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It has been estimated that about one third of
American women will have undergone hysterectomy by
the age ot 65 vears. Itis estimated that in the United States
about 70% to 80”6 of the approximately 500,000 to 600,000
hysterectomies performed annually are performed by
laparotomy (Health Care, 1995). More than 80% of
hyvsterectomies in the United Kingdom are being
performed by the classical abdominal route (Garry, 1995).
In Sweden, more than 95% of all hysterectomies that are
not pertormed in conjunction with a uterovaginal
prolapse are performed abdominally (Olsson et al, 1996).
Although vaginal hysterectomy is the procedure
associated with the quickest operating time, the shortest
hospital stav, and the lowest hospital costs, (Meikle et al,
1997, many surgeons do not feel comfortable enough with
this approach, especially in the presence of what are
traditionally considered contraindications to a vaginal

route.

The advent of laparoscopy and the training of

b

the surgeons in endoscopic techniques have recently
facilitated the shifting of many hysterectomics to avaginal
approach. In our opinion, the laparoscopic phase has
the function of removing what are thought to be
contraindications to the vaginal route. The am of
laparoscopically assisted vaginal hysterectomy should
be, to extend the applications of a vaginal route,
particularly in allowing safe use of a vaginal approach
in patients for whom, according to traditional standards,
vaginal hysterectomy may be contraindicated.

Over the past few decades, abdominal
hysterectomy has been the procedurc of choice for many
surgeons, with a ratio of 3:1 over vaginal hysterectomy .
Whether this ratio can be justitied on the basis of greater
morbidity associated with abdominal surgery is asubjedt
of debate. When Dicker et al. (1982) condluded in 1982
that vaginal hysterectomy was associated with tewer
complications and shorter convalescence than abdomimnal
hysterectomy, the vaginal approach became the standard
procedure for patients who were withoul so-called
contraindications. Contraindications, however, were
rarely documented but were based on presumptions that
more scvere pathologic conditions were present that made
vaginal removal difficult or impossible. Combinmy
laparoscopy with hysterectomy, separate surgical groups
investigated the traditional contraindications to the
vaginal approach and explored the “severe” patholog
conditions thatindicated abdominal hysterectomny .

In 1989 Reich et al (1989) demonstrated ina case
report that hysterectomy could be accomplished by use
of laparoscopy as the access mode. Thev recommended
that this procedure be used in selected patients to decrease
the trauma and morbidity associated with abdominal
hysterectomy without sacrificing the surgr al advantages
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attorded by faparotomy. From this, the term laparoscopic
Iy sterectomy evolved.

Kovac et al (1990) assessed a group of women
believed to be candidates for abdominal hysterectomy
because of a contraindication to vaginal hysterectomy.
[hey wanted to determine whether laparoscopy
pertormed immediately betore hysterectomy could be used
toalter the planned route of hysterectomy. Of this group
ofwomen, Y17, underwent vaginal hysterectomy without
complications. T'hey concluded that laparoscopy may
Wow more hvsterectomies to be performed by the vaginal
route by climinating some of the reasons for which
hysterectonmues are traditionally performed abdominally;
however, no portion of the hysterectomy was completed
with laparoscopy: from this term laparoscopically
assisted vaginal hvsterectomy was added to our growing
vocabulary . lhese  mvestigators  regarded
laparoscopically assisted vaginal hysterectomy as the
tirst step in an evolutionary process in which more
accurate diagnosis and improved laparoscopic
techniques would extend the indications for vaginal
hysterectomy to patients whose conditions were
previoushy thought to preclude this approach. The
introduction of laparoscopic hysterectomy and
laparoscopically assisted vaginal hysterectomy
presented new options for uterine removal. Thus, Reich
mitiallv saw Laparoscopy as a technique to replace uterine
removal by the abdominal route, whereas Kovac (1986)
considered the laparoscope as a tool to evaluate presumed
contraindications to the vaginal approach, with the
primary goal being to assistin vaginal hysterectomy. The
potential ot converting abdominal to vaginal
hysterectomies has substantial implications for patients
and the allocation of health cate resources given the large
numbers ot hysterectomies performed abdominally. These
two reports provided the impetus for others to further
substantiate the benefits of combining laparoscopy with
hysterectomy. To determine the appropriate use of the
difterent approaches to hvsterectomy, it is critical that
the myriad indications for a specific operative technique
be retined. sorting through the maze of indications has
been complicated by several tactors. (1) In the rush to
embrace any torm of remote control, minimal-access
surgery has often led to uncritical acceptance of new
techniques. (21 THerghtened market-driven, demand-side
patient expedtations of pain-free and improved outcomes
have torced the medical community to act prematurely in
some cases. (3) The dearth of well-conducted, published
studics, especially randomized controlled trials,
comparing  laparoscopically  assisted  vaginal
hysterectomy with vaginal and abdominal hysterectomy
{tive to dater are substantially weakened by their small
sample sizes and limited statistical analysis.

