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Dear Colleagues,

Welcome to Sydney, where the cranes are still reaching into the skies, trucks are still
carting trailers of rubbish away from buildings and every street is awash with giant holes
and persons holding stop/go signs to annoy the never ending stream of traffic. Yes this is
a city enveloped in progress. Everywhere you look, Sydney is Building it up and Breaking it
down.

This inspiration for our AGES ASM seems the perfect backdrop to what we are facing in
gynaecological and obstetric surgical skills where it is no longer acceptable to acquire a
set of skills and stagnate at the completion of training utilising only those skills learned

in that 15% of our professional life. With the constant change of procedures and the
emergence of science to renew, replace and even remove entire surgical approaches into
or out of our skill armamentarium.

We are delighted to host our international keynote speakers include Dr Kristen Matteson
from Rhode Island USA, Dr Justin Clark from Birmingham UK and Dr Malcolm Munro
from UCLA USA to do a lot of building and perhaps a little breaking down too. We are
also pleased to welcome Prof Jon Einarsson from Boston and current President of the
AAGL, who will be both presenting and introducing the AGES/AAGL exchange lecture.
Our international speakers will join an eminent Australasian contingent to take you on
this provocative romp through the contemporary controversies facing our specialty. The
depth of talent that we have in Australasia is incredible and the AGES training program
is producing top-class surgeons and presenters and we are grateful for their participation
and continuation of the strong scientific and surgical talent that AGES is renown for.

The incredibly popular Interactive Hubs are back in an expanded form with greater choice,

and skill acquisition will be a central feature of the new-look trade area. You have said you
want more hands on training and AGES is pleased to bring it to you within the framework
of our scientific meeting. Sydney 2017 also launches “Live-Dead Surgery”: surgical
exploration with no boundaries. Beamed live from Brisbane, Dr Michael Wynn-Williams
and Dr Danny Chou will show you places and spaces in the pelvis and abdomen that will
increase your knowledge of anatomy and opportunities for surgical problem-solving.

Internationally awarded journalist Geraldine Doogue will host our final session of the
meeting - a Q&A style panel discussion with a difference. Hear fromm women, their
partners, media experts and doctors on what women think of us as surgeons, how
we communicate and what they want in their surgeon. Enlightening, perhaps a little
uncomfortable but certainly unforgettable. Don’'t miss it!

The social program is no less excising with our annual black-tie gala awards dinner at

the Grand Hyatt Ballroom overlooking Darling Harbour filled with fine food and some
surprises in the fine sound department. Our dinner will not only graduate new AGES
fellows, but host the ASM awards and finally be the opportunity to own one of the three
artworks created by Fiona Omeenyo that have graced the covers of our three meeting
brochures for the previous year. Word is out that these are hot property and they will be
auctioned off, with all proceeds going to Anti-slavery Australia, an outstanding charity
whose mission is to provide support and legal aid for those forced into slavery within our
own country. We also will be auctioning the Board Dozen - 12 bottles of outstanding wine
to ensure you really enjoy your meal.

Finally it is here. Welcome to the AGES 2017 ASM. Welcome to Sydney. Welcome to the
new age of AGES.

A/Prof Jason Abbott
Vice President, AGES
Conference Chair

Dr Stephen Lyons
Director, AGES
Conference Scientific Chair

INVITED
INTERNATIONAL
FACULTY

MALCOLM MUNRO

PRIZES
AND AWARDS

BEST FREE COMMUNICATION
Sponsored by Medtronic

OUTSTANDING VIDEO
PRESENTATION
Sponsored by Device Technologies

OUTSTANDING NEW PRESENTER
Sponsored by Ethicon

BEST DIGITAL COMMUNICATIONS
PRESENTATION
Sponsored by AGES

OUTSTANDING TRAINEE
PRESENTATION THE PLATINUM
LAPAROSCOPE AWARD
Sponsored by Stryker & AGES

BEST DIGITAL COMMUNICATIONS
PRESENTATION
Sponsored by AGES

AGES TRAVELLING FELLOWSHIP 2017
Sponsored by Medtronic

AGES - AAGL EXCHANGE LECTURE
Sponsored by AGES
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THURSDAY 2N° MARCH 2017

0700 - 0800 CONFERENCE REGISTRATION MARITIME BALLROOM FOYER
SESSION 1 BREAKING DOWN SURGICAL SKILLS
0800 - 1000 Chairs: Jason Abbott & Stephen Lyons GRAND BALLROOM 2
0800-0810 | Welcome ;:::: :nbll_’;:;:‘
The Skill Drill: Evidence-Based Skill Acquisition Lenore Ellett
Hysteroscopic Skills: How Are They Different? Justin Clark
Finding The Fascia (And What To Do With It) Salwan Al-Salihi
Laparoscopic Challenges: Unfamiliar Pelvic Spaces Greg Robertson

Surgical Skills For The Fertility Surgeon - How To Get Them, How To Keep Them  Jim Tsaltas

Building The Surgeon: General Surgery Teaching Greg Keogh
Learning From Others - AGES Travelling Fellowship Presentation Sarah Choi

Panel Discussion

1000 - 1030 MORNING TEA, TRADE EXHIBITION & DIGITAL COMMUNICATIONS MARITIME BALLROOM & FOYER

SESSION 2 ‘AN INCONVENIENT TRUTH". BUILDING UP THE EVIDENCE WITHOUT

1030 - 1215 BREAKING DOWN PATIENT OUTCOMES.
Chairs: Emma Readman & Tal Jacobson GRAND BALLROOM 2

“Move On, Nothing Controversial Here... Or Is There?” Ablation Vs Excision For The

Treatment Of Endometriosis Martin Healey

“Just Whip ‘Em Out!” When Is Removal Of The Ovaries Beneficial To Women? Rodney Baber
“Laparoscopic Myomectomy Is Dead.” Discuss. Malcolm Munro
‘Do | Really Have To Do That, Doctor?” Bowel Prep For Laparoscopic Surgery Haryun Won

Mirenas, Vaginal Mesh, Robots, Class Actions And You. How Do We Combat “Dr
Google” And Erin Brockovich?

“The Best Is Yet To Come”™: Surgeons As Advocates For Evidence-Based
Innovation And Gynaecologic Surgery

Ruanne Brell

Kristen Matteson

Panel Discussion

1215 - 1345 LUNCH, TRADE EXHIBITION & DIGITAL COMMUNICATIONS MARITIME BALLROOM & FOYER
lezssos!?%g INTERACTIVE HUBS 1 MARITIME BALLROOM & FOYER: TRADE EXHIBITION
SESSION 4 FREE COMMUNICATIONS: CHAIRMAN'S CHOICE

1345 - 1530 Chairs: Harry Merkur, Supuni Kapurubandara & Gino Pecoraro GRAND BALLROOM 2

1530 - 1600 AFTERNOON TEA, TRADE EXHIBITION & DIGITAL COMMUNICATIONS ~ MARITIME BALLROOM & FOYER
SESSION5A | BREAKING DOWN LAPAROSCOPIC HYSTERECTOMY

1600 - 1730 Chairs: Haider Najjar & Olivia Smart GRAND BALLROOM1
Hysterectomy: Where Have We Been, Where Are We Going? Malcolm Munro
Laparoscopic Hysterectomy Surgical Anatomy: Avoiding The Tigers Surya Krishnan
Step-By-Step: Energy Sources For TLH Simon Edmonds
Making The Difficult TLH Easy Danny Chou
“But Doctor, I'd Like To Keep My Cervix": The Evidence For And Against Sub-Total

Erin Nesbitt-Hawes
Hysterectomy

Panel Discussion

SESSION 5B BREAKING DOWN THE TUBES AND OVARIES

1600 - 1730 Chairs: Luice Wang & Mark Ruff GRAND BALLROOM 2
Banking On The Future: Oocyte And Ovarian Wedge Freezing William Ledger
Evidenced-Based Management Of Ovarian Torsion Rachel Green

Step-By-Step: Surgical Management Of “The Good”, “The Bad”, And “The Ugly”

Ovarian Cysts Stuart Salfinger

Supuni

P . . B 5
Filshie Clips Are Dead... Salpingectomy Instead!” True OR False? Kapurubandara

Panel Discussion
1730 - 1900 WELCOME RECEPTION MARITIME BALLROOM & FOYER: TRADE EXHIBITION
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FRIDAY 3RD MARCH 2017

0700 - 0755

0700 - 0755

0700 - 0755

SESSION 6A
0800 - 1100

SESSION 6B
0800 - 0900

0910 - 1010

1100 - 1130

SESSION 7
1130 - 1300

1300 - 1400

SESSION 8A
1400 - 1530

SESSION 8B
1400 - 1530

SESSION 8C
1400 - 1500

1530 - 1600

SESSION 9
1600 - 1700

1700 - 1800

1900 - 2230

CONFERENCE REGISTRATION MARITIME BALLROOM FOYER

Breakfast Session: Women in Surgery HERITAGE 2
Breakfast Session: Surgical Self-Audit: Comparing and Sharing Data HERITAGE 3
LIVE DEAD SURGERY

Chairs: Tal Jacobson & Luke McLindon

Expert Panel: Alan Lam, Peter Maher, Robert O'Shea & Jim Tsaltas GRAND BALLROOM 2

INTERACTIVE HUBS 2 MARITIME BALLROOM & FOYER: TRADE EXHIBITION

INTERACTIVE HUBS 3 MARITIME BALLROOM & FOYER: TRADE EXHIBITION

MORNING TEA, TRADE EXHIBITION & DIGITAL COMMUNICATIONS MARITIME BALLROOM & FOYER

‘BUILD ME UP JUST TO BREAK ME DOWN?"

TRENDS IN SURGICAL TECHNOLOGY

Chairs: Haryun Won & Warren Chan GRAND BALLROOM 2

Myosure, Versapoint And Friends For The Surgical Management of Intrauterine

Pathology... Are We Sure? Justin Clark

“The Times, They Are A-Changing”: Evaluating Surgical Innovation Kristen Matteson

New Generation Laparoscopic Energy Sources: Bad For Surgical Skills And

Health Budget? Stephen Lyons

“‘Show Me The Money!” Who Benefits From Robot-Assisted Laparoscopy? Malcolm Munro

Fibroids.. What's The Fuss About MRgFUS, UAE et al.? Hugo Fernandes
Panel Discussion

LUNCH, TRADE EXHIBITION & DIGITAL COMMUNICATIONS MARITIME BALLROOM & FOYER

FREE COMMUNICATIONS 1

Chairs: Stuart Salfinger, Anbu Anpalagan & Haryun Won GRAND BALLROOM1
FREE COMMUNICATIONS 2
Chairs: Haider Najjar, Maree Wallwork & Luice Wang GRAND BALLROOM 2

INTERACTIVE HUBS 4 MARITIME BALLROOM & FOYER: TRADE EXHIBITION

AFTERNOON TEA, TRADE EXHIBITION & DIGITAL COMMUNICATIONS MARITIME BALLROOM & FOYER

KEYNOTE PRESENTATIONS
GRAND BALLROOM 2
Chair: Anusch Yazdani

John Pard
The Perpetual Dan O'Connor Lecture ohn Pardey

Referee: Stuart Salfinger
Clash Of The Titans

Endometriosis And IVF... LSS
Anusch Yazdani Vs

Who Should Have A Laparoscopy? Jason Abbott

Who Should Do The Laparoscopy?

