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Introduction of Author

Dr. Kenneth Hatch is currently a professor in gynecology oncology at th;Unriversity of
Arizona. He was president of the Society of Gynecologic Oncology and is vice president of the
Society of Pelvic Surgeons. He has served as president or director of more than 30 international
or domestic professional association or committees in surgery, gynecologic oncology, colposcopy,
and pathology of cervix.

Dr. Kenneth Hatch has published over 100 scientific articles in peer-reviewed journals and

many,book chapters. He has been invited to given lectures or seminars in many domestic and



international professional conferences. With 14 years of experiences in teaching and practicing
in laparoscopic surgery, Dr. Hatch is an internationally renowned expert in laparoscopic surgery.
He participated in the first trial on using laparoscopic surgery in gynecologic oncology. He was
the author of the first randomized trial of laparoscopic surgery in the Gynecologic Oncology
Group and had 250 gynecologic oncologists come to Arizona for basic training in the oncologic
techniques. He has authored many papers and 3 chapters in texts on laparoscopic surgery. He is
in demand throughout the world to demonstrate the surgery with video CDs and operate in their

countries.
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In 1974 the specialty of gynecologic oncology
was officially recognized in the United States and the
first certification examinations were held. This was
the year that I entered the training program at the
University of Alabama in Birmingham Alabama. I
chose the specialty of gynecologic oncology because
I enjoyed the surgical challenges. During the training
program I learned to perform the operations that were
standard for the time. The operations that were unique
to the specialty were the radical hysterectomy, radical
vulvectomy and pelvic exenteration. After the specialty
was well established the management of endometrial
cancer and ovarian cancer became the responsibility

of the gynecologic oncologist.

As the knowledge about gynecologic cancers
grew the operations began to evolve. There was more
emphasis on techniques that would preserve normal
structures without compromising the chance for cure.

For radical hysterectomy it meant preserving the
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nerves that enervated the bladder so that urinary
function was restored. Reconstruction after pelvic
exenteration included continent urinary diversion and
rectal anastomosis so the patients did not have to wear
bags and neovaginas were made of myocutaneous
flaps.

Radical vulvectomies became less radical and
the node dissections centered on sentinel node removal

that would prevent the lymphedema.

The goal of reducing morbidity from cancer
treatment has now evolved into the era of minimally
invasive surgery using laparoscopic techniques. In
1992 the Gynecologic Oncology Group in the United
States opened two protocols that studied the adequacy
of the surgery for endometrial and cervical cancer node
dissections when done by laparoscopy. The trial was
judged a success and a randomized trial began
comparing the laparoscopic technique with open
procedure for endometrial cancer. The trial has
established laparoscopy as equal to open surgery with
significant reduction in pain, blood loss, length of
hospital stay, and return to normal activities. I was the
author and the principal investigator for both the
endometrial cancer pilot study and for the larger
randomized trial.

Because laparoscopy was new to gynecologic
oncologists the technique had to be taught to the

surgeons who enrolled in the trials. As principal
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investigator I became the training course director and
over 200 gynecologic oncologists came to Tucson
Arizona to learn laparoscopy. It was from this
experience that my interest in teaching the techniques
began. I accumulated many hours of teaching tapes
and spent days in the animal laboratory operating on
animal models with trainees. When laparoscopy was
first introduced there were few surgeons trained in
basic skills. The early courses emphasized basic
laparoscopic techniques. Often the learning curve was
too great and the trainee would not continue pursuit

of the skills.

Today nearly all surgeons have had basic training
in laparoscopy. The goal for them is to learn the radical
surgical procedures by laparoscopic technique. Ideally
one already knows how to do the operation by open
techniques and then has to learn the techniques to
accomplish the same operation with the laparoscopic
tools.

I now have 14 years experience in teaching the
radical surgical procedures to trainees at all levels of
surgical experience. This surgical manual is a result
of this experience. It contains information and
instructions for everyone regardless of their skill level.
It combines text and figures that describe and illustrate
all of the steps necessary to learn and perform the

procedures.
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My wish for the readers of this surgical manual
is that it brings them the satisfaction and joy that

accompanies a beautifully performed surgery.

Kenneth D Hatch MD
Professor of Obstetrics and Gynecology

University of Arizona
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This book is geared towards the
laparoscopic techniques applicable to
gynecologic oncology surgeries. However, many
of these techniques are adaptable to benign
conditions such as endometriosis, benign ovarian
neoplasm, endometrial hyperplasia, cervical
dysplasia and menorrhagia. Laparoscopic
assisted vaginal hysterectomy can be done on
women with these conditions as well as other
benign conditions requiring removal of the
ovaries, tubes, uterus, and cernvix, In menopausal
women who have a narrow vaging, complete

laparoscopic hysterectomy can be performed.
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Development of Laparoscopic Surgery
for Gynecologic Oncology

Laparoscopy has been widely accepted in
gynecology for 40 years. inifially f was performed
by a single surgeon looking through a single
eyepiece. This limited the surgery to simple
operations such as tubal ligations. Laparoscopy
is now perfomed with 3 chip cameras processing
red, green and blue signals fransmitted 1o video
monitors that can be viewed by all of the
operating and nursing feam. it allows the surgeon
as well as the assistants full view of the operation
and thus the ability to perfomn extensive operations
similar to open surgery. The principles of open
surgery apply to laparoscopic surgery.

1. The operative field must be adequately
exposed.

2. The anatomy must be identified.

3. The tissue to be removed must be
accessible.

4. The surgeon must have the knowledge
and skill to perform the operation.
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Video laparoscopy was rapidly adapted fo
simple gynecologic procedures such as adnexal
mass removal, laparoscopically assisted vaginal
hysterectomy, adhesiolysis and removal of
endometriosis. It was not assimilated into
gynecologic oncology because a technique
for removal of pelvic and paraaortic lymph
nodes did not exist.

The performance of a pelvic and
paraaortic lymphadenectomy, either a partial
lymphadenectomy (lymph node sampling) or
complete lymphadenectomy, is the key
procedure for the staging of gynecologic

malignancies.