]
>

Costs

The true cost of laparoscopically assisted vaginal
hysterectomy was difficult to determine because mosdt
articles specified amounts billed by the provider for a
service rather than expenses incurred by the provider of
the service. The pricing structure of the provider intfluences
charges. In many hospitals, services that are more
lucrative are often used to subsidize less profitable
scrvices, thus obscuring the actual cost. However, all
studies comparing laparoscopic and vaginal
hysterectomy reported laparoscopic hysterectomy to be
more expensive (Daniell et al, 1993). Studics that examined
components of total charges indicated that laparoscopic
hysterectomy was often more expensive because of the
use of disposable instruments, longer operating room and
anesthesia times, and intraoperative pharmacy charges
(Summit et al, 1992). Thus, when laparoscopic surgery is
used more extensively, the costs are higher. In a very recent
randomized study by Ottosen et al (2000) the objective
was to detect differences in clinical short-term outcome
between total abdominal hysterectomy, vaginal
hysterectomy and laparoscopic assisted vaginal
hysterectomy. One hundred-twenty women scheduled for
hysterectomy for various indications werc randomized
into three treatment arms: total abdominal hysterectomy
(n=40); vaginal hysterectomy (n=40) and laparoscopic
assisted vaginal hysterectomy (n=40). During traditional
abdominal and vaginal surgery, laparoscopic assistance
was kept to a minimum. Substantial number of cases
needed volume-reducing manocuvres due to uterine size.
Main outcome measures were duration of surgery,
anaesthesia, time in hospital and recovery time. Mean
duration (range) of surgery was significantly longer tor
laparoscopic assisted vaginal hysterectomy compared
with vaginal hysterectomy and total abdominal
hysterectomy, 102 min (50-175), 81 min (35-135) and 68
min (28-125), respectively. Mean stay i hospital and
mean time to recovery was significantly onger for total
abdominal hysterectomy compared with vaginal
hysterectomy and laparoscopic assisted vaginal
hysterectomy. The difference between vaginal
hysterectomy and laparoscopic assisted vaginal
hysterectomy was not significant. It was possible to
remove uteri under 600 g with all three methods. Four
laparoscopic assisted vaginal hysterectomies and once
vaginal hysterectomy were converted to open surgery.
Re-operation and blood transfusion were required after
two vaginal hysterectomies and one laparoscopic assisted
vaginal hysterectomy. One woman necded blood
transfusion after total abdominal hysterectomy. Thus
concluding that traditional vaginal hystercctomy proved
to be feasible and the faster operative technique compared
with vaginal hysterectomy with laparoscopic assistance
The abdominal technique was somewhat taster, biit time



spentin theatre was not significantly shorter. Abdominal
hysterectomy required on average a longer hospital stay
of one day and one additional week of convalescence
compared with traditional vaginal hysterectomy. Vaginal
hysterectomy should be a primary method for uterine

removal,

Itis clear trom this review that laparoscopically
asststed vaginal hysterectomy is not cost offective tor
paticnts mwhom v agimal |1)‘s_tcl‘ccloln_v can be performed.
[ comparison to abdominal hyvsterectomy, the cost is
comparable, but this varies according to the individual
mnstitution.

