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ABSTRACT

Background: Total laparoscopic hysterectomy (TLH) is a procedure in which removal of the uterus and cervix
through four small abdominal incisions occurs. The total laparoscopic hysterectomy has been described as potentially
quicker, more efficient and associated with less blood loss than LAVH4 and is also more achievable in nulliparous
and obese women.

Methods: This observational study was performed on 121 patients after taking medical and surgical details. Routine
blood tests were performed one day prior to the surgery. Total laparoscopic surgery was performed with 4 trocars
under general anaesthesia. All the patients were followed up for 6 months.

Results: The mean age observed among the 121 patients who underwent total laparoscopic hysterectomy were 58.2.
years and the age for attaining menarche was 12.1 years. Only 13.2% of the women were nulliparous while 86.8% of
them were multiparous. The most common diagnosis preoperatively was myomatous uterus (31.4%), pelvic mass
(19.8%) and pelvic pains (14.9%). Adhesiolysis (27.3%) and cytoscopy (19.8%) were the most common additional
procedures which were done during the laparoscopy. The numbers of complications observed were 24 (19.8%), with
urinary tract infection and urinay incontinence being the most common (5% each).

Conclusions: With experienced surgeons, this procedure is extremely safe with minimum post-operative
complications.
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INTRODUCTION

Hysterectomy is one of the most performed major
gynaecological procedures all over the world.! It is
estimated that an incidence of 1:461 women occurs in US
corresponding to 600,00 hysterectomies per year.?* In
Canada, in 2008-2008, 338 hysterectomy procedures
were performed in women aged around 20 years.’ In the
United Kingdom about 100,000 hysterectomies are
performed annually.®

There are three main approaches to a hysterectomy-
abdominal, vaginal and laparoscopic, but yet there are
conroversies regarding the optimal route for the
procedure.

Total laparoscopic hysterectomy (TLH) is a procedure in
which the removal of the uterus and cervix through four
small (1/2’-1") abdominal incisions occur. Removal of
the ovaries and tubes depends on the patient.” All of the
surgical dissections, ligations and sutures are completed
entirely through the trocars, including the closure of the
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vagina. Compared to abdominal hysterectomy (AH) and
laparoscopic-assisted  vaginal hysterectomies, total
laparoscopic hysterectomies result in shorter duration of
the surgery, blood loss and as a result shorted hospital
stay.®® Usually vaginal hysterectomy and LVAH are
performed in women with moderate prolapsed which is
normally associated with parity, but some of these
patients may later develop prolapsed or incontinence.™
The total laparoscopic hysterectomy (TLH) has been
described as potentially quicker, more efficient and
associated with less blood loss than LAVH4 and is also
more achievable in nulliparous and obese women.***?

This study was performed to analyze the complications
that can occur in total laparoscopic hysterectomy.

METHODS

This observational study was conducted by the
Department of Surgery and OBGY during the period of
two years at Deccan College of Medical Sciences. 121
patients, who underwent laparoscopic surgery for
hysterectomy were included into the study.

After properly explaining the procedure to the patients,
informed consent was taken from all of them. Detailed
demographic details such as age, height, weight, body
mass index, age at menarche, pre or postmenopausal
status, any hormonal imbalance and the medications
used, parity, medical and previous surgery history were
also taken.

All the patients were admitted to the hospital on the day
before surgery and routine tests such as blood tests for
complete blood counts, erythrocyte sediment rate,
hemoglobin levels, random blood sugar levels, HBsAg,
HIV, electrocardiogram, etc. were done.

All the surgeries were performed under general
anesthesia. Prior to the surgery, all patients received a
single dose of cefotaxim as prophylactic antibiotic. Four
incisions were made using transumbilical approach,
using 10 mm umbilical trocar, two lateral trocars and one
5mm suprapubic trocar. The optical trocar was inserted
through the umbilicus under direct vision. The abdomen
was completely surveyed to rule out any injuries caused
due to the insertion. The lower quadrant trocars were
placed under direct vision lateral to therctus abdominal
muscles and medial to the anterior superior iliac spine. A
5 mm trocal is placed above and parallel to the left trocar
site.

First a diagnostic laparoscopy is done to identify the
ureters and if there is a requirement for adhesiolysis or
endometriosis treatment. The left round ligament is
clamped, followed by the dissection of the broad
ligament anterior leaf which is dome up to the peritoneal
vesicouterine fold. The posterior leaf of the broad
ligament is then divided and the utero-ovarian ligament is
clamped. The same procedure is done on the right hand

side. Finally, the vesicouterine space is dissected and the
bladder is pushed down while clamping the uterine
arteries, cardinal and utero-sacral ligaments. After the
circular colpotomy, the uterus is removed through the
vaginal route and the wvaginal cuff is closed
laparoscopically with bilateral utero-sacral ligament
vaginal vault suspension.

