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Surgical Window - A New Space at Vaginal Hysterectomy to Minimize
Bladder Trauma
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OBJECTIVE - l'o find out that if vesicouterine adhesions are anticipated in the fold of peritoneum tollowing
previous abdominal surgeries, an access to anterior peritoneum through a lateral surgical window providesa
safe and free plane of cleavage between urinary bladder and uterocervical surface during vaginal hvsterectonny
thus avoiding  laparoscopic assistance or laparotomyv. METHODS - One hundred and six patients with a
history of cesarcan sections and/or mvomectony in the past were subjected to vaginal hvsterectomy using
broad ligament space lateral to the cervin. Operative difficultics, intra-operative complications and surgical
time and costwere noted. RESULTS - This access avoided anxiely or fear of bladder trauma. Dissection and
separation of bladder was assured under vision and reached without difficulty. Vaginal hystereclomy was
performed safelvinall these women with previous surgery without bladder trauma in anv patient. Available
laparoscopic assistance was not required at all. CONCLUSIONS - With use of this lateral surgical or
uleracervical  broad ligament space, with anticipated adhesions in vesico-uterine or anterior pouch from
previous abdominal surgeries, there should be less anxiety to perform hvsterectomy via vaginal route.
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Introduction August 1999 and Julv 2002 in 106 patients with history
of one or more  previous cesarcan section with or
without myomectomy in the past. [twas presumed that
there could be bladder adhesions to uterocery real

Previous cesarean seclion is often considered a relative
contraindication for vaginal hysterectomy because of
tear of traumatizing the bladder due to surgical
adhesions, particularly, adhesions in uterovesical fold,
asaceess Lo it may appear technically difficult. This mayv
be true onlv in few cases associated with dense

surface. To minimize risk of trauma to the bladder, the
lateral window technique or ulilization ot uterocervico
broad ligament space was used in all cases withoul
performing evaluatory laparoscopy. Approach to

adhesions in vesicocervical arca. However, separation . . . )
vesicouterine peritoneum was through anatomically

of urinary bladder from the uterocervical surface is not
difficult and in tfact with growing experience, easv
through a MRI proven potential space or surgical
window between the lateral uterocervical surface,

defined space laterallv and described as surgical
window. No patient underwentdiagnostic laparoscopy
to assess presence or absence of adhesions or it’s

S ) severity, as the findings ot the examination under
bladder and the adjoining two leaves of broad - ‘

: o . P anesthesia, not contraindicating vaginal hvsterectomy,
licaments'. This obviates the hazards of vesical injury. oo :

- . ) . were heavily relied on.
We firmly believe that the preferred route for B

hysterectomy is vaginal and minor ditficulties, it at all,
could be casily circumvented. This is clearly
demonstrated in our 1006 successive cases of vaginal

All patients were carefully assessed under anesthesia Lo
exclude contraindications to vaginal hy stercclomy. Freely
S ) mobile uterus and casily accessible corvin were considered
hysterectoniy who had cesarcan section in the past. We . . Co 4 ,

: . : . mportant. The operator inspected the anterior vaginal
could getan access to vesicouterine peritoneum through '
this surgical window without bladder trauma and

without laparoscopic assistance.

mucosa for normaley and presence of puckering at the

bladder site suggested possible  adhesions Spedial

attention was placed to (a) the mobility of uterus, (b) uterine
. size, (¢) assessment of the uterus free space in the pehvis

Materials and Methods )¢ b f

and (d) adnexal normalcey.

Vaginal hysterectomies were  performed  between

Traction was then applied on the cervin in order to

Paper receioed o 1902 aeeepted o 13/8/03 observe the depth of the fornices, the vaginal mucosal
Correspondence : andmarks and the degree of uterine descendibility. The
Dr. Shirish S Sheth operator asked himself that given similar findings,
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desirable to continue the lateral dissection upwards by
progressive ligation and division of the pedicles while
careis exercised to keep the bladder awav with a bladder
retractor. Careful dissection was alwavs under vision.
If this did not give clear peritoneum to open, the operator
was to deliver the funds from the Pouch of Douglas,
and push his finger from behind, to above the fundus
and in front between the bladder and the cervico-uterine
surface. Very thin laver of peritoneum on probing the
finger often needed to be cut to permit the finger’s entry
and to enlarge the space to keep bladder retractor.

Results

It was possible to perform vaginal hysterectomy safely
in 96 paticents with previous cesarean section, in six
with previous myvomectomy and in four with both.

