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Among the most frequent gynecological operations conducted is the hysterectomy. Objective:
To determine the outcome of TLH in benign uterine pathology of up to 12-week size uterus.
Methods: It was a prospective case series carried out at Obstetrics and Gynecology department
of Memon medical institute hospital, Karachi from January 2019 to January 2021. All patients
who underwent laparoscopic hysterectomy secondary to benign utero-ovarian pathology were
consecutively enrolled. Demographic characteristics of the patients along with the presence of
co-morbidities, hospital admission details, surgical procedure and intra and post-operative
complications were noted. The surgery performed with similar technique in all cases. If patients
were deemed to be fit for release after 48 hours following surgery, they were discharged. The
postoperative follow-ups were performed at 10", 30", and 3 months. Results: Of 50 patients, the
mean age was 50.5 years. The main indication of hysterectomy is adenomyosis diagnosed in 20
patients. There were 4 laparoscopic assisted vaginal hysterectomies and 46 were total
laparoscopic hysterectomies. History of previous laparotomies was observed in 12, previous
cesareanand bilateral tuballigationin 6 each, history of meshrepair of umbilical herniain 4 while
history of VP shunt was observed in 2 patients. Eight patients converted into laparotomy due to
technical difficulty in controlling hemorrhage of uterine artery. Total rate of intra and post-
operative complications was 40%. Conclusion: Laparoscopic approach for hysterectomy is a
safe alternative to conventional hysterectomy for benign uterine pathology of up to 12 weeks
sizeuterus.

INTRODUCTION

Hysterectomy is one of the most common surgical
procedures performed in gynecology worldwide [1]. Over
the last two decades, the laparoscopic approach for
gynecological purposes has grown in prominence. The use
of gynecological endoscopy is no longer limited to
diagnostic purposes [2]. Abdominal, vaginal, and
laparoscopic hysterectomy are all possible methods. The
most common procedure is an abdominal hysterectomy,
which is moreintrusive and is associated with higher blood
loss, a longer recovery time, and a longer hospital stay [3,
4]. First reports on laparoscopy within female pelvis was
made by Roul Palmer in Paris 1944. From this it was a small

step towards laparoscopic assisted vaginal hysterectomy
and finally total laparoscopic hysterectomy was
established from 1989 onward [5]. It is reported that the
distribution of the surgical approach was abdominal in
majority of the cases, followed by vaginal, laparoscopic,
while few cases reported robotic and radical hysterectomy
[6,7]. Other cases have reported rate of total laparoscopic
hysterectomy increased to approximately 30% while total
abdominal hysterectomy rates fell significantly to 7% [8].
Because of the recent improvement of less invasive
surgery, the laparoscopic technique to hysterectomy has
become more popular. When less invasive treatments are

PJHS VOL. 3 Issue. 7 December 2022 Copyriqht ©2022. PUHS, Published by Crosslinks International Publishers
BY This work is licensed under a Creative Commons Attribution 4.0 International License. 20




Assessment of a Learning Curve Experience of Gynae Laparoscopic Surgeries

available, they are generally chosen over more invasive
procedures, and surgeons should choose the strategy that
best achieves the surgical goal while also optimizing
patient safety [9]. The American College of Obstetricians
and Gynecologists (ACOG) recommends that surgeons
employ a vaginal approach whenever possible, and that
laparoscopic hysterectomy should be preferred over open
abdominal hysterectomy in patients for whom vaginal
hysterectomy is not possible [9]. Total laparoscopic
hysterectomy is equivalent to vaginal hysterectomy in
terms of postoperative parameters and patient
satisfaction when performed by skilled hands with
carefully chosen patients [10]. The rationale of this study
was that amongst all gynecological procedures,
laparoscopic hysterectomies are common surgeries
worldwide including Pakistan. There is a need of
continuous thorough investigations regarding indication,
treatment outcome, and complications in women who
underwent these surgeries. As sufficient literature is not
available in Pakistan due to lack of training and availability
of resources and supervision related to laparoscopic
surgeries, this study was conducted with the aim to
generate local data and report laparoscopic hysterectomy
surgery related outcome. In this study, intra and post
operative complications of laparoscopic hysterectomies
during initial phases of laparoscopic surgeries was
reported.

