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Summary 

Thi-, is a rl'lrospcctivc study of 60 patients who had undergone �L�a�p�c�~�r�o �s�c�o�p �i�c� clssistcd , .,,gina! 
h\ -,tercctomy (LJ\ VH), wi th or without adnexcctomy from August 1997 to December l YlJlJ. Tcchniquc-, 
u-,ed were bipolar coagulation (by Smm forceps) and scissors dissection (36 patients) and usc of tripolar 
forceps (I Omm forceps) by whi ch coagulation and cutting can be done by one instrument. (2-t p,ltlt'nh). 
In )l) pcltients, concomitant adnexectomy was also performed. Major complication in the formol 1nlcrior 
epigcl'>tric Mll'rv injury at the time of introduction of secondary lOmm trocar occurred in one 11cltiL'nl. 
l'vlinor compli cations occurred in 8 patients in the form of vault sepsis (4 patients), skin infection (2 
pclt iL'nh), and fever (UTJ-2 patients). ln 2 patients, the procedure was converted to abdominal hy-;tercclom\ 
(1\ ll ) due to -,c,·erc pch·ic adhesions (1 patient), and failure of electrosurgical machine ( l patient). l lw 
cll'c·rage opcr,ltion tinw fo r the whole operation was 112 minutes. (90-135 mnts. ). The operation time 1\'cl'> 
shortn by 10- 15 minutes with the usc of Tripolar forceps. But such a lOmm forceps require'> c1 b1gger 
'>L'condcHv port resulting in more abdominal wall trauma and may not be as safe as a 5mm. bipulcH 
tOIH'P"· J\1Tragc hospital stay was 24-48 hrs. No patient required blood transfus1on. Post opc'l-,ltii 'L' 
rL'lll\ erv w,,, L''\ccllcnt in all ec1o.es and patient satisfaction was high. The main indication of I .;\ \'l l1 .., to 
lllll 1 ert J\ H to safe VH with the usc of operative laparoscopy. It is not a substitute for a sim pic VI-I. It mel\' 

L''\pc1nd the limits of VI-I and not replace it. 

Introduction prolapse with an eni,Hged uterus. For lllclll\ ' ul llw 
contraindications (Table I ) of VH , colllllmltclnl 
laparoscopy is extremely helpful, by allovving the ;\II , 
concomitant laparoscopy is extreme!) helpful, b\ 
allowing the AH to be converted to VH. Adlwo.iono., o.m,1ll 
ovarian cysts, fibroids, endomctriotic Jc-,ion'>, l'tc. m,1\ 
be dealt therapeuticall y at laparoscopv and then. \'II 
can be performed safelv-Laparoscopic ,,s-,i-,kd ,.,1g1n,11 
hysterectomy (LAVJ-1) (Diamond and OcllliL ' II , ILJLJS) 
Various studies have shown the adl'clnt,lgL''> ol 
laparoscopic hysterectomy (LJ-1) over AH in �l�l�'�r�m�~� uf cc1rh 
recovery,less pain, no big scars, decreased hospital sta), 
and early resumption of work etc. (Reich et ,, I IY93) . 

11\·-, tcrcctomy io. one of the most common 
-,urg1c.1l procedure performed in women. Various studies 
han' cil'Miv shown the advantc1gcs of vagina l 
hy-,tercctom\ (V H) over c1bdominal hysterectomy (AH) 
111 tl'rm-, of loll' morbidity, early recovery, low 
,umpliccltitlll r,ltc , early resumption of work, low cost 
l'lc. ( lJich_cr l'l al IY82). But, despite these advantages, 
mclJOl'lt\ (<1ppro\ 70".,) of hystercctomtcs are performed 
�h�~�·� abdom111c1l route (Kovac eta! 1990). The reason for 
this par,1do:-- is th at many Gynaecologists feel 
uncomfortable with the vaginal route in the absence of 
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Table I 
Possible contrain d icat ions to vagi nal hysterectom y 

