapse. To our
knowledge, this is the first RSCP procedure performed with the new Hugo™ RAS robotic system.

Conclusions

RSCP using the Hugo™ RAS system seems to be a feasible and effective approach according to results in terms
of operative time, cosmetic results, postoperative pain and length of hospitalisation. Large series are mandatory
to better define its benefits, advantages, and costs.

https://player.vimeo.com/video/710493703?autoplay=1
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Background

Mayer—Rokitansky—Kister—Hauser syndrome (MRKHS) is a rare congenital syndrome with an estimated
incidence of 1 per 4500-5000 females, resulting in the congenital absence of the upper part of the vagina. There
is still no standardized treatment for vaginal agenesis: non-invasive treatment with progressive dilation is one
option as well as surgical treatment either using grafts or through vaginal elongation. Surgical repair with a
minimally invasive technique is a reasonable option for these patients, as it offers rapid results along with a fast
post-operative recovery. Our aim is to describe a surgical technique for neovagina creation through vaginal
elongation using a mini-laparoscopic approach with indocyanine green (ICG) fluorescence imaging, and its
respective results.

Methods

Retrospective study including all cases of vaginal agenesis in the context of MRKHS surgically corrected in our
centre since June 2019, through a mini-laparoscopic modified Vecchietti procedure with intraoperative application
of ICG fluorescence, including the surgical technique, outcomes, and complications.

Results

Between June 2019 and April 2022, nine patients with MRKHS (mean age: 20 years; mean pre-operative vaginal
length: 2 cm) were submitted to a vaginal agenesis surgical repair using a mini-laparoscopic and vaginal
approach for placement of an external traction device that was daily adjusted until the creation of a neovagina
(modified Vecchietti procedure). During the procedure, ICG fluorescence was applied to allow for better anatomic
recognition and ureteric mapping. Surgery was completed with success in all patients, with removal of the traction
device between the 5" and the 8" post-operative day, succeeded by daily usage of external vaginal dilators. This
technique allowed for the creation of a neovagina in approximately one week; 6 weeks after surgery all patients
had a 10,5-12cm length and epithelized neovagina. Regarding complications, one patient had isolated fever at the
9th post-operative day, that was controlled with empiric antibiotics.

Conclusions

This minimally invasive technique was able to create normal length neovaginas in one week, whose size was
successfully kept after surgery, allowing for satisfactory sexual function, without major complications. Therefore,
the mini-laparoscopic modified Vecchietti approach using ICG fluorescence appears to be a feasible and safe
option in the treatment of vaginal agenesis, with rapid results and minor complications even in the setting of an
anatomically distorted pelvis.
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Background

The most widely performed surgical procedure for removing retained product of conception (RPOC) is curettage.
However, evidence suggests that hysteroscopic removal might have a lower risk of intrauterine adhesion (IUA)
formation and more often results in complete evacuation than curettage. This study aimed to determine whether
operative hysteroscopy for removal of RPOC has higher efficiency, a lower risk of complications, and a lower risk
of IUA formation than electric vacuum aspiration (EVA).

Methods

This multicenter, prospective cohort study was conducted alongside an RCT in 3 teaching hospitals and 1
university hospital from April 2015 to date. Women diagnosed with RPOC on ultrasound ranging from 1 to 4 cm,
who did not want to participate in the RCT due to a preference for a specific treatment option, were included.
Women opting for EVA underwent the procedure as soon as possible. In the hysteroscopy group, a diagnostic
hysteroscopy was planned at a minimum of 6 weeks after the end of pregnancy, followed by removal of the
RPOC at least 2 weeks later. EVA was performed using an 8 or 10 mm flexible plastic Karman cannula. Operative
hysteroscopy consisted of either HM (with the TRUCLEAR 8.0 System or Elite plus (Medtronic, Minneapolis, MN,
USA) or the Intrauterine BIGATTI Shaver (Karl Storz GmbH, Tuttlingen, Germany) or loop resection (with an 8.5-
mm bipolar resectoscope (Karl Storz GmbH, Tuttlingen, Germany)), according to surgeon’s choice and system
availability. Postoperatively, a second-look hysteroscopy was offered to all patients after at least 1 menstruation
or after a minimum of 4 weeks after RPOC removal to check for I[UA formation and completeness of removal.

Results

In our preliminary analysis, 125 women were treated in the hysteroscopy group and 28 in the EVA group. 26
patients did not undergo surgery due to spontaneous expulsion or outpatient hysteroscopic removal of the RPOC
with a forceps. The median operating time was similar between EVA and hysteroscopy group (5.50 min vs 7.58
min, p = .076). No statistically significant differences were observed between the hysteroscopy group and EVA for
the occurrence of intra- and postoperative complications (4.8% vs 3.6% and 0.8% vs 0%). The completeness of
removal of the RPOC was significantly higher (92% vs 67%, p = .012) in the advantage of the hysteroscopy
group. We will present the final results on IUA formation at the congress.

Conclusions
Our observational data show that RPOC are more often completely removed by hysteroscopy than by EVA with a
similar complication rate for both groups.
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Background

Lateral suspension for POP become more accepted nowadays. The real difficulty is suturing the vault to the
mesh. Here we present a modified technique where the mesh is fixed vaginally. This method should facilitate the
procedure and shorten the operative time without decreasing the efficacy.

Methods
We performed this technique in 13 cases who underwent laparoscopic hysterectomy for 2" and 3™ degree
uterine descent. We had 12 control cases by the classic technique by the same operator.

After delivering the uterus, the vaginal cuff is not closed laparoscopically but closed vaginally. The mesh is fixed
by Prolene 2-0 on seromuscular layer of the anterior and posterior vaginal walls. The mesh is then introduced
inside the peritoneal cavity. Now the vault mucosa is closed over the mesh vaginally by Vicryl 2-0. When entering
the abdomen laparoscopically, the mesh will be already fixed to the vault. You can pull the two arms and continue
classically.

Both techniques were compared regarding time of closing the vagina and fixing the mesh and total operative time.
Difficulty was assessed using VAS scale where 1 is the easiest and 9 the most difficult. follow up for 6 months
postoperatively.

Results
Both groups were comparable regarding demographic data and indications of the operation.

The time of closing the vagina and fixing the mesh was shorter in the modified technique (12 + 3 minvs 23 + 6
min). The same was in the total operative time (77 + 6 min vs 87 + 10 min) . The new technique was much easier
(VAS 4.2 vs 7.5)

There was no difference in the need for the post operative analgesia between both groups. postoperative period
and the follow up period for 6 months were uneventful.

Conclusions
This modified technique for lateral suspension seems to be as effective as the original technique but much easier.
We acknowledge that we need lager number of patient to confirm our result and we are actually working on that.
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Background

The healthcare sector produces 7-8% of our (inter)national COz-footprint. Whereas the OR accounts for only 6%
of the hospital surface, 20-30% of hospital waste is produced at the OR, which is a result of the excessive use of
disposables. The current climate crisis is a threat to the health of our ecosystems, and it indirectly menaces our
own health, which obligates healthcare professionals to act. The best sustainable solutions are incorporated in the
ladder of circularity (figure 1), where refusing is the best option, however surgery is still required. Awareness,
scientific knowledge and governmental regulation can help to stop this crisis, but we as professionals will have to
take the lead. With this mindset, we developed a guideline which comprises where to take action and includes
tools to implement environmental sustainability in surgery.

Figure 1: Levels of circularity

Circular economy R1- Refuse Refuse/prevent use.

' 3

R2 - Reduce Use less raw materials.

R3 - Redesign Redesign with a focus on circularity.

R4 - Reuse Product reuse (second-hand).

R5 - Repair Maintenance and repair.

Circularity leads to less use

of raw materials and less
environmental impact.

R6 - Refurbish Refurbish product.

R7 - Remanufacture New product from second-hand product.

R8 - Repurpose Reuse product, but for different purpose.

R9 - Recycling Processing and reuse of materials.

Linear economy R10 - Recover Energy recovery

Methods

A Dutch working group in which, among others, surgeons, gynaecologists, microbiologists, and
anaesthesiologists have initiated the ‘Guideline Sustainability in Clinical Guidelines’. This guideline consists of two
parts. First, a literature search was conducted using PubMed, Embase, Web of Science, Cochrane and Emcare,
regarding environmental sustainability in five topics: ‘operating techniques’, ‘disposable versus reusable’, ‘OR
cover materials’, ‘anaesthetics’ and ‘OR ventilation’. Life cycle assessments (LCAs) were included in the analysis
to evaluate environmental impact. The GRADE method was used as a tool to rate the quality of evidence.



