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LAPAROSCOPY BASICS AND INSTRUMENTS

Veress needle 00:00:59
LT I
a. Orum, o ) et g = SLAER O 44
% Crameinior aitasang ainge ﬂwﬁam
Tip:
msapor‘cs= S Blurit central

a. Blunt central tip trocar, i o rocer

(Held by spring action).
b' s‘wm Hole for insutfiation
fParts of veress needle

mechanism of action :

Pushing against abdominal wall ~» Resistance — Blunt tip goes inside —> Sharp
needle pierces abdomen —» Loss of resistance —» Blunt tip comes out —
Prevention of further damage.

uses :
* Creating pneumoperitoneum in laparoscopy.
* fspirating Suids from peritoneol cavity,

Sites of insertion :
L umbiical (m/e),
a. Left subeostal : Paimar point (and m/c),
3, medion supra-umbilical : Lee Huang point uw
(3rd /e,
4 medion supra~pubic.
S Let ilioc $ossa. (A.Q).
b. Tronscervicol, '«msmahal.
7 Jain's point.




Reason for umbilicus to be the m/e point of entry :
1. Abdominal wall thinnest ot umbilicus,
3. more cosmetic,

Reasons Yor supra umbilicol entry:

L Large pelvic pathology,
3. extensive adhesions,

Palmar point :
* Location : Two fingerbreadths below
subcostal margin in mid-clavicular line.
® uses:incase of previous vertical scar.
* Check Yor:
. Diloted stomach.

a. a\hrsedspeen.
3 &rﬂargedlobeo?lwer.

effects of obesity on urbilical entry :
* with obesity Umbilicus moves down d/k sagaing,
* Normol angle of entry : 45° (To ovoid great vessels).
= tnobeseMeuts,ansleo?enirgﬂncreoses@o%ﬂ
* Umbilical entry in:
Non obese patients : Dongerous but easier,
Obese patients : Safer but difSicult.

Effect of obesity on location of great vessels




Trocar inserted ok 45° with operating toble Slak.
Trocar inserted at 45° becomes 90° "Wendeienburg position.

method of use :

Position of the frocar and great
vesseis in Trendelenburg

L ChecKMneedleisworKhs(sPﬁnsact'\on).

3. Flush with saline,

3. Incision ot umbilicus,

4, vold w‘rec’dg * Pen grip manner.
S. Lift abdominal wall and insert.

Clicks while nnser&ns
Clicks felt d/t loss of resistance.

2 clicks of umbilicus d/t :

L Anterior layer of rectus sheath.
a. Peritoneal layer.

3 clicks of above umbilicus d/4 :

L Posterior layer of rectus sheath.
3. Anterior layer of rectus sheath.
3. Peritoneal layer.

Methods 10 chedls proper insertion |
* Aspirote.
® Flush
* Soline drop test.

Steps of insertion of veresss needle



Insufflotor settings :
.. Set pressure !
* moximum pressure the machine aliows to budd up inside abdominal
mv‘rtg,
* Normal set pressure : I4~lbmmHg (Max I8-30mmHg ok time of entry)
* Less pressure : Less distention of the alodominal woll,
* More pressure : IVC compression.
a. Set fow:
* For Veress needle : 3-3L/min.
* For trocar : 10-14L/min.
3. Aetual pressure
* must not exceed set pressure.
o Vaheo“lOansa&’d'\es’tMcon%mspmpeﬂnseﬂiono?ver%s
needie.
* Vvalue of high pressure (near asmmHg) indicates large resistance o
Slow of gos d/k impraper insertion of veress needle.
4. Actual Slow
S. Total volume of gas used ¢
* Normal BMI patients : -3k,
* Thin patients : ISL.
* Obese podients : 3L,

Complications :

o injurghoomentummdi’csvesse!s.
* Bowel injury,

* eidder Injry

¢ mmtogreatvesseis.

monagement of complications :

* Do not remove neede,

* Exphore the abdomen immediotely.
* Call for concerned specialist.



00:33:40

Trocar & cannula

Size : 1M/ Tmav/Smm.
Types : siral § non-spiral.

Parts :

* Trocar : Sharp ip.

° cAnon.=0u’cercoverh3.

* &as port : For inflow.

¢ D\'wNCOn’co.insonewaHValVe
(Preven’tsleakogeoi'-gas).

Trocar plocement :
Primany trocar : (Similar to veress needle).
L Umbilical (M/c),
a. Supra-umbiicus (and m/e).
3. Palmer’s point.

fecessory trocars
L Junetion of loteral I/3rd and medial to 8/3rd 0% spino-umbilical fine.
a. mirror imoge of primary trocar.
3. 10em from primary trocar § em inside.

Note ¢

* During laparoseopy, surgeon stonds to the left of the patient.

* instruments should be trianqulated and not in a. straight line.

* lpsiokeral port placement ! Both ports on same side.