I. I \l'l''-> .'>1\ l' utermc enlargement. 
1 

. \d ilL'\..al �J�1�1�c�l�~�S�l�'�~�.� 

3. Su-,picion of pelvic adhesiOns, endometriosis, PID. 
4. Poor 1·aginal access. 

Material and Methods 

v\ c ha\'l' carried out a rctrospccti ve study of 60 
pcltienh who hc1d undergone LA VH from Aug. 97 to Dec 
Yl!. Tlw �o�p�e �r �c�l �!�i�o�n�~� were performed at Rural Medicare 
l'L'ntrc. ML·hrauli. New Delhi, Chikitsa hospital, Saket, 
New Delhi clnd \'Mious nursing homes of Delhi. The 
main indications and the selection criteria were as shown 
in table-, II ,md Ill. Concomitant surgery was performed 
m:i-1 �p�c�l�t�i�c�n�l�~� (T,lble IV ). 

Table II 
Indications of LA V H 

D.L'.B. 
Fibroid uterus 
/·.ndomdri<lsis 
Pckic pcllll & Dysmenorrhoea 
Post menopausal bleeding 
/\denomvosis 

Table Ill 
Selection Criteria for LA V H 

I. L'lcnnc ..,izc not more 
th,m I :?.- 14 w b. 

40 
8 
6 
2 
2 
2 

60 (All Patients) 

:?..I lmlll'd \'agincll �c�l�C�C�l�'�S�~� 5 
No ulL'I'IIll' �d�e�~�c�e �n�l� 60 
:i.Cc1ncomilanl adnc>.-ectorny 30 
�4�S�u�~�p�i�c�i�o�n� of adhesions, endometriosis, PID 10 
"i. J\ �c�l�e�c�~�r� cut indi cation of exploring the 
rcmaindn of abdomen 14 

Table IV 
Concomitant Surgeries 

l. /\d nL'\l'L' I om y 
I· ndomclnolic Cyst. 
h1mil \' historv of m·arian ca. 

' ' 

Age > 45 
P ,, in ,md adhesions 

2. �A�d �i �W�'�>�I�O �I �V�S�l�~� 

Preoperative Preparation 

30 
4 
2 

22 
2 
4 

l'rcopcr,lli \ ' c investigation.., were carried out as 
j.., done for cl!l\ other IT\ajor surgicC\1 procedure. Light 
d tel"'"" prescribed for 3 days before the operation. Peglec 
\'-.'ac. pn·..,cribed the rught before the surgery. 

Operative Technique 

1\ Iter the i nd ucl ion of General Anaesthesia, 

Lnpnroscopic voginnl i ll fS i ercctollll/ 

patient was put m a lo\\ dorsolitholom\ po..,ilit>ll . \ 
10mm. 0° Laparoscope vvas inserted tnlr,lumblii Lalh 
after the creation of adequate pneumopcnloneum. I I\ t> 
additional ports were made at the suprapubic ;,ites lall' ra I 
to obliterated umbilical ligaments. When Bipolar forccp.., 
was used, both were 5mm. in diameter. When Tripolar 
forceps was used, these were 10mm. A Hulka- typc 
uterine elevator was used to manipulate the utcru.., 
during the procedure. After prclimincH\' in..,pcclion td 
the whole abdominal ca1·it\ ·, an\' concomit,mt '>lll-gL'I'I 
was performed. (Table V) . F-or /\dlll' \l'tlom\ tlw 
infundibulopelvic ligament was coagublcd ,md cut I\ 1th 
either bipolar forceps and �s�c�i�~�s�o�r�s� or b1· T n polar forcq'"· 
(Table VI) . The word 'Tripolar' is a mi-.,nomcr. Th1-, 
forceps also utilises Bipolar energy and lhl' �t�i �s�~ �U�L �'�c�.� L'clll 
be cut by an in built knife blade by the same instrunwnt 
only. vVhen adnexexton1y was nol performed, the mt·d 1,11 
ends of round ligament, the tub<: and O\'cHian li gcllllL'Ill 
were coagulated clnd cul by same ill '> lrumenh. 
Uterovesicalfold of peritoneum WclS inci-;ed w ith shcli'J' 
scissors and bladder pushed down. Thi s '>lep grcath· 
facilitates the entry into the <mterior forni >.- during the 
vaginal part of the procedure. Postenor culdo tomv "'''" 
performed by incising the distended cul-de-sac b1· .1 