Who Benefits From The Laparoscopy?

AGES ANNUAL GENERAL MEETING WHARF 3 & 4

AGES BLACK TIE GALA DINNER, AWARDS AND CHARITY AUCTION GRAND BALLROOM1 &2
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SATURDAY 4™ MARCH 2017

0700 - 0755 CONFERENCE REGISTRATION
Breakfast Session: Humpty Dumpty Sat on a Wall: Avoiding the Fall When
0700 - 0755 : :
Taking up a New Procedure/Device
SESSION 10A BREAKING DOWN MYOMECTOMY
0800 - 0930 Chairs: Simon Edmonds & Amy Arnold
Step-By-Step: Laparoscopic Myomectomy Made Simple
The Large Fibroid: Laparoscopy Or Laparotomy?
Challenging Fibroids: Adenomyoma, Deep Intramural, Broad Ligament,
Cervical And “The Bag Of Marbles”
Options For Fibroid Removal At Laparoscopic Myomectomy
Non-Surgical Management Of Fibroids
Panel Discussion
SESSION 10B BREAKING DOWN ENDOMETRIOSIS
0800 - 0930 Chairs: Harry Merkur & Victoria Qin
“Recognising The Chameleon” Is The Key To Avoiding Inadequate Surgical
Treatment Of Endometriosis
Step-By Step: Surgical Management Of Endometriosis:
The Easy And The Not So Easy.
Management Of The Teenager With Incapacitating Pelvic Pain
“Peek & Shriek” Or “Soldier On"? Options When Faced With The Unexpected
Finding Of Severe Endometriosis
When Surgery Fails.. Contemporary Non-Surgical Options For Persistent Pelvic
Pain
Panel Discussion
0930 - 1000 MORNING TEA & TRADE EXHIBITION
SESSION T REGULATION IN O&GC SURGERY: A FOREGONE CONCLUSION.
1000 - 1200 Chairs: Rachel Green & Marilla Druitt
Surgical Self-Preservation - How Should We Gauge Surgical Outcomes?
“‘Near Misses”: Beyond Surgical Morbidity And Mortality
“Who, How And Why?" The Challenges Of Credentialing In The USA
Training The Trainee And Consultant: The NHS Perspective
Clinical Excellence And Surgery
Beyond “Number Of Cases”: Redefining Cynaecological Surgery Training
“There’s No Time Like The Present”: Shared-Decision Making And Patient-
Centred Care
Panel Discussion
SESSION 12
200-1300 | INTERACTIVE Q&A FORUM
1300 - 1330 CLOSE & LUNCH

MARITIME BALLROOM FOYER

HERITAGE 3

GRAND BALLROOM1
Alan Lam

Sarah Choi
Haider Najjar

Yogesh Nikam

Luice Wang

GRAND BALLROOM 2

Christopher Smith

Kenneth Law

Rebecca Deans

Harry Merkur

Thierry Vancaillie

MARITIME BALLROOM & FOYER

GRAND BALLROOM 2
Emma Readman
Russell Hogg

Jon Einarsson
Justin Clark

Karen Luxford

Stephen Robson

Kristen Matteson

Moderator:
Geraldine Doogue
GRAND BALLROOM 2

MARITIME BALLROOM & FOYER
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(E
Stpy ker. Platinum Sponsor of AGES

Stryker is one of the world’s leading medical technology

companies and together with our customers, we are driven to
make healthcare better. The Company offers a diverse array of
innovative products and services in Orthopaedics, Medical and

Applied &

A Newr Generation Medical Device Compar.

Gold Sponsor of AGES 2017

Surgical, and Neurotechnology and Spine, which help improve
patient and hospital outcomes. Stryker is active in over 100
countries around the world.

Applied Medical, a new generation medical device company, has a
long history of responding to clinical needs and continually evolving
its surgical solutions. Applied is dedicated to improving patient
outcomes and enabling minimally invasive surgery worldwide.
With a strong commitment to training and education, Applied

& DEVICE

offers a range of simulation solutions and hands-on workshops.
As Gold Sponsor for AGES conferences and workshops in 2017, we
look forward to seeing you at our trade display and the Interactive
Hub. To learn more, please visit www.appliedmedical.com or call
Australia 1800 666 272 or New Zealand 0800 644 344.

TECHNOLOGIES Gold Sponsor of AGES 2017

For over 20 years, Device Technologies has been pioneering
possibility in the Australasian healthcare landscape - seeking
out and bringing to market, some of the world’s most advanced
healthcare products.

We are now Australasia’s largest independent provider of total
healthcare solutions, with a comprehensive range that extends
from high quality consumables, to advanced equipment,

robotics and fully digital O.R.s.

In partnership with some of the world’s most innovative
medical companies, our dedicated team of over 650 highly
skilled healthcare specialists and support staff, are dedicated
to providing superior outcomes for our customers and their
patients across the entire healthcare community.

ETHICON Major Sponsor of AGES ASM 2017

rap o THE okesina TSk FAMILY GF GOM FRMEDE

The Johnson & Johnson Family of Companies is united by a
common set of patient focused values. We are committed to
improving the health of people in Australia.

Johnson & Johnson Medical is the market-leading medical
devices provider. Our innovative products and solutions are used
primarily by health care professionals in the fields of general

and plastic surgery, orthopaedics, neurology, bariatric surgery,
infection prevention, urology, gynaecology, sports medicine and
cardiovascular disease. We have 30 major new products positioned
for regulatory submission in the next two years. Our core business
units include DePuy Synthes, Ethicon, Biosense Webster, Mentor,
ASP and we employ more than 850 people in Australia.

== Vifor Pharma wajor sponsor of AGES Asm 2017

Vifor Pharma is a world leader in the discovery, development,
manufacturing and marketing of pharmaceutical products for the
treatment of iron deficiency. The company also offers a diversified
portfolio of prescription medicines and over-the-counter (OTC)
products.

The intravenous iron portfolio includes Ferinject® (ferric
carboxymaltose), an innovative iron replacement therapy and

Venofer® (iron sucrose), the leading iron product for the treatment
of iron deficiency. This is complemented with the well-established
oral iron, Maltofer® (iron polymaltose complex).

Esmya® (uliprisal acetate, 5mg) is a new medical product for
the symptomatic treatment of uterine fibroids in women of
reproductive age.
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UAvant Professional Development Alliance Partner of AGES

Double Exhibitors Single Exhibitors
BOSTON SCIENTIFIC AON INSURANCE GRC SURGICAL SONOLOGIC
COLOPLAST BAYER HIGH TECH LASER TELEFLEX
HOLOGIC BOQ SPECIALISTS KOALA MEDICAL
Q VINNO ULTRASOUND
KARL STORZ CONMED LIFEHEALTHCARE
LUMENIS COOK MEDICAL MARLIN MEDICAL
MEDTRONIC ENDOTHERAPEUTICS MEDICAL DEVICES

SOCIAL MEDIA

FIND AND FOLLOW US HERE!

FACEBOOK

facebook.com/agessociety/

INSTAGRAM

instagram.com/ages_society/ or @ages_society

LINKEDIN
linkedin.com/company/ages---australasian-
gynaecological-endoscopy-and-surgery-society-limited

#l5 ek

AGES WEBSITE

ages.com.au
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The Australasian Gynaecological Endoscopy and Surgery
(AGES) Society are proud to announce the annual AGES
Society Art prize.

Fiona Omeenyo, from the Lockhart River ‘Art Gang’, was the
winner of the AGES Society Art Prize in 2016.

Fiona's three (3) commissioned artworks were featured on the
covers of the AGES Pelvic Floor Symposium 2016, AGES Focus

o\

Meeting 2016 and the AGES ASM 2017 brochures.

Fiona's artwork and the President's/Board dozen wines will be
auctioned on Friday the 3rd of March at the AGES XXVII ASM
2017 Black Tie Gala Awards Dinner, with the proceeds to be
donated to Anti-Slavery Australia (www.antislavery.org.au),
who are working tirelessly to abolish slavery at local, national
and international levels.

AGES is pleased to announce the winner of the AGES Society Art Prize for 2017 is Carrie Pitcher.

LIVE'DEAD SU RGERY FRIDAY, 3RD MARCH, GRAND BALLROOM 2

Surgery without limits is here. Anything you can possibly imagine
being done surgically in the pelvis is yours for the choosing. With
no risk to the woman on the table, but all the advantages of live
surgery, see procedures, complications being caused and repaired,
anatomy beyond any book or computer imaging and you direct
what will be demonstrated.

Fresh frozen cadaveric dissections in and out of the pelvis will be
performed by Dr's Michael Wynn-Williams and Danny Chou with
exposure and explanation of side wall structures, retroperitoneal
dissection and procedures that you do every day and a few more
that may get you out of a critical situation. As surgeons, we can
never know too much anatomy and live demonstrations of variants

and procedures are a popular part of the AGES ASM. This session
allows the ultimate flexibility to go where we simply have not been
able to go before, to provide you with both the skills and knowledge
for your practice.

The surgical team will be ably supported by evidenced based
highlights and seamlessly interlaced surgical video interspersed
through the demonstrations for a total surgical immersion. And for
the very first time, the audience gets to choose the shots. What you
want to see, where you want to go in the pelvis, how to repair and
protect is chosen by you through our digital voting system.

Live-Dead Surgery is an AGES first. Come interact with us in the New
Age of AGES. Only at the AGES Annual Scientific Meeting.

AGES MEMBERSHIP 10IN NOW FOR 2017

NEW MEMBER BENEFITS!

> Increased savings on member
registration fees of up to 15% and even
50% for those who have been members
for three or more consecutive years -
expired 31/01/2017

> Complimentary subscription to Surgical
Performance self-auditing software

> Eligibility to register for AGES Cadaveric
Workshops

MEMBERSHIP OF AGES ALSO INCLUDES THE FOLLOWING:

> Complimentary subscription to the Journal of Minimally Invasive
Gynaecology (formerly the AAGL Journal) or for a discounted rate the
International Urogynaecology Journal

> AGES newsletter, eSCOPE, published four times annually

> Member access to AGES website with access to meeting presentations

> Listing on the Membership Directory of the AGES website

> Eligibility to apply for AGES Research Crants

> Eligibility to apply for a position in the AGES Training Program in
Gynaecological Endoscopy

10 AGES XXVII ASM 2017



Geraldine Doogue is a renowned Australian journalist and broadcaster with
a distinguished career in news and current affairs. She is presenter of the
ABC National Radio program Saturday Extra and ABC Television's Compass. Prior
to this, she was the presenter of the ABC Radio National's Life Matters.

In 2003, she was recognised with an Officer in the Order of Australia for services
to the community and media. Geraldine is an outstanding Facilitator/MC.

Her forte is facilitating panel discussions and is ideally suited to a progressive-
minded audience.