Second, tools are offered for each phase of guideline development for incorporating sustainability into guideline
development.

Results

Preliminary results are shared. Five modules on OR related subjects were analysed and provided with our
evidence-based considerations and recommendations. Next to that, we describe a step-by-step approach on how
sustainability can be incorporated in (new) guideline development. For each phase, we provide insight into which
actions can be taken by working group members and advisors of medical guideline development.

Conclusions

It is imperative that we as healthcare professionals take the lead to ban the climate crisis from the OR. With our
new developed guideline, tools are given to start to reduce the COz footprint of surgery. By selecting a low-impact
operating technique (“straight-stick” laparoscopy versus robotics), using less disposables etc. reduction can be
obtained. For example, literature shows robot-assisted laparoscopy is found to have a 1.5 times greater CO2-
footprint compared to laparoscopy and 3 times greater than laparotomy. Switching from disposable to reusable
sharps containers leads to an 80% decrease in CO2-footprint. Next to that, the use of reusable sterile surgical
gowns produces 3 times lower GHG-emissions than using disposables. It is undeniable that we need to create
sustainable and ensure high-quality healthcare, for ourselves, but also for the children of our children. This
surgical guideline is the first evidence based, patient safe attempt to achieve this goal.
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Background

Sacral neuromodulation is a highly effective therapy. When used in urology for urinary incontinence, refractory
urgency and frequency, and non- obstructive retention, it is employed after the failure of conservative measures
and considered a surgical option. When used for fecal incontinence, however, it can be considered a first-line
surgical treatment.

Methods

We will represent a 45-year-old woman with mixed urinary and anal incontinence due to incomplete spinal cord
injury secondary to ependymoma and syringomyelia, who was diagnosed as having neurogenic bladder, bowel
dysfunctions and pelvic floor muscle weakness. She had unsuccessful oral anticholinergic therapy as well as
additional therapies like acupuncture. She was offered to have sacral neuromodulation surgery. Before the
surgery she attended a multimodal pelvic rehabilitation program consisting of posterior tibial nerve stimulation,
active pelvic floor muscle training accompanied by biofeedback and electrical stimulation of pelvic floor muscles.
After an improvement with the posterior tibial nerve stimulation, she prepared for sacral neuromodulation surgery.

We applied 2 phase implant surgery. The first step which is called the temporary phase, was performed to see
whether the leads were working which will be presented will x-ray pictures. In the second step a permanent
battery was placed.

Results
Her recovery was remarkable. Anal incontinence resolved totally, urinary incontinence recovered %70 and her
Female Sexual Function Index improved significantly.

Conclusions

To conclude this is a case who was frustrated and ceased all the treatments due to side effects or incompatibility
for years, experienced the beneficial effects of a multimodal pelvic rehabilitation program and sacral
neuromodulation surgery in whom neuromodulation became a cure. Proper patient selection and optimal lead
placement are the key determinants of success of sacral neuromodulation.

https://player.vimeo.com/video/710565925?autoplay=1
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Background

Laparoscopic sacrocolpopexy has been demonstrated to be the gold standard of prolapse surgery in cases with
apical defect. According to our data, we have a result in a subjective cure rate of 95.3 % after laparoscopic
sacrocolpopexy. Although recurrence can occur in up to 10% of cases and additional surgery is needed in about
5-6%. Recurrence of apex is very rare but recurrence of anterior compartment according to our data is about 6%.
Isolated anterior compartment failure can occur especially if paravaginal defect has initially been present. A
recurrence in anterior compartment is difficult to correct: an option is a vaginal anterior Mesh with high rates of
dyspareunia and pain. In the last 1.5 years, we went in recurrences after laparoscopic sacrocolpopexy through re-
sacrocolpopexy and the first results are very encouraging.

Methods

The Video demonstrates the case of a 50 year old patient undergoing laparoscopic re-sacrocolpopexy because of
combined re-prolapse after primary laparoscopic sacrocolpopexy. The main problem is a recurrence of anterior
compartment with paravaginal defect, the apex descends just a little. The old mesh will be left; trying to remove
has risks without benefits. The preparation is anatomically more difficult, but the old mesh does not bother the
placement of the new one. The anterior dissection is started by opening the vesico-vaginal space and separating
the bladder from the vagina down to the level of the bladder trigone. Lateral dissection is performed by opening
the paravaginal space and exposing the lateral edge of the vagina. The distal part of both ureters is dissected
from the anterior parametrium to the bladder to avoid ureteral damage. The anterior mesh is than sutured to the
distal vagina in the midline and laterally to the edge of the vagina. After the anterior preparation, we accomplish
supracervical hysterectomy and then we perform the posterior dissection. The posterior mesh is sutured to the
levator ani muscle or the posterior vagina and the cervix. Both meshes are fixed at the longitudinal ligament of the
promontory to guarantee a tension free suspension. This can be challenging after sacrocolpopexy because of the
anatomical restriction and scarring by previous mesh fixation to the longitudinal ligament of the promontory.

Results

The outcome of laparoscopic re-sacrocolpopexy in our patient group is excellent. We made in the last 1.5 years
about seven cases of recurrence after laparoscopic sacrocolpopexy. As we are following all our patients after re-
sacrocolpopexy, we have very good results at least in the short-term follow up.

Conclusions

Laparoscopic re-sacrocolpopexy seem to be feasible and safe and is an option to correct laparoscopically
recurrences in order to avoid vaginal surgery after primary laparoscopic sacrocolpopexy. Prospective anatomical
and functional evaluation and data analysis must be done to scientifically verify these promising initial results.

https://player.vimeo.com/video/712533336?autoplay=1
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Utility of rehabilitation treatment in perineal damage by delivery: 3D / 4D ultrasound study of the Levator
ani muscle

Alessandro Serva?, Annalisa Tiberi!, Angela D'Alfonso?, Erika Pelaccia?, Matteo Bruno!, Maurizio Guido?
1University of L'Aquila, Department of Gynecology and Obstetrics, L'Aquila, Italy

Background
The aims of the study were evaluating the existence of a statistically significant correlation between perineal
lacerations (grade II, lll and 1V) and levator ani muscle damage (LAM). The macrotrauma or the microtrauma

were identified to the 3D / 4D reconstruction with trans perineal ultrasound. The secondary aim was to
demonstrate the effects of rehabilitation of the pelvic floor by comparing measures of muscle thickness at rest,
with 3D perineal ultrasound before and after perineal rehabilitation therapy.

Methods
From January 2018 to April 2021 in the Pelvic Center of the Obstetrics and Gynecology Department of San
Salvatore di L’Aquila hospital, 296 primiparous were enrolled in the study with perineal lacerations of Il, lll and IV

degrees, after three months from vaginal delivery and Perineal Card score > 4. This is a card that lists various
conditions that may occur before, during and after childbirth, each of which is associated with a score in relation to
potential damage to the pelvic floor. 112 patients reported grade Il lacerations; 88 grade Ill lacerations; nobody
grade IV lacerations and 96 patients underwent episiotomy. Among the patients who were recommended for
rehabilitation treatment (10 individual sessions of physiokinesis-therapy lasting 45 minutes twice a week), 96 were
evaluated clinically and ultrasonographically at 3 months from the

end.

Results

The analysis of the results obtained from this study did not reveal a statistically significant correlation between
grade Il lacerations, including episiotomy, and anatomical damage of the LAM. In contrast, a strong correlation
with grade lll lacerations has been demonstrated (p=0.0148). Furthermore, it emerged that the average thickness
of the levator ani muscle before rehabilitation is 10.59mm, after rehabilitation 11.16mm. There was an increase in
the thickness of the LAM after training in almost all the patients treated with an average increase of 0.57 mm.

Conclusions

The association between grade Il perineal lesions and LAM damage reconfirms the role of high-grade lacerations
in the etiopathogenesis of perineal anatomical damage and the possible re-evaluation of the protective role of the
episiotomy towards laceration of a greater degree. Our data confirm the efficacy of pelvic floor rehabilitation as
the main method of post-partum perineal recovery by increasing the average thickness of the LAM. The staff in
charge has the task not only of treating the pathology, but also of offering these women useful tools for their
perineal health.
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Vaginoscopic septotomy of a blind right vagina in adolescent with d’Herlyn-Werner-Wunderlich syndrome
Amal Mouzali', Mechri Nabila?, Tayebi Youcef!
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Background

Herlyn-Werner-Wunderlich syndrome is a rare congenital anomaly of the urogenital tract. It is defined by the triad
of a didelphys uterus, a blind hemivagina and ipsilateral renal agenesis. The diagnosis is usually made shortly
after menarche.