METHODS

This prospective study was conducted among patients
who underwent Laparoscopic assisted vaginal
hysterectomies and Total laparoscopic hysterectomies
during 7th January 2019 to 30th January 2021. Informed
consent about laparoscopic hysterectomy was taken
before admission and all participants informed in detail
about potential benefits and risk related to laparoscopic
hysterectomies. The study proposal was submitted to
hospital ethical review board and was granted exemption
as patient's identity was not revealed and surgery
performed by the author gynecologist with an additional
diploma in Gynae Laparoscopy. This research included all
adult women, regardless of parity, who weighed less than
100 kg and were diagnosed with abnormal uterine bleeding,
fibroids, or adenomyosis with postmenopausal
hemorrhage. Furthermore, participants in this research
were chosen based on uterine size, which was limited to no
more than 12 weeks of pregnancy. There are no serious
cardiac or pulmonary conditions. Whereas patients with
malignant diseases, cardiac diseases, high risk for prolong
anesthesia, and with fused hip joint were excluded. Before
admission, routine examinations such as a comprehensive
clinical history, a complete blood profile, liver and renal
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function tests, and detailed imaging are performed. Biopsy
taken in suspected cases to rule out malignant uterine
pathology before admission. Pre-operative anesthesia
review done as it is a protocol of department before doing
major surgery. TEDs stocking placed before procedure.
Preoperative antibiotic was given before 15 minute of skin
incision. After creating and maintaining
pneumoperitoneum of 15mmHg and placement of uterine
manipulator, coagulation of round ligament and broad
ligament done followed by opening of uterovesical fold and
skeletonization of uterine vessels, coagulation of vessels,
colpotomy. Coagulation of infundibulopelvic ligament done
in last for salpingo oophorectomy followed by specimen
retrieval vaginally. Vault closed by V-lock continuous
suturing technique by laparoscopy. In cases of
Laparoscopic assisted vaginal hysterectomy same steps
were followed till coagulation of uterine vessels and
colpotomy while vault closed vaginally with vicryl O,
followed by Anterior and posterior colpoperineorrhaphy
done if needed. After surgery, patients allowed orally and
mobilized within 24 hours of procedure, catheter
discharged after 24 hours, Complete blood count recheck
after 24 hours of surgery to check HB drop and patients
were advised to discharge after 48 hours if they were
considered as fit for discharge. The data related to age,
Parity, weight, co-morbidities, size of uterus, additional
procedure along with laparoscopic hysterectomy, duration
of surgery from skin incision to skin closure, hospital stay
after surgery, intraoperative blood loss, intra and post
operative complications were reviewed and entered on
predesigned proforma. The outcome measured were
divided into major and minor complications. Major
complications were defined as hemorrhage requiring
blood transfusion, vascular injury, bowel, bladder, and
ureteric injury, re operation and complete vault
dehiscence. Minor complications were defined as, port site
infection, vault and urine infection or patient had
temperature of more than 38 degree C after first 24 hours
of surgery. After discharge Patient called for follow up on
10th post operative day, thirtieth day and finally at three
months after surgery. SPSS version 21.0 was used for
statistical analysis. Frequency and percentages were
calculated for qualitative variables whereas mean along
with the standard deviation was computed for quantitative
variables.

RESULTS

During the study period, 50 patients underwent for
laparoscopic hysterectomies, out of which 46 (92%) had
total laparoscopic hysterectomy while 4 (8%) had
laparoscopic assisted vaginal hysterectomy with perineal
repair. The mean age of the patient was 50.5 years and
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majority were multiparous. Hypertension was the most
common morbidity presented in 16 (32%) and diabetes
presented in 12 (24%). The main indication of total
laparoscopic hysterectomy was adenomyosis diagnosed
and confirmed by histopathology in 20 (40%) patients
followed by fibroid uterus in 18 cases (36%). Regarding
previous surgeries, 12 (24%) had laparotomies and 4 (8%)
patients had umbilical hernia mesh repair. The majority
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urologist successfully. Conversion of Abdominal
hysterectomies were 10 (20%) out of which 8 were due to
difficulty in controlling intraoperative hemorrhage and 1
were due to dense adhesions. Port site infection, febrile
morbidity, and delayed recovery from anesthesia, and
dehiscence were the postoperative complication observed
in2(4%)patientseach(Table2).