I ength of stav was consistently shorter for
laparoscopic than torabdominal hvsterectomy. However,

the meta analvsis could not contirm that laparoscopic’

and vagimal hy sterectomy differed moregard to this
variable and turther mvestigations are needed for
Clartheation, Also related to costs are operating and
anesthesia times. In this regard, the meta analvsis found
that operating and anesthesia times were greater for
laparoscopic than cither abdominal or vaginal
hysterectomy . Although in our setting even if patients
aretittorcarfyv discharge they preter to stay back adav or
two longer, to recuperate better, henee there is no saving
on the duration of stay, and obvioushy longer anacsthesia
and operating times result ina heavier protessional fee
towards the surgeon and anacsthetist. As the saving soes,
smallhole onthe abdomen, large hole in the pocket! Dr.
Ravmond Doucetter has noted, (Unger, 1999), that a 10
percent shitt trom abdomimnal to vaginal hysterectomy in
the Uimted States would save more than $ 7.5 million in

hospital costs alone.
Risk and complications:

As laparoscopic surgical procedures have
become more compley, operative risks and the number of
complications have increased (Excarce et al, 19953 Often,
a new surgical technique is associated with a new
putential complication. Defining new techniques that
may be pertormed more quuckly and more efticiently by
laparoscopy may be ditticult.

Unique to Laparoscopy

Insertion of Japaroscopic trocars has unique
comphications that are separate from the surgical
procedure. Faceration of the epigastric vessels Is a common
comphication (Neszhat et al, 1990, T obese patients, the
cepigastric vessels commonly cannot be transilluminated,
nor can vessels be seen through the peritoneum.
Hernation of the bowel has been reported when the trocar
mcistons are 12 mm in dimensions (Unger, 1999). Some
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surgeons now advocate closure ot tasciat defects that ar
more than 10 mm. Intra-abdominal comphoations related
to trocar placement include pertoration ot a viscus
Bladder pertoration occurs when the trocar s notmserted
sufficiently superior to the pubic svmphysis o
situations when the bladder is unusualiy bigh on flu
abdominal wall, as 15 otten the case atter laparotonn

Bowel injurics are less comon than are armary Iract
mjurics butare potentially more severe. Boww el pertoration
may occur with trocar inscertion, with clectrocautery
spread, and directly during disscction ot adhestons, These
njuries mav be ditticult to identity. Patients mav becomee
critically 11l betore the injury s suspected A
laparoscopists must be vigilant to avord major vessel
injury during ecndoscopic procedures. This rare but e

threatening injury can be largelv prevented with carelul
technique, which comes from o clear understanding o
the positions, both normal and v ariant, of the muagor blood
vessels in the pelvis. Taceration of these vessels during,
endoscopy mmediately threatens the patient s fite i
exsanguination. The occurrence of such vascular myun
has been shown in many series tobe approsimately 0.1
Less experienced surgeons (those pertornmme tewer than
100 Laparoscopic cases)y have nearly four times the
complication rate of more experienced endoscopisgs
(Phillips ot al, 1984y,

Unique to the Procedure

LAVID shares complications ot vaumal
hvstercctomy and abdominal hy sterectomy . Lo
incidence of cuff cellulitis, cutt hacnmatoma, and
atelectasis is similar among the technigues Durinyg ¢l
vaginal portion of the procedure, hemorrhage trom il
cuttor the lower pedicles mav oceur. Custotomy alse i
occur as the anterior colpotomy incision s made 1
alse may occur when a bladder fiap s bemg diss !
from the coerviy, espectally it scarrig of the blaader s
present (Unger, 1999). The urcter also may fall i harm s
way with dissection around the ovarian yvessels, aterme
arteries, or uterosacral cardinal icament comples
(Woodland, 1992). Visualization ot the ureter s perbiap-
the bestway to ensure that it is not included i a pe v
The ureter normally s not seen o dissected Peovse o
runs through the cardinal ligament Son o i con
advocate evstoscopy torall procedun Lobpr b
is notwarranted when hystercctomy avd o pnorect
are pertormed without a pelvic floor procedune Caulion
is warranted when a posferior colpotoniy incision s nadk
because the large bowel is atrisk. The prevalence of the <
complications is unknown and mav be much hivher te e
commonly thought because of under-reportine.