Methods
We present a clinical case of a 14-year-old virgin girl, consulting for intense dysmenorrhea envolving since her
menarche (04 months before). Patient presented cyclical dysmenorrhea.

Clinical, ultrasound and MRI explorations revealed the presence of a uterovaginal malformation as well as a
unilateral renal agenesis, classified according to ESHRE /ESGE U3b, C2, V2.

She had normal menses from the non-obstructed side, but her hemi-vaginal obstruction caused symptoms 10/10
from EVA.

The treatment was a vaginal septotomy with hysteroscopic edges resection in this adolescent virgin using an 18.5
Fr and bipolar energy.

Results
We performed a control vaginoscopy 05 months after the first one and the result was good with patency of right
vagina therefore her problem is definitely resolved.

Conclusions
Vaginiscopic septotomy is the treatment of choice for blind vaginal anomaly.

https://player.vimeo.com/video/715415916?autoplay=1
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Artificial intelligence for detection, recognition and 3D orientation estimation of surgical tools
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Background

Our project strives to bring artificial intelligence straight into laparoscopy, by training the computer to detect,
recognise and estimate the 3D orientation of an instrument in the operative field. This may enhance the quality,
safety and cost effectiveness of surgical procedures, help operating room workflow organisation and reduce
complications related to dangerous instruments such as the morcellator.

The objective of this “ad interim” analysis is to define the most convenient method to guide the machine learning
process on instrument detection, recognition and segmentation. We report results on three specific tasks.

Methods
The project was launched in December 2020 and is ongoing. A multidisciplinary team was established with an
initial goal of designing and collecting a dataset towards training a specialised deep neural network model.

To achieve it, we built up a library of surgical anonymised videos and a comprehensive classification of devices,
resulting in 12 instrument classes, each with variants, for instance “Energy instrument” -> “Bipolar” -> “Robi”. The
instruments were also tagged as cylindrical and non-cylindrical according to their shatft.

The online image labelling software Supervise.ly was used to annotate the images with their classes, variants,
masks and geometric primitives.

We have used Mask-RCNN, a neural network system adapted to object detection, which we specialised to
detection, classification, and segmentation of the instruments. Technically, our implementation of Mask-RCNN
uses the ResNet-50 backbone, a successful neural network architecture, pretrained on the large-scale Microsoft
COCO0-2017 dataset.

We used the standard mean average precision (MAP) metric to evaluate instrument detection.

Results

A total of 985 representative images, each taken from a different surgical sequence, were selected from the
original dataset and split into two groups: the training dataset with 885 images and the test dataset with 100
images.

Three experiments were done:

e A 2-class experiment (cylindrical instrument vs absence of instrument) - mAP 66.9 %.,

e A 3-class experiment (cylindrical instruments vs non cylindrical instruments vs absence of instrument) -
MAP 42%,

e A 1l2-class experiment (11 instrument classes vs absence of instrument) - mAP 39.2 %

In contrast to the expectations, the accuracies for 2nd and 3rd experiments are comparable. It shows a proper
categorization of the tools can decrease the training complexity even for a hard task of 12-class tool detection but
requires a larger pool of instances per instrument.

Conclusions
Standing on this preliminary data analysis, segmentation of surgical tools by classes gives more promising results
than the simpler cylindrical and non-cylindrical classification.

This is encouraging for further improvement of the dataset.
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Initial experience of V-NOTES in gynaecology
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Background

Evaluation of the introduction of Vaginal Natural Orifice Transluminal Endoscopic Surgery in the treatment of
benign gynaecologic pathology.

Methods

Patients undergoing V-Notes gynaecologic procedures between January 2021 and March 2022. Patients with a
history or suspicion of endometriosis, PID and rectal surgery were excluded.

Results

We have performed 50 interventions through V-Notes. We have divided the patients in to 2 groups, patients with
myomatous uterus suffering metrorrhagia (32), patients with other pathologies, the miscellaneous group (18).

In the polymiomatous uterus group, the mean age was 48 years and a BMI of 32.8, 6 patients had not had any
vaginal delivery and 13 patients had a previous caesarean section.

The mean operative time was 73 (39-135) minutes, the mean of the uterine weight was 540 gr (122-2880).

There was one Dindo Il complication, postoperative uterine artery bleeding that required reoperation and
transfusion: and two Dindo | complications, a self-resolving cuff hematoma and a low urinary tract infection.

No other complications were observed at the 6-week follow-up.

There was only one conversion to mini Pfannestiel due to the impossibility to morcellate through vagina a 2880 gr
uterus after the hysterectomy was performed.

In the Miscellaneous group, the mean age was 57 years and BMI of 27.

The mean operative time was 54 (22-105) minutes the mean weight of the uterus was 113 grams.

Conclusions

In a team with standard training in vaginal and laparoscopic surgery the introduction of V-Notes technique is quick

and easy.

The V-Notes technique allows to operate through the vagina patients in which this access would be complex or
impossible. It gives good access to the adnexa and abdominal cavity.

Moreover, the neumoperitoneum pressure is lower than in a laparoscopic abdominal surgery (6mmHg compared
with 10-12 mmHg). This benefits the patients’ suffering diseases that will not tolerate low cardiac preload, for
example cardiopathy or high anesthetic risk.

Another advantages are that this surgical approach avoids all the complications of abdominal access, such as:
trocar bleeding, postoperative pain, hernias, etc.

The postoperative period generally has minimal pain levels, which allows early discharge.

However, it exists a formal contraindication for patients affected by occluded puoch of Douglas secondary to
endometriosis or PID.
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The new generation articulated laparoscopy in gynecology surgery

Aya Mohr-Sasson?, Mason Huit, Asha B. Bhalwal?, Alvaro |. Montealegre!, Mateo G. Leon?
IMcGovern Medical School at The University of Texas Health Science Center,

Advanced Minimally Invasive Gynecologic Surgery, Houston, USA

Background

To discuss the advantages and disadvantages of a novel articulated laparoscopic device compared to
conventional laparoscopy and to demonstrate its benefits using a simulator model.

Methods

We present a novel articulated laparoscopic instrument and our experience with the implementation of this device
using a laparoscopic simulator box. Interventions presented are the standardized Fundamental laparoscopic skill
(FLS) peg transfer, tip positioning and laparoscopic suturing.

Results

Conventional laparoscopy requires high skills mainly due to challenging ergonomics and a two-dimensional
vision. Robotic surgery flourished as it improves precision with wristed instruments making surgical movements
more intuitive and easier to master. However, limitations of robotic surgery include the absence of haptic or tactile
feedback and a higher cost. Additionally, availability may be a problem in certain settings. We present a novel
hand-held articulated laparoscopic device that provides haptic feedback, short set up time, and lower cost while
improving precision and dexterity with wristed instruments.

Conclusions

This novel articulated laparoscopic instrument may be an option to offer minimal invasive surgery with increased
dexterity at a lower cost compared with robotic surgery. This option potentially combines the benefits of
conventional laparoscopy and robotic surgery. Future research is needed to determine the learning curve and
operative advantages of this device.

https://player.vimeo.com/video/704645609?autoplay=1



https://player.vimeo.com/video/704645609?autoplay=1

ES31-0564 -
Free Communication

Hysteroscopic, laparoscopic and robotic repair of isthmocele: a systematic review of current literature
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Background

Isthmoceles arising after caesarean delivery can lead to a plethora of symptoms such as abnormal uterine
bleeding, pelvic pain, infertility, and risk of major complications during future pregnancy. The present review aims
to assess the effectiveness and risks of the various minimally invasive surgical treatment options for symptomatic
isthmoceles. In particular, the current review focuses on hysteroscopic, laparoscopic and robotic isthmocele
repair, as well as the comparison between them.

Methods

The online databases PubMed/MEDLINE, Scopus, Web of Science were systematically searched for original
articles on the different treatment options for isthmocele published between 2001 and 2022. Available studies
were thoroughly evaluated in accordance with the PRISMA guidelines and with appropriate risk of bias
assessment tools.

Results

From the initial pool of 441 studies, in the end 60 were about isthmocele treatment and from those, a final pool of
minimally invasive surgical treatment options was formed. This pool contained 23 studies and 1812 patients for
the hysteroscopic approach, 13 studies and 465 patients for the laparoscopic approach and 3 studies with 22
patients for the robotic approach, along with a few comparative studies with more than one method included. The
choice of optimal approach was highly dependent on the individual case, mainly on clinical manifestations,
ultrasonographic findings and family planning. Despite the lack of consensus, certain consistent trends indicated
that minimally invasive techniques were favoured over more invasive ones, caused less complications and were
overall more effective in myometrium repair. The hysteroscopic approach was the method of choice for most
surgeons, due to shorter operating time, minimal blood loss and reduced hospitalization time, however, did come
with increased risk of bladder injury and loss of uterine wall strength. Laparoscopic and robotic approaches were
most frequently favoured in women that desired pregnancy as they facilitate effective repair and restoration of
uterine anatomy with minimal scarring, with the latter remaining a less researched approach than the other two.