* Contraloteral port placement : Diamond shaped § on both sides.
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various methods of insertion :
* with prior veress insuflation.
$ arec'cmwemrg(cmbens@.
* Hasson's technique (Open laparoscopy) :
Opening all layers of abdominal wall § then 4rocor is placed.

mwswithsn,%en&r&:
0ptica|view&mcars
'an{rgunder direct vision 'chrmgh transparent tip.

Temomianendoﬁp{mw=

Trocar with shorp sleeve ok the tp.
Turning of 4he +ip couses abdominal wall layers o move aiay,

w - &

.

-

"~

Trocar for Hasson's Optical view frocar  Ternamian endo tip trocar

method
Other instruments in laparoscopy 00:48:40
ﬁrasper's 2
To hold tissues.
Types : @lunt or Traumatic (Toothed).
B Warviana (@ Right-angle dissector
\- —— .>ni=
O snt g (3 Sabooct
1 v—
Cone
£ Aigator () Fensatrated

araspers
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Tx

Needle holder : @
Types : | f:t - —t
* Straight handle (ethicon ’gpe). ’ v
* gent hande Storz type) . code
uses s Laparoscopie suuring/mupmectomy o
AR intracorporal whxring.
Uterine manipulator : J . o .
Types : & -5 =
Stondo rdV s'haped \ﬁ E%’.ﬁ_
mcmseshkar manipulator. Standord v f

PO drillng needle ryoma. serew
T -~ )
@ond applicator 1 5
monopolar hook



LAPAROSCOPIC ANATOMY OF ANTERIOR
ABDOMINAL WALL

Anatomy of anterior abdominal wall 00:00:19

Lagersoﬂheabdonﬂnaluml\:

¢ SKin.

* Subcutaneous tissue.

. ﬂnteriorlaﬂero?reckussheath
* Rectus abdominis Muscle.

L Posteriortagero?recmssheoﬁm
* Peritoneum,

significance ¢

* Trocar placement positions.

* Trocar introduction technigues.

* Avoiding vascular and nerve injuries.
¢ Post operotive analgesio.

Trocar Placements : veress Neede { Primary Trocar
* umbilical, supra. umbilical or Infra. umbilicol

* Number of give woys.

* Oblique or vertical entry,




™
. Y
- Layers oF abdominal wall ¢
/ FIACh R AbAOYAY
P - ok S
< - 5
g P
Layers of abdominal wall.
8elow the arcuate line posterior layer of
rectus sheath is deficient — One less loss of
resistance of the trochar is inserted,
what the trocar pierces :
Above the arcuote line :
First give way ¢ nnteﬁorlagero?—rec{ussheath.
Secondsiveun5= Pos’ceriorlaﬂero?recmssheah
Third give woy : Pertoneum
gebow the acruote line Secondgivewag is obsent.
]
: Veress needle 00:07:34
© Umbiice
Sites of Insertion : @ Lot micous pricoiciod
|, Umbilieus ©) Miodhon wpra-sybikcal Vs
P ﬂdVOMﬂeS } £ Mackon supra-puok
* Seor is cosmestic, D ity
/ . " I
' * fbdominol wall is thinnesy @ s swnons \@
) of this regjon, sites of insertion.



10
. beaStVasudarpw*.

* made up entirely of apponeurosis, extension of incision is possible.

a. Left subcostal ¢
* Indicotion : Dense adhesions of anterior abdominal wall with the bowel.
* iso Known as polmer's point.

a.med.imsmumbim=

. Nsommostee\-mrgpom.
. usedhmseso‘}targemasses

effect of cbesity:

Effect of obesity on location of grest vessels

in on obese patient — Umbiicus sages down :

* Trochor inserted ok o 45° angle in an average weighted patient to avoid
puncture of major blood vessies.

* Trochar can be inserted af right angle in on obese patient, as umilicus as
sagaed down from the original point.

Trendelenberg position :

Position of the trocer and great
vesssis in Trendelenburg



2 9 9

Trendelenberq position is never given before inserting the primary trochar, can
pu.dvreihegfeo&msets.

Plamer’s point :

Point & inches below the subcostal margin in the mid-dlavicular fine on the left
side. : ;
sigﬁ%waewﬂungs?ree&!mnadhesm

S«uchxr&ca&mhoﬁge’drgdmmsew

1. &iargedstonnm,

& enlarged let lobe of fiver.

3. enlarged spleen.
m=0r3mne3m5‘sﬂaew5m&ouseo$pnha’sm Palmr’spow*
method of use :

* Check thot needie is working, \y}/’
* RAush with saline, PR/

* Incision, Ve

. Mdmecﬁg. P § :} ==
Port placement : method of use.

Main trochar (0 mu is placed at the umblicus.
Aecessory trochars (Smm) are placed at the junction of medial a/2" and lateral
1/3 of spinoumbilical line.

significance  Inserted af the same level of in‘?eriorepisasfricarterg,eanset
damaged,

Lower accessory frocars are inserted after transiiumination of skin.

