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ABSTRACT 
Objective: 
To analyse the difficulties encountered in total laparoscopic hysterectomy indicated for various uterine pathologies in  different 

cases. 

 

Method: 
  A retrospective review of medical records of difficult laparoscopic hysterectomy for various indications was analysed and 

surgical method employed was noted. 

 

Results: 
 Laparoscopic hysterectomy is a feasible technique to manage benign uterine pathology as it offers minimal post operative 

discomfort, rapid convalescence, shorter hospital stay and early return to routine activities. 

 

Conclusion: 
Total laparoscopic hysterectomy is safe and effective for various uterine pathologies .Though it requires modernized OT set up 

and poses a great financial burden for patients. Yet total laparoscopic hysterectomy is becoming popular because of its minimal 

invasiveness and overall better outcome. 
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INTRODUCTION 

 
Hysterectomy is the most commonly performed gynaecological procedure for most of the uterine  pathologies. There are various 

routes of performing hysterectomy such as abdominal, vaginal and laparoscopic. In the recent years, there have been various 

advances in our ability to use minimally invasive surgeries. Laparoscopy revived the thought process of choosing the best route 

or technique for hysterectomy1,2.  

 

The First laparoscopy was performed and published in 1989 by Halley Reich for endometriosis but it was only from 1991 that 

this surgical method became common in use. In 1988, Harry Reich performed the first total laparoscopic hysterectomy in 

Pennsylvania. The ligaments and uterine vessels were coagulated with bipolar forceps and cut with scissors. The vagina was 

opened and closed laparoscopically. The total operating time was 180 minutes, the uterus weighed 230g and the patient was 

discharged on the fourth postoperative day. Reich published his article the following year and demonstrated his technique 

worldwide. Since the first case published by Reich and co-workers, an increasing number of authors have reported their 

techniques. The total laparoscopic hysterectomy (TLH) is a laparoscopic hysterectomy in which all of the surgical dissections, 

ligations, and sutures are completed entirely through the trocars, including the closure of the vagina.3 

 

 

Hysterectomies performed laparoscopically have greatly increased within last few decades patients favour for laparoscopic 

hysterectomies because of it's smaller incisions, less post operative pain and discomfort, shorter hospital stay and quicker return 

to normal activity, Total Laparoscopic Hysterectomy requires specialised equipment, skilled surgeon and cost involved is more 

compared to routine surgery. Laparoscopy has added benefit of magnification & better visualization of pelvic structure. Despite 

the advancements of laparoscopy, it is yet to gain popularity as a primary route for hysterectomy. 
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METHODS 
 

A Retrospective review was done at DR B R Ambedkar Medical College and Hospital in Department of obstetrics and 

gynaecology in patients who underwent laparoscopic hysterectomy case and surgical difficulties were encountered. 

 

Procedure followed for  Total Laparoscopic Hysterectomy 

 

The position given to patient was modified lithotomy position with hips extended, in a 40-degree angle Trendelenburg position. 

Shoulder bolsters prevents slippage up the table, and the arms are padded and tucked by the side.After the examination under 

anaesthesia, a uterine manipulator is inserted. Verres needle insertion and pneumoperitoneum formation done in all cases. 

Primary trocar is inserted at supraumbilical site.After laparoscopic evaluation of uterus and adnexa, with bipolar cautery 

occlusion of the proximal fallopian tubes. 

 

After visual inspection of the ureter at the pelvic brim, the infundibulopelvic ligament, or utero-ovarian ligament is 

coagulated and incised with a  monopolar cautery. Immediately after the round ligament is incised, the uterus, on the uterine 

manipulator, is pushed cephaloed to recreate the “traction counter-traction” concept of open surgical dissection of the lower 

uterine segment. This elevates the uterine arteries along the lower cervix away from the ureters. A bladder flap is incised, and 

the anterior cervical fascia is exposed with blunt dissection off of the cervix broadly below the cervicovaginal margin. The 

uterine arteries are coagulated with a bipolar-cautery at the mid lower cervical length, and then incised with the monopolar 

cautery. The uterine arteries are pushed downward to expose the cardinal ligament fibres attaching the arteries to the cylindrical 

cervical fascia then the cardinal fibres are incised posteriorly to the uterosacral ligaments, and inferiorly, identifying the 

cervicovaginal margin as the lowest limit of dissection. The cervicovaginal margin is laparoscopically included.  

