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Table II.
TYPES OF OPERATION (N-1000)

Number Pcreentage
Total Abdoninal
Hysterectory 120 12%
Total Abdominal
Hysterectory 750 78%
with (B) sided salpingo-o pherectomy
Total Abdominal 100 10%

Hysterectory
with one sided salpango-oophercetomy

Total abJomunid Hystercctoniv with both sided salpingo-oopherectomy weie performed
1 mostof the cases 737« (730) whereas 109 (100) cases had underzone total abdominal
hvsterectomy with one sided salpinzo vophercctomy (Table 1y

TABLE 111
OPERATIVE COMPLICATIONS (N-1000)

Numbcr Pereentage
Injury to (L) uterine vessels 6 6%
(R) Uterine vesscls 4 4%
(R) Ovarian vesscls Nil Nil
(1) Ovarian vesscels Nil Nil
Lreter Nil Nil
Bldder Nil Nil
Large Intestine Nil Nil
Small Intestine Nil Nil
Omentum Nil Nil

Injury o lelt Uterine veassels 6(0.6% ) and right Uterine vessels 4(0.4%) were scen
(Table 111)
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abdominal hysterectomy with or with
out salpingo-oophcrctomy is done
conventionally (Dicker ct al, 1982;
Richard ct al, 1989 and Richardson, 1929)
from above downwards i.e. by clamping,
cutting and ligating of the round
ligament, utcrinc end of the tube and
utcro ovarian ligament, infundibul-
opelvic ligament followed by mobilisation
of bladdcr, cxposing the utcrine
vessels for clamping, cutting and
ligating, which is further followed
by clamping, cutting and ligation of
uterosacral ligament,cardinal ligament
and vaginal vault.

During this proccdurc there may
be traumatic injury to the vesscls or
slipping and rctraction of uterine artery
and ovarian artery. If it happens during
opcrative proccedure, there may be
possibility of trauma to the urcter, bladder
intestine and omentum etc. duc to
incxpericnee of tackling the emergency
situation which is furthcr aggravated by
fecar psychosis Icading to unneccesary
clamping in an unwanted arca.

Hence to prevent such unwanted
catastrophy a new approach i.c.ligation
of uterine artery and ovarian artery (in
casc of salpingo-oopherctomy) was
performed  prior to conventional
hysterectomy procedure as descr ed
in different standard surgery books
(Howkins & St worthy, 1975; Jones
ct al, 1983).

It is very much important o know
the anatomy of 1 :rine artery and its
course, pr /ic urcter and bladder and
lastly relation between uterine artery
and urcter, bef yroceding with such new
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During operative procedurc- with
retraction of utcrine corpus-ureters will
usually fall 2 cm to 3 cm lateral and
inferior to the point of ligating uterine
artery. Wide mobilisationand displacement
of bladdcr base from the cervix were
done following separation of utero-vesical
fold of peritoneum. The posterior lip
of broad ligament incised, uterus is
pulled up by vulsellum, two fingers
were put posteriorly 1 c¢cm above the
utcrine attachment of the utcrosacral
ligament and 1 c¢m lateral from the
utcrine wall followed by lifting ol
the posterior broad ligament for exposing
the uterine artery. Ulerine arteries were
completely skelcetonised and cxposed
and ligatcd by atraumatic 1-0 with
30mm ncedleorby unabsorable 1-0suture-
A (Primary slcp).

Utmostcareis tobe takenwhile clamping
the uterine arteries. First clamp is
to be placed at the level of internal
cervical os close 1o the uterus whercas
sccond clamp placed at right angles to
lower uterine scgment to be followed
by cutting of ligated (A)) uterine vesscls
with the scalpel in between 1st and 2nd
clamp upto the tip of 1st clamp-ligated
by transfixation suturc (Chromic
catgut-1), or vicryl 1-0 (A)) along with
the surrounding tissuc at the uterine
wall which is to be followed by
resturing of A and A, (A,) (TRIPLE
LIGATION).

It is also important to ligate the
ovarian vesscls along with inf dibulo-
pelvic ligament (B)) by atraumatic 1-0
or vicryl (In case of saplingo-
oophcrectomy) to prevent slipping
and rctraction of ovarian vesscls,
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which 15 o be tollowed by clamping,
cuting and higation ol ovarian vesscls
along with nfundibulo pelvic ligament
(B,) by chroniic - 1 catgut. At last
clamping, cutting and hgation ol
round ligament alongwith mesosalpinga
{B,) wcre done by transtixation suture
chromic - 1T which ulumately passes B,
and B, (Triple ligation)

Following this step-con. .ntional
hysterectomy procedures were
adopted. Utmost care was taken while
ligating vagmal angles to scoure proper
hacmostasis.

In the present series, otal abdominal
hystcrectomy with both sided sdalpango-
oophercctomy were performed 1in most
ol the 78%¢ (730} whereas
12% (120) cases had undergone total
abdominal hystcrcctomy with one sided
sdlpingo-oopherectomy.

In  conventional
procedures operative complicitions
such as trauma or shpping and
retraction of uternine artery and ovarian
artery leading to hacmatoma s very
much significant as reported by
vdarious authors (Gram, 1975,
Robinson, 1979 and Miyazava, 1992)
from tume to ume  There may also be
mjury to urcter (Ramala Jayram, 1992,
More, 1973 and Russcel and Carola,
1994) bladder, ntestine and omentuin
ctc. which usually happened while
tackling hacmatoma and hacmorrhagic
situation during opcrative procedures

In the present series no traumatic
injury to lcft and right ovarian
vessels, ureter and bladder, omentum
and intestine were reported exceept
6 (0.6%) had traumatic injury to (L)
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utcrine vesscls and 4 (0.4%) to (R
uterine vesscls which were man ecd
immediatcly.

The disadvantages ftollowing this
operation were (1) occdstonally there
may be traumatic injury to uterine
and (2) dandtomicdl
vdariation ol uterine or
aberrant artery and urcler mday cdusc
problem (bul not scen in this scr oy
(3). Broad ligament Libroid, c ndometriosts
scvere adhesions and  hixcd uterus
may causc opcerdtive problem wh ¢h
can be managed lirst by adopung
conventionil procedure  ult o the
region ol uterine drtery was rodacd |
where uterine  artery propcrly
cxyposcd,skeletonised and higated to
prevent slipptng and rotraction ol
uterine  drtery  prior to  tradition
clamping of utcrme vessals (4) lasdy
accidentil ligation of urcwr  nity
sometimes oceur.

Mainadvantages ol thiscperdationweie

1) Noshppimngand retraction of uterine
and ovanan artery.

Minimum blood loss.

Avordance of unnecess iry clamping

while tackling hacmatoma and

hacmorrhagic situation.

4) Avoidance of urcter, bladder and
intestinal injury

5) Good and safe lot gynaccolog st

6) Bcelier recovery.

ovarian vesscls
ovdildn ot
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CONCLUSION

Henee we conclude that ligation ol
ulcrine artery prior to conventional
abdominal hysterectomy 1s an ext emely
safe procedure and reduces the risks ol
hacmorrhage
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