GERALDINE DOOGUE

AGES Q&A FORUM FACILITATED BY GERALDINE DOOGUE

SATURDAY, 4TH MARCH, GRAND BALLROOM 2 | 1200 - 1300

What do our patients really think of us? Do we communicate  Geraldine Doogue, the panel will debate health issues

as well as we think we do? If you have a bad social media that every gynaecological surgeon needs to know. From

review, is this a restriction to your practice and what can you introducing yourself as a new surgeon to interacting with

do about it? women and their families about complications, the panel
will dissect the questions that are the cornerstone of our

AGES presents an interactive panel like never before, where surgical practice.

patients, consumer representatives, marketing gurus and the

family of the women we care for have their say. About us. With questions from the floor, you get to participate in what
promises to be enlightening as we expose ourselves and our

Confronting, frank and personal, this is a session you simply profession to those that really matter. Come interact with us

cannot afford to miss. Directed by award winning journalist in the “‘New Age of AGES.”

INTERACTIVE HUBS SOCIAL
PROGRAM PROGRAM

LOCATED IN THE TRADE AREA - MEMBERS WELCOME RECEPTION

ONLY & PRE-REGISTRATION REQUIRED Hyatt Regency Sydney

Thursday, 2nd March Thursday 2nd March
Interactive Hubs 1: 1230 - 1330 1730 - 1900

Friday, 3rd March

Interactive Hubs 2: 0800 - 0900 BLACK TIE GALA AWARDS DINNER

Interactive Hubs 3: 0910 - 1010 Hyatt Regency Sydney

Saturday, 4th March Friday 3rd March
Interactive Hubs 4: 1400 - 1500 1900 - late

BREAKFAST SESSIONS

WOMEN IN SURGERY @ FRIDAY, 3RD MARCH  HERITAGE 2 0700 - 0755

SURGICAL SELF-AUDIT: COMPARING & SHARING DATA FRIDAY, 3RD MARCH @ HERITAGE3 0700 - 0755
HUMPTY DUMPTY SAT ON A WALL: AVOIDING THE FALL WHEN TAKING UP A NEW PROCEDURE/DEVICE
SATURDAY, 4TH MARCH 2017 HERITACE 3 0700-0755

SURGERY IN O&G: BUILDING IT UP, BREAKING IT DOWN 11



. e\ 1\%

SESSION 4: FREE
COMMUNICATIONS
CHAIRMAN'’S CHOICE
BALLROOM 2

ORAL

LUCY AITCHISON

The Ergonomics Of Laparoscopic Surgery: A
Quantitative Study Of The Time And Motion
Of Laparoscopic Surgeons In Live Surgical
Environments

SARAH CHoOI

Laparoscopic Nerve-Sparing Surgery For

Deep Endometriosis - An Overview Of Neuro-
Anatomy, Surgical Technique, Clinical Outcomes
From Our Prospective Clinical Cohort Study And
Literature Review

PRATHIMA CHOWDARY

Pilot Study To Assess The Possible Role Of
The Mirena Intrauterine Device (IUD) In The
Management Of Endometrial Polyps

AMANI HARRIS

Recurrent Endometriosis After Laparoscopic
Surgical Treatment: A Multi-Centre
Retrospective Review

SHAMITHA KATHURURSINGHE

Integrating A Same Day Gynaecology
Ultrasound Service (GUS) To A Tertiary
Outpatient Clinic: Will It Improve Clinical
Decision Making And Patient Flow Through The
Hospital System? A Pilot Study

BABAK SHAKERI

The Prediction Of Pouch Of Douglas Obliteration
Using Offline Analysis Of Laparoscopic Video
Sets: An Intra-, Inter-Observer And Diagnostic
Accuracy Study Evaluating The Performance

Of General Gynaecologists Versus Advanced
Laparoscopic Surgeons

ANUSCH YAZDANI

The Fatigue Study: A Prospective Randomised
Controlled Trial Of The Impact Of Fatigue On
Surgeon Performance In Long Procedures

VIDEO

GEMMA BLAIN
Ovarian Ectopic Pregnancy: A Surgical
Technique For Ovarian Conservation

THEA BOWLER
Vaginal Morcellation Of The Fibroid Uterus At
Total Laparoscopic Hysterectomy

DEAN CONRAD
Uterine Manipulation - Tips And Tricks To Make
Difficult Surgery Easy

SESSION 8 A: FREE
COMMUNICATIONS
BALLROOM 1

ORAL

SAM ALHAYO

Rectosigmoid Deep Infiltrating
Endometriosis; Our Experience Over
6 Years

PRATHIMA CHOWDARY

Multicentre Retrospective Study To Assess
Diagnostic Accuracy Of Ultrasound For
Superficial Endometriosis - Are We Any Closer?
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ZHENG YUAN NG
Factors Predicting The Failure Of Mid-Urethral
Sling Surgery

SAMARA SABUR

The Distended Stomach: A Case Series On
Gastric Injuries During Laparoscopic Entry At
The Umbilicus

VIDEO

LIMA ARSALA

Live Interstitial Ectopic Pregnancy At 12+1 Weeks
Gestation At The Surgical Site One Year Post
Open Myomectomy

ALAN FREEMAN

Two Surgical Technique: Laparoscopic
Sacrohysteropexy Made Easier And Safer With
Alan Utero-Vaginal Manipulator

MADELEINE HONNER

The Royal Women'’s Hospital Multidisciplinary
Approach To A Complex Gynaecological Case:
Hereditary Coproporphyria

VALERIE TO
Team Surgeon Versus Endometriosis

DEBBY UTAMA
The Travelling Mirena: Case Review And Video
Presentation

SESSION 8 B: FREE
COMMUNICATIONS
BALLROOM 2

ORAL

ELISE COGHILL

A Severe Inflammatory Reaction, Adhesion
Formation And Pain In Response To The Use
Of A Gelatin Thrombin Matrix For Haemostasis
During Laparoscopic Surgery

SHAMITHA KATHURURSINGHE

A Review Of Clinical Practice In The Diagnostic
Accuracy Of Magnetic Resonance Imaging (MRI)
For Investigating A Fibroid Uterus

SNEHA PARGHI
Reverse Hysterectomy: A Modified Technique
For Laparoscopic Hysterectomy

RONI RATNER

Endometriosis: An 8 Year Retrospective Analysis
On The Surgical Outcomes And Complications
In A Large Multicentre Unit In Melbourne

JESSICA TOMPSETT

Ultrasound Based Endometriosis Staging
System (UBESS) To Predict Complexity Of
Laparoscopic Surgery Using AGES Laparoscopic
Skill Levels

VIDEO

LIOR LEVY

Uterine Rudimentary Horn In Young Female
Presented With Severe Endometriosis, Bad
Obstetric History And Agenesis Of Unilateral
Kidney - A Case Report And Video Description
Of The Laparoscopic Treatment

EMMA PATERSON
Laparoscopic Morcellation - A Contained
Approach To Fibroids

CAROLIN POON
Laparoscopic Wedge Resection Of The Uterus
For The Management Of A Left Interstitial

Ectopic Pregnancy

RONI RATNER
Endometriosis Of The Extra-Pelvic Round
Ligament: A Case Report

DIGITAL FREE
COMMUNICATIONS
EXHIBITION AREA

JADE ACTON

Working Hours, Roster Patterns And Fatigue Of
Obstetrics And Gynaecology Trainees In Australia
And New Zealand

DIMITY ARCHER

A Surprise Diagnosis Of An Ectopic Complete
Molar Pregnancy: The Importance Of Surgical
Management In Ectopic Pregnancies

KIRAN ATMURI
Case Review And A Toolkit For Managing
Laparoscopic Port-Site Bleeding

ADELINE CHAN
The Use Of Ureteric Stents In Complex
Gynaecology Surgery: A Retrospective Study

ALEXANDER CHEN
Endometriosis Surgery In Patients With High
Body Mass Index, A Retrospective Cohort Study

SARAH FITZGIBBON
Endometriosis, Ureteral Duplication, And
Gender Reassignment: How Does It All Fit?

ALAN FREEMAN

Total Laparoscopic Hysterectomy In 3 Easy
And Safe Steps With Alan Vaginal
Manipulator

ELIZABETH GOULDING
“Endometriosis Does Not Exist In Tasmania”

HOW CHUAN HAN

A Retrospective Study On The Outcomes And
Efficacy Of The Manchester Procedure As A
Uterine-Sparing Surgery For Uterovaginal
Prolapse

LAURA HARDWICK
A Case Of Hickam’s Dictum

AMANI HARRIS
Ulipristal Acetate: A Recently Approved Medical
Treatment For Fibroids

PRADEESHA HETTIARACHCHI
An Interesting Case Of A Multifibroid Uterus In
Pregnancy

KAREN KONG
Laparoscopic Removal Of Non-Communicating
Rudimentary Uterine Horn

KAREN KONG
A Case Series Of Intravenous Leiomyomatosis
And Literature Review

JUSTIN LAM

The Use Of The Da Vinci Robotic Platform
In The Treatment Of Severe Recto-Vaginal
Endometriosis

IHAB LATTOUF

Decision Tree Analysis Incorporating hCG Ratio
Versus Risk Prediction Model (M4): Prospective
Interventional Study To Rationalise The
Management And Follow Up Of Women With A
Pregnancy Of Unknown Location

IHAB LATTOUF
Sensitivity And Specificity Of Pretreatment hCG
Ratio In Non-Surgical Management Of Tubal




Ectopic Pregnancy

REBECCA LI
A Rare Case Of A Ruptured Dermoid Cyst

TRISTAN MCCAUGHEY

Dermoid Removed, Another Life Saved. Anti-
NMDA-Receptor Encephalitis Due To Ovarian
Dermoid Tumours

ROSE MCDONNELL
Laparoscopic Hysterectomy Outcomes, Caseload
And Training: A Retrospective Audit

ANDREW MCINTYRE

Portable Video Media As An Adjunct To
Informed Consent For Gynaecological Surgery:
Review Of The Literature And Abstract For A
Prospective Randomised Clinical Trial

LUKE MCLINDON
Vaginal Morcellation - It's All In The Bag

KASIA MICHALAK
Evolution Of An Atypical Fibroid On MRI Over A
4 Year Period - A Case Report

KELLY MIROWSKA-ALLEN
Unplanned Hysterectomies Following
Myomectomies At A Tertiary Institution

BATOOL NADIM

Correlation The Morphological Ultrasound Types
Known As ‘Blob’ And ‘Bagel’ Signs With The
Laparoscopic Histopathology Findings: Should
Be Reclassified From Probable To Definite
Ectopic Pregnancy

BATOOL NADIM

Ureterolysis At Time Of Laparoscopy For Excision
Of Pelvic Side Wall Superficial Endometriosis:
Introducing VACU-Lysis

STEFAAN PACQUEE
Retrospective Audit On Laparoscopic
Sacrocolpopexy With Ultra-Lightweight Mesh

LIONEL REYFTMANN
Laparoscopic Anatomy Of The Superior And
Inferior Hypogastric Plexus In The Cadaver

SUMI SAHA

“All That Glitters Is Not Gold” A Case Report Of
Peritoneal Inclusion Cysts And Review Of The
Literature

ARCHNA SARASWAT
Fractional CO2 Vaginal Laser, Monalisa Touch:
Does It Work?