Conclusions

Isthmocele or caesarean scar defect is being recognized more and more as a possible cause of infertility and
obstetric complications during future childbirths, as frequency of caesarean deliveries is on the rise. Surgical
repair is key in the prevention of such unfavourable outcomes, with minimally invasive techniques such as
hysteroscopic, laparoscopic and robotic approaches being the preferred options in most cases. There is no
consensus on which of the three is superior or more suitable for specific cases, thus more research is required,
on the robotic approach in particular.
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Never give up after 1 attempt in Grade 5 Asherman Syndrome
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Background

Grade 5 Asherman Syndrome is often considered hopeless and therefore patients are denied treatment.

Methods

We present our video in which we demonstrate how to manage Grade 5 Asherman Syndrome by performing a
transcervical adhesiolysis guided by fluoroscopy. After 1 attempt we failed to reach the uterine cavity and an MRI
was performed showing functional endometrium higher up. This made us decide to try again with good result.
Hysteroscopic, fluoroscopic and MRI images are shown, and methods of use are explained. After each procedure
we left a cupperless IUD and treated the patient with oestrogens (2 mg 2 times a day) for 6 weeks.

Results

After an initial failure to reach the uterine cavity, we managed to do so in a second attempt. We were able to
reshape the cavity and an outpatient hysteroscopy 8 weeks after the successful procedure showed no recurrent
adhesions. Our patient got pregnant spontaneously.

Conclusions

We advise to try at least 2 times to reshape the uterine cavity in Grade 5 Asherman Syndrome by using
conventional hysteroscopic instruments and fluoroscopic guidance. MRI imaging could be helpful in locating any
functional endometrium higher up.

https://player.vimeo.com/video/708385666?autoplay=1
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Transition of minitouch outpatient endometrial ablation to a community health service
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Background

The first objective is to assess the feasibility of endometrial ablation in a community health service. The second
objective is to evaluate the additional clinical value of new customised features of the Minitouch Endometrial
ablation system.

Methods

We have performed office setting Minitouch ablations for heavy menstrual bleeding in our district general hospital
since 2015. The outpatient team comprised a gynaecologist, a nurse, and a health care assistant (HCA). As
cervical dilatation is not required for this 3.8mm diameter device, the procedure tray needs only a disposable
speculum, vulsellum (if required), Pipelle catheter, and a cleaning preparation. Our standard heavy menstrual
bleeding evaluation includes endometrial biopsy and transvaginal ultrasound scan and/or hysteroscopy. Since
2017, energy delivery customisation features (e.g., temporary pause, power adjustment) have been used when
needed to further optimise patient comfort and satisfaction. As previously, patients were also instructed to take
pre-procedure analgesia at home (typically paracetamol/codeine, diclofenac, ibuprofen, paracetamol). Entonox
(inhaled nitrous oxide) was kept available as a rescue analgesic.

A retrospective observational cohort study of the safety outcomes of the 84 latest cases carried out between 2018
and 2022, using the customisation features of the ablation system was performed. Available data from procedure
notes and routine follow up notes were analysed. Both sets were reviewed for intra and post-operative adverse
events (if any).

Results

The procedure and the follow-up notes were available for all (n=84) patients. The patients received the Minitouch
procedure without endometrial pre-treatment or menstrual cycle timing. Mean sounding length was 8.6cm (n=51,
range 8.0-14.0cm) and mean cavity length was 5.5cm (n=57, range 4.0-9.0cm). No patients received local or
general anaesthesia or sedation. The target energy dosage was set at 4800J for the main(fundus) treatment and
1200J for each extension treatment (for cavities > 4.0cm). The mean energy dose delivered was 5569J (n=81,
range 3000-7200J). No cases were abandoned for patient not tolerating the procedure or for any other reason.
The VAS pain scores (range 0-10) reduced immediately after the energy delivery. The mean pain score
immediately post-ablation was 2.0 (n=52, range 0-7) and at discharge, it was 0.8 (n=60, range 0-6). No patient
required a recovery room stay and all were discharged within 15 minutes of the procedure. Mirena was inserted in
three patients after the ablation for contraception. There were no intra-operative or post-operative adverse events
reported. Outcomes available for a limited number of patients were consistent with previously reported high
success rates at our sites.

Conclusions

Office setting Minitouch ablation, using minimal resources, has proved to be a safe and well tolerated procedure
in the community health service. Customisation features have enhanced patient comfort without affecting clinical
outcomes.
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From a primary dysmenorrhea to a primary iatrogenic dyspareunia: when staplers are used to treat a
vaginal septum
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Background

A 14-year-old patient with a congenital genital malformation was firstly diagnosed by MRI as having an OHVIRA
(Obstructed Hemi-Vagina and Ipsilateral Renal Anomaly) syndrome with a bicornuate uterus and left renal
agenesis. A left hemato colpos was treated by section of the vaginal septum with a Endo-GIA stapler. She was
secondarily referred when she was 21 years old for management of major dyspareunia related to staples. An MRI
at this time described a complete septate uterus with two cervices.

Methods

We performed a complementary resection of the vaginal septum and a vaginoscopy with staples removal with
Betocchi hysteroscope.

Thank to images of a previous laparoscopy we could correct the diagnosis confirming that it was a case of septate
uterus and not a bicornuate uterus. Clinical examination under general anaesthesia showed a single septate
cervix.

With this information we could proceed to the direct section of the cervical septum and to the hysteroscopic
section of the complete uterine septum, to ameliorate the obstetrical prognosis.

Results
The patient reported an important reduction in the intensity of dysmenorrhea and no more dyspareunia.
She still does not have tried to conceive.

Conclusions

A precise diagnosis of the type of the genital malformation is necessary to correctly address the surgical
management.

The diagnosis of complexes genital malformations can still be difficult relying only on imaging.
Automatic staplers are to avoid as surgical devices for the section or the resection of a vaginal septum.

https://player.vimeo.com/video/715556630?autoplay=1
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Tips and tricks in laparoscopic hysterectomy without uterine manipulator
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Background

The objective of this retrospective study was to evaluate the feasibility and safety of Total Laparoscopic
Hysterectomy (TLH) without manipulator or any vaginal tube. We describe our technique step by step and present
our data on intra-operative and post-operative morbidity.

Methods

Between January 2011 and January 2021, we performed 1.142 Total Laparoscopic Hysterectomies, without using
any kind of uterine manipulator in women with benign indications for hysterectomy. We analyzed retrospectively
perioperative and postoperative outcomes. During the operation we used bipolar forceps and Laparoscopic
Ligasure™ and vagina was Laparoscopically sutured with absorbable individual sutures. All operations were
performed by the same surgical team.

Results

The average age was 52.1 years and BMI 27.1 kg/m?, while the mean operative time was 78 min (43-168 min),
the estimated blood loss was 59 mL (20-260 ml) and the mean uterine weight was 262 g (40-1580 g). There was
no case of conversion to laparotomy. A blood transfusion was required for 16 patients (1.4 %), while there was
one case of ureteral injury and three cases where the bladder was opened and fixed laparoscopically. The
average hospital stay was 1.1 days, with only 40 patients staying for two or more days. In the long term, we had
six cases (0.5 %) of vaginal vault dehiscence and one case of vaginal vault hematoma.

Conclusions

A TLH without the use of a uterine manipulator is a feasible and safe procedure. While it is perhaps a more
demanding procedure for young doctors, when performed by well-trained and experienced laparoscopic
surgeons, the procedure entails a short operative time and a low complications rate. As such, it should be the first
step in the training of young doctors for performing laparoscopic radical hysterectomies.
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Total laparoscopic hysterectomy technique without using any kind of uterine manipulator
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Background

Hysterectomy remains one of the most frequently performed gynecological operation. There are a number of
techniques of laparoscopic hysterectomy documented in the literature. The purpose of this video presentation is
to demonstrate the safety and reliability of total laparoscopic hysterectomy technique without using any kind of
uterine manipulator.

