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Sclecuon Crterna tor I AVH

Inctusion

o A vahid mdication for removing the uterus & /or
RITRTON

o Nuumdl Hysterectomy s not sate / possible

o Piesonce ol adhestons, endometiiosis. adnexal
discase vte which would have otherwise required

an abdommal approach

Faclusion
o Muhignaney

o Lterme size s T4 weeks or greater

Fable 11
Indicauons for LAVH

N Y
DUB 37 54
Vdieveal Mass 10 15
Fibiords 7 9
Fndometiosis 3 7
CIN 5 7
Postmenopausal bleedimg 4 5
Chronie Pam/Dy smenorrhoca 2 3

R 70

Table 111

Conconitant Surgeries

Salpmgo-oophorectony 38
Adhesioly sis 11
Endometriotic eyt 4
A Porepan 9
Appendectonm 2
Fable TV
Comphications
Bleedmg 7
L aparotomy/Abd Hy st 2
Muimilap 1
Bipolar Fulguration 4
Bowel Bumn 1
\ault Hematoma |

was maniputatd using a Wadia / Purandare « elevato
After a prelimiary visual examination, any adhestons
were divided,  LAVH was performed using bipolar

desiceation. When salpmgooophorectomy  was to be
performed. the infundibulopelvic higanient was grasp
close to the ovary and pulled medially ( so as o av
mjury to the ureter) and bipolar destccation performec
using Kleppinger forceps. The cauterized area was cu

with sharp scissors,

When ovarian  conservation was required. the utere
ovarian hgament and fallopian tubes were cauterized anc
cut. Dissecuon was taken to the point of opening the
broad ligament  The uterovesical told of peritoncum
was incised using scissors and / or monopolar needle and
bladder pushed down. No attempt was made o hgate/
The

operation was completed by the vagmal route. using a

desiccate the uterine arteries laparoscopically

standard  technique. On  completion  the
phenmoperitonewn was re-established and a laparoscopic
mspection of the pelvis carried out. Any blecding points
were cauterized. Iriigation and aspiration was used as
required. The trocars were removed under vision and
absence of bleeding from the ports confinmed. A vaginal
pack and mdwelling catheter were inserted and removed
the following morning. In selected cases an additional
Foley's catheter was mserted into the petitoncal cavit
through the vault and retained for 24 36 hrs.
Results

The procedure was successfully completed in 68/
(97%) cases. During the early days two cases had to
abuandoned and abdominal hysterectomy performed d
to a bleeding problem  The recovery i both these w
uneventful. The mean age of the patients was 41 (23
years.) Of the women, 5 were nulliparous. 6,30.29 patict
were para b, 2 and 3 or greater respectively  The prima
indication for surgery is shown in Table I1. Concomita
surgeries performed together with the EAVH are b
in Table 111, The average tmie taken for the total ope,

was 110 minutes (tange 70 — 180 mm). The average
tme tor the laparoscopic surgery was 40 minutes ( range
25-60 mmutes ). The average postoperative hospital stay

was 3.3 days (range 2- 8 days ) Most patients who stayed
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than 4 davs did <o for ~ocial reasens. The
Major

corphatons mchided hleeding e300 bowel burn and

AN

complroattons e shown o Table TV

valthematoma Bleedmg was managed faparoscopically
Chpola talemration o chips and blood nanstusion In
S case dmintlap was performed to frgate a vessel at
the vagmal anele The vault hematoma was managed
conservatively with antibiotics and blood transfusions,
She was readnntted after 8 davs for drainage of the
hematoma vagimally under general anaesthesia.
wibsesent tecoveny was uneventful. The transfusion
ate was Y700 6000 The case of bowel burn was due to
Ciaulty cautery and was managed by lapatotomy and
nting of howel. There were no bladder or ureteric

aunies i the series.
Discussion

Hasterectonny s one of the most commonly performed
cotgicdal procedures ey necology, Approximately one
third of the hvsterectomies are petformed vaginally, and
the remarnder are performed abdonunally. ¢ Dicker et
al 1Tos2 Naemal hvsterectomy s the optimal chotee
hocause of s reduced costs, Jower complication rates,
and avordance of o magor abdoniinal incision, Recently.
LAV H

dumamentarim

has been added to the gynecologist’s
I aparoscopic assisted vaginal
hvsterectomy s espectadly useful i the following
OISt s
b tomone the woaes o I chimeal practice fow
opherectomires are carned out via the vaginal route
smce s venetatly considered more difticult than
vie the abdonunal route ¢ Wilcow et all Tu9dy
Oaphereconn cannet e vuarantesd at the time of
vacl hosterctoniy even by those who promote the
Cchmgue oSheths T9 Ty Laparoscopn approach
can be cmploved where oopherectomy s not possabie
SN aemai approach alone
Foaluate an adoexal mass A preliminan
Fapat ~copy bedps o determme the enofhey of the
mass Tecan fehitare the remevab of ey uv tehes o

adnes b androveds and allow s the surgeon 1o

complete the procedure vaginally.

) To evaluate the pelvis in patients with a history of
PID. Fndometriosis, or known adhesions
Suspected pathologies are confirmed at Laparoscopy
i onlhy 309 cases I pelvis 16 normall o vaginad
hysterectomy can be sately accomplished, avording
an unnecessary laparotony. I pathology s confirmed,
it can be corrected laparoscopically and vagm i

hvsterectomy performed

The true complication rate resnfting from an [T AV 1S
currenthy unknown and, like any type of surgerv, s
dependent on the expertence of the surgeon. One previous
study cited the complication rates associated wath the
abdominal. LAVH. and vaginal hysterectomy to be 267
12% and 67 ¢ Bioke et al, 1993). It is mappropriate to
compare the comphication rates for different types of
hysterectomies, but itis encouraging that the comphication

rate resulting from LAVH 15 not out of range

To conclude :

e [.AVH can replace many abdonunal T1vsterectomies
for benign disease.

e [t is not a substtute for Vaginal Hysterectonn. and

one should shift to Vaginal route as soon as possihie

Reference :

1 Boike G.AM., Elfstrand P Am ] Obw
Gy 16K, 1691903

2 Dicker R C U Scally MFL Greenspan TR TN A
2R3 10N

3 Jehns VAL Diamond NTPD T Rep Ned 30 121 1091

4 L C Y Guneocologioal Bndas opy 173 o0

SOReich HE L DeCoaprio ToNMOGhoan BT Gy

Surg 3,213 JURY
6. Rewh HI O McGlyon I-,
Endoscopy 2:59:1993
Richardson R . Rooras N A Taeos VLT
TIS36190S
s Sheth §S
9. Wilbov ]

TIRRTNS

Sekel T

Chvnecoloere o

~

Be JORG fvn % 66T Toa)

S, Koonin TAL Rr TOw Gyn vy

PHE Torb oo b ORS T FRTOS AN GY SN COEOGY OF INDIEY

-