BABAK SHAKERI

Cost-Benefit Analysis For The Use Of Transvaginal
Ultrasound In The Work Up Of All Women With
Potential Endometriosis To Minimal, Mild To
Moderate And Complex Endometriosis Disease

CAMERON SHARP
Laparoscopic Wedge Resection Of Interstitial
Ectopic: A Case Report

ADRIANA SUKER

Fertiloscopic And Laparoscopic Correlations, In
Case Of Adhesions Or Endometriosis
ADRIANA SUKER

Spontaneous Pregnancy Rates Following
Polypectomy In Case Of Infertility: A
Retrospective Cohort Study

HANNAH SYLVESTER
Bladder Endometriosis: A Case Study
Highlighting Important Surgical Considerations

I-FERNE TAN

Anatomical Mapping Of Deep Infiltrating
Endometriosis In Accordance With The Cordes
Statement

I-FERNE TAN

What Is The Anatomical Distribution Of
Superficial Endometriosis In Women With
Isolated Peritoneal Endometriosis?

VALERIE TO
Correlation Or Causation? A Case Report Of
Endometriosis Within A Caesarean Scar Defect

KELLY VAN DEN HASPEL

The Implications And Outcomes Of A Uterine
Fibroid Variant Diagnosis At Surgery: A Twelve
Year Review In A Tertiary Hospital

SAMUEL VO

Correlation Between Laparoscopic Macroscopic
Appearance Of Superficial Endometriosis And
Histopathological Confirmation

NICOLE WHITE
And Then There Were Two - An Experience With
Heterotopic Pregnancy In Tasmania
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Program Abstracts
Thursday 2 March 2017

Session One: Breaking Down Surgical Skills
0800-1000
Grand Ballroom 2

How do we get it? Once obtained, how do we not lose it? The challenge of acquisition of surgical skills and
their maintenance is explored in this session. Further, how local O&G training stacks up against our
international colleagues is examined. The general surgeons are even given an opportunity to explain how their
training methods produce the best surgeons...

The Skill Drill - Evidence-Based Skill Acquisition
Lenore Ellett

1. Mercy Hospital Department of Endosurgery, Heidelberg, VIC, Australia

This session will explore the medical literature regarding simulation surgery in laparoscopic gynaecology. It is
no longer appropriate in endosurgical training to “see one, do one, teach one”, because the times, ‘they are a-
changing’. We know that complications occur more frequently in the laparoscopic learning curve than in open
surgery. We also know that with the advent of safe working hours, increased numbers of trainees and
improved medical treatments, our trainees get less exposure to the operating theatre than preceding
generations. It is time to embrace simulation surgery.

This session will look at educational principles. It will examine several seminal papers in gynaecological
simulation surgery and will attempt to convince the audience that a national Simulation Curriculum and access
to appropriate training facilities should be developed.

Hysteroscopic Skills: How Are They Different?
Justin Clark®

1. Birmingham Women'’s Hospital, Birmingham, United Kingdom

The main obstacles too successful hysteroscopic surgery are access to the uterine cavity and subsequent acquisition and
maintenance of optimal visualisation. Generic to other forms of endoscopy, proficient hysteroscopy requires good hand :
eye co-ordination, an understanding of the relevant anatomy and spacial awareness. The laparoscopist has the luxury of
time, pausing to admire his or her work, within a clearly visualised working environment. In contrast, the harder pressed
hysteroscopist cannot dawdle because they face the combined challenges of maintaining a clear operative field (using
instilled fluid under pressure) whilst simultaneously avoiding complications from excessive absorption of this fluid. Thus,
the adoption of efficient and delicate movements during surgery are imperative to minimise trauma, reduce complications
and lower operating times. High quality training and importantly an appreciation of hysteroscopic technologies are
required for the hysteroscopist to excel and patient outcomes to be optimised. In addition to attaining surgical dexterity,
the modern hysteroscopist has the added burden of needing to communicate effectively during procedures because
technological advances in instrumentation has allowed an increasing array of intrauterine procedures to be conducted in a
safer, more convenient and more cost-efficient outpatient setting.

These practical aspects of hysteroscopy including familiarisation with an ever increasing array of associated technologies,

supported by evidence where available, will be discussed along with the use of electronic data collection to quality assure
outcomes from hysteroscopic surgery.

Finding The Fascia (And What To Do With It)
Salwan Al-Salihi*
1. The Royal Women's Hospital, Canterbury, VIC, Australia

Abstract not yet provided.
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Laparoscopic Challenges: Unfamiliar Pelvic Spaces
Greg Robertson

This session focuses on topics related to surgical training and the presentations are intended to be of interest for generalist
gynaecologists as well as advanced laparoscopic surgeons.

This talk focuses on laparoscopic surgical anatomy with a special emphasis on the pelvic spaces (paravesical and pararectal
spaces in particular) and the structures that bound, or are contained within the pelvic spaces, especially as they pertain to
laparoscopic surgical procedures. The paravesical space is bound by the bladder pillars medially, the obturator internus
and levator ani muscles and the pelvic sidewalls laterally, and the medial umbilical ligaments superiorly. The paravesical
space is contiguous with the Cave of Retzius, or the retropubic space. Surgical relevance is related to colposuspension
procedures and also as access for hysterectomy particularly following previous caesarean section. The para-rectal space is
defined anteriorly by the cardinal ligament, medially by the rectum, posteriorly by the sacrum, and laterally by the internal
iliac artery. Development of the space can allow ureteric dissection safely and reflection of the rectosigmoid

colon. The recto-vaginal space or Denonvilliers' fascia is bordered by the rectum posteriorly, the vagina anteriorly and
starts caudally at the superior margin of the perineal body (2 to 3 cm above the hymenal ring) and extends superiorly
between the posterior vagina and the rectum through the posterior cul-de-sac. Its most cephalad border is the posterior
cul-de-sac just inferior to the cervix. This can be important in hysterectomy in dissecting adherent bowel to the posterior
aspect of the uterus

Surgical Skills For The Fertility Surgeon: How To Get Them, How To Keep Them
Jim Tsaltas®

1. Freemasons Medical Centre, East Melbourne, VIC, Australia

This presentation will focus on the skills that are required for fertility sparing and enhancing surgery. This presentation will
focus on endometriosis surgery and upskilling from simple procedures to more complex fertility sparing procedures. | will
discuss the evidence for endometriosis surgery to improve fertility outcomes. | will also discuss fibroids and the evidence
for surgery and discuss surgical technique acquisition for myomectomy surgery.

Building The Surgeon: General Surgery Teaching
Greg Keogh'
1. Prince Of Wales Hospital, Randwick, NSW, Australia

Abstract not yet provided.

Learning From Others - AGES Traveling Fellowship Presentation
Sarah Choi®

1. Sydney Women's Endosurgery Centre SWEC; Complex Pelvic Surgery Unit, Liverpool Hospital, Chatswood, NSW,
Australia

Abstract not yet provided.

Session Two: “An Inconvenient Truth”: Building Up The Evidence
Without Breaking Down Patients Outcomes

1030-1215

Grand Ballroom 2

Can “the evidence” be bad for your patient and what should you do if you think it is? Thorny issues relating to
evidence and best practice are explored, including when the patient thinks their evidence is better than yours.

"Move On, Nothing Controversial Here... Or Is There?" Ablation Vs Excision For The Treatment Of
Endometriosis

Martin Healey®
1. Monash IVF Victoria; Royal Womens Hospital Victoria, Malvern East, VIC, Australia

There is ongoing debate about surgical treatment of endometriosis, but currently only 2 PRCTs comparing ablation and
excision. These do not show a clear advantage for a particular approach, but are limited to only assessing symptom scores

15 AGES XXVII ASM 2017



as outcome measures. A wider debate is needed about what measures should be compared. Alternatives that warrant
consideration are: (1) rates of re-operation for positive disease; (2) rates of using hormonal treatments within 1 year of
surgery; (2) quality of life measures; (3) adhesion rates; (4) surgical costs including theatre time. In addition there is a
need for evidence comparing these treatment methods for surgically managing infertility. A near vacuum of knowledge
requires filling.

“Just Whip ‘Em Out!” When Is Removal Of The Ovaries Beneficial To Women?
Rodney Baber*
1. North Shore Private Hospital, St. Leonards, NSW, Australia

Opportunistic removal of the ovaries has long been an accepted practice amongst gynaecologists. In the USA 300,000
‘prophylactic bilateral salpingo-oophorectomies are performed each year with more than half that number in pre
menopausal women.

Reasons are often spurious, ‘whilst we are there’, ‘it will reduce your risk of further surgery’, ‘you won’t even know’ and ‘to
protect you from ovarian cancer’.

Most ovarian cancer arises in post menopausal women. It is a dreadful disease with a thankfully low incidence. The life
time risk for Australian women is 1.2%.

A large body of evidence has now shown that pre menopausal oophorectomy in low risk women is ill advised. It will
certainly reduce the risk of ovarian cancer but it will increase the risk of cardiovascular disease, osteoporosis and fractures,
cognitive impairment and early death. Indeed, in this population, despite the effect on ovarian disease, all cause mortality
is increased.

Women who carry a known genetic mutation or have a strong family history have a life time risk of cancer of between 11
and 40%. For these women early oophorectomy is an appropriate option. Timing is critical and, as with every other medical
intervention, the pros and cons of the procedure must be discussed thoroughly before proceeding.

Advanced endometriosis presents other unique problems particularly with regard to repeat surgery and disease
recurrence. Oophorectomy before age 40 has NOT been shown to reduce the risk of repeat surgery and should be
regarded as a last option.

Managing the consequences of bilateral oophorectomy is complex and requires planning and discussion before surgery
particularly in those women who cannot or will not agree to subsequent menopausal hormone therapy at least until the
average age of the menopause.

“Laparoscopic Myomectomy Is Dead.” Discuss.
Malcolm Munro*

1. David Geffen School of Medicine at UCLA, Los Angeles, CA, United States

Leiomyomas have become an increasingly common challenge for gynecologic surgeons, as they more frequently threaten
or impair the fertility of a generally older group of women seeking pregnancy. Until the latter part of the 20th century,
myomectomy was, essentially, exclusively performed by laparotomy, but with the availability of endoscopic
instrumentation, first hysteroscopic and then laparoscopic techniques were introduced by the time the century came to a
close. A number of issues challenge the value of laparoscopic myomectomy; where applicable, hysteroscopic technique is
less invasive and can frequently deal with those myomas that are related to infertility, recurrent pregnancy loss and the
symptom of heavy menstrual bleeding. Medical interventions and other image-guided minimally invasive techniques have
the potential to deal with at least some of the clinical situations created by leiomyomas. Controversies over the use of
morcellation bring into question some of the basic advantages of laparoscopic myomectomy if the only alternative is the

performance of minilaparotomy. This session will explore these issues delving into the future place for laparoscopic
myomectomy.

“Do | Really have to do that, Doctor?” Bowel Prep for Laparoscopic Surgery
Haryun Won'
1. Royal Hospital for Women, Bondi Junction, NSW, Australia

Mechanical bowel preparation is regarded as an efficient method to improve surgical visualisation and bowel handling
during variety of surgical procedures. In contrast to laparotomy in which bowel can be retracted and packed to improve
surgical visualisation, this cannot be achieved at laparoscopy and an empty bowel may improve visualization, particularly
working in the deep pelvis in a confined space such as the posterior pelvic compartment.

This session will encompass a review of current medical literature across gynaecological and other surgical specialties on
the effect of mechanical bowel preparation prior to laparoscopic surgery.