Methods

Surgical steps are as the follows:

1. Traction of the round ligament by assistant, followed by its coagulation andtransection, dissection of anterior
leaf of the broad ligament

2. Section of the posterior leaf of the broad ligament, coagulation, and transection of the infundibulo-pelvic
ligament

3. Opening of the uterovesical fold and entering the retrovesical space anteriorly; transection of the uterosacral
ligament posteriorly

4. Uterine vessels are coagulated and cut

5. Same steps are repeated on the opposite side, traction of the round ligament is performed by the surgeon
himself

6. Vagina is plugged with a sterile tampon wrapped in a sterile glove

7. Circular colpotomy, close to the cervical edge, is performed

8. Extraction of the uterus from vagina

9. Closure of the vaginal vault

Results

Total laparoscopic hysterectomy can be performed without using uterine manipulator or vaginal tubes following
the steps demonstrated. This technique showed the low frequency of the intra and postoperative complications,
while the mean operative time was 37 min.

Conclusions

Demonstrated technique of THL seems to be a safe and useful surgical method as it promotes standardization of
the hysterectomy without using an uterine manipulator and second assistant. Also we recommend it as a first step
in the training of young doctors for performing laparoscopic radical hysterectomies.

https://player.vimeo.com/video/710299228?autoplay=1
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Machine learning in minimal invasive gynecology: promises and pitfalls
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Background

Machine learning is a set of methods to construct predictive models from data. it is a branch of artificial
intelligence based on the idea that systems can learn from data, identify patterns, and make decisions with
minimal human intervention. in clinical medicine, the rise of machine learning based applications represents a
new era, particularly in machine based surgical assistance. The creation of these applications occurs at the
interplay between the surgeons and the scientists. The inability to conduct an efficient joint development may
become a pitfall on the way.

Methods
Review of literature and clinical research

Results

Machine learning uses algorithms to train models with a wide range of possible inputs, known as covariates.
amongst these models, The deep neural networks have recently achieved tremendous performance on previously
unresolved problems and bears high promises. This owes to their flexibility to account for complex, nonlinear
relationships between the model inputs and outputs. for instance, deep neural networks were recently used as
predictive models for the length of stay after gynaecologic surgery, for surgical complications and the length of
surgery and for the identification of childbirth delivery methods.

However, the creation of successful models includes pitfalls. We discuss four of these pitfalls and give
suggestions to mitigate them. The first pitfall is the relevance of creating the model. It is mitigated by conducting a
prior critical assessment of the clinical scenario in question and an evaluation of the related prognostic models
already in use. The second pitfall is a poor design of the dataset used to create the model. This dataset can be
too limited, biased or lacking variety. Physicians are very commonly unaware that bias is a problem in machine
learning. not all physicians use unbiased data sources or continuously monitor bias. The consequences are the
inability for the model to generalise and a limited reproducibility of the results by other groups. The third pitfall is to
create an overly complex system. This is mitigated by carefully considering the extent of existing neural network
architectures. The fourth pitfall is the lack of carefully designed success criteria. This is mitigated by reviewing
how the achievement of the baseline models and of neural network models developed in related problems are
quantified.

Eventually, we recall that the creation of neural network models involves the collaboration between physicians
and data scientists. An early and clear communication between the two parties must be ensured to minimise the
extent of misunderstanding.

Conclusions
Machine learning has the potential to create predictive models to assist surgery and improve the general clinical

system. using such models in practice should not introduce any difficulty. However, machine learning must be
used wisely, in close collaboration with the data scientists, introduced as early as possible in the process.
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Background

Three meta-analyses have been performed to compare the hysteroscopic tissue removal systems with
electrosurgical resection for the removal of polyps and type 0 and 1 myomas. Subgroup analysis of data derived
from randomized controlled trials revealed a significantly shorter operating time for hysteroscopic tissue removal
systems (mean difference (MD) 4.5 minutes). Subgroup analysis per pathology however showed only a benefit for
the removal of polyps (MD 7.8 minutes).

However, the development of devices continued and a new hand driven hysteroscopic tissue removal system,
ResectrTM 9fr. (Minerva Surgical St Clara CA), was CE marked in 2016 and FDA approved in 2020. Its potential
benefits are a simplified setup, because of the replacement of the electric powered control, and a larger working
window.

The aim of this RCT was to compare the hand driven tissue removal system (ResectrTM 9fr.) with the motor
driven tissue removal system (TruclearTM) for the removal of polyps in terms of procedure time, surgeon’s
convenience, safety, complications, conversion rate and completeness of removal.

Methods
Design: Randomized controlled non-inferiority trial.

Setting: Multicentre trial: Catharina Hospital (Eindhoven, the Netherlands) and Ghent University Hospital (Ghent,
Belgium).

Patients: 140 women with endometrial polyps (= 8 - < 20mm) scheduled for hysteroscopic removal.

Interventions: Hysteroscopic polypectomy using a hand driven (ResectrTM 9fr.) or a motor driven tissue removal
system (TruclearTM).

Results

Mean installation time was 10% shorter with the hand (H) compared to the motor (M) driven tissue removal
system (estimated mean ratio H/M = 0.9; 97.5% Confidence interval (Cl) 0.8 - 1.1). Mean resection time was 30%
longer with the hand driven compared to the motor driven system (estimated mean ratio H/M = 1.3; 97.5% CI

0.9 — 1.9). Mean total procedure time was 10% longer with the hand driven compared to the motor driven tissue
removal system (estimated mean ratio H/M = 1.1; 95% CI 0.91 - 1.298). The estimated odds (M/H) of a better
surgeon’s safety, practical and comfort score were, respectively, 4.5 (95% CI1 0.9 - 22.1), 7.0 (95%CI 1.5 — 31.9),
and 5.9 (95%CI 1.1 — 30.3). Conversion rates and incomplete resection rates were comparable in both groups (H
versus M) (7.6% (4/66) versus 2.9% (2/68) and 6.1% (4/66) vs 3.0% (2/66), respectively). No intra- and
postoperative complications were registered.

Conclusions

The hand driven tissue removal system was non-inferior to the motor driven tissue removal system for polyp
resection in terms of mean installation and total procedure time. Results on resection time were inconclusive.
Conversion and incomplete resection rates were within the range reported in the literature. Surgeon’s reported
rating for both devices was high, however, in favour of the motor driven tissue removal system. Patients were
satisfied with both techniques.
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Background

Vaginal Natural Orifice Transluminal Endoscopic Surgery (VNOTES) represents an innovative mini-invasive
technique to perform gynecological surgery. However, vYNOTES indications, safety, potential advantages and
long-term effects on sexual function are still debated. This study is aimed to evaluate the sexual function and
overall satisfaction of patients subjected to gynaecological procedures through vVNOTES. Another purpose of this
study is to explore possible limitations of the application of YNOTES for gynaecological diseases in complex
cases (large uterus, obesity, previous abdominal surgery).

Methods

This prospective multicentric observational study was conduct between March 2021 and May 2022. During the
study period, we enrolled 60 women who underwent vVNOTES surgery for gynaecological indications. All surgeries
were performed by five surgeons in three Italian ternary centres. Data were collected from patient files, during
surgical procedures, and hospitalization. Patient’s pain, satisfaction and sexual function were assessed using the
VAS, PGI-l and FSFI questionnaires at 7 days, 60 days, and 6-months.

Results

During the study period, 50 (83.3%) patients underwent to VYNOTES hysterectomy, meanwhile 10 (16.7%) have
been subjected to vNOTES adnexal procedures. Average BMI was 24.8(6.4). Eight patients (13.3%) had a
BMI=30, of which 2 had severe obesity (BMI>45). Mean uterine weight was 290.7g. In 38% of hysterectomies
involved large uterus, defined as uterus with a weight= 300g (range 300-1400g). During VNOTES hysterectomies,
complication rate has been 8.3% and in five patients (8.3%) conversion to laparoscopy or vaginal surgery was
needed. Obesity, large uteruses, previous C-sections, and abdominal surgery were not associated to a
statistically significant increase of intra- and post- operative complications and conversion rate (p>0.05). No
intraoperative complications and conversions occurred in patients who underwent to adnexal vYNOTES

surgery. Mean VAS score the day of surgery, the first day after surgery, at 7 days and 60 days were 2.9, 2.1, 1.7
and zero respectively. Mean PGI-I the day of surgery and the first day after surgery were 3.3 and 2.9 respectively.
Mean FSFI at 6 moths from surgery was 55.4.

Conclusions

VNOTES can be safely used to perform gynaecological procedures, even in complex cases as obesity, large
uteruses, previous abdominal surgery. This approach is associated to low post-operative pain, high patients’
satisfaction, without impacts on sexual function.
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Background

Leiomyomas are the most common benign tumours of the female genital tract. A submucosal fibroid may
become pedunculated progressively, causing irritability and contractions of the uterus leading to cervical
dilatation. A prolapsed pedunculated myoma into the vagina consequently becomes necrotic due to inadequate
blood supply through the long pedicle which can also cause tortion of pedunculated myoma.

