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Two techniques of inserting the initial trocar. (a)
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to insert the trocar. (b) an alternative method is “fo
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creates a much safer angle of penctration
Transillumination of the abdominal wall reveals a
blood vessels to be avoided during cannula
insertion

The Hasson cannula is held to the fascia with
sutures o prevent air loss. It is placed through a
minifascial and peritoneal incision under direct
visualization rather than ablind puncture

Normal, pale-blue gallbladder in the typical
location at the hepatic incisura, projecting some
what beyond the edge of the liver

Chronic cholecystitis with whitish, thickened
wall, increase vascularity, and adhesions to the
omentum

Cirrhosis with micro to medium sized nodules
with varying inflammatory activity

Hydatid cyst on the surface of the right lobe
Hepatocellular carcinoma in underlying liv
cirrhosis of medium sized nodularity with typica
whilish-red coloration and abnormal vascularily
(a) Lines of traction are shown during
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The peritoneum over the anterior surface of
Calol's triangle is opened, starting over
Hartmann's pouch and staying close to the gall
bladder

Turning Hartmann's pouch medially permits
posterolateral dissection of the serosa of the gall
bladder

Separating the neck of the gall bladder from the
hepatic bed permits clear visualization of the
junction of the cystic duct and infundibulum of
the gallbladder in all of its circumference

The cholangiogram catheter secured in place by a
partially closed titanium clip

Dissection of the gallbladder from the liver bed
using hook diathermy

Bleeding from a trocal side is controlled by two
sutures placed with a Keith needle in the path of
the vessel at both sides of the trocar

Placement of trocars for laparoscopic treatment
of non parasitic liver cysts

(a top left) The appendix is grasped by the first
assistant while traction of the cecum cephalad
maintains exposure. (b top center) avery inflamed
and rigid or friable appendix may be handled
more easily by encircling it with a pre-tied
chromic ligature. The first assislant grasps the
tail of the ligature rather than the appendix. (c
top right) the mesentery is serially clipped and
divided by the surgeon. (d bottom left) two pre-

" tied chromic ligatures are placed at the base of
_ the appendix where it merges with the cecum,

and a third ligature is placed approximately 1 cm
distally. (e bottom center) alternatively, an
endoscopic stapler is placed across the base of
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the appendix after the mesentery has been
divided. ([ bottom right) a retrocecal appendix
may be exposed by incising the white line and
rolling the cecum cephalad and medially 100
Trocar placement 103
Transabdominal preperitoneal approach. (a)
peritoneal incision; (b) peritoneal flap and
positioning of the mesh; (c) closure of the

peritoneum using continuous sutures 105
(2) Small indirect hernia; (b) intraperitoneal

onlay mesh 107
A balloon dissection device 108

(a) The dissector is advanced within the rectus
sheath to reach the pubic tubercle. (b) the balloon
is filled with 600ml of normal saline to create an
extraperitoneal cavity. (c,d) after removal of the
balloon, the cannula is advanced into cavily and
connected to Cop. The cavity is inflated to

apressure of 8-10 mmHg 109

Closure of the ring for type 1I hernias (small
indirect hernias in the young adult). A: Cooper's
ligament; B: epigastric vessels; C: Sutures on the
internal ring; D: spermatic vessels; E: vas
deferens; F: iliac vessels

Positioning of ports

Abdominal port placement * l
The fan retractor elevate the left lobe of the liver. . L l
The hepatogastric ligament is sharply dissected F '
for mobilization of gastroesophageal junction. _ '

8
The gastroesophageal junction is grasped at péint [
* and pulled in direction A: for dissection of the

left crus and direction B: for dissection of the
right crus 119 |
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A tape pulling the oesophagus forward

The anterior wall of the fundus, at approximately
the fundus / body junction is picked up and
passed to the forceps behind the oesophagus

The wrap is complete and secured with two
interrupted sutures

Port placement sites with the two operative fields
requiring consideration

Completed mobilization of the distal oesophagus
with preservation of the hepatic branches of the
anterior vagus

(a) The longitudinal representation of the blood
supply within the falciform ligament and the
plane of dissection used to preserve the blood
supply lo the round ligament. (b) the round
ligament is detached from the umbilicus after
ligation (c) completed mobilization with the tail
of the extracorporeal ligature left long to act as a
"tow rope”

Removal of the nasogastric tube and oesophageal
mobilization with delivery of the "tow rope"
behind the oesophagus from right to left
Downward  traction on the sling  is
manometrically controlled 1o increase the distal
sphincter pressure to 15-20 mmHg. The initial
non-absorbable anchoring mattress suture s
placed

Completed fixation with multiple interrupted
sutures.

Sites of insertion of ports. 1 and 2: 10-11 mm
ports; 3,4 and 5:5 mm ports

Exposure of the lower oesophagus and cardio-
oesophageal junction. A gentle traction on the
anlerior gastric wall allows the thoracic
oesophagus to descent for some distance into the
abdomen. The myotomy is performed using the
electrosurgical hook

120

121

122

123

124

125

126

127

127

128

129

Central Library - Ain Shams University




Fig. (53):

Fig. (54):

Fig. (55):

Fig. (56):

X-scope sitcs Y-10/11 mm O-optional
Trocar site placement

Schematic drawing of anterior wall of slomach.
Two posterior T-Fasteners have been placed into
the stomach to secure the wall. A long spinal
needle is being inserted for introduction of a J-
wire to be followed by subsequent dilatation of
the gastrostomy

The schematic drawing. Four T-Fasteners shown
with gastrostomy tube being introduced over a J-
wire into the stomach

The laparoscope is inserted through the cannula
at the pararectal line left to the umbilicus. The
other three or four cannulae are placed at the
epigastric area, lateral eighth intercostal space,
midclavicular line of the left subcostal space, and
midaxillar line of the left subcostal space
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