unipolar needle or hook electrode using cullin g cu rrcn t. 
A tenaculum was placed on the posterior l1p of ccn·i, It> 
apply traction while the cul-de-sac �w�a�~� d1stl'nded ll'ith 
a moist sponge. No attempt was made to �~�l�'�C�U �I�T� tlw 
Uterine vessels, uterosacral or cardillcll li gc111lL'nh 
laparoscopically. These were secured \'clgin ,lll v. ll w 
operation was completed 1·aginallv. f'nL 'UillllJ1l'ri lLHll'lllll 
was again c reated and laparoscope r<·inlroduu·d. 
Thorough irrigation and suction done. 1\n\' bleeding 
points were coagulated by bipolar coagulati on. Tlw 
secondary port trocars were removed under 1·ision c1 11d 
complete hemostasis ensured. The primM\' troccH "',1.., 
then removed. Vaginal pack was inscrll'd in '><llllL ' 
patients where excessive ooze wac. noliLcd . \;oiL'\·.., 
catheter was inserted in all patients. V,1ginal pack ,md 
catheter were removed a ftcr 24 h rs. in a II pal icn h. 

Table V 
Complications 

1. Major 
Inferior epigastric artery injury 

2. Minor 
Vault sepsis 
Skin infection 
Fever (UTI) 

T able VI 
Operation Parameters 

1. Energy Modality 
Bipolar forceps 
Tripolar forceps 

2. Operation time 

36 
24 
112mnh. (lJO- l 3S mnh) 
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Observation and Results 

llw main In d ication::., the selection criteria for 
the opercll io n arc a::. shown in the tables [l & III 
rcspecti \'el) The mean age of the patients was 46 y rs 
(38-5'-l vr::.).:?. patient::. were nldliparou::., 25 were para 2 
�t�~�n�d� 35 were para 3 to 6. Concomitant surgery was 
performed m i4 patH..:nts (Table IV ).IJ1 thi rty six patients, 
bipolar coagul ation and scissors dissection was done 
whi le in :?.-t pati ents 'Tripolar' forceps was used. The 
d\'Crdge l ime taken for the whole operation was 112 
minutes (<:10-135 mnts.) The average time taken for the 
l aparoscopic part was 60 minutes (..J-5-75 mnts). The 
operati on l im e w as shorter (by 10-12 mtnutes) with the 
usc of 'Tri polcH' fo rceps. But such a 10mm forceps 
require-. a bigger secondary port and may be more risky 
if the pedic le i ::. short. N o patient required blood 
lran-.fu sion. In two patients, the procedure was 
converted to A I! , due to severe pelvi c adhesions in one 
patient and fa ilure of electrosurgical m achine in the other 
�~�l�c�l �t�H  " �n �l�.� Major com p li cation in the form of inferi or 
L'pigaslri L M lerv injury occurred in one patient. (Table 
V). Th is h,1ppened during the introducti on of 10mm. 
trocar and cannula. This was managed successfull y by 
introducin g cl Foley's catheter through the trocar and 
tamponadmg the bleeder with the inflated bulb of the 
catheln. Min or compli cations occurred in 8 patients 
(Table V). Postoperati ve recovery was fast and all but 
two pati l'n ls (w ho had All ) were discharged within 24-
-tti Hrs. Patients w ho had A H also had excellent recovery 
and were d ischarged on the fourth postoperative day. 