All the patients are followed up for 6 months to check for
any further complications.

RESULTS

The mean age observed among the 121 patients who
underwent total laparoscopic hysterectomy were 58.2.
years and the age for attaining menarche was 12.1 years.
Only 13.2% of the women were nulliparous while 86.8%
of them were multiparous. 29.8% of them had high blood
pressure while 31.4% had diabetes (Table 1).

Table 1: General details of the patients.

Age 58.2+6.1
Menarche (mean+SD) 12.143.2
Nulliparous 16 (13.2%)

Multiparous 105 (86.8%)
Premenopausal 81 (66.9%)
Postmenopausal 40 (33.1%)
Body mass index 25.9+4.1
High blood pressure 36 (29.8%)
Depression 14 (11.6%)
Dyslipidemia 16 (13.2%)
Endocrine disorders 26 (21.5%)

Diabetes mellitus
Overweight/obese

38 (31.4%)
41 (33.9%)

The most common diagnosis preoperatively was
myomatous uterus (31.4%). Pelvic mass (19.8%) and
pelvic pains (14.9%) were other common complaints for
hysterectomy (Figure 1).

Endometriosis
endometrial..

Dysplasia

Cervical carcinoma
Prolapse

Endometrial carcinoma
Pelvic pain

pelvic Mass

Myomatour uterus

Figure 1: Preoperative diagnosis.
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Adhesiolysis (27.3%) and cytoscopy (19.8%) were the
most common additional procedures which were done
during the laparoscopy. Appendectomy was done in 4.1%
of the cases and omenectomy in 5% (Table 2).

Table 2: Additional procedures performed during the

laparoscopy.
Procedures Number  Percentage
Cystoscopy 24 19.8
Appendectomy 5 4.1
Lymph node dissection 9 7.4
Omentectomy 6 5
Ureterolysis 4 3.3
Excision of endometriosis 4 3.3
Adhesiolysis 33 27.3
Continence surgery 1 0.8

The number of complications observed were 24 (19.8%),
with urinary tract infection and urinay incontinence being
the most common (5% each). Cystotomy and bladder
fistula were also see in a few cases. In 2 patients, the
surgery was converted to laparotomy (Table 3).

Table 3: Complications observed in the patients.

Cystotomy 3 (2.5%)
Bladder fistula 2 (1.7%)
Ureter fistula 1 (0.8%)
Bowel injury 1 (0.8%)
Urinary tract infection 6 (5%)

Conversion to laparotomy 2 (1.7%)
Major anaesthesia complication 1 (0.8%)
Bleeding 1 (0.8%)
latrogenic injury 1 (0.8%)
Urinary incontinence 6 (5%)

DISCUSSION

Shortly after its advent, laparoscopic hysterectomy was
criticized as it was technically, difficult to perform,
required very experienced doctors, had longer duration of
surgery and there was an increase in major complications.
But its benefits were far more than these disadvantages,
such as less post-operative pain, lesser amount of hospital
stay, faster recovery rate etc.”*" However, the recent
study show a concensus among the researchers and
present this procedure as a very safe procedure and
preferred to be the first line treatment for hysterectomy in
many countries although in some places, vaginal
hysterectomy is still considered to be the most preferred
Surgery.13’14’18’20’21

In present study, there was a wide range of diversity in
the age among the patients. Hence, it was reported that
the patient need not be in an advanced age to be at risk
for hysterectomy. Similar was the case in O’Hallan et al

study, where age was not a risk factor for the patients to
undergo hysterectomy.”>?* It has been earlier reported
that TLH does not depend on vaginal dexcencus, capacity
or laxity and as a result, minimally invasive hysterectomy
can be available to more women including those who are
nulliparous or obese.?? Yet, in another study by Noguiera
S et al, considerable number of patients had a higher BMI
and 42% of the patients were either overweight or
obese.”

The main cause for hysterectomy was fibroids in the
uterus seen in 31.4%, while 19.8% of the patient had
pelvic mass. Fibroids has been reported as the major
indication for hysterectomy in many studies as well as in
literature.'®8%%® Histopathological results are also as
expected from the major surgical indications, namely
fibroids were present in 69.1% of surgical specimens.