In the carly part of the fearimye oo o
laparoscopic hysterectomy, there were signiticanthy Ty -



Shirish S, Shieth ef al

number of comphications Despite an increase in
laparoscopre skills most gyvnaccologists still find that
laparoscopic hysterectomy s technically: demanding,
takes too Tong and may need expensive disposable
cuquipment. Najor concern is towards urinary tract
mpuries. Cystotomy and ureteric injury rate is 1.38% and
vl respectively (Garry 1995)0 This rate s tar too high
whencompared awith conventional vaginal hysterectomy
I order to minimize the urological injuries, recourse is
fakens by otrering the patient a supracervical subtotal
fy sterectomy by the laparoscopke route, but statistically
and screntitically, this procedure has vet to demonstrate
sigtiticant benetits over total hy sterectomy and should
not be offered as a standard of care. Inspite of the
constderable case of the Taparoscopically assisted
Doderlein hy sterectomy, ina recent study by Hawe et al
clavarthe reported overall compheation rate was 187, ot
which o 2 vere classed as major These included four
cvstotomies, tive unscheduled laparotomies, seven post-
opetihive blood transtusions, one pulmonary embolus
and two re-operations (within 6 weeks). The mean

ho~pital stav was three dayvs

A more recent prospective study from the
technology assessment group at Kaiser Permanente,
which exanuned qualitv-ot-lite measures, tound that
patients who had vaginal hy sterectomy returned to
normal activity much sooner and had more tavourable
painsactivityv and function outcomes than patientswho
underseent erther laparoscopically assisted vaginal
I sterectomy orabdominal hy sterectomy (Van Den Feden
etal, 1997 However, 28 davs atter surgeny, outcomes toi
patients with Laparoscoprcally assisted vagmal
hvsterectomy were similar to those tor patients who
underwent vaginal by sterectomy Thus, when all clinical
decisions are equal, vaginal hyvsterectomy appears to
provide the most satistactory outcomes trom the patient’s
pomnt ot view although guality -of-lite outcomes for the
laparoscopic procedure were otten as tavorable and both
were supetion toabdominal hysterecfomy

s imperative to emphasize that the goal of all
mimnmmallvimvasi e surgery should be to accomplish the
oprrative task i an etficient manner while lowering
patient morbidity This rintortunately cannot be said ot

FANH
Fvidence-based guidelines . Making a difference

Chocatmedione has been torced to adopt more
rordevidene e based practice vaidelnes that are detimed
Py outcomes rather than phyvstaan values ot preference

doevponence Phvsictans are beimyg asked to measure
aeones notonlyv of appropriate care but also of quality
wd costettectiv e care with the goal ot developing

guidelines for medical practice. Guidelmes o determme
appropriatencess of care cap help resoly e ssues of quality
ofcare as wellasavord the legaland tinancalmyplications
ot inappropriate carc.