Methods

This video shows two emergency presentations of rather large solitary intracavity fibroids. Both presented out of
hours to the Emergency Department in a busy Northwest London hospital with heavy vaginal bleeding and acute
pelvic pain and with evidence of sepsis secondary to infarction and necrosis of the lesion. Both patients were in
reproductive age, nulliparous. Intravenous antibiotics were administered for 24 hours to cover on-going sepsis
prior to surgery on the CEPOD-list.

Results

A novel treatment approach was developed by the anaesthetic and surgical teams. This commenced with
intravenous administration of 1 gram of tranexamic acid at an anaesthetic induction followed by modified dillons
infiltration of intracervical pitressin 20iu in 200mls of normal saline in combination with injecting into the visible
fibroid stalk at the level of the external os. Careful evaluation of the source and insertion of the intracavity fibroid
was performed using a Bertocchi 2.9mm hysteroscope. Once achieved and assessed, a transcervical bipolar
resection of the fundal insertion of the intracavity fibroid using a 4mm loop electrode was performed until traction
of the peduculated fibroid released the lesion. The fundal base of the fibroid was resected completely. A similar
approach was used for resection of the lower segment pendiculated fibroid. Finally Rectal misoprostol 1mg was
used to stem bleeding.

Conclusions

Both cases were discharged within 24 hours of surgery. Histology confirmed necrotic leiomyomata without atypia,
torted in one case. HVS in one case was positive for Prevotelia bivia.

https://player.vimeo.com/video/710492433?autoplay=1
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Background

To perform an economic evaluation comparing the cost-effectiveness of the Sonata system with laparoscopic
hysterectomy (HT) and myomectomy (MT) from a societal perspective using a 6-month time horizon based on a
multi-centre, prospective cohort.

Methods

Female patients aged 25 years old and above, presenting at outpatient clinic with complaints associated with
intrauterine leiomyoma were eligible for recruitment. Treatment allocation was non-randomized and total follow-up
of patients was 6 months (i.e., interim analysis). Primary outcome of this study was the Uterine Fibroid Symptom
and Quiality of Life questionnaire. Resource use was measured using the iIMTA Medical Consumption
Questionnaire and iIMTA Productivity Cost Questionnaire. Missing values were handled using regression
imputation based on predictive mean matching. Next, non-parametric bootstrapping was performed, and
incremental cost-effectiveness ratios (ICERs) were calculated. Sensitivity analyses were conducted looking at
baseline adjustments and assuming a healthcare perspective.

Results

In total, 131 patients were included of which 64 received Sonata (49%), 34 MT (26%), and 33 HT (25%). When
comparing Sonata to MT, incremental costs were €-6,348 (€-9,550; €-3,282) and incremental QALYs were 0.010
(-0.027; 0.046) resulting in Sonata dominating MT. When comparing sonata to HT, incremental costs were €-
6,921 (€-9,015; €-4,891) and incremental QALYs were -0.058 (95%ClI: -0.078; -0.038). Lastly, when comparing
HT to MT, incremental costs were €573 (€-2,851; € 3,789) and incremental QALY's 0.068 (0.031; 0.104) resulting
in an ICER of €8,461 per QALY gained.

Conclusions

HT results in highest QALY gains but also highest costs. Compared to HT, Sonata has lower QALY gains and
lower costs with a high probability of being cost-effective (note: willingness to accept a loss). MT results in similar
QALYs compared to Sonata but at higher costs. MT is therefore the least cost-effective option. When willingness
to pay thresholds are high (i.e., >€100.000 per QALY) HT is preferred over Sonata.
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Background

Endometriosis is underdiagnosed and under researched. Diagnostic delay causes negative impact in patients
well-being, quality of life, fertility and has high economic and social costs. There is an increasing need in
identification of diagnostic techniques to provide earlier diagnosis and decrease associated comorbidity. We
analysed the accuracy of endometrial angiogenic biomarkers for detecting endometriosis. The aim of this study
was to identify potential endometrial biomarkers for diagnosis of endometriosis, for predicting severity and
analysing angiogenic activity in endometriosis recurrence as predicting factor.

Methods

In this case-control study, 33 women suffering from endometriosis with histological confirmation of the disease
and 33 healthy controls without any gynaecological disease nor prior endometriosis history. Pipelle uterine
biopsies from endometriosis patients were collected in the operating room prior to surgery, whereas, for healthy
controls uterine aspirates were collected in the office of the clinician or at hysteroscopy as part of a
gynaecological study of abnormal uterine bleeding. TagMan real-time polymerase chain reaction was used to
assess the expression of Endoglin, soluble fms-like tyrosine kinase-1 and placental growth factor.

Results

All assessed biomarkers were significantly lower in overall, ovarian and deep endometriosis. There were no
differences between deep and ovarian endometriosis or among different subgroups: adenomyosis, deep-ovarian
endometriosis and endometriosis with or without visceral affection. There were no differences between recurrence
and no recurrence groups for overall and deep endometriosis. Soluble fms-like tyrosine kinase-1 levels were
significantly lower in overall endometriosis with recurrence and in ovarian endometriosis with recurrence
compared to no recurrence.

Conclusions

All studied biomarkers have demonstrated high accuracy for diagnosis of endometriosis. The angiogenic activity
in pipelle uterine biopsy shows no correlation with the severity of the disease. Recurrence seems to be a more
pro-angiogenic activity due to down-regulation of soluble fms-like tyrosine kinase-1 in overall and ovarian
endometriosis. These results represent an approach toward the identification of potential diagnostic biomarkers
for endometriosis, as well as possible therapeutic target and prognostic biomarkers of treatment monitoring and
relapse predicting.



ES31-0242 -
Free Communication

Reduction in dysmenorrhea after the minitouch outpatient endometrial ablation procedure
Scott Chudnoff!, Amy Brenner?, Cidny Basinski®, Mark Akin*, Stephanie Reich®, Christina Sebestyen®
IMaimonides Health, OBGYN, Brooklyn, USA

2Amy Brenner- MD & Associates, Gynecology, Mason, USA

3CMB Research, Gynecology, Newburgh, USA

4AA ObGyn, Gynecology, Austin, USA

SCTOA Women’s Health Texas, Gynecology, Austin, USA

80BGYN North, Gynecology, Austin, USA

Background

To review changes in dysmenorrhea pain scores of the subjects who underwent the Minitouch Procedure for the
treatment of heavy menstrual bleeding.

Methods

A prospective, multicentre, single-arm, open label, pivotal clinical trial was conducted to evaluate safety and
efficacy of Minitouch Outpatient Endometrial Procedure. The Trial was approved by the United States Food and
Drug Administration (US FDA) and was conducted at 5 US physician’s offices. Follow-up assessments were
made at 24 hours, 2 weeks, 3-, 6-, and 12-months post-procedure.

114 premenopausal women with a history of heavy menstrual bleeding and a Pictorial Blood Loss Assessment
(PBLAC) score >150. The demographics were as follows - mean + SD (range): age 41.6 + 4.6 (30-50) years,
parity 2.3 + 1.1 (0-5), sounding depth 8.6 + 1.1 (7.0-11.0) cm, uterine cavity length 5.2 + 0.8 (4.0-7.0) cm, and
endometrium thickness 9.5 + 4.2 (3.0-23.4) mm.

Results
The data was collected from 100% (114/114) of the subjects in 100% of the follow-ups; there was 0% to follow-up.

Dysmenorrhea severity was recorded using a patient-reported numerical rating scale (NRS) pain score of 0-10 at
screening, and at 3-, 6-, and 12-months post-procedure. The mean (range) dysmenorrhea scores reduced from
6.1 (0-10) at screening to 1.4 (0-8) at 3 months, to 0.9 (0-6) at 6 months and 0.8 (0-6) at 12 months post-
procedure. 82% of the subjects at pre-procedure screening, and 4% of the subjects at the 12-month post-
procedure, reported moderate to severe dysmenorrhea (score 4 to 10). The percentage reporting no pain (score
0) changed from 4% at screening to 67% at 12 months. 94% of the subjects reported reduction in their individual
dysmenorrhea pain score, from an average 6.4 (1-10) at screening to 0.7 (0-6) at 12 months. 3% of the subjects
with an individual average score 0.7 (0-2) reported no change.