Mirenas, Vaginal Mesh, Robots, Class Actions And You. How Do We Combat “Dr Google” And Erin
Brockovich?
Ruanne Brell*

1. Avant, Sydney, NSW, Australia

Social media platforms and the online environment can help, but also hinder, the practise of medicine. The effect of social
media platforms and the abundance of information online allow the wide dissemination of information to patients and
encourage discussion amongst them. This has significant impact upon the doctor-patient relationship, in shaping
expectations, guiding communication and influencing how best to manage outcomes. How can the medical profession
guard against the impact of these rapid changes?

“The Best Is Yet To Come”: Surgeons As Advocates For Evidence-Based Innovation And Gynaecologic Surgery
Kristen Matteson®

1. Division of Research for the Department of Obstetrics and Gynecology, Warren Alpert Medical School, Brown
University, Providence, USA

This session focuses on topics related to best available evidence and surgical outcomes and the presentations are intended
to be of interest for generalist gynaecologists as well as advanced laparoscopic surgeons.

The focus of this talk is surgical innovation and the role of surgeons as advocates for the adoption of evidence-based
standards for incorporation of new techniques and devices into clinical practice profession-wide. This talk will involve a
discussion of different ways to measure benefits and harms to patients and society and how much is enough scientific
evaluation for new surgical innovation and devices. This talk will also cover what history has taught us about incorporation
of new technologies into clinical practice and thoughts on how surgeon-advocates can be the drivers for conscientious, but
appropriately expeditious, incorporation of new technologies into clinical practice in the present and future.

Session Three: Interactive Hubs 1

1230-1330
Maritime Ballroom & Foyer

Trade Exhibition

By registration only.

Session Four: Free Communications: Chairman’s Choice
1345-1530
Grand Ballroom 2

The best of the best... Oral presentations of the best abstracts as chosen by the Conference Chairman.

The Ergonomics Of Laparoscopic Surgery: A Quantitative Study Of The Time And Motion Of Laparoscopic
Surgeons In Live Surgical Environments
Lucy P Aitchison®, Cathy K Cui*, Amy Arnold", Erin Nesbitt-Hawes", Jason Abbott"

1. School of Womens and Children's Health, University of NSW, Sydney, NSW, Australia

Background: Laparoscopic surgery presents multiple ergonomic difficulties for the surgeon, requiring awkward body
postures and prolonged static muscle loading that increases risk for musculoskeletal strain and injury. This prospective
study quantitatively measures the biomechanical movements of surgeons during laparoscopic procedures to determine at-
risk movements from prolonged static muscle loading and repetitive motions that may lead to injury.

Methods: 150 video recordings of 18 surgeons, standing at the patient’s left were captured from three fixed camera
positions during live gynecological laparoscopic surgery. Post-operative processing quantified surgeon movements at the
neck, shoulders and elbows using computer software to measure extreme joint angles and time spent within defined joint
angle ranges.

Results: Surgeons spent a median of 98% (range 77-100%) of surgical time with their neck rotated at 21° (range 0-52°). The
non-dominant arm was subjected to more extreme positions for significantly longer periods of time compared to the
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dominant, with shoulder flexion at 45-90° for 35% vs. 0% (p<0.001) and elbow flexion at >120° for 31% vs. 0%, (p<0.001) of
total surgical time. Procedures involving power morcellation required significantly greater number of instrument
insertion/removals - 119 (range 56-182) compared with 12 (range 2-122) when morcellation was not used (p<0.001).
Shorter surgeons maintained significantly greater degrees of neck rotation when viewing the monitor (p<0.003) and
surgeons with shorter arm lengths spent longer in extreme positions with their non-dominant shoulder at >90° (p=0.04)
and elbow at >120° (p<0.001) compared with taller surgeons. No significant correlations were found between BMI or
surgical experience and more extreme joint positions.

Conclusions: Four primary areas have been identified where surgeons are consistently demonstrating movements that
increase their risk of harm: 1. extended periods of neck rotation; 2. asymmetrical loading between the dominant and non-
dominant shoulders; 3 power morcellation and frequent insertions/removals of laparoscopic instruments resulting in
repetitions of the most extreme shoulder positions; 4. a negative correlation between height and percentage time spent in
more extreme positions.

Video Presentation
Ovarian Ectopic Pregnancy: A Surgical Technique For Ovarian Conservation
Gemma Blain®, Jason Abbott*

1. The Royal Hospital for Women, Randwick, NSW, Australia

Ovarian ectopic pregnancies are rare, representing 0.96 — 6% of all ectopic pregnanciesl. A number of surgical techniques
have been described for management of this condition, including oophorectomy, partial oopherectomy and ovarian wedge
resection®, with laparoscopy becoming the standard surgical approach.

We describe the case of a 42 year old woman who presented to the emergency department at 8 weeks gestation with a 7
day history of vaginal spotting and mild cramping. Ultrasound revealed a right adnexal mass of 19x19x18mm with a fetal
pole of 4mm and fetal heart rate present, consistent with live ectopic pregnancy. The patient was consented for
laparoscopic right salpingectomy for management of the ectopic pregnancy. At the time of laparoscopy, no tubal ectopic
pregnancy was visualised, however a right ovarian vascular mass was demonstrated, consistent with a right ovarian ectopic
pregnancy. We present the video demonstrating the laparoscopic management of the ovarian pregnancy. 0.5% Marcain
with adrenaline was infiltrated to the right ovary at the base of the ectopic pregnancy. A purse string suture was then
performed to further secure haemostasis, and the products of conception resected off the ovary using monopolar,
followed by oversewing of the base.

1. Joseph R, Irvine, L. Ovarian ectopic pregnancy: aeitiology, diagnosis and challenges in surgical management. Journal of Obstetrics and
Gynaecology. 2012; 32: 472 - 474.

2. Dejinmi F, Rizzuto M, MacRae R, Olowu O, Hussain M. Diagnosis and laparoscopic management of 12 consecutive cases of ovarian
pregnancy and review of literature. Journal of Minimally Invasive Gynaecology. 2009; 16: 354-359.

Video Presentation

Vaginal Morcellation Of The Fibroid Uterus At Total Laparoscopic Hysterectomy
Michael Wynn-Williams1, Luke McLindon1, Thea Bowler!
1. Department of Obstetrics and Gynaecology, Mater Mothers' Hospital, Brisbane, QLD, Australia

Most benign gynaecology surgery is undertaken very successfully by minimal access surgery with reduced post-operative
pain, faster recovery and improved patient satisfaction. TLH for the enlarged fibroid uterus, while technically challenging
and surgically satisfying , has the added dimension of potentially seeding previously undiagnosed neoplasm with
laparoscopic morcellation. A balance needs to be struck, one that enables a laparoscopic approach, while reducing the
small but real risk of harm with laparoscopic uterine and fibroid morcellation.

This video demonstrates one such technique. The enlarged perimenopausal fibroid uterus can be approached
laparoscopically, uterine arteries isolated and ligated, uterus and cervix surgically excised then safely and efficiently
removed vaginally using the Alexis Containment System and a small Alexis retractor. The specimen is easily manually
morcellated using a scalpel while remaining completely contained within the extraction bag, thus maintaining a minimally
invasive approach and eliminating risk of dissemination of undiagnosed malignancy.



Laparoscopic Nerve-Sparing Surgery For Deep Endometriosis — An Overview Of Neuro-Anatomy, Surgical
Technique, Clinical Outcomes From Our Prospective Clinical Cohort Study And Literature Review
Sarah Choi®?*?® Marcello Ceccaroni®, Roberto Clarizia®, Giovanni Roviglione®, Francesco Bruni®
1. Sydney Women’s Endosurgery Centre, Sydney, NSW
2. Complex Pelvic Surgery Unit, Liverpool Hospital, Sydney, NSW
3. Gynecologic Oncology and Minimally Invasive Pelvic Surgery, International School of Surgical Anatomy, Sacred
Heart Hospital, “Ospedale Sacro Cuore-Don Calabria”, Negrar, Verona, Italy

Background: Surgical excision of deeply infiltrative endometriosis (DIE) aims to remove visible areas of endometriosis,
restore anatomy by division of adhesions, relieve painful symptoms and, in some cases, enhance fertility. Its success
critically depends on the balance between the completeness of surgical removal of symptomatic pathologies and the
preservation of pelvic organ functions. Incomplete excision of endometriotic lesions is associated with higher recurrence
rates and persistent symptoms. On the other hand, inadvertent damage to pelvic structures during extensive surgical
dissection can lead to bladder, bowel and sexual dysfunctions in the young women of reproductive age. In nerve-sparing
DIE surgery, autonomic visceral pelvic nerves are protected during radical endometriotic excision, in order to minimize
post-operative pelvic organ dysfunction without compromising surgical efficacy.

Methods: The anatomical distribution of autonomic visceral pelvic nerves is illustrated. A step-by-step surgical technique
for laparoscopic nerve-sparing DIE surgery is described with supporting operative images and video footages.

In our single-centred, prospective cohort study, clinical outcomes of laparoscopic nerve-sparing DIE surgery were
compared with the classical laparoscopic DIE surgery. Peri-operative data, complications, post-operative questionnaires on
quality of life, pelvic pain and bladder/bowel/sexual dysfunctions were collected.

Data on post-operative outcomes of nerve-sparing DIE surgery was also retrieved from published research articles in
MEDLINE and the Cochrane Library databases.

Results: In our prospective cohort trial, a total of 126 patients were analyzed. Sixty-one patients were treated with nerve-
sparing DIE surgery and 65 were treated with the classical technique. Intra- and peri-operative complications were similar
between the two groups. Overall severe bladder/rectal/sexual dysfunctions were significantly lower after nerve-sparing
surgery. Recurrence rate was comparable between the two groups.

Similar to the experience of our centre, literature review demonstrated that nerve-sparing DIE surgery results in lower
pelvic organ dysfunctions, better quality of life and similar recurrence rates in comparison to classical technique.

Conclusions: The nerve-sparing technique in DIE excisional surgery is feasible and reproducible. Surgeon’s thorough
knowledge of functional and surgical anatomy of the autonomic pelvic neural system is instrumental in protecting vital
nervous structures at the most complex form of DIE surgery. This advanced surgical procedure is recommended in selected
referral centres with large case volumes and skilled laparoscopists.

Pilot Study To Assess The Possible Role Of The Mirena Intrauterine Device (IUD) In The Management Of
Endometrial Polyps
Prathima Chowdary’, Tony Ma', Marsali Newman®, Lenore Ellett’, Peter Maher', Emma Readman®

1. Mercy Hospital for Women, Melbourne, VICTORIA, Australia

Objective: To test the hypothesis that LNG-IUS can treat endometrial polyps confirmed at outpatient hysteroscopy in
premenopausal women. This will allow assessment of whether a larger RCT in the future is feasible.

Method: We did a prospective pilot study, in which premenopausal women who had polyp diagnosed on ultrasound scan
and outpatient hysteroscopy were assigned to either LNG-IUS device group or control group and booked for GA
hysteroscopy and polypectomy within 2 months.

Current management of premenopausal patients with persistent dysfunctional uterine bleeding +/- ultrasound evidence of
endometrial polyps is confirmation of the presence of the endometrial polyp at outpatient hysteroscopy and sampling by
pipelle followed by booking for general anesthetic hysteroscopy D+C polypectomy. There is a delay of two months
between the two procedures.

