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Abstract 

Objective: As laparoscopic hysterectomy is gaining popularity, requires an evaluation of the risk of complications.  

Study Design: Cross Sectional Study, non-Probability Consecutive Sampling.  

Setting: The study was carried out in Department of Gynecology & Obstetrics Allied Hospital, Faisalabad Medical 

University, Faisalabad for one and half year from 1st November 2015 to 30th April 2017.  

Methodology: The ethical committee of Faisalabad Medical University, Faisalabad approved the study protocol. 86 

patients were enrolled for laparoscopic hysterectomy. Parameters studied included obesity, previous history of 

surgeries, abdominopelvic surgeries, patients with fibroids, pelvic organ prolapse and Ovarian Cyst meeting the 

inclusion criteria.                   

Result: Out of 86 patients presented for TLH. Complications were seen in only 2 patients, those were vulvovaginal 

fistula and ureter ligation. The factor responsible in these patients was history of previous surgery and multiple 

adhesion.  

Conclusion: As laparoscopic hysterectomy is getting popular day by day. The overall complication rate in our 

study was 2.4%. These encouraging results show that it’s a safe surgical technique, provided surgeons are 

experienced. 
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Introduction 

In the past, uterus has been removed either by the 

abdominal or vaginal route. Since it was first 

reported by Reich et al in 19891 laparoscopically 

assisted vaginal hysterectomy (LAVH) has gained 

widespread acceptance. Farquhar and Steiner2 

found that between 1990 and 1997, in the USA, 

there was a growth in number of hysterectomies 

performed with laparoscopic assistance (0.3 – 7.9%) 

with an associated decline in the proportion of 

hysterectomies pertained abdominally. However 

laparoscopic hysterectomy with a specific increased 

risk of urologic complication with a several studies 

have demonstrated the advantages of operative 

laparoscopy over laparotomy. The risk of 

complications remaining acceptable: less estimated 

blood loss and analgesic administration, significant 

decrease in the length of hospital stay and recovery 

period. 3-9 
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As the C. section rates are increasing more patients 

are presenting with history of prior surgeries in 

gynecological OPDs. Hysterectomy in previous 

surgeries always remains a challenging task for 

surgeons especially in laparoscopic surgeries. Most 

of our patients in our study were without history of 

previous surgeries but we included patients up to 

previous 2 cesarean sections.    

The aim of this study was to determine the risk of 

intra and / or postoperative complications for patients 

who require TLH. 

Methodology 

The ethical committee of Faisalabad Medical 

University Faisalabad approved the study of 

protocol.  

Settings: Period one and half years 1st November 

2015 to 30th April 2017.  

Sample Size: 86 Patients undergoing total 

Laparoscopic Hysterectomy.  

Age of Patients: 45-60 years.  

Sampling Technique: Non-Probability Consecutive 

Sampling 

Inclusive Criteria:  

• Uterine Size Uptil 16 weeks of pregnancy. 

• BM1 less than 35. 

• Patients with previous history of having one 

and two C-sections. 

• Patients with the history of Utero Vaginal 

prolapse. 

• Patients with the history of heavy menstrual 

bleeding.  

• Laparotomy for ectopic pregnancy and 

myomectomy ovarian cyst and pelvic pain.  

Exclusion Criteria:  

• History of abdominal T.B.  

• Prior History of Laparotomy due to 

endometriosis. 

• Morbid obesity. 

• Uterine size more than 18 weeks of 

Pregnancy. 

• Gynecological malignancies  

• Previous 3 or above C. sections. 

Surgical Technique: Three port laparoscopic 

technique was carried out with a 12mm Supra 

umbilical port (Storz), one 10mm part on the 

operator side and a 5mm part on the opposite side 

slightly lower than the supraumbilical port. Uterus 

was manipulated by the specially designed vaginal 

manipulator which is a version of KStorz. Pedicles 

were cauterized with liga-sure. Bipolar diathermy 

used for homeostasis. 

Results 

Over a period of one and half year 86 laparoscopic 

hysterectomies were performed for benign 

conditions only and including 42 patients with 

varying sizes of fibroids, largest one upto16cm. 16 

patients with 1st or 2nd degree UV prolapse. 18 

patients presented with cyclical uterine bleeding. 

Twenty patients were with previous one C-section. 5 

with previous two C-sections. 8 patients with prior 

laparotomy for ectopic pregnancy and 6 with 

previous laparotomy for abdominal myomectomy. 

Among this group of patients with previous 

surgeries, two urinary tract complications were 

observed as shown in table I. 

Another group these patients undergo endometrial 

biopsy and on confirmation of benign pathology 

underwent laparoscopic hysterectomy. 8 patients 

were with adenomyosis and 2 with ovarian cyst. As 

shown in Table II no complication was observed in 

this group. 