Other ancillary surgeries were performed along with the
laparoscopic study such as appendectomy, oomenectomy,
cystoscopy, thereby the patient not requiring an
additional surgery for these purposes. Many other studies
reported a similar procedure wherein other ancillary
procedures were perfume during the TLH, avoiding
another surgery.”?

The major complication rate was 1.7% in present study,
all of which required a conversion from TLH to open
laparotomy. Of the minor infections, the prominent one
was urinary tract infection which was seen in 5% of the
patients and lead to urinary incontinence. The rate of
1.7% for major surgeries was observed by Silva et al,
wherein 1.5% was seen.”® Donnez et al described in their
retrospective study with 400 patients who underwent
laparoscopic  hysterectomy  procedure a  major
complication rate of 1.5%."

Bowel injury was encountered in only one patient (0.8%)
which occurred during the operation. It was immediately
identified and rectified. The incidence of the bowel injury
is reported to be 0%-0.5%.” The bowel injuries take
place during the entry or during the surgery. Most of the
times, these remain undetected till after the surgery and
can be life threatening. It is therefore considered to be
one of the leading causes of mortality due to TLH.*

A higher rate of minor complication of around 12% was
observed in present study, which was similar to a study
by Hoffman et al who reported a rate of 17.6%. 5% case
of urinary incontinence was observed which according to
a study by Walsh et al was considered to be a vesical
dysfunction and should be assessed as a long-term
complication of the laparoscopic approach.’

Although the minor complications are taken care of with
immediate effect, in the long run, leads to long-term
complications which include, early menopause, impaired
sexual function and occasionally psychological effects:
Injury to the bladder or ureters, pain during sexual
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intercourse, vaginal prolapse, early menopause, and
decreased interest in sex.

CONCLUSION

The present study showed that total

laparoscopic

hysterectomy is minimally invasive and is related to low
post-operative complications, less number of hospital
days and fast rate of discharge. More number of women,
including those who are overweight or obese or
nulliparous can undergo this surgery, with minimal risk.

Funding: No funding sources

Conflict of interest: None declared

Ethical approval: The study was approved by the
institutional ethics committee

REFERENCES

1.

2.

10.

11.

12.

Millar WJ. Hysterectomy 1981/82 to 1996/97
statistics Canada. Health Reports. 2001;12:9-22.
Wright JD, Ananth CV, Lewin SN, Burke WM, Lu
YS, Neugut Al, et al. Robotically assisted vs
laparoscopic hysterectomy among women with
benign gynecologic disease. J Am Med Asso.
2013;309:689-98.

Walsh CA, Walsh SR, Tang TY, Slack M. Total
abdominal hysterectomy versus total laparoscopic
hysterectomy for benign disease: a meta-analysis.
Eur J Obstet Gynecol Reprod Biol. 2009;144:3-7.
Whiteman MK, Hillis SD, Jamieson DJ, Morrow B,
Podgornik MN, Brett KM, et al. Inpatient
hysterectomy surveillance in the United States,
2000-2004. Am J Obstet Gynecol. 2008;198(34):1-
7.

Canadian Institute for Health Information. Health
Care in Canada 2010. Ottawa: CIHI;2010.

Rees M. Menstrual problems: menorrhagia and
primary dysmenorrhagia. In Kieth E ed Dewhurst’s
textbook of obstetrics and gynaecology. 7" ed.
Blackwell Publishers. US;2006:399-406.

Nezhat C, Nezhat F, Admon D, Nezhat AA.
Proposed classification of hysterectomies involving
laparoscopy. J Am Assoc Gynecol Laparosc.
1995;2(4):427-9.

Lee PI, Lee YT, Lee SH, Chang YK. Advantages of
total laparoscopic hysterectomy. J Am Assoc
Gynecol Laparosc. 1996;3(4):24-5.

Hasson HM, Rotman C, Rana N, Asakura H.
Experience with laparoscopic hysterectomy. J Am
Assoc Gynecol Laparosc. 1993;1(1):1-11.
Barrington JW, Edwards G. Post hysterectomy vault
prolapse. Int Urogynecol J Pelvic Floor Dysfunct.
2000;11(4):241-5.

Scribner DR Jr, Walker JL, Johnson GA, Mcmeekin
SD, Gold MA, Mannel RS. Laparoscopic pelvic and
para aortic lymph node dissection: analysis of the
first 100 cases. Gynecol Oncol. 2001;82:498-503.
Possover M, Krause N, Plaul K, Kuhne HR,
Schneider A. Laparoscopic para-aortic and pelvic

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24,

25.

lymphadenectomy: experience with 150 patients and
review of the literature. Gynecol Oncol. 1998;71:19-
28.