 

 

 

Here are some cases who underwent Total Laparoscopic Hysterectomy for varies indications such as adenomyosis, 

fibroid uterus, endometriosis and uterine anomalies and intra operative difficulties encountered, was analyzed and the method 

employed to overcome was noted 

CASE 1:  

                Mrs. S, aged 42yrs female, with previous three LSCS, with AUB(A), with mild anaemia. 

 

 

 

 

 

Omental adhesions are common findings during Total Laparoscopic Hysterectomy , specially in previously operated cases. 

Scissor or Harmonic shear dissection at its attachment with the abdominal wall. Care has to be taken to note whether bowel  

incorporated in the adhesion which has to be dealt with care and using cold scissors only. Omental adhesion to other organs of 

the pelvic cavity like to bladder , adnexa is not uncommon. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

http://www.ijcrt.org/


www.ijcspub.org                                     © 2022 IJCSPUB | Volume 12, Issue 3 August 2022 | ISSN: 2250-1770 

IJCSP22C1154 International Journal of Current Science (IJCSPUB) www.ijcspub.org 267 
 

CASE 2: 

               Mrs.F, aged 42yrs, female, P2L2 with previous caesarean deliveries with AUB(L). 

 

 

 
 

Adherent uterus to anterior abdominal wall could be seen in cases of previous cesarean sections or previous laparotomies. Sharp 

dissection , identification of the right plane,  limiting dissection at the level of bladder attachment, traction and counter traction 

are vital. 

 

CASE 3: 

               Mrs.D,aged 40yrs,female,nulligravida with endometriosis. 

 
 

Endometriosis alters the anatomy of the pelvis and leads to formation of dense adhesions of the genital structures with the 

adjacent organs. Meticulous dissection, ureterolysis, sharp dissection , prior ureteral stenting, needed during  Total Laparoscopic 

Hysterectomy  in endometriosis cases. 

CASE 4: 

               Mrs.K,aged ,44 years,female,with bicornuate uterus with AUB(A). 
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Pseudo broad ligament or true broad ligament fibroid are rare but can be managed laparoscopically. Uretral stenting , 

ureterolysis, enucleation of myoma, endobag morcellation are needed. 

 

CASE 5: 

              Mrs.A, aged 45yrs female with AUB(L) with previous two caesaren sections. 

 
 

Due to rise in cesarean cases it is common to find the dense bladder adhesions, high up bladder, elongated cervix during the  

Total Laparoscopic Hysterectomy . Prior filling up of bladder, sharp dissection , cystoscopic confirmation of integrity of the 

bladder wall , ureteric jet safegaurds from the urinary tract injury during Total Laparoscopic Hysterectomy. 

 

 

DISCUSSION 

 
A  Cochrane  review including over 3,600 patients in 27 randomized studies pointed to significant advantages of laparoscopic 

hysterectomy  over abdominal hysterectomy , including less blood loss, fewer wound infections or fevers, smaller incisions with 

less pain, shorter hospital stay, and speedier recovery. However, laparoscopic hysterectomy  was often associated with longer 

operating time and greater likelihood of urinary tract injuries. 

 

The evaluate trial which is the largest randomized trials comparing different approaches to hysterectomy. concluded that 

laparoscopic hysterectomy as being associated with less pain, quicker recovery, and better quality of life compared with 

abdominal hysterectomy. 

 

There are many surgical advantages to laparoscopy, particularly magnification of anatomy and pathology,access to the uterine 

vessels, vagina and rectum, and the ability to achieve complete hemostasis and clot evacuation. Patient advantages are multiple 

and are related to avoidance of a painful abdominal incision. They include reduced duration of hospitalization and recuperation 

and an extremely low rate of infection and 

ileus.4 

 

 

CONCLUSION 

 
Total laparoscopic hysterectomy is an ideal approach to hysterectomy. It is a better route of surgery for obese and young patient. 

It has steep learning curve, requiring modernized OT set up and special laparoscopic instruments which may not be available in 

all centres and poses a great financial burden for patients. Yet total laparoscopic hysterectomy is becoming popular because of 

its minimal invasiveness and overall better outcome. 
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