Conclusions
The Minitouch Outpatient Endometrial Ablation Procedure resulted in significant reduction in dysmenorrhea pain
scores of the subjects treated for heavy menstrual bleeding.
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Background

Appendicitis is a relatively common condition encountered especially in younger populations, who are also
encountered by the gynaecologists. Not uncommonly, a case may be suspected to be a complicated ovarian cyst,
and turns out to be an acutely inflamed appendix, and the opposite is also not uncommon.

As minimally invasive surgeons, we have encountered many cases in which the appendix is a crucial part of the
pelvic pathology presenting as a gynaecological problem. We have opted to call this finding "The gynaecological
appendix"

Methods
We present a wide spectrum of cases where the appendix is deeply involved in the process of pelvic pathology,
presenting to the minimally invasive surgeon dressed as a gynaecological problem.

Appendix may be incorporated in a tubo-ovarian mass, may initiate, or get inflamed secondary to a tubo-ovarian
abscess. Appendix may also be affected by endometriosis or get kinked and obstructed by pelvic adhesions
secondary to gynaecological pathology.

Finally, a poorly managed episode of appendicitis may end up in pelvic adhesions detrimental to the women's
fertility.

Results
A wide array of cases where the appendicular pathology is an integral part of the complex pelvic pathology is
presented.

The different etiologies, presentations and pathophysiologies are presented and discussed, along with the
management approaches and post-operative responses.

Conclusions

The appendix is not far from the field of the minimally invasive gynaecological surgeon. Awareness of the different
presentation, dissection techniques and management options should be familiar to the minimally invasive
gynaecological surgeon to optimise management and outcomes in such cases.
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Background

We have recently established unilateral pectineal suspension (UPS), a novel technique for apical and combined
prolapse repair fulfilling a broad range of quality criteria for POP repair. UPS provides mesh-free midline
anatomical suspension of the uterus using a single unilateral non-absorbable suture connecting the anterior cervix
to the lateral part of the iliopectineal ligament. The purpose of this retrospective study was to analyse
perioperative complication rate, short-term efficiency, and overall patient acceptance of the new UPS surgical
concept.

Methods

Between November 2019 and January 1, 2022, 53 patients presenting with isolated or combined apical prolapse
were scheduled for surgical treatment with UPS. All patients had failed conservative prolapse therapy. No
previous POP surgery had been performed, and all patients presented without uterine pathology. Patients were
offered the option of mesh-free apex correction combined with additional vaginal repair if needed and gave their
informed consent. Outcome data were collected retrospectively from the patient files. All patients were examined
during a routine follow-up visit 3-6 months after surgery to determine treatment success as defined by a
composite endpoint.

Results

Mean patient age was 63.6 years (range 35-84 years). Mean BMI was 24.6 kg/m? (range 17.8-43.2 kg/m?). The
patients stayed in the hospital 4 days on average (range 2-13 days). No drains were used. No conversions were
observed. Estimated blood loss as shown by decrease in haemoglobin levels was 0.89 g/dl. Mean operating time
for UPS alone was 44.08 min (range 20-74 min). Mean duration of UPS with additional procedures (anterior
repair, posterior repair, supracervical hysterectomy, BURCH colposuspension) was 82.97 min (range 37-235
min). The longest operation time observed included extensive adhesiolysis and BURCH colposuspension. On
follow-up examination after 3 to 6 months the composite endpoint was reached in 51 of 53 patients (96.2%).
Patient satisfaction resembled the results of the composite endpoint.

Conclusions

UPS is a novel, minimal invasive, unilateral, mesh free suspension technique for isolated or combined apical POP
correction in five defined steps. The procedure respects the physiological direction and angulation of the vaginal
axis. Reliable apical fixation is accomplished in all POP stages, including stage 4 total prolapse. The uterus can
be preserved unless uterine pathology warrants hysterectomy. UPS can be combined with additional procedures
for the correction of POP and / or SUI during the same or a subsequent procedure. Initial retrospective analysis of
the first 53 consecutive patients treated with UPS showed excellent perioperative results. The defined composite
endpoint was reached in 96.2 % of patients with very high patient satisfaction.
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Background

The optimal hormone replacement therapy (HRT) in young women who have undergone pelvic clearance for
endometriosis remains controversial with insufficient evidence. The purpose of the case report was to highlight
the potential risks associated oestrogen only HRT in this group of women. The purpose of the survey was to
establish current UK practice and to raise awareness amongst all Gynaecologists and GPs regarding the main
issues and risks associated with HRT in this group of women.

Methods
Case report

We present a case of recurrence of severe endometriosis associated with oestrogen-only HRT after hysterectomy
and bilateral salpingo-oophorectomy (HystBSO) in a young woman with endometriosis.

National survey

A 21-item survey on the use of HRT after pelvic clearance in women with endometriosis was administered
electronically using SurveyMonkey software. This was approved by British Menopause society and British Society
of Gynaecological endomdoscopy. It was sent to members of both societies as well as NHS Gynaecologists.

Results
Case report

A 45-year-old woman presented to our endometriosis centre with severe chronic pelvic pain while on high dose
oestrogen only HRT for five years after HystBSO for endometriosis in a different hospital. MRI of the pelvis
revealed multiple endometriomas around the cervical stump with severe left hydroureter and hydronephrosis with
complete loss of renal cortex.

National survey

A total of 217 clinicians responded to the survey including Endometriosis specialists (21%), Gynaecological
laparoscopic surgeons (24%), Menopause specialists (55%) (Gynaecologists (13%), GPs (33%) Nurses/trainees
(9%). Overall, 63% offer combined HRT, 10% oestrogen only, 10% tibolone, and 15% varied HRT depending on
endometriosis severity and completeness of excision. A total of 51% would give the progestogen component
indefinitely, 22% for 3-6 months and 27% for varied durations. Most responders prescribe either oestrogen
patches (37%) or gel (28%) with > 1% prescribing oral preparations. A total of 58% prescribe HRT immediately
after surgery, 16% after six weeks, 10% after three months and 16% after varied durations. Most responders offer
combined HRT to prevent recurrence of endometriosis (79%), development of new endometriosis (39%) or to
prevent malignant transformation of residual endometriosis (42%). Sixty-three percent of responders prescribe
combined HRT based on anecdotal evidence and personal experience. Overall, 54% responders indicated the
lack of sufficient evidence and 66% lack of clear guidance for the use of HRT in this group of women.

Conclusions

The reported case clearly highlights the real risk of recurrence of potentially severe endometriosis when high dose
oestrogen only HRT is used after incomplete excision of endometriosis. The survey highlights the wide variation in
practice when using HRT in women with endometriosis. It was surprising to see that only ~70% of responders
prescribe either combined HRT or Tibolone. In addition to raising awareness, the survey highlights the lack of
evidence and the need for more research.
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Background

The ENZIAN classification of endometriosis was developed to complete the rASRM score and better classify deep
pelvic endometriosis (DIE). Since this classification was specifically developed for DIE, it includes most common
locations of DIE such as uterosacral ligaments (USL), vagina, RVS, the rectosigmoid and the bladder. Although it
is more precise in describing the location of endometriosis, the reports of its accuracy in predicting the clinical
symptoms of the disease are controversial. While studies have reported a correlation between ENZIAN
classification with pelvic pain, dysmenorrhea and specific locations of endometriosis, others have failed to prove
this diagnostic value. The aim of this study was to evaluate how specific endometriosis symptoms are associated
with the ENZIAN score and rASRM classification.

Methods

A single-centre retrospective study included 101 women with DIE managed at a university-based tertiary care
centre for endometriosis between 2009 and 2020. The demographic data and reported symptoms were collected
from our computer system and the ENZIAN and rASRM classifications were applied retrospectively by carefully
evaluating structured surgical reports after endometriosis surgery. The data were analysed using descriptive
statistics.

Results

Median age at time of diagnosis was 32.0 years (min 21 — max 67). According to the rASRM classification, 20
women had minimal (stage |) disease (26%), 17 (22%) had mild disease, 28 (36%) had moderate disease and 12
(16%) had severe disease. Chronic pelvic pain was not associated with any of the domains of the ENZIAN
classification (p>.059) or distant retroperitoneal location (p>.794), nor was it statistically significantly associated
with the rASRM stage (p>.519). Dysmenorrhea was not associated with the ENZIAN classification (p>.129) or
distant disease (p>.123) or the rASRM classification (p>.305). Only symptoms of dyschezia (p<0.001) and rectal
bleeding were significantly associated with the ENZIAN classification (p<.001), when there was endometriosis
present in compartment »C« (rectum), but not with the rASRM classification (p>.141). Dyspareunia was not
significantly associated with clinical findings of ENZIAN compartments (p>.427), distant disease (p>.090) or the
rASRM disease classification (p>.686).