Out of these two complications, one of the patient 

was with previous two C-section with 12-week size 

Table 1:  Complication in previous surgeries 

History Complication Total P-

Value 
Yes No 

Previous 1 C-

Section 

1 19 20  

 

 

 

0.062 

 

 

Previous 2 C-

Section 

1 4 5 

Previous history 

of ectopic 

pregnancy 

0 8 8 

Previous history 

of myomectomy  

0 6 6 

No previous 

Surgery 

0 47 47 

Total 2 84 86 
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fibroid. Ureter was accidently injured which was 

diagnosed on follow up visit. Ureteral injury was 

successfully corrected by urologist abdominally. 

Another patient was with previous one C-section and 

history of chronic pelvic pain. Uterus was firmly 

adherent with bladder wall. She presented with 

formation of VVF on her follow up visit. She was 

referred to Urology department and her fistula was 

successfully repaired.  

Table II: Complications in various indications of 

TLH 

Indications Complications Total P-

Value Yes No 

Varying size of 

fibroid 

2 39 41  

 

 

 

0.856 

V-prolapse 0 16 16 

AUB 0 18 18 

Ovarian Cyst 0 2 2 

Adenomyosis 0 8 8 

Ch. Pelvic pain 0 1 1 

Total 2 84 86 

 

Table III: Complication in obese patients 

BMI Complication Total P-

Value Yes No 

BMI< 25 0 26 26  

 

0.021 

BMI 25-30 0 42 42 

BMI 31-35 2 16 18 

Total 20 84 86 

As shown in Table III, no complications were 

observed in obese group. Which explain that obesity 

is minimum risk factor in laparoscopic 

hysterectomies.                                                            

Discussion 

Since 1989, when first LAVH was performed and 

later people start doing TLH quite frequently. Still 

only few units are doing TLH all over in Pakistan. 

There are many factors responsible for the uptake of 

laparoscopic hysterectomy, in tertiary care hospital. 

Initial cost of the instrumentation long learning curve, 

initial longer operative periods. Studies have shown 

that time for surgery significantly reduced over 12-24 

months of its practice.10 Our overall complication rate 

was 2.4 %. This compares favorably with the 

complication rates with laparoscopic hysterectomies 

in various studies11 while some authors report 

specific increased risk of urologic complication.9,12,13 

Some others demonstrate a lack of such an increase 

in their series.14, 15 

Similar results are shown in our study, only 2 

patients suffered from urinary tract injury. Literature 

suggests that the commonest complication of 

hysterectomy isheamorrhage i.e. 4.7% regarding of 

the route of surgery.16-17 Our rate of intraoperatives 

blood loss was only 100-300 ml which opposes this 

study.  

The majority of patients with ureteral injuries have no 

identifiable predisposing risk factors. Estimated 

incidence of ureteral injury during laparoscopic 

hysterectomy is 2.6 to 35 times more common (0.2% 

to 6.0%) than in abdominal hysterectomy.18 Ureteral 

injury accounted for 4.3% to 7% of the total 

laparoscopy complications.19, 20 In our study ureteral 

injury was only 1.63% which shows good learning 

curve of our surgeons. Diagnosis was confirmed by 

IVU. Electrocautery (unipolar or bipolar) is identified 

as the leading cause of laparoscopic ureteral injury 

in the literature. Injuries with loop suturing, trocars, 

laser devices, staples, and sharp dissection are also 

described.  3 locations carry increase risk for ureteral 

injury during laparoscopic surgeries: at the pelvic 

brim, where the ureters lie beneath the insertions of 

the infundibulopelvic ligaments; deep ovarian fossa 

where the ureter passes; and the ureteral canal.21 

The most common type of urinary tract injury during 

laparoscopy is bladder perforation with an incidence 

of 0.02% to 8.3%.22 Pillet et al23 reported the 

incidence of bladder injury during laparoscopic 

hysterectomy to range between 1%. Of these 

injuries, 33% were sharp electrocautery dissections, 

21% were blunt, 30% were via laser, and 15% by 

scissors.22 Five percent of thermal injuries may lead 

to fistula formation.24 Our study also shows similar 

results as one of our patient suffered from bladder 

fistula due to thermal injury. 

Conclusion 

The presented study showed that total laparoscopic 

hysterectomy is minimally invasive and is related to low 

post-operative complications. Patients who were 



 Sardar Muhammad Alfareed Zafar, Javed Iqbal, Noureen Javed, Shagufta Noor, Ammara Niaz, 

64                   J. Soc. Obstet. Gynaecol. Pak. 2017; Vol 7. No.2 

overweight or obese or with previous surgeries can 

undergo this surgery with minimal risk. 
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