Upper accessory trocars are inserted lateral to rectus sheath.

@ om0 s & 1 1'0 IIS 20'

om

Port placement,



vessels of the abdominal wall :

Inferior gpigastric vessels :

* Prone 4o injury during insertion of accessory Smm trocars,

* Insert lower arcessory trocors abter transilluminadion of skin.
* insert upper accessory trocors lateral 4o rectus sheadt.

$ 10 15 Wom

Nerves of the abdominal wall :
¢ u'\o—\ng,uim\ nerve and ﬂio—hgpogastﬂc nerve.

Troumo. couses pasasthesia. o the abdominal wall.
* Con last for months, -

* morcellotor site incision (Smy is most common,

-

large ports ond during specimen removol.

avo&dedbg’cahng precoutions while taking and extending m&sion%rplac'\ng

g
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Intraperitoneal sturctures 00:20:46

Falciform figament

Ligmentum teres

Umbiticus

Median
umbilical igament

Medial
umbilical igament

Lateral umbilical
ligament

Bladder

ln{mperi’coneo.l structures.

I. medion umbilical I'gaunen’c :
* Remanent of embrgonic uwrachus,
* Located in midline and connected to bladder.

3. Loterol umbilical ligament : Thin fold raised b5 inferior epigastric artery.

3. Medial umbilical ligament :
* Formed by obliterated hypogostric artery, which is a continuation of anteri-
or division of intemal tioc artery,
* Forme the lateral limit of bladder disseetion



TAP Block 00:25:00

* TAP block : Transverses abdominis plane block.

* Regional anesthesia. for lap Sx.

. mnmmgpohhmidwagpointbetweenAS\Smdsubcos’calmrsinonkhe
m‘td—axil\nrglhe.

. me%mmhm:wwneoraopwm

* Proceduire : Under USG guidens/laparoscopicalit —> 80 mi of anesthetic
smtbnmjecfedmﬂweabdpnﬁmlwal\—*ueedlepushedﬂ\ﬂwewper&o—

neol space.
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LAPAROSCOPIC MYOMECTOMY

Introduction 00:00:21

Laparoscopic myomectomy has become the gokd standard for management of
fbroids.

This is because it is associated with reduced postoperative pain, faster recovery
and 1o increase in recurrence risk compared to laporotomg.

Patient selection criteria :
L Fibroid size : Maximum diameter of 8 10 10 cm as an upper safety limit.
3. Number : | solitary large Rbroid is easier to monage than multiple average
sized fbroids.
3. Location :
* Fibroid placed on the fundus, anterior or posterior wall of the uterus is
easier 1o operate.
* Fibroid located in the loteral wall, broad ligament or cervix requires
4. Surgeon skill : even very large Rbroids can be successfully managed in the
hands of an expert.
S. Potient fness : Along with the general pre-anesthetic workup, other
co-morbidities like morbid obesity, previous surgeries, compromised
cardiopuimonary function should be carefully assessed,

Consent and preoperative preparadtion :
* Potient is counselled thoroughly regarding the surgical procedure of laparo-
seopic myomectomy, its risks and advantages over laparotomy,
* Possibility of blood loss and need for transfusion ot blood and blood prod-
uets,
Possibility of endometrial damage while removing a. large or submucosol -
broid and ¢hances of adhesions,
* Postponement of attempt of pregnancy during the healing period (bout 3
0 & monthe).
* Risk of sarcomatous changes in Hbroid, parasitic myomas due 1o moreelia-
tion (Rare) should be documented in the consent.

15



Steps of laparoscopic myomectomy 00:08:16

L Port Placement,
3. Devascularising the Nbroid by :
* Uterine ar’cerg ligadion.
* injecting vasopressin,
3, Incision § enucleation of Rbroid,
4. Suturing of the myomo. bed in loyers.
S, &&mcﬁon&mgorm%x&mskepm’cprem in loparotomy,
6. Placement of adhesion barrier.

Trocar placement : 00:09:53
Pfivmg port placement :
Umbilical or supra-~umbiicol
10 mm in size,
Umbilical port is chosen because :
* umbilicus is the thinnest point of abdominal wall, allows easy entry,
* Cosmetic,
Suproumbilical primary entry (Lee Huang Poin® : For large Nbroids.

Fecessony ports

S mm in size
¢ ist port (Le® lakeral por®) : At junction of lateral I/2 and medial 3/3 of
spinoumbilical line (Line joining anterior superior iliac spine o umbiicus).
* and port (Lebt upper port) : 10 em above and & em mediol 4o the lower port
in case of ipsiladeral surgeons.
* 2d port (Right lower port) : Usually a. mirror imoge of the lef lower.
* Dlamond shaped port placement : For controloteral surgeons.

*—;\ \
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