Nieboer TE, Johnson N, Lethaby A, Tavender E,
Curr E, Garry R, et al. Surgical approach to
hysterectomy for benign gynaecological disease.
Cochrane Database Syst Rev. 2009;3:003677.
Donnez O, Jadoul P, Squifflet J, Donnez J. A series
of 3190 laparoscopic hysterectomies for benign

disease from 1990 to 2006: evaluation of
complications compared with vaginal and
abdominal procedures. Br J Obst Gynae.

2009;116:492-500.

Wattiez A, Soriano D, Cohen SB, Nervo P, Canis
M, Botchorishvili R, et al. The learning curve of
total laparoscopic hysterectomy: comparative
analysis of 1647 cases. J Am Assoc Gynecol
Laparosc. 2002;9:339-45.

Cho HY, Choi KJ, Lee YL, Chang KH, Kim HB,
Park SH. Comparison of two bipolar systems in
laparoscopic hysterectomy. J Society Laparoendo
Surg. 2012;16:456-60.

Kluivers KB, Hendriks JC, Mol BW, Bongers MY,
Bremer GL, Vet HC, et al. Quality of life and
surgical outcome after total laparoscopic
hysterectomy versus total abdominal hysterectomy
for benign disease: a randomized, controlled trial. J
Minim Invasive Gynecol. 2007;14:145-52.

Donnez O, Donnez J. A series of 400 laparoscopic
hysterectomies for benign disease: a single centre,
single surgeon prospective study of complications
confirming previous retrospective study. Br J Obst
Gynae. 2010;117:752-5.

Karaman Y, Bingol B, Gunenc Z. Prevention of
complications in laparoscopic  hysterectomy:
experience with 1120 cases performed by a single
surgeon. J Minim Invasive Gynecol. 2007;14:78-84.
Bojahr B, Raatz D, Schonleber G, Abri C, Ohlinger
R. Perioperative complication rate in 1706 patients
after a standardized laparoscopic supracervical
hysterectomy technique. J Minim Invasive Gynecol.
2006;13:183-9.

ACOG. ACOG Committee Opinion No. 444:
choosing the route of hysterectomy for benign
disease. Obstet Gynecol. 2009;114:1156-8.

Hanlan KA, Dibble SL, Garnier AC, Reuland ML.
Total laparoscopic hysterectomy: technique and
complications of 830 cases. J Society Laparoendo
Surg. 2007;11(1):45-53.

Hanlan KA, Huang GS, Lopez L, Garnier AC. Total
laparoscopic  hysterectomy  for  oncological
indications with outcomes stratified by age. Gynecol
Oncol. 2004;95(1):196-203.

Hanlan KA, Huang GS, Lopez L, Garnier AC.
Selective incorporation of total laparoscopic
hysterectomy for adnexal pathology and body mass
index. Gynecol Oncol. 2004;93(1):137-143.

Cristina NS, Samuel SR, Sonia B, Conceicao A,
Filipa O, Carlos CJ. Total laparoscopic

International Surgery Journal | July-September 2016 | Vol 3 | Issue 3 Page 1144



26.

27.

28.

Kumar GS et al. Int Surg J. 2016 Aug;3(3):1141-1145

hysterectomy: retrospective analysis of 262 cases.
Acta Med Port. 2014;27:73-81.

Santos E, Dias I, Varela MF, Freire OC. Morbidity
in laparoscopically assisted vaginal hysterectomies.
Acta Obstet Ginecol Port. 2007;1:66-73.

Broder MS, Kanouse DE, Mittman BS, Bernstein
SJ. The appropriateness of recommendations for
hysterectomy. Obstet Gynecol. 2000;95:199-205.
Perino A, Cucinella G, Venezia R, Castelli A,
Cittadini E. Total laparoscopic hysterectomy versus

29.

30.

total abdominal hysterectomy: an assessment of the
learning curve in a prospective randomized study.
Hum Reprod. 1999;14:2996-9.

Magrina JF. Complications of laparoscopic surgery.
Clin Obstet Gynecol. 2002;45:469-80.

Peterson HB, Destefano F, Rubin GL. Deaths
attributable to tubal sterilization in the United
States, 1977 to 1981. Am J Obstet Gynecol.
1983;146:131-6.

Cite this article as: Kumar GS, Lekkala S.
Complications after a total laparoscopic

hysterectomy: a study in tertiary care unit in
Telangana, India. Int Surg J 2016;3:1141-5.

International Surgery Journal | July-September 2016 | Vol 3 | Issue 3 Page 1145