Intra Operative Morbidities n(%)
primary trocar entry was intra umbilical entry 42 (84 %)and Hemorrhage 8(16%)
followed by supraumbilical entry 4 (8%), and 2 (4%) Bladder Injury 0(0%)
infraumbilical entry(Table 1). Intraoperative complications Ureteric Injury 2(4%)
wereobservedin10(20%)patients(Figure1). Bowel Injury 0(0%)
20% Vascular Injury 0(0%)
Conversion to Laparotomy 10(20%)
No Secondary Hemorrhage 0(0%)
Port Site Infection 2(4%)
Vault Infection 0(0%)
80% Febrile Morbidity 2(4%)
Figure1: Frequency of intraoperative complications(n=50) Deep Venous Thrombosis 0(0%)
Variables Pulmonary Embolism 1(2%)
Demographics Mean +SD Delayed Recovery from Anesthesia 2(4%)
Age, years 50.1+6.67 Vault Resuturing/Dehiscence 2(4%)
Parity 4.45+2.6 Vault Hematoma 0(0%)
BMI, kg/m2 32.47+5.5 Table 2: Distribution of patients according to intra & post-operative
Comorbidities n(%) complications(n=50)
Diabetes 12(24%) Average duration of surgery was 164.46 +30 minutes and
Hypertension 16(32%) average duration of admission was total of 3.3 days (Table
Hepatitis B 2(4%) 3).
Indication of surgery n(%) Duration of surgery, minutes 164.6 +30
Fibroid 18(36%) Post-Operative Ambulance Time 18 hours
Adenomyosis 20(40%) Total days of Hospital admission 3.3 days
Endometrial Hyperplasia 2(4%) Type of surgery n(%)
Endometrial Polyp 4(8%) TLH 10(20 %)
Abnormal Uterine Bleeding 0(0%) LAVH+ Perineal Repair 4(8 %)
UV Prolapse 4(8%) TLH+BSO 36(72 %)
Ovarian Cyst 2(4%) Table 3: Distribution of patients according to duration of surgery,
Previous surgery history n(%) ambulance fromsurgery, total days of hospitaladmission
Laparotomy 12(24%) DISCUSSION
Umbilical hernia repair 4(8%) The potential benefits and risks of laparoscopic
Cholecystectomy 2(4%) hysterectomy have been widely reported since the first
Myomectomy 2(4%) paper on total laparoscopic hysterectomy was published
Primary Trocar entry n(%) [10]. This study included a series of 50 consecutive
Intra Umbilical 42(847%) laparoscopic hysterectomies. In this study we reported a
Supra Umbilical 4(8%) single surgeon experience of intra operative and post-
Infra Umbilical 2(4%) operative outcomes of Laparoscopic hysterectomies in
Lee-Huang Entry 2(4%)

Table 1: Baseline characteristics of the patients(n=50)

The major intraoperative complications were found to be
hemorrhage 8 (16%) and 2 (4%) had thermally induced
ischemic ureteric injury presented on 14th day after
surgery as uretero vaginal fistula which was repaired with
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benign uterine diseases. There is similarity among
demographic characters in regards to age and parity in
between thisand other studies. The mean age of patientin
this study was 50 years. Mereu et al., reported a mean age
of 49.6 6.5 years[11]. Kim et al., reported 46.42 +5.0 years.
BMIin our study was 32.4 +5.5. Kim et al., also mentioned
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same demographic details [12]. The most common
indication of total laparoscopic hysterectomies in the
present study is adenomyosis presented in 40% of the
cases and followed by fibroids in 36% of the cases. Istre et
al., reported fibroid uterus followed by abnormal uterine
bleeding as the most common indication of surgery. Dojki
et al., reported Heavy menstrual bleeding 31% and fibroid
29.7% as the causes of surgeryin their study. Accordingto
the current study findings, the mean operative time was
164.46 minutes +30.23 minutes. Different studies reported
differences in mean operative time. Istre et al., reported
124. 26 +44.74 minutes. Dojki et al., from Patel Hospital
Karachi reported median and interquartile value of
operative time was 175 (120-225 minutes). In Our study the
major intraoperative complication was hemorrhage 16%
and there were 10 out of 50 laparoscopic conversions
secondary to difficulty in controlling hemorrhage due to
technicaldifficulties. Istreetal., reported16 TLH converted
to laparotomy, 5 patients had dense adhesions, 4 patients
had vascularinjury and1patient had bowelinjury[13]. In our
study there was one thermal left ureteric injury (2%) which
was presented as ureteric vaginal fistula after 14 day of
surgery and repaired by urologist successfully. Dojki et al.,
reported one ureteric injury (0.47%) [14] and another
research reported ureteric injury of 2% [15]. The overall
major and minor complication rate was 20% in our study
and 80% patients had not any complications. A study
reported overall complicationrate of 10%[16,17]. Thereisa
case of one pulmonary embolism in our study while other
had not mentioned it. Anesthesia related complications
also had not mentioned in other studies while there was
delayed anesthesia recovery in our study. There were no
bladder, bowel, vascular injury and port site infections in
our study while other studies mentioned these
complications [18]. There was one case of vault
dehiscence (2%) reported in 3rd week of post-operative
period. Meru et al., reported bladder injury of 0.3%, wound
infection of 1.1% and vaginal cuff dehiscence of 0.3% [11].
Dojki et al., reported 1% vault dehiscence and vault
infections[14]. In short, various studies have reported that
laparoscopic hysterectomies are possible with equivalent
advantages. A good laparoscopic experience for surgeons
and a careful selection of the cases are the obligatory
prerequisites [19-21]. The major limitations of this study
are non-randomized nature and small sample size because
of low volume of patient flow and affordability of procedure
in our hospital. Despite of this limitation, this study is a
significant effortinreportingthelocal estimates.

