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Ozet

Amag: Bu galismadaki amacimiz; hem laparoskopik yoklasima, f
hemde konvansiyonel laparotomive bir altematif olarak gelistirilmis [
alan mikro ve minilaparotomi teeriibemizi sunmaknr,
Materyal ve Metod: 1 Aralik 1994 *den, 31 Aralik 1998 ‘e kadar [
benign odneksiyal veya uterin hastalik igin, mikro veya minilapa- |
rotomi ile pelvik cerrubi yapilan 438 hustamn verileri retrospektif ||
olarak topland: ve degerendinildi. .
Sonug: Cilt insizvon vzunlufu 23 hastada 4 cm *den kigik, 110
hastada 4-6 cm, 305 hastads ise 6-8 cm idi, 319 hastays bilateral) £
unilateral salpingooforektomi ve/veya, total abdominal histerekiomi §
76 hastaya myomektomi, 30 hastaya kistekiomi, 7 hastaya salpin-
Jekiomi ve 6 hastaya salpingoeforektorm yapildi. Ortalama operasyan
siires1 4] dalika idi. Ortalama kan kaybr 90 ml. idi. Ortalama past- §
operatit hastanede kalig siresi 2.7 glind. Post-operatif mocbidite |
olarak 15 hastada ateg, 2 hastada yara enfeksiyonu ve | hastada cuff
absesi pirildi.

Yorum; Mikro ve minilaparotomy, benign jinckolojik hastaliklarda, |5
segilmig hastalarda, kullangh ve glivenli bir vaklasimdir. i

Anahtar kelimeler: minilaparotomi, laparoskopi, histerekiomi, |
ovarian kist i

Introduction

Opcrative laparoscopy offers several benefits over an open
procedure. Operative laparoscopy produces minimal sear-
ring , mild trauma to soft tissue, gentle handling of the re-
productive organs and fewer de novo adhesions (1) , and
minimal bowel manipulation, therefore reduces the hospi-
tal stay and recovery period (2). When performed by a trained
and experienced surgeon, the occurences of inlra-operative
and post-operative complications and morbidity are fewer
than with laparatomy (2). However it is expensive in lerms
of prolonged operative time (3) , dedicated and  disposable
instruments (4) and lengthy training of surgeons who must
acquire new and relatively unfamiliar manual skills. Hospi-
tal costs associated with most operative laparoscopies, de-
spite decreased postoperalive huspitalization, continue (o
be higher than the costs associated with laparotomies (2,5),

Minilaparolomy already edopted for general surgery in
symptomatic cholelitiasis as an alternative to standard sub-
costal incision or laparoscopic cholecystectomy (5), could
be a valid and cost-effective alternalive Lo laparoscopy in
gynccologic benign disease. It also is a minimally invasive
surgery and because it uses traditional techniques, can be
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Summary

Objective: To report our experience with micro and minilaparo- |
tomry developed as aliernatives to laparoscopic nppmmh as well g
as conventional laparotomy, i
Maierial and Methods: The data were collected on 438 patients |

December 31, 1998, ;
Resulls: The :Iength of the skin incision wa 14 23 B
patients, 4-6 cm in 110 patients and 6-8 cm in sasmﬂm Total
abdominal hysterectomy were performed with or without BSO/ |
USO in 319 paticnts, myomectomy in 76, cystectomy in 30 , sal- |
‘pingeciomy in 7 and salpingoophereciomy in 6 palicnts. Mun I
operalive time was 41 minutes. The mean estimated blood loss [
was Y0 ml, The mean postaperative hospital sty was 2,'}' days.
Postoperative morbidity consisted of fewet in 15 pmmnu, wound |
infection in 2 and cuff abscess i lli:'qt&. i
Conclusions: Micro and rmm[n _Eumy isa [casthlc and safe |
approach in the swgical trestment of benign gynecologic discase |
for a selecied ,g:o»up' patu:ms

Keywords: minilaparotomy, laparoscopy, hysterecmmy. ovarian |
cysl

mastered in @ reasonable manner, quickly and with conven-
tional instruments.

The object of our paper is a presentation of our experience
during 438 micro and minilaparotomies developed as alter-
natives to laparoscopic approach as well as conventional
laparotomy.

Materials and Methods

Beélween December 1, 1994 and December 31, 1998, 438
patients underwent pelvic surgery by micro and minilaparo-
tomy in the depariment of gynecology of Ankara University
Hospital for benign adnexal or uterine disease with relative
contraindications for vaginal surgery (such as lack of uter-
ine descent toward the vagina , previous pelvie surgery and/
or fixed wterus, necessily for the removal of the adnexa).

Microlaparotomy is defined as less than 4 cm skin incision,

modern minilaparotomy is from 4.1 to 6 ¢m and the con-
ventional minilaparatomy is defined as from 6.1 to 8 or 10
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c¢m long abdominal incisions. In gencral a standard laparo-
tomy is a 10 1o 15 cm Pfannenstiel incision or a midline
incision from the pubic symphysis extending close to the
umbilicus.

Technigue

Under general anesthesia. n transvers skin incision less than
& em is made 2-4 em above the pubic symphysis. The abdo-
minal fascia is opened transversly to a width of 8-14 cm,
The peritoneum is opened and dissected cauvdocranially. Af-
ter the patient is placed in a Trendelenburg position, a wet
pad is placed to pack the bowel upward. Two or three Deaver
retractors are used in order fo provide good operative view.
The uterus or the other affected organs are pulled toward or
through the abdominal wall. When the mass is o large for
exteriozation | to prevent spilling ,a purse string is created
un the cystic wall and tied around the suction tube immedi-
ately after the eyst has been punctured. After aspirating the
fluid, the empty eyst is pulled out of the abdomen and
stripped away from the purenchyma. During hysterectomy,
the uterus is