It the outcomes associated with the vagimal
approach are mdeed better, gvnecologic surgeons should
perform hyvsterectomies vaginally whencyer posaible
(Querleu et al, 1993} To do this, the mdications tor cach
route must be identificd. Optimum surgical practice
mandates that the severity of the pathologic disorder be
the primary criterton inselecting the route ot hy sterectonn
Where guidelines based on the severity ot the patholog i
disorder have beenadopted atcenters i the United States,
and United Kingdom (Richardson et al, 19951 the majority
ol patients have undergone successful vaginal
hysterectomy without abdomumnal or faparoscopi
assistance. These guidelines are not just propositions;
they are the byproduct ot evidence-based medicie and
applied medical decision analvsis. These studies indicate
that the vaginal route is contraindicated imonh 107 to
207 of cases, tar less than formerlyv assumed. Use of these
specific guidelines implies that vaginal hy sterectomy will
replace abdominal hysterectomy rather than being
replaced by laparoscopic hysterectomy . Taparoscopy has
a definite role in hysterectomy as a diagnostic lool i a
small percentage ot patients. These reports also indicate
that laparoscopic surgical technigues should notbe used
in >20"% of patients scheduled tor hysterectomy. Because
of the measurable differences in medical and cconomi
outcomes for abdommal, vagimal, and laparoscopic
hysterectomy, the severtts ot the pathologic condition
mustbe the primary criterion for selecting the appropriate
route ot hvsterectony Because criterta are now available
to determine the extent of the pathotogic condition, o
surgeon’s experience and preference shoald not solely
dictate the route of hysterectorny, and successiul
completion of hysterectomy alone s notan acceptable
measure of appropriate care. Whatever the route ot
hysterectomy, the procedure must be pertormed with
munimal patient morbidity, recuperativ e time, and costs
Analogous o a trial ot fabor, avagmal b sterectomny trial
isneeded betore resorting to abdonumal or laparoscopi
by sterectomy sucha planwill considerably reduace the
number L4 chdommal hesterectomies, «cnhance the
CPOT an vpeoence and sharpen s <kt and

jidos ity Sheth 1993y,

The coal 1w to use the
Lipar s ope to asststwith y agmal i slerectomy as wo
wtded, rather than promaote anew aperation
sdpplant other b sterectomies. When more sesere
pathologie conditions are thought oot the
laparoscope is an excellent teol that can readily assess
the extent ot the pathoelogie condition wnd contion,
whether, on the basis of taparoscopic findimg~ a v wgmal

laparoscopic ot abdominal approach i« oan '
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tensile strength afford a fot of comfort to the vaginal
surgeon even in the presence of significant uterine
enlargement. Training in vaginal route, unlike endoscopic
surgery requires no sophisticated equipment, set up, and
running expenses towards maimtenance, hence would

beadeal tor the developing world.

Iven in the major teaching institutes in the
metropolis, advanced laparoscopic equipment is not vet
a reality. Henee, broad based training in the skills of
operative endoscopy is non-existent. Whereas we have
masters i the art of vaginal surgery from India, whom
ceven thewesterners give due eredit, and pride of place. It
i~ a lot casier to train our budding gynaccologists in the
artotvaginal surgery. The costof disposables, equipment,
video endoscopic apparatus, maintenance etc arce
prohibitive tosav the least.

[y sterectomy via the vaginal route without
laparoscopie assistance is the least invasive and most
minimally accessed hy sterectomy It is almost a necessity
forevery gvnaccologist to think of the vaginal route and
put it to use in the best interest of patients. Confidence
will increase from examination under anaesthesia, and
expertise from trial ot vaginal hysterectomy practice.
Abdominal route should be used only when the vaginal
route i~ contramdicated and LAVH is risky or very
ditticult (sheth, 2001). In the absence of uterine prolapse,
DU B, adenomyvosis, & fibroids comprise more than 809
ot the indications tor hysterectomy and 90" of these uteri
can be successtully removed by the vaginal route (Sheth,
2000).

Conclusion

Phe I AV revolution beginning in the late 1980s
1sover. The overwhelming growth and at times, overuse
of the laparoscopic approach have waned somewhat as
physicians reevaluate LAVH, adopt new techniques such
asarterial embolization and myolysis, and rediscover old
technigques such as uterine morcellation at vaginal
hysterectomy. Inaddition, the cost of new procedures and
instrumentation has come under intense scratiny. The
challenge to accumulate data, criticallv analyze each
approach, and select the most appropriate procedure for
cach patient holds the greatest promise for improved
patient satistaction and outcomes,
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