Conclusions

Our study suggests poor association of ENZIAN classification to clinical symptoms in DIE. Only symptoms of
dyschezia and rectal bleeding could predict the presence of endometriosis in the rectum. Further prospective
studies are needed to support these findings. If confirmed, further refinements to the classification of
endometriosis are warranted.
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Background

To find the best method to express the severity of adenomyosis (AM) using 2- and 3-dimensional transvaginal
sonography (2D- and 3D-TVS) in terms of interobserver agreement and correlation with dysmenorrhea (numeric
rating scale (NRS)).

Methods

A prospective pilot study in a university clinic in 30 premenopausal women diagnosed with adenomyosis, without
hormonal therapy. Diagnosis required at least 1 direct adenomyosis feature: myometrial line/bud, hyperechogenic
island or cyst. Estimation of the affected myometrium (mild <25%, moderate 25-50%, severe >50%) was
assessed in the recorded videos. Three independent observers evaluated 3D-TVS by 6 different methods for
severity of AM: manual contouring of volume of AM using the 18° rotation step (10 different planes) in Virtual
Organ Computer-Aided AnaLysis (VOCAL) and 10 sagittal planes in eXtended Imaging Virtual Organ Computer-
Aided AnaLysis (XI VOCAL), estimating the affected myometrium and affected myometrial layer in multiplanar
render (MPR) mode and counting the number of affected slices with set slice thickness in Multi-Slice View (MSV)
or counting affected slices out of 10 or 20 transversal uterine slices in XI VOCAL. Intraclass correlation and Fleiss
kappa were calculated, and the mean severity of AM outcomes were correlated with NRS.

Results

The first analysis in 5 patients showed that manual contouring was not feasible because of the diffuse character
of AM. Counting affected slices in MSV had a poor intraobserver agreement, because the most lateral slices were
not recognizable as uterine myometrium. In another 10 patients the 3 other methods were evaluated. The
estimated severity category and affected layer using MPR showed poor interobserver agreement (k=0.49, p<.001;
k=0.24, p=0.036 respectively) and only correlated with NRS in 2 out of 3 observers. Severity, expressed as
number of affected slices in XI VOCAL, showed a good interobserver agreement (ICC 0.85; 95% CI 0.64-0.96
and 0.86; 95% CI 0.65-0.96, in 10 and 20 slices respectively). The means of the affected slices correlated
significantly with NRS (r=0.84 and 0.87; p=0.01, in 10 and 20 slices respectively).

Conclusions

A semi-quantified method for grading the severity of adenomyosis using Xl vocal of the transversal plane by
counting the affected slices is feasible with good interobserver agreement and a very strong correlation with
dysmenorrhea (NRS). Our results encourage to analyse more cases, to design future studies for optimization of
this method and to assess its clinical relevance.
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Background

Bowel is the most common extra-gynaecological site of implant for endometriosis, affecting between 3.8-37% of
women with the disease (Ferrero et al, 2011). MRI is highly specific and sensitive for diagnosis of deep
endometriosis (DE), particularly at the rectosigmoid (Medeiros et al, 2014). However, by using the definition of
deep endometriosis as 25mm below the peritoneal surface, this still excludes some patients with more superficial
bowel pathology, for example adhesions/tethering only, who may still require multidisciplinary input at surgery.

This retrospective study aimed to establish:

* The proportion of patients who required either no colorectal input, or input for adhesiolysis, shaving, disc
resection or segmental resection over three years at a UK endometriosis centre.

*To correlate pathology found at MRI with operative findings

*To use these results to establish whether any predictive pattern could be established to ‘downgrade’ patients to a
non-joint waiting list, and thereby reduce pressures for the centre

Methods

Retrospective data for 100 cases who were planned for joint input on endometriosis theatre lists, after MDT,
between 2018 and 2021 were obtained and analysed to correlate MRI findings, interval between MRI and
operative date, operative input, and pathology extent at time of surgery.

Results

97 out of 100 patients had MRIs preoperatively, of which 95 reports were available. The prevalence of bowel
involvement on MRI reports was as follows: 4% had nil definite bowel involvement, 33% had bowel
tethering/adhesions, 20% had serosal involvement and 35% of patients had partial or full thickness bowel
involvement. The mean interval between MRI and operative date was 56 weeks.

75% of all patients required colorectal input during their operations. Of these, 28% of patients had shaving, 9%
had disc excision and 20% required segmental bowel resection, while 35% of patients had colorectal input for
reasons such as extensive adhesiolysis, assistance with rectal mobilisation, or appendicectomy.

Overall, 68% of patients with adhesions/tethering only on pre-operative MRI required colorectal input. Of these,
67% was to assist with adhesiolysis. However, 33% had deeper pathology, with 10% of these patients actually
requiring segmental bowel resection for full thickness lesions.

32% of patients with either reported adhesions/tethering only, or reported serosal involvement on MRI, did not
require joint input, with less pathology than expected.

Conclusions

MRI is well established for the diagnosis of DE. However, it may be more difficult to predict the extent of
adhesions or more superficial forms of bowel endometriotic involvement, and therefore the need for joint input, in
this small case series.
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Background

Our study aims to describe and evaluate the outcomes of laparoscopic surgical management of deep infiltrating
urinary tract endometriosis (UTE).

Methods

We performed a retrospective review of patients who underwent laparoscopic operative treatment for UTE from
2014 to 2021 in our department. The inclusion criteria was the presence ureteral and/or bladder endometriosis.
Patients’ characteristics, pre- and postoperative symptoms, surgical procedures, and intra- and postoperative
complications were analysed. Data were collected from the patients’ electronic files. Statistical analysis was
performed using SPSS 28.0 and a p<0.05 was considered statistically significant.

Results

During the study period, 60 women surgically managed for UTE were included, of whom 33 (55%) for bladder
endometriosis, 25 (41.2%) for ureteral endometriosis and 2 (3.3%) for ureteral and bladder endometriosis. At the
time of surgery, the mean age and median body mass index were, respectively, 36.9+5.5 years and 22.9 (5.61)
kg/m?2. Thirty-five (58.3%) women had a history of infertility and 40% had undergone previous surgical treatment
for endometriosis. In the patients with bladder endometriosis, 22 (62.9%) were treated with partial cystectomy and
13 (37.1%) underwent shaving of the endometriotic nodule. Ureter operations were divided into 15 (55.6%)
ureterolysis, 5 (18.5%) ureteroneocystostomy and 7 (25.9%) ureteroureterostomy. Hydronephrosis was present in
16 (59.3%) women with ureteral endometriosis and the left ureter was the most involved by the disease (63.0%).
UTE was associated with other deep infiltrating endometriosis lesions in 49 (81.7%) cases, with a predominance
of rectovaginal septum nodules.

The mean pre- and postoperative (12 months) dysmenorrhea and deep dyspareunia scores were, respectively,
7.4+3.3 vs. 2.4+2,8 (p=0,017) and 5,7+3,2 vs. 1,4+2.2 (p=0,023). Dysuria was present in 31 (51.2%) patients at
the first medical evaluation and in 6 (10%) women in the postoperative period (p=0,024).

We reported 8 (13.3%) intra- or postoperative complications: 1 promptly repaired iatrogenic laceration of the
bladder wall, 2 inadvertent injuries of the ureter also repaired intraoperatively, 2 acute pyelonephritis, 1 bladder
leakage during cystography 10 days after partial cystectomy and 2 ureteral fistulas after ureteroureterostomy, one
of which required reintervention for urinoma drainage. All cases were operated by laparoscopy and 1 surgery was
converted to laparotomy for the correction of an operative complication. Only one patient had a recurrence of
UTE. This woman underwent partial bladder resection 26 months after a shaving operation of the bladder
endometriosis.

Conclusions

UTE is a rare localization of ectopic endometrial implants, affecting 1-2% of women with endometriosis.
Postoperative outcomes revealed a significant improvement in painful and urinary symptoms with low rates of
severe complications or recurrence. The majority of our patients with UTE had multifocal deep infiltrating
endometriosis. A multidisciplinary team is essential for a safe and effective management of this disease.



ES31-0089 -
Free Communication

Pre-operative mapping of deep infiltrating endometriosis (D.I.E) on MRI: are we using it efficiently? How
do we compare to the national standards in accuracy?

Smitharaghavan Maniganahally Vijayaraghavan!, Rahul Savant?, Bilques Bilquies®, Samen Ray*, Aninda Saha®
114-, OBGYN, Thornaby, United Kingdom

°North tees and Hartlepool University Hospital, Obgyn, Stockton