Results: A total of 39 patients were included in the study, with 19 in the intervention group and 20 in the control group.
The mean age was 43.6 (SD = 5.6) and 43.2 (SD = 8.1) in the two groups, respectively. No difference was found in duration
between two procedures between the intervention and control groups (mean 92 vs 84 days, p=0.73). However, the
proportion of polyp present at operation was significantly higher in the control group (80% vs 37%; relative risk (RR) 2.17;
95% Cl [1.16, 4.07]; p=0.0062).

Conclusion: In our pilot study we found that Mirena is a reliable treatment option for polyps in premenopausal women,
and will also be beneficial in patients with heavy menstrual bleeding. This is the first study to show regression of
endometrial polyps post treatment with Mirena by direct visualisation at outpatient hysteroscopy.



Video Presentation

Uterine Manipulation — Tips And Tricks To Make Difficult Surgery Easy

Dean Conrad', Greg Cario’, David Rosen®, Stefaan Pacquee’, Paul Atkinson®, Danny Chou*
1. SWEC, Sydney

Uterine manipulators have undergone dramatic change since the early days of laparoscopic gynaecology. A simple curette
was often the only available tool for uterine manipulation, which was only marginally improved by the use of a Spackman
Cannula. Delineation of the cervical cuff wasn’t possible until the late Prof Tony McCartney’s original design of a simple
tubular structure with a bevelled edge became available. Today, a multitude of new and increasingly complex devices
provide surgeons with more uterine manoeuvrability and more options for cervical cuff placement.

But how important is the uterine manipulator? We usually entrust the most junior members of the team with this job.
However, a detailed knowledge of how to effectively utilise the different types of manipulators can turn a difficult
procedure into a straightforward one.

This talk will outline the advantages and disadvantages of several popular devices currently available and provide video
presentations by Sydney Women's Endosurgery Centre (SWEC) outlining several tips and tricks to assist generalist
laparoscopic surgeons in all areas of practice.

Recurrent Endometriosis After Laparoscopic Surgical Treatment: A Multi-Centre Retrospective Review
Amani Harris', Oshri Barel, Jim Tsaltas®, Haider Najjar’, Hugh O'Connor*
1. Endosurgery Unit, Monash Health, East Bentleigh, VIC, Australia

Introduction: Laparoscopic excision plays a crucial role in the management of endometriosis and is associated with
symptom relief, improved reproductive outcome and increased quality of life. Even with experienced laparoscopic
surgeons, 6-51% of women will have a recurrence of endometriosis within 5 years of surgery. The main aim of this study is
to retrospectively evaluate the incidence and severity of recurrent endometriosis, success rates of surgery, medical
treatment and associated risk factors for recurrence, in a multicentre hospital network.

Methods: This is a Multi-centre retrospective review of patients diagnosed with endometriosis at Monash Medical Centre
from July 2009 to June 2016. The demographic characteristics, stage of endometriosis, associated medical conditions; type
of surgery and other medical treatment were evaluated. Student T-Test and Chi Square Test were used to compare
variables.

Results: A total of 354 patients were included in this study. The number of patients diagnosed with stage 1 and 2
endometriosis were 187 (52.8%) and 132 (37.3%) stages 3& 4. 200 (56.5%) patients had excision and ablation of
endometriosis, 21 (6%) had only ablation.

Pain was an indication for surgery in 295 (83.3%) patients, endometrioma in 103 (29.1%) and infertility in 60 (16.9%). A
total of 189 (53.4%) patients with pain as an indication underwent operative laparoscopy (excision and/or ablation) for
management of their endometriosis. Of these, 52(27.5%) had complete symptom resolution, 91(48.1%) had improvement
in their symptoms and 37 (19.5%) had no change in their symptoms at the 6-8 week post-operative review.

Recurrent pain symptoms were reported in 84 (44.4%) patients on further follow-up. The average time for symptom
recurrence was 8.1 months (range 0-72 months, SD 15.4). Of those patients, 55 (65.5 %) were diagnosed as having stage
1&2 and 27 (32.1%) stages 3&4. There was no significant difference between the stage of endometriosis or patient age and
the incidence of recurrent pain symptomes.

Conclusion: Our study confirms the high rate of complete cure and improvement in patient symptoms with laparoscopic
excision of endometriosis. However, in accordance with previous studies, the risk of recurrence is high with a median time
to recurrence less than one year. Our results further outline a higher but not significant recurrence rate in younger patients
at first laparoscopy. We did not find a good correlation of endometriosis stage and recurrent pain symptoms.

1. T.Tobiume. Determinant factors of postoperative recurrence of endometriosis: difference between endometrioma and pain.
European Journal of Obstetrics & Gynecoogy and Reproductive Biology. Vol 205.0ct 2016

2. M.E. Coccia, F. Rizzello, A. Palagiano, G. Scarselli. Long-term follow-up after laparoscopic treatment for endometriosis: multivariate
analysis of predictive factors for recurrence of endometriotic lesions and pain. Eur J Obstet Gynecol Reprod Biol, 157 (2011), pp. 78—
83

3. ). Abbott, J. Hawe, D. Hunter, M. Holmes, P. Finn, R. Garry. Laparoscopic excision of endometriosis: a randomized, placebo-
controlled trial. Fertil Steril, 82 (2004), pp. 878-884



Integrating A Same Day Gynaecology Ultrasound Service (GUS) To A Tertiary Outpatient Clinic: Will It
Improve Clinical Decision Making And Patient Flow Through The Hospital System? A Pilot Study
Shamitha Kathurusinghe®, Lima Arsala®, Karen Kong®, Ricardo Palma Dias?, Catarina Ang®

1. Gynaecology Unit 1, Royal Women's Hospital, Parkville, Victoria, Australia

2. Ultrasound Services, Royal Women's Hospital , Parkville, VIC, Australia

Pelvic ultrasound is a vital imaging modality for many gynaecological conditions. However, a lack of timely access to high
quality imaging can hinder clinical decision making undermining patient care. In the outpatient setting the consequences
may include multiple appointments prior to definitive management, burdening of public clinics and patient dissatisfaction.
We propose that a dedicated same day ultrasound service within a gynaecology clinic will improve clinical decision making.
We also propose that timely clinical decisions will likely result in patients reaching their intended clinical destination earlier
with reduction of return appointments. As a result, patients may also report increased patient satisfaction.

Following hospital governance approval, GUS conducted by a COGU specialist or trainee was performed simultaneously
during a weekly gynaecology clinic. An allocation algorithm was devised and eligible patients were given an appointment at
triage of referral or by the treating gynaecologist on the day. A handout with information regarding the appointments and
a patient satisfaction survey was provided to the patient. The final ultrasound report was made available to the
gynaecologist at time of patient review.

From April to December 2016 a total of 30 clinics were conducted with GUS availability. Ninety-nine patients proceeded to
a combined GUS scan and clinic appointment. The median age was 38.6 years with 60 patients attending as new patients.
Heavy menstrual bleeding and confirmation of external ultrasound findings were the most common indications for a GUS
scan. Following the combined appointments over 75 percent of patients reached their final clinical destination including
wait listing by appointment conclusion. This resulted in a reduction of future appointments otherwise required for the
same patient cohort. Furthermore, waitlisted patients had surgery within the appropriate category waiting period with
type of surgery and presentation evaluated to identify cohort most suitable for future GUS. A control group was used for
outcome comparison following GUS introduction. Other outcomes included patient and clinician satisfaction of
service. Sixty eight patients completed the survey with over 85% indicating satisfaction of care received.

From our pilot study we observed that a same day GUS improves time to clinical decision making. This allows patient to
reach their final clinical destination in advance leading to increased patient and clinician satisfaction. Efficient processing of
patients through the hospital system also results in additional patient access to the outpatient clinics. We anticipate
combining our study with a cost benefit analysis and securing long term funding to continue future service provision.

The Prediction Of Pouch Of Douglas Obliteration Using Offline Analysis Of Laparoscopic Video Sets: An Intra-
, Inter-Observer And Diagnostic Accuracy Study Evaluating The Performance Of General Gynaecologists
Versus Advanced Laparoscopic Surgeons
Babak Shakeri', Batool Nadim®, Shannon Reid"* Timothy Chang? Luk Rombauts®, Martin HeaIe}ls, Danny Chou*,
Dehya Al-Mashat*, Shakil Ahmed®, Robert Magotti*, Ralph Nader*, Alan Adno®, George Condous’?

1. Nepean Hospital, Penrith, NSW, Australia

2. LaSGeG (Laparoscopic Surgery for General Gynaecologists), Sydney, NSW, Australia

3. Monash IVF, Melbourne, VIC, Australia

4. The Sydney Women's Endosurgery Centre, Sydney, NSW, Australia

5. Liverpool Hospital, Sydney, NSW, Australia

Objectives: What is the diagnostic accuracy and inter-/intra-observer agreement among general gynaecologists and
advanced laparoscopic surgeons in the prediction of pouch of Douglas(POD) obliteration (secondary to endometriosis) at
offline analysis of laparoscopic videos?

Methods: Reproducibility study involving offline viewing of pre-recorded videosets (n=33) of women undergoing
laparoscopy in order to determine the presence of absence of POD obliteration. Ten observers, five generalists (AGES level
3) and five advanced laparoscopists (AGES level 6). Gold standard for diagnosis of laparoscopic POD obliteration was
determined by GC and GR. Ten observers were asked to record if POD was non-obliterated/partially
obliterated/completely obliterated based on videos viewed offline. Observers were also asked to reanalyse same videos,
albeit in a different order, at least 7 days later to assess for intra-observer agreement. Inter- and intra-observer correlation
was performed to determine the agreement among the ten different observers as well as within and between the two
different groups (general gynaecologists versus advanced laparoscopic surgeons). Diagnostic accuracy among ten observers
(and the two different groups) were also evaluated. Cohen's k coefficient <O(poor agreement), 0.01-0.20(slight agreement),
0.21-0.40(fair agreement), 0.41-0.60(moderate agreement), 0.61-0.80(substantial agreement) and 0.81-0.99(almost
perfect agreement).
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Results: At laparoscopy, 19 (58%) cases with POD non-obliteration, 5 (15%) with partial POD obliteration and 9 (27%) with
complete POD obliteration. The accuracy, sensitivity, specificity, PPV and NPV for the advanced laparoscopists vs the
general gynaecolgists for both videosets were 83.9%/79.1%, 88.5%/79.4%, 89.2%/88.1%, 92.0%/89.9%, 84.7%/76.1%,
respectively. The overall agreement of the same observer between the first and second videosets for diagnosis varied from
fair to substantial (Kappa:0.331 to 0.675) for different observers. However, the overall agreement between observers for
the description of POD was moderate (Kappa:0.495). The agreements were moderate to substantial (Kappa: 0.588 and
0.675 ) on non-obliterated and completely obliterated PODs. Advanced laparoscopists had slightly higher within group
inter-observer agreement (Kappa: 0.574) compared to the generalists (Kappa: 0.485). The advanced laparoscopists
achieved overall almost perfect agreement (kappa = 0.81) on POD description between two videosets for diagnoses. The
intra-observer variability was lower for the generalists (Kappa: 0.638) compared to the advanced laparoscopists
(Kappa:0.807), who achieved an overall substantial agreement.

