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Abstract:

Laparoscopic Hysterectomy is achieving great popularity nowadays. Our people are becoming
increasingly interested in new advances in this field of surgery. Highly skilled surgical technique,
longer operative time and expensive technology are observed to be the factors that impede the
advancements in laparoscopic surgery'.

Objective: The aim of our study is to analyze the limitations of laparoscopic hysterectomy in our
country.

Methods: This is a retrospective observational study where we have reviewed demographic
data, compliance of the patients, quality of anaesthesia, efficiency of supportive staffs,
adequacy of appropriate instruments, continuous training of surgeons and surgical risk
factors.

Total 80 Total Laparoscopic Hysterectomy (TLH) were done between January’ 2016 to
December’2017 in Shaheed Suhrawardy Medical College Hospital (ShSMCH), Dhaka.

Result: In this study, we analyzed eighty patients who underwent total laparoscopic hysterectomy
for fibroid uterus, adenomyosis, recurrent post-menopausal bleeding, abnormal Uterine
bleeding(AUB) etc. We tried to analyze some limitations and challenges which we can overcome.
In spite of lack of appropriate instruments, adequate ICU support and repeated training in
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specialized centre at home and abroad, 87.5% patients recovered well.

The aim of our study was to identify the surgical risk factors of the patients and limitations in our
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Introduction:

Hysterectomy is the most frequently performed major
gynaecological surgical procedure in the case of abnormal
uterine bleeding, fibroid uterus, post-menopausal bleeding,
ovarian tumor of perimenopausal ladies?. Though there
are three approaches in hysterectomy — abdominal,
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vaginal, laparoscopic, 70-80% of all hysterectomies are
performed abdominally. Laparoscopic hysterectomy, in its
different forms, is an attractive and safe procedure for the
management of benign gynaecological conditions and
many authorities recommend its use on a larger extent.
Laparoscopic hysterectomy (LH) has been introduced in
1989 by Harry Reich as an alternative to abdominal
hysterectomy (AH). Since then many studies have proved
this technique feasible’. Laparoscopic hysterectomy has
become an option for women and their surgeons to
consider. There are many surgical advantages of
laparoscopy particularly magnification of anatomy and
pathology and access to the uterine vessels>*. Several
randomized trials have demonstrated the advantages of
laparoscopic hysterectomy such as faster recovery,
reduced hospital stay, less post-operative pain, less
operative blood loss, lower infectious morbidity rate etc?.

Materials and method:

Sample size: A total of 80 patients were undergone TLH
over a period of two years in a tertiary care hospital.

Methodology: This is a retrospective observational
study. In our study we selected the patients of benign
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uterine pathology and <2 previous abdominal
operation.

In our study we did not include the patients with history
of previous multiple operation (> 2), previous longitudinal
abdominal incision, associated medical conditions such
as cardiac disease, renal failure, hepatic failure etc.

Since we started performing this operation, we have
collected necessary data from women. For each operation,
the following data were systematically collected and
entered into a database. The data are - Age, parity, body
mass index, indication for TLH, caesarean section or
adhesion causing surgery, surgeons experience, operating
time, associated surgical procedure during TLH
(Adhesiolysis, adnexectomy, myomectomy), uterine
weight, hospital stay, recovery time, estimated blood loss,
analgesic requirement and intraoperative complication,
number of supportive staff, adequacy and capability of
instruments. We also reviewed the workshop training
attended by the consultants.

The data were tabulated in excel sheet and analysed using
computer software SPSS version 17.

Results:
Tablel
Indication of TLH

Indication n %
Fibroid Uterus 27 3375
Adenomyosis 12 15
Endometriosis 8 10
AUB 15 18.75
CIN 5 06.25
oT 8 10
PID 5 06.25

80 100

Among the indications, fibroid uterus was highest (33.75).