CONCLUSIONS

This study showed that laparoscopic hysterectomies can
be safely performed by the surgeon with an appropriate
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training in minimal invasive surgery. Total laparoscopic
hysterectomies take longer operative time and higher cost.
However, it offers several benefits such as earlier
ambulation, shorter hospital stays, faster recovery time
and minimal incisions. This procedure can be offered in
patients as the preferable approach with benign pathology
of up to 12-week size uterus by a Gynae surgeons who have
laparoscopicsurgical skills.

Conflicts of Interest
Theauthorsdeclarenoconflict of interest

Source of Funding

The authorsreceived no financial support for the research,
authorshipand/or publication of thisarticle

REFERENCES

[11 Walsh CA, Walsh SR, Tang TY, Slack M. Total
abdominal hysterectomy versus total laparoscopic
hysterectomy for benign disease: a meta-analysis.
European Journal of Obstetrics & Gynecology and
Reproductive Biology. 2009 May; 144(1):3-7. doi:
10.1016/j.ejogrb.2009.01.003

[2] AshfaqS, Samina M, Jabeen M, Zafar S. Outcomes of
Total Laparoscopic Hysterectomy: A Single-Surgeon
Experience of Initial 50 Cases. Cureus. 2021 Jan;
13(1):€12644.doi: 10.7759/cureus.12644

[3] Shrestha R, Yu LH. Comparison between
laparoscopic hysterectomy and abdominal
hysterectomy. Nepal Journal of Obstetrics
Gynecology. 2014 Sep; 9(1):26-8. doi: 10.3126/
njog.v9il.11183

[4] DograA, Vinay K, Nishu B. TLH versus TAH: a 2-year
retrospective comparative study. International
Journal of Reproduction, Contraception, Obstetrics
and Gynecology. 2019 Sep; 8(10):3939-42. doi:
10.18203/2320-1770.ijrcog20194358

[56] PerinoA, CucinellaG, VeneziaR, CastelliA, Cittadini E.
Total laparoscopic hysterectomy versus total
abdominal hysterectomy: an assessment of the
learning curve in a prospective randomized study.
Human Reproduction. 1999 Dec; 14(12):2996-9. doi:
10.1093/humrep/14.12.2996.

[6] Seracchioli R, Venturoli S, Vianello F, Govoni F,
Cantarelli M, Gualerzi B, et al. Total laparoscopic
hysterectomy compared with abdominal
hysterectomy in the presence of a large uterus.
Journal of the American Association of Gynecologic
Laparoscopists. 2002 Aug; 9(3):333-8. doi: 10.1016/s
1074-3804(05)60413-6.

[7] Bijen CB, Briét JM, de Bock GH, Arts HJ, Bergsma-
Kadijk JA, Mourits MJ. Total laparoscopic
hysterectomy versus abdominal hysterectomy in the

PJHS VOL. 3 Issue. 7 December 2022 Copyﬂght ©2022. PUHS, Published by Crosslinks International Publishers
- BY This work is licensed under a Creative Commons Attribution 4.0 International License. 23




FatimaMetadl.,

PJHS VOL. 3 Issue. 7 December 2022

Assessment of a Learning Curve Experience of Gynae Laparoscopic Surgeries

treatment of patients with early-stage endometrial
cancer: a randomized multi-center study. BMC
Cancer. 2009 Dec; 9(1):1-7. doi: 10.1186/1471-2407-9-
23.

Ellstrom M, Ferraz-Nunes J, Hahlin M, Olsson JH. A
randomized trial with a cost-consequence analysis
after laparoscopic and abdominal hysterectomy.
Obstetrics Gynecology. 1998 Jan; 91(1):30-4. doi:
10.1016/s0029-7844(97)00579-6.