Conclusions: The overall diagnostic performances and intra-/inter-observer correlation of the advanced laparoscopic
surgeons were better than the general gynaecologists. This indicates that advanced laparoscopists are more likely to
correctly classify the state of the POD compared to the generalist when assessing offline laparoscopic videosets.

The Fatigue Study: A Prospective Randomised Controlled Trial Of The Impact Of Fatigue On Surgeon
Performance In Long Procedures
Anusch Yazdani®* Simon McDowell** Donna Spooner*, Paul Dux', Emily Ford"? Ben Kroon®?

1. Gynaecology, University of Queensland, Brisbane, Queensland, Australia

2. QFG, Brisbane, QLD, Australia

3. Eve Health, Brisbane, QLD, Australia

3,2
|

Introduction: Surgery is a highly demanding discipline, requiring appropriate clinical acumen, advanced visuospatial skills,
and the capacity to make appropriate, time critical decisions. It is therefore not surprising that operator fatigue, as defined
by physical and/or mental exhaustion, may impact on clinical care.

Objectives: The Fatigue Study assesses the multidimensional impact of fatigue on surgeon performance over the course of
single, full day operating session (15 hours), utilizing validated neuropsychological and visuospatial instruments.
The study assesses the capacity of surgeons to perform motor tasks, multitask, sustain and shift attention over the period
of standard (less than 4 hours), long (more than 4 hours) and prolonged (more than 8 hours) operating sessions.

Design: Prospective Randomised Controlled Study (Canadian Task Force Study Classification: I).

Methodology: Subjects completed a diary in the week prior to the study. Participants were excluded from the use of
stimulants in the 24hrs prior to the study.

The study was performed in the Surgical Skills Development Centre, on a single day from 0700 to 2250. Participants were
computer randomization to the control or study group on the day of study.

The control group proceeded with activities of daily living, returning to the centre for testing.

The study group were subject to a simulated theatre environment, performing a series of visuo-spatial tasks over a 15 hour
period.

Subjects were submitted to the following assessments:

1.Sustained Attention to Response Task (inhibition and sustained attention).
2.Psychological Refractory Period (multitasking).

3.0peration Span (working memory).

4.Mental Rotation (visuo-spatial reasoning).

5.IMMERSION (visuo-spatial competence)

6.Fatigue Score (self-assessed visual-analog score)

The study was powered to detect an inter- and intra-group difference of 50% (alpha=0.05, beta=0.2)in the composite
score. Smaller differences were judged not to be clinically significant.

Statistical analysis was performed using SPSS for parametric and non-parametric distributions as appropriate.

The study was approved by the QFG Ethics Committee.

Results: There was no significant difference between the control and study groups for age, gender or seniority. There was
no significant difference in any of the assessed parameters between the study and control groups. While there was an
increase in the subjective assessment of fatigue, this did not translate into a statistically significant change in any of the
assessable parameters.

Discussion: This prospective randomised control trial demonstrates that there is no significant impact of fatigue on
visuospatial or psychometric parameters over the course of a prolonged operating session (15 hours).



Session Five A: Breaking Down Laparoscopic Hysterectomy
1600- 1730
Grand Ballroom 1

Vaginal is meant to be the best, and abdominal the worst for the patient, but laparoscopic is the type of
hysterectomy preferred by most gynaecologists. Reasons why this should be are presented in this session,
along with information on the anatomy, methodology, technology, and tips & tricks relating to TLH that should
keep gynaecologists of all skill levels happy.

Hysterectomy: Where Have We Been, Where We Are Going?
Malcolm Munro*

1. David Geffen School of Medicine at UCLA, Los Angeles, CA, United States

It took nearly two centuries for hysterectomy to evolve from a concept to a successful procedure, a process that required
some combination of anatomic insight, surgical daring, technical advance, and the luck of women who happened to be in
the right place at the right time with the right pathology. By the latter part of the 20thcentury, hysterectomy became so
common in some societies, that it was promoted as a health enhancing procedure by some authorities, applicable to
women with a broad variety of symptoms, or none at all. Controversies surrounded technique — supracervical or total;
vaginal or by laparotomy and by the end of the last century, laparoscopically-directed removal of the uterus evolved as an
additional option later to be supplemented by the assistance of a device that many call a “robot”. However, the last part of
the century also heralded the introduction of a number of minimally invasive procedural alternatives to hysterectomy,
ranging from loop excision of the cervix, to endometrial ablation and uterine artery embolization; and by the early
21st century the role for hysterectomy became further eroded by the development of a number of systemic and locally
administered pharmaceutical agents. This session will review this odyssey, and contemplate the future role of
hysterectomy in benign gynecology.

Laparoscopic Hysterectomy Surgical Anatomy: Avoiding The Tigers
Surya Krishnan

Abstract not yet provided.

Step-By-Step: Energy Sources For TLH
Simon Edmonds

Significant progress has been made from the early days of suturing and diathermy.

The myriad of products on offer have revolutionised the handling, sealing and cutting of tissue.

So why do so many surgeons still use a knife and fork with a bit of electrical current running through it?
Prepare to be challenged and brought into the 21st century.

Making The Difficult TLH Easy
Danny Chou'
1. Sydney Women's Endosurgery Centre, Kogarah, NSW, Australia

Dr Harry Reich performed the first laparoscopic hysterectomy in 1989 and ever since then surgical techniques for
laparoscopic hysterectomy has constantly evolved. This has been helped along by numerous innovative surgical
instrumentations. Over the years with increasing developments of non hysterectomy options for menorrhagia together
with our increasing level of laparoscopic surgical ability plus public expectation we are faced with more and more difficult
cases of laparoscopic hysterectomy. They would include patients with high BMI, previous major laparotomy, large and
difficult fibroid uterus, adherent bladder from previous Caesarean section or severe endometriosis. Whilst surgical
instrumentations such as advanced vessel sealers, articulated manipulator with colpotomy cup and power morcellator aid
in achieving certain task of the procedure, one cannot escape the fundamentals of surgery, which are the thorough
understanding of anatomy and good anatomical dissection skill. As hysterectomy is an excisional surgery, devascularization
is a crucial step, which can be achieved in different ways, some of which could make certain situation easier. Certain
instrumentation such as angled laparoscope may be absolutely essential such as in cases of large obstructing fibroid.
Extending anatomical knowledge to retroperitoneal spaces allows approaching ureter and uterine artery in a more
strategic manner in location that is unaffected by peritoneal pathology such as in severe endometriosis and large fibroid
uterus. This presentation will highlight commonly encountered difficult TLH with tips and tricks that can make them “Easy”
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“But Doctor, I'd Like to Keep my Cervix”: The Evidence For and Against Sub-Total Hysterectomy
Erin Nesbitt-Hawes®

1. Royal Hospital for Women, Randwick, NSW, Australia

Just how important is the cervix once the uterus is gone? In this session, Dr Erin Nesbitt-Hawes will present the evidence
for and against sub-total hysterectomy. Key areas such as sexual pleasure, risk of prolapse and surgical and post-operative
complications will be discussed. In addition, the presentation will outline approaches to ensure informed consent for these
women.

Session Five B: Breaking Down The Tubes And Ovaries
1600- 1715
Grand Ballroom 2

The previously common expression “it’s OK she’s got another one”, referring to the imminent removal of a
torted ovary, is fortunately slowly being removed from the gynaecologist’s lexicon. In this session, modern
methods to maintain fertility and ovarian function are examined as well as the possible consequences of
surgical menopause. The modern opinion of the Fallopian tubes is not so positive!

Banking On The Future: Oocyte And Ovarian Wedge Freezing
William Ledger®
1. University of New South Wales, RANDWICK, NSW, Australia

Few would argue that to attempt to preserve the fertility of young people about to undergo gonadotoxic chemotherapy is
“a good thing”. Cryopreservation of sperm and embryos is now a mature and reasonably reliable technology and
pregnancy and livebirth rates after fertilisation of cryopreserved oocytes have improved substantially following
introduction of vitrification (snap-freezing) of oocytes a decade ago. These technological improvements have led to rapid
growth in “egg freezing” for social reasons, allowing women to defer pregnancy to beyond their most fertile years, along
with the opportunity to give realistic chances of starting a family to the long term survivors of cancer treatment.

Ovarian tissue cryopreservation is still at a much earlier stage of development. Over 50 live births have now been reported
worldwide after re-grafting of ovarian tissue into the pelvis or at other sites, with both natural and post-IVF pregnancies.
However success rates remain low. In the future we hope to be able to derive oocytes from frozen/thawed ovarian tissue
and maturation and fertilisation in vitro, improving chances of a healthy pregnancy and avoiding the possibility of
inadvertently regrafting the cancer back into the patient.

This talk will discuss procedures, success rates and practicalities involved in oocyte and ovarian tissue banking and explore
future prospects.

Evidence-Based Management Of Ovarian Torsion
Rachel Green

Ovarian torsion is an important but uncommon gynecological emergency. It is thought to occur in around 5% of all
gynecological related presentations to the emergency department. It diagnosis can be challenging with no imaging
modality showing specific signs. Timing of diagnosis is critical to allow for ovarian preservation.

Risk factors for torsion include increasing ovarian volume (PCOS, Ovarian cysts, Malignancy, ART), concurrent pregnancy
and menopausal status.

There has been a shift in the management of this condition over recent years. The classic approach of Oophorectomy has
now been replaced by more conservative measures such as detorsion and Oophoropexy.

BUT:

How long is too long for ovarian conservation? Who and when should Oophoropexy be performed? Should a 2 stage
approach be considered.

This presentation will examine the questions above, and a literature review will provide the recent evidence in the
treatment of this uncommon condition.
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Step-By-Step: Surgical Management Of "The Good", "The Bad", And "The Ugly" Ovarian Cysts
Stuart Salfinger

Abstract not yet provided.

"Filshie Clips Are Dead... Salpingectomy Instead!" True OR False?
Supuni Kapurubandara®

1. Westmead, Parramatta, NSW, Australia

Over the last decade we have seen a significant shift in surgical practice due to accumulated evidence that strongly
suggests the fallopian tube to be the site of origin for majority of high grade serous malignancies both in low and high risk
populations. Notably the rates of opportunistic salpingectomy at the time of hysterectomy has been increasing over the
last few years both locally and internationally. However, opportunistic salpingectomy as an option of permanent
contraception appears to be less common.

This session will go over an evidence based review of the management of the Fallopian tubes at the time of tubal
sterilisation to determine if we can continue to use Filshie clips or not.
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Friday 3 March 2017

Breakfast Session: Women In Surgery
0700- 0755
Heritage 2

Breakfast Session: Surgical Self-Audit: Comparing And Sharing Data
0700- 0755
Heritage 3

Session Six A: Live Dead Surgery
0800- 1100
Grand Ballroom 2

Cadaveric pelvic dissections performed live and on demand to display the key pelvic landmarks pertinent to
operative gynaecologic laparoscopy. With no limits to examining spaces and places in the pelvis, this first in
AGES education provides a perfect opportunity to examine anatomy and procedures that are not possible in
the live patient. Edited surgical videos will be presented in juxtaposition to highlight the surgical anatomy key
to the various procedures.