Table IT

Characteristics of 80 patients

Variables Mean Values
Age (in yr) 452+8.1
Parity 2.74+1.38
Uterine size (in gestational wk) 9+3.5
Operation time (in min) 100+30.5
Estimated blood loss (in ml) 67+54
Requirement of analgesic (in mg) 11057
Length of hospital stay (in days) 4+2

Of the 80 women who underwent TLH during the study
period, the mean age + SD of patient was 45.2 + 8.1 year,
the mean parity was 2.74 + 1.38

Table IIT

Surgical risk factors

Surgical risk factors n
TBMI(>30) 20
Previous multiple surgery (H/O 2 C/S) 10

Presence of adhesion — Grade IV endometriosis (4
Lateral or lower uterine segment fibroid (>5cm) 02
36

Total 36 patients had surgical risk factors, the rest 44
patients were apparently healthy

Table IV

Peri operative outcome

Outcomes n %
Good Perioperative outcome 70 87.5
Required conversion (Laparotomy) 5 6.5
Complications 6.5
Bowel-bladder injury 1
THaemorrhage 2

Port site infection 2

Among the patients, only 6.5% had complications

Table V
Supportive Staffs
Supportive Staff Available  Required
Scrub nurse 1 2
Circulatory staff 1 3
Laparoscopy machine technician 0 1
Assistant Surgeon 2 3

Number of each level of supportive staffs were inadequate
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Training of the consultant

Total number of consultants = 42

Number of consultants trained for the first time = 18
Number of consultants frequently attending workshop,
training, symposium= 10

Number of consultants performing laparoscopy surgery
independently = 6

Discussions

Laparoscopic hysterectomy is currently accepted as a safe
and efficient way to manage benign uterine pathology in
selected patients. However, the challenges and limitation
of this procedure are still debatable. The outcome of
laparoscopic hysterectomy and the technique used in
performing the operation well depend on various factors,
such as the indication for hysterectomy, associated co-
morbidity, surgeon’s experience and availability of the
necessary equipment?.

Although laparoscopic surgery is well accepted by
gynaecologist worldwide for the treatment of certain
gynaecological conditions, laparoscopic hysterectomy in
Germany, and probably world wide, is still only performed
by few specialists®. Highly skilled surgical techniques,
longer operating time and expensive technology are
suggested to be the deterring factors>°. Extensive
experience in practicing and teaching various forms of
laparoscopic hysterectomy(LH), laparoscopically vaginal
hysterectomy(LAVH), total laparoscopic hysterectomy
(TLH), classic intra fascial supra
hysterectomy(CISH) and laparoscopic supracervical
hysterectomy(LSH) have led to the firm conclusion that
these techniques are advantageous to patients if
performed for the appropriate indications’. Sixteen years
have passed since the first publication of laparoscopy
assisted vaginal hysterectomy, it is time to review and
evaluate the limitations of laparoscopic hysterectomy.
Although LH is well accepted, TLH is still only performed
by a few specialists. In one study, only 40% patients want
to do laparoscopic hysterectomy®.In our study, out of
two hundreds councelled patients, eighty(80) patients
were undergone TLH, which (40%) corresponds to the
above study. Laparoscopic instruments(Harmonic scalpel,
Vessel sealer, Bipolar diathermy, Ligasure etc) for TLH are
expensive which are available in adequate amounts in only
40% cases in our institution though it is a tertiary level
hospital. The rest 60% cases are done by conventional
basic laparoscopic instruments. The experience of the
laparoscopic surgeon is a crucial factor in defining the
outcome’. Though the number of post graduate

cervical

consultants are sufficient in our institution, among them
skilled laparoscopic surgeons are few in number (14.28%).
The rest attempt their best however their efficiency is not
up to par. This corresponds to another study where skilled
surgeons are about 15%93. We have no technicians or
trained nurses. There are many surgical risk factors like
obese (25%), having previous two caesarean section (12%),
having severe endometriosis (3.2%).

In view of the aforementioned factors, our perioperative
outcome was good (87.5% cases), 6.25% required
conversion (laparotomy) and rest 6.25% had complications.
Another study showed that even the most experienced
surgeon was found to have a complication rate of 5.8—
11.8% and a major complication rate of 2.2-2.7% after
laparoscopic hysterectomy for benign pathology®. Our
study corresponds to above study.

Conclusion

Laparoscopic hysterectomy is superior to conventional
hysterectomy for surgeons in terms of well visualization
of pelvic anatomy, ability to minimize blood loss,
substantial and dynamic access to uterine vessels, vagina,
rectum from many angles. For the patients it is less painful,
less hospital stay but much expensive. Optimizing the
operating theatre environment, adopting advanced
instruments, enhancing surgeon’s performance we can
improve patient’s outcome.
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