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The verres needle 

Hasson Cannula 
Modern high-flow electronic pressure controlled 

insufflator for laparoscopic surgery 
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Reusable Cannula 13 
Disposable Cannulae 14 
There are multiple heads available for the 

unipolar ca~tery devices: hook, needle, spatula 

and blunt 15 

Unipolar scissors and forceps 

Aquapurator 

The laparoscope consists of an eyepiece and a 

light source 

A typical multilevel video cart 

Commonly used laparoscopic instruments. (a) top 

to bottom, 10 mm trocar and 5 mm trocar, 

reducer tube, suture applicator, veress needle (b) 
10 and 5 111111 telescopes (c) curved grasping 
forceps (d) atraumatic grasping forceps (e) heavy 

duty traumatic grasping forceps 

(f) Clip applicators: (left) non-disposable for 

metal clips, (right) non-disposable for absorbable 

clips (g) Bcrci dissecting spatula (insulated) and 

electrosurgical hook knife (insulated) (h) 

suction/irrigation cannula (i) cholangiographic 
. cannula 
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Fig. (15): 

(a) Injected saline· cannot be aspirated from the 
peritoneal' space,- but . (b) will_'lie'. aspiraiec,l. if 
illjecr~tf 'lhti'i prc.¥etiior\bl sp'acc;·t6) a' 'Jr~pl~Co'f 
saline' is aspiroted into the peritoneal cavity, but 

not the pre peritoneal space, (d) the tip should 
"fan" freely if in the peritoneal cavity 
Two techniques of inserting the initial trocar. (a) 
after obtaining a pneumoperitoneum lifting the 
hypogastric abdominal wall gives counter 
traction against the considerable force necessary 
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to insert the trocar. (b) an alternative,methpd is"lo ! 
a{lp!Y"·epigastin?conipression ihts ~re~~ie/ the j 
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i' - - - - --- - l&.wkY 1afidilrrien: '~veii 'bJuiitec:hpressure, - and re­

creates a much safer angle of penetration 
Transillumination of the abdominal wall reveals a Fig. (16): 
blood vessels to be avoided during cannula 
insertion 

Fig. (17): The Hasson cannula is held to the fascia with 
sutures to prevent air Joss. It is placed through a 
minifascial and peritoneal incision under direct 
visualization rather than ablind puncture 

Fig. (18): Normal, pale-blue gallbladder in the typical 
location at the hepatic incisura, projecting some 
what beyond the edge of the liver 

Fig. (19): Chronic cholecystitis with whitish, thickened 
wall, increase vascularity, and adhesions to the 
omentum 
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Fig. (22): 

Cirrhosis with micro to medium sized nodul~ 
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 
whitish-red coloration and abnormal vascularily 

Fig. (23): (a) Lines of traction are shown during 

laparoscopic cholecystectomy, (b) lateral and 
inferior traction of Harm ann's pouch 
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Fig. (24): The peritoneum over the anterior surface of 

Calot's triangle is opened, starling over 

Hartmann's pouch and staying close to the gall 

bladder 69 

Fig. (25): Turning Hartmann's pouch medially permits 

posterolateral dissection of the serosa of the gall 
bladder 69 

Fig. (26): 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 

Fig. (27): The cholangiogram catheter secured in place by a 

partially closed titanium clip 

Fig. (28): Dissection of the gallbladder from the liver bed 

using hook diathermy 
Fig. (29): 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 

Fig. (30): Placement of trocars for laparoscopic treatment 
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of non parasitic liver cysts 95 

Fig. (31): (a top left) The appendix is grasped by the first 
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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 assistant 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-
' ,Jf; -. 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 em 

distally. (e bottom center) alternatively, an 

endoscopic stapler is placed across the base of 