Discussion 

1\lthough the technical feasibilit y of 
I apcml'>COpic Hvstercctomy (LH ) was conceptuated by 
'->cmm in I YB-t, fir st U \ V II was reported by Reich (Reich 
l'l all YIN). I t\ VH is now considered to be an established 
proccdurl' Ill p roperly selected pati ents. The main 
Indicati on of LA VH is to convert AH to VH with the 
help of opera t1 ve lap a roscopy. For patients without any 
�m�t�r�c�~�c�~�b�d�o �m�i�n �a �l� pathology, VH should be done. For 
patients w ho have adhesions, endometrios1s, adnexal 
ma::-.-,cs, fibm 1ds, laparoscopy is extrem ely helpful in 
�d�e�c�~ �l�i �n�g� I\ Ilh these conditions and converting what 
I\ ould h,l \ e been ,m A bdominal H ysterectom y to the 
one performed vagin all y. 

Concomitant adnexectom y is a strong 
llld ic,l t ion of LAV H . (Chapron et al1Y97). Performing 
,1d lll''cctonl\ �\�·�c�~�g �m�a� ll y in the absence of pro lapse with 
,111 eni,Hgcd uterus or in a postmenopausal woman 
II' here m MIL''> arc atrophic is techn ic,lll y very diffi cult 
l'\ en tor cln L''per l \'clg inal surgeon. Laparoscopic 
,ldnL''eclotn) Is much simpler and easi er in these 
condition::-. and then V H can be performed safely . Al so 
by laparoscop;, one can �c�~�s�s�e�s�s� the nature of the adnexal 
�m�a�~�s�.� 
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Use of tripolar fo rceps for LA VH shortens the 
operation time margm all y. W e have used a l Omm. 
Tripolar forceps. Securing a long mfund ibul opelv ic 
ligament, where adnexa is fr ee w ithout any <l dhcsions 
may be qu1cker with such a fo rceps. Sim i larly, 
coagulation and cutting of m edial parts of lu be, round 
ligament and ovarian li gam ent, w here adncxcl is to be 
preserved, also decreases the operati on t im e. But in 
presence of adhesions, or where the li gament 1::. short, 
such a lOmm. instrument 1s n ot that helpful, w here it 1::-. 
desirable to coagulate smaller areas and cut in small 
bites. Although a Smm Tri polar forceps IS also a\·ail ablc 
we have not used it. (It seems to be too fragi le). U �~�e� o f " 
good Smm. bipolar forceps ,m d sharp scissor-. d i'>SL'Clion 
is the most versatile and s,lf c wav of '>L'L uring the 
li gaments. 

The true complication rate of LA VI-li s probabl y 
not known. However there are suffi cient data publi shed 
in the literature about the safety of LA VH . Boike el a! 
reported a complication rate of �2�6�'�~�o�,� l 2"o and 6"., wi th 
AH , LA VH, and VH respecti vely (Bo ike el a! llJYi). WL' 
also had a low complication rate. Compl icati on rcl l l' lA Ilh 
LA VH will certainly be low in properl y selected case'>, 
using good equipment and with adequate experi ence of 
the surgeon. 

Conclusions 

1. Simple VH carries least morbidity and shoul d be 
preferred to AH as w ell as LA V H . LA V f-1 mc1v 
expand the limit s of V H and not replace Il. 

2. LAVH may be a substitute for A H in sciL•cted cases. 
3. Often concomitant adnexcctom y is an ind icati on uf 

LAVH . 
4. Usc of 10mm 'Tr ipolar forceps carrries 110 major 

advantages over a Smm bi polar forccp-, and '>Cissorc, 
dissection. In som e cases where no adlwo.,ions art• 

found and where the li gam ent is ' long, it mcl'v 
marginally reduce the operation tmw. 
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