The women were between the ages of 35 and 75 vears
with a parity of 1-4 (mean 2) except for two nulliparas.
Eightv patients had one previous cesarean section, 18
had two previous cesarean sections and two had three
previous cesarcan  sections. All of the previous
cesarcan sections were with transverse incision on the
lower segment,

Opening the vesicouterine fold of peritoneum was easy
in 74 cases, whereas 32 required careful - dissection
aided bv very careful palpation and tactile sensation
of the uterine surface and of possible bladder wall. In
patients with bwo  previous cesarean sections, it was
casy to reach the peritoneal fold in eight whereas in 10,
extra care and patience was needed. Lateral window
technique was used inall as adhesions cannot be ruled
out and separation  was never attempted  from the
central site. The space could be reached in - all cases.
Occasionally small vessels caused bleeding which was
casily acrested. In few this also exposed uterine vessel
entering the uterus.

Bleeding or vozing from small vessels while
approaching this space was more than average in very
few and this was casily checked with cautery or
occasional suturing. Hvsterectomy lasted its usual 20
to 90 minutes including additional time ranging
between 5and 20 minutes depending on the density of
adhesions. Thirty  two  hyvsterectomies
accompaniced by one or more  of the following-
prophyvlactic oophorectomy, posterior colporrhaphy
and bladder neck suspension. The bladder was intact
in all and ureter was damaged in none.

were

In three cases the abdominal route was almost sealed
off because of bwo previous cesarean sections tollowed
by ventral scar hernia repair with steel mesh. Fourteen
morce patients had two or three laparotomies in the past
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for cctopic pregnancy or intestinal, appendicular or gall
bladder surgerv in addition to one or two cesarcan
sections. The incidence of postoperative fever and
urinary tract infection was not significantly different
than wusual. There was no  bladder, urcter or bowel
injury. One patient required a blood transfusion because
of 9 gm. hemoglobin to start with. There were no
complications of any significance.

Discussion

Hysterectomy is one of the commonest operations in
gvnecologic practice and anxiety or even fear creeps in,
while performing vaginal hvsterectomy in women who
have had a prior cesarcan section or mvomectomy and
therefore one turns to laparoscopic assistance or
abdominal route. Given a large number of cesarcan
sections carried out today it becomes a vital issuc. As
withall surgical procedures, there may be complications
after hysterectomy, butas a general rule, the incidence
is higher by 70" after abdominal hysterectoms when
compared with vaginal hvsterectomy .

Vaginal hysterectomy in patients with adhesions
between urinary bladder and uterus, cither trom
previous uterine or pelvic surgery or from past pelvic
infection, has been a challenge to the surgeon. Attitude
of contraindicating vaginal hvsterectomy is still
prevalent in some arcas’. Inadvertent injury to the
bladder is most likelv during hystercctomy in wemen
with a history of prior cesarcan section.

Hoffman and Jacger! mention thata history ot multiple
cesarcan  sections has been considered a relative
contraindication to vaginal hvsterectomy and have even
tried a bent uterine sound around the fundus from the
posterior cul-de-sac to reach the anterior cul-de-sac and
carry out sharp dissection beneath the tip ot the sound
to open the peritoncal fold. This is a risky proposition
and can traumatize the bladder. It is not desirable to
use it. Coulam and Pratt’ believe that the chief concern
in such patients has centered around the potential for
bladder injurv and difficulty in gaining entry into the
scarred anterior cul-de-sac.

Kovac et al" have discussed the role of
laparoscopically assisted vaginal hvsterectomy in
such patients, but this is more invasive, The
intraoperative identification of correct planes and
spaces depends on the surgeon’s knowledge of
anatomy - living anatomy - and especially surgical
landmarks as scen in the operative fields. We
recommend that during vaginal hysterectomy, after
the vaginal mucosa has been  incised, if once is
anticipating anterior adhesions or experiencing
difficulties in their separation, one should as a rule



ase the uterocervical broad ligament space - a
surgical window . Khung® has emphasized the use of
Sheth’s uterocervical broad ligament space for such
a sttuation. Monaghan (Personal communication, 3™
Mav 1994) cxpressed that this  concept of
uterocervical broad ligament space is an  excellent
one and is increasingly fascinating as one engages
more and more in vaginal  surgery. However, we
recommend that to acquire this expertise, it is best to
practice this access, instead of routine central
approach, on women without previous uterine
surgery in at least 10 cases. -

This surgical window should be used only after some
experience ot vaginal hysterectomy as a site of uterine
vessels showed not be disturbing. The described space,
or surgical window, can facilitate promotion of vaginal
route for hvsterectomy instead of seeking laparoscopic
assistance, more so in geographical areas without a
laparoscope or a laparoscopist. Hvsterectomy performed
vaginally without abdominal punctures is less invasive
and should be welcome as it provides the patient with
many advantages.

If on speculum examination cervix is inaccessible or
lies high behind the pubic symphvsis with stretched
posterior vaginal wall, or half way through
hvsterectomy the operator fails to define tissue planes
anteriorly and pull on the cervix shows retraction or
tacking in of abdominal wall due to adhesions between
uterocervical surface and lower abdominal wall, one
needs to abandon vaginal route and take abdominal
route or nol so casy laparoscopic assistance”.

Minintize Bladder Trauma
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