
Introduction

Women who have a BRCA1 mutation have a 39% to

46% risk of developing ovarian cancer by the age of 70,

while women with a BRCA2 mutation carry a 10% to 27%

risk by the age of 70 [1]. Bilateral salpingo-ovariectomy

(BSO) is suggested to BRCA mutation carriers between

the ages of 35 to 40, or when childbearing is complete [2].

Consequently, a minimally invasive approach to perform

BSO is advisable. 

Case Report

A 43-year old woman, 2 para, referred to our department with

a BRCA1 mutation diagnosis and previous a bilateral mastec-

tomy for breast cancer. BSO was prescribed and a SPAL ap-

proach and the use of a new diode laser for cutting and

coagulation was suggested. After complete information the pa-

tient consented to surgical treatment. X-Cone trocar was placed

through a 20-mm umbilical incision and pneumoperitoneum was

achieved (Figure 1). Intra-abdominal visualization was obtained

with introduction of a five-mm 30 degree laparoscope [3]. A

five-mm sheath bending/grasping forceps was inserted [4]. To

perform adhesiolysis and bilateral salpingo-oophorectomy, a

Dual wave lengths laser system was used to generate a 980-

+1470 nm laser through a diode semiconductor (Figures 2-3). A

1,000 µm fiber with an a-traumatic conic tip at the distal end

was inserted in a dedicated laparoscopic sheath. A light guide

allows to address the laser through optical fibers on the target tis-

sue with an extreme precision. After coagulation of ovarian ar-
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Summary

Herein the authors report the first case of prophylactic bilateral salpingo-ovariectomy (BSO) in single port access laparoscopy (SPAL)

with use of diode laser in a patient with BRCA1 mutation. As fimbria could be considered the site of origin for many serous carcino-

mas in BRCA mutation carriers, many studies are carried out to evaluate the possibility of preventing ovarian carcinoma with BSO. SPAL

is a development of endoscopic surgery which further reduces invasiveness of surgical procedures. Diode laser presents a recognized

precision for tissue cutting and coagulation and its use could be highly advantageous in SPAL surgery and in particular in such situa-

tions avoiding fallopian tube histology distortion and consequently improve the prognosis of BRCA carriers.
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Figure 1. — X-Cone trocar.
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teries with a bipolar forceps they were sectioned with the laser.

Adnexae were removed separately with an endobag.

At the end of the laparoscopic procedure to possibly prevent or

decrease the occurrence of post-surgical adhesions 500 cc of

warm lactated Ringer’s solution was instilled in the pelvis [5]. Su-

ture of the fascia was performed to prevent hernia formation (Vy-

cril 0, single stitches). Closure of the cutaneous wound and

reconstruction of the umbilical shape was performed with ab-

sorbable single stitches.

Results

No intraoperative and postoperative complications were

observed. Pain score measured immediately after surgery

in the recovery unit was 3. The postoperative pain scores

after six, 24, and 48 hours were 3, 2, and 1, respectively.

The patient received a painkiller only six hours after sur-

gery. Patient was discharged the day after surgery and

fully recovered in one week. Pathology evaluation of ad-

nexae did not show any subclinical disease. At one-month

follow-up the patient cosmetic satisfaction was assessed

using the Body Image Questionnaire (BIQ) that showed

the maximum scores.

Discussion

A new paradigm for the pathogenesis of ovarian cancer

based on a dualistic model and the recognition that the

majority of ‘‘ovarian’’ carcinomas originate outside the

ovary, assist in organizing this complex group of neo-

plasms and facilitates the development of new and novel

approaches to prevention, screening, and treatment. In

particular, type II ovarian carcinomas are composed of

tumors that are aggressive, present in advanced stage, and

develop from intraepithelial carcinomas in the fallopian

tube [1]. BRCA carriers have a very high risk of devel-

oping such carcinoma during their life [1]. Consequently

a BSO is suggested at 40 years of age or when child-

bearing has been completed. Nowadays the role of min-

imally invasive surgery as multiport laparoscopy in

oncology is growing [6, 7]. Moreover, single-port access

(SPAL) laparoscopic surgery has been recently intro-

duced into the field of minimally invasive surgery and

implemented in gynecologic procedures [4, 5]. The main

advantage of SPAL surgery is the excellent cosmetic out-

come, less postoperative pain, and a faster recovery [8-

11]. Recently, an exponential growth in the use of diode

lasers has been observed in almost every area of pure and

applied sciences. The currently available 980+1470 Nm

diode laser may have certain advantages. A diode is an

electronic laser consisting of two semiconductor materi-

als with the size of a grain of sand. This technology

makes it possible for this laser to be the smallest avail-

able. A microprocessor-controlled system regulates the

flow of electrical current transmitted from the base unit

to the surgical site by a solid quartz-core, fiber-optic

cable. The heated tip can then be used to incise, excise,

and coagulate tissue while a zone (0.3-0.6 mm) of

thermo-coagulation provides excellent hemostasis of ves-

sels up to two mm in diameter. In contrast to the CO2

laser, the diode laser is more often used in contact mode

with minimal tissue penetration of only 0.3-0.6 mm. A

visible light beam is combined with the invisible laser

beam. Its use in gynecology has been recently described

for salpingectomy with an excellent surgical outcome and

no complication [12]. 

Figure 2. — Adhesiolysis with diode laser.

Figure 3. — Salpingectomy with diode laser.
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In SPAL, diode laser could be very useful as it consents

to cut and coagulate without changing instruments with ex-

treme precision, causes minimal thermal damage, is surgi-

cally time-saving, and improves the possible advantages of

this approach. In BRCA carriers, SPAL BSO with the use

of diode laser could be the best minimally invasive surgi-

cal approach. Another possible advantage of diode laser

could be the avoidance of any thermal distortion of the fal-

lopian tube consenting an early detection of microscopic

serous carcinoma developing in the fimbria. 
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