Session Six B: Interactive Hubs 2
0800- 0900

Maritime Ballroom & Foyer
Trade Exhibition

By registration only.

Session Six B: Interactive Hubs 3
0910- 1010

Maritime Ballroom & Foyer
Trade Exhibition

By registration only.
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Session Seven: “Build Me Up Just To Break Me Down?”: Trends In
Surgical Technology

1130- 1300

Grand Ballroom 2

Technological advancements are generally viewed positively by society, especially in the field of medicine.
Surgeons are particularly enthusiastic about using new “surgical toys”. But, away from the hype, who decides if
these new technologies work? If they do, who decides if the cost of the technology outweighs the benefit to
the patient? These and other old chestnuts will be cracked in this session.

Myosure, Versapoint And Friends For The Surgical Management Of Intrauterine Pathology... Are We Sure?
Justin Clark®

1. Birmingham Women’s Hospital, Birmingham, United Kingdom

Focal pathologies within the uterine cavity are still best removed by hysteroscopy. These lesions include: endometrial
polyps, submucous fibroids, focal endometrial disease, uterine adhesions, congenital uterine anomalies, cervical niches and
chronic retained products of conception (RPOC). The conventional tools of the trade have been traumatic, large diameter
resectoscopes and conversely fragile mechanical instruments, namely scissors and a variety of forceps. The operative
hysteroscopist of the past, armed with such apparatus, risked treatment failure arising from the limitations of the available
equipment as well as adverse events from the necessity for general or regional anaesthesia and inadvertent trauma from
blind cervical dilatation, the need to insert large diameter hysteroscopes or retrieval of excised tissue from within the
uterine cavity.

In recent times, technological advancement has produced bipolar resectoscopic systems minimising the likelihood of
complications from fluid overload. The development of miniature bipolar electrodes has allowed polyps to be removed
efficiently in an outpatient setting. These miniature electrodes can also be deployed to remove grade 0 submucous fibroids
en-bloc or in a few segments, avoiding the creation of nuisance ‘chips’ of fibroid tissue which obscure the surgeons view.
Perhaps the most exciting recent advance in instrumentation has been the introduction of bespoke hysteroscopic tissue
removal systems. These technologies allow the hysteroscopist to overcome their traditional nemesis; specimen retrieval
down a narrow cervical canal. Tissue removal systems incorporate simultaneous tissue cutting and retrieval, importantly
under direct vision, without the use of potentially dangerous electrical energy or the need for traumatic, blind
instrumentation. Small diameter tissue removal systems have been designed for the outpatient removal of endometrial
polyps and larger systems for the removal of submucous fibroids and RPOC.

Thus, the modern hysteroscopist has the luxury of adopting a variety of tools. However, the progressive hysteroscopist
needs to appreciate the specific strengths and weaknesses of their new armamentarium; not only do they need to
understand their mechanism of action and instruction for use but also the evidence-base supporting their adoption relative
to existing equipment for the treatment of particular intrauterine pathologies. In this way hysteroscopic surgical treatment
of intrauterine pathology can be optimised in terms of safety, feasibility and effectiveness.

“The Times, They are A-Changing”: Evaluating Surgical Innovation

Kristen Matteson®
1. Division of Research for the Department of Obstetrics and Gynecology, Warren Alpert Medical School, Brown
University, Providence, USA

This session focuses on topics related to new surgical technologies and the presentations are intended to be of interest for
generalist gynaecologists as well as advanced laparoscopic surgeons.

This talk focuses on the role of the surgeon as a critical evaluator of new endoscopic surgical technologies. This talk will
cover the key questions surgeons should be asking themselves when they are evaluating whether or not to utilize a new
surgical innovation or device. Also covered will be a brief history of the evidence-based medicine in gynaecology along
with steps surgeons can take ensure they are up-to-date experts on the evidence that pertains to their clinical practice.

27 AGES XXVII ASM 2017



New Generation Laparoscopic Energy Sources: Bad For Surgical Skills And Health Budget?
Stephen Lyons®
1. North Shore Obstetrics & Gynaecology, North Sydney, NSW, Australia

Gynaecologists of the new millenium are spoilt for choice with respect to cutting-edge surgical technologies. For example,
there have been rapid developments in robot-assisted laparoscopy and vaginal mesh kits — however, these technologies
have been linked to either minimal increases in patient outcomes or adverse patient outcomes. It has been argued that the
shorter learning curves for these technologies relative to the traditional equivalent surgeries is not necessarily an
advantage and may actually result in loss of surgical skills overall.

Gynaecologists are also spoilt for choice when it comes to new generation laparoscopic energy sources. These devices are
purported to seal vessels more rapidly and transect tissues more efficiently than conventional bipolar and monopolar
devices — the available evidence does not consistently justify the hype around new generation energy sources, however.
The, perhaps controversial, assertion that consistent use of these relatively expensive devices may be deleterious to both
surgical skills and health budget will be explored in the presentation.

"Show Me The Money!" Who Benefits From Robot-Assisted Laparoscopy?
Malcolm Munro*

1. David Geffen School of Medicine at UCLA, Los Angeles, CA, United States

The dawn of the new century saw the introduction of a surgical system comprising high definition imaging, laparoscope
stabilization, and remote controlled articulated hand instrumentation designed to “assist” the performance of laparoscopic
surgery. This highly expensive system, called a “robot” — despite the absence of autonomous function generally required to
deserve the name — has become both disruptive and pervasive in several specialties in several countries, a circumstance
that rightly demands a critical assessment of its value. Who profits from these systems? Patients? Surgeons? Health Care
Systems? Executives and stockholders? This session will explore the evidence regarding the value of gynecologic
laparoscopy performed with the da Vinci device to help determine its utility in surgery of the female reproductive tract.

Fibroids... What's The Fuss About MRgFUS, UAE et al.?
Hugo Fernandes®
1. Epworth Richmond, Prahran, VIC, Australia

Abstract not yet provided.

Session Eight A: Free Communications 1
1400-1530
Grand Ballroom 1

Presentations by AGES members, AGES advanced trainees as well as researchers and presenters from our
specialty highlighting the evidence and techniques that improve surgical outcomes for our patients.

Rectosigmoid Deep Infiltrating Endometriosis; Our Experience Over 6 Years
Sam Alhayo’, Babak Shakeri?, Shannon Reid® Tim Chang?®, Walid Barto®, George Condous?
1. Colorectal Unit, Department of Surgery, Nepean Hospital, Sydney, NSW, Australia
2. Acute Gynaecology, Early Pregnancy and Advanced Endoscopic Surgery Unit, Nepean Hospital, Sydney Medical
School Nepean, University of Sydney, Sydney, NSW, Australia
3. LaSGeG, (Laparoscopic Surgery for General Gynaecologists), Sydney, NSW, Australia

Objectives: We present our surgical experience over the last 6 years in the management of rectosigmoid deep infiltrating
endometriosis (DIE).

Methods: Prospective study of consecutive women reviewed in the Endogynae Clinic at Nepean Hospital with suspected
bowel endometriosis who were scheduled for combined Colorectal / Gynaecological laparoscopic surgery between 2011 -
2016. All women underwent detailed ‘deep endometriosis scan’ to map disease location and extent. Preoperative
Colorectal specialist review and colonoscopy was arranged. Historical, demographic data and details of combined surgical
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procedures and immediate outcomes were all collected and analysed. Simple and advanced statistical analysis was
performed using SPSS v24 software.

Results: 339 consecutive women underwent surgery during the study period. 63/339 (18.5%) women with stage IV bowel
endometriosis were included in the final analysis. Mean age at combined operative intervention was 33.6 years. 57.1% had
previous laparoscopy for endometriosis, 10 of those were identified with previous rectosigmoid DIE with mean age of its
onset at 29.2 years. Average duration of pelvic pain was 41.5 months prior to last surgery. 54% of women described lower
abdominal pain alone or in combination with right and left iliac fossa pains. 25% received oral contraceptive pills (OCPs)
preoperatively. 47/63 (74.6%) women had negative sliding sign and Pouch of Douglas (POD) obliteration noted prior to
surgery. Majority of endometriotic nodules noted in surgery, alone or in conjunction with other areas, were located in the
anterior rectal wall (71.4%) followed by rectosigmoid region (36.5%). All procedures were done in laparoscopic fashion by a
gynaecologist and a colorectal surgeon. 49.2% women had segmental bowel resection and primary anastomosis, 42.8%
had anterior ‘rectal wall shaving’ combined with other gynaecological intervention. Other procedures included rectal
discectomy (8%), appendicectomy (5%) and recto-sigmoid shave (3%). No covering stoma was formed in any of the
procedures. There were no immediate or interim major complications post-operatively.

Conclusions: Although the numbers are small, appropriate laparoscopic intervention can be achieved through a
multidisciplinary team approach that should ideally involve both gynaecology and colorectal preoperative input to achieve
best results with least complications. We recommend further evaluation to establish long term patient outcomes.

Video Presentation
Live Interstitial Ectopic Pregnancy At 12+1 Weeks Gestation At The Surgical Site One Year Post Open

Myomectomy
Lima Arsala', Shamitha Kathurursinghe®, Andrew Dobrotwir', Martin Healey', Catarina Ang*

1. Gynaecology Department , Royal Women's Hospital , Parkville , Victoria , Australia

Surgical management of benign asymptomatic fibroids is a controversial area of modern gynaecology. This is due to the
inherent immediate surgical risks, as well as the long term risks of placental adhesive disorders, abnormal placentation and
uterine dehiscence for future pregnancies.

We discuss the case of a 34 year old multiparous lady who had multiple uterine fibroids, the largest measuring 7cm in
diameter, who was advised against surgical management due the asymptomatic nature of her condition. The patient
pursued private surgical care and was treated with an open myomectomy. One year subsequent to this, she presented
with a live 12+1 week pregnancy with placental myometrial invasion, consistent with an interstitial pregnancy, overlying
the previous myomectomy site. Ultrasound assessment of the fetus demonstrated a live fetus with a crown lump length of
58 mm and normal biparietal diameter with well-formed organs and normal anatomy. MRI imaging also confirmed an 8cm
gestational sac containing a fetus within the myometrium of the right uterine cornua, with notable thinning of the
myometrium over the pregnancy abutting the serosa, with no evidence of acute rupture.

After careful consideration, this was managed with a total abdominal hysterectomy and bilateral salpingectomy via midline
laparotomy at 12+2 weeks gestation. Here we review the ultrasound and MRl images and discuss the histopathology found
of the fetal post-mortem, placenta and uterine pathology via a short video presentation
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Objective: To establish whether the Ultrasound findings of minimal endometriosis are confirmed at laparoscopy and that a
correlation can be established as to the anatomical sites in this mild form of the disease.

Method: The clinical histories of 53 patients who had laparoscopy to investigate pelvic pain were reviewed. The
laparoscopies were performed at three major hospitals by surgeons trained in advanced laparoscopy and all of whom work
in a tertiary endometriosis referral centre. Patients with deep infiltrative endometriosis(DIE) or non- endometriosis pelvic
pathology on either MRI or ultrasound were excluded from the study. Ultrasounds were performed by single sonologist
with expertise in endometriosis assessments between