Aboulfotouh ME, Chaalan F, Mohammed AF.
Laparoscopic hysterectomy versus total abdominal
hysterectomy: a retrospective study at a tertiary
hospital. Gynecological Surgery. 2020 Dec; 17(1):1-5.
doi: 10.1186/s10397-020-01068-1

Mallick R, English J, Waters N. Total laparoscopic
hysterectomy versus total abdominal hysterectomy
in the treatment of benign gynaecological disease: a
retrospective review over 5 years. Gynecological
Surgery. 2016 Nov; 13(4):359-64. doi: 10.1007/s10397-
016-0990-0

Mereu L, Carlin R, Pellegrini A, Guasina F, Berlanda V,
Tateo S. Total laparoscopic hysterectomy for benign
disease: outcomes and literature analysis.
Gynecological Surgery. 2018 Nov, 15(1):19. doi:
10.1186/s10397-018-1052-6

Kim SM, Park EK, jeung JC, Kim CJ, Lee YS.
Abdominal, multi -port and single -port total
laparoscopic hysterectomy: eleven years trends
comparison of surgical outcomes complication of
936 cases. Archives of Gynecological Obstetrics.
2015 Jun; 291:1313-9. doi: 10.1007/s00404-014-3576-
y

Istre O, Snejbjerg D. Complication Rate of
Laparoscopic Hysterectomies in Denmark, 2011-
2016. Journal of the Society of Laparoendoscopic
Surgeons. 2018 Jan; 22(1):e2017.00078. doi:
10.4293/JSLS.2017.00078

Dojki SS, Bano A. Outcome of Total Laparoscopic
Hysterectomy. Journal of the College of Physicians
and Surgeons Pakistan. 2018 Jun; 28(6):427-30. doi:
10.29271/jcpsp.2018.06.427

Ng CC, Chern BS, Siow AY. Retrospective study of the
successratesand complication associated with total
laparoscopic hysterectomy. Journal of Obstetrics
Gynecology Research. 2007 Aug; 33:512-518. doi:
10.1111/j.1447-0756.2007.00577.x

Sandberg EM, Twijnstra ARH, Driessen SRC, Jansen
FW. Total Laparoscopic Hysterectomy Versus Vaginal
Hysterectomy: A Systematic Review and Meta-
Analysis. Journal of Minimum Invasive Gynecology.
2017 Feb; 24(2):206-217. doi: 10.1016/j.jmig.2016.1
0.020.

[17]

[19]

[20]

[21]

DOI: https://doi.org/10.54393/pjhs.v3i07.293

Ishibashi T, Nakayama K, Razia S, Yamashita H,
Ishikawa M, Sato S, et al. Impact of Uterine Size on
Outcomes of Total Laparoscopic Hysterectomy for
Uterine Leiomyomas. Clinical and Experimental
Obstetrics & Gynecology. 2022 Aug; 49(8):185. doi:
10.31083/j.ce0g4908185

Ghosh D, Wipplinger P, Byrne DL. Can total
laparoscopic hysterectomy replace total abdominal
hysterectomy? A5-year prospective cohort study ofa
single surgeon's experience in an unselected
population. Gynecological Surgery. 2013 May;
10(2):109-15. doi: 10.1007/s10397-012-0754-4
O'Hanlan KA, Huang GS, Garnier AC, Dibble SL,
Reuland ML, Lopez L, et al. Total laparoscopic
hysterectomy versus total abdominal hysterectomy:
cohort review of patients with uterine neoplasia.
Journal of the Society of Laparoendoscopic
Surgeons. 2005 Jul; 9(3):277.

Kehde BH, van Herendael BJ, Tas B, Jain D, Helsen K,
Jochems L. Large uterus: what is the limit for a
laparoscopic approach? Autopsy & Case Reports.
2016 Jan; 6(1):51.doi: 10.4322/acr.2016.025

Wang H, Li P, Li X, Gao L, Lu C, Zhao J, et al. Total
laparoscopic hysterectomy in patients with large
uteri: comparison of uterine removal by transvaginal
and uterine morcellation approaches. BioMed
Research International. 2016 Jun; 2016:8784601. doi:
10.1155/2016/8784601

Copyright ® 2022. PJHS, Published by Crosslinks International Publishers
This work is licensed under a Creative Commons Attribution 4.0 International License. 24




	Page 1
	Page 2
	Page 3
	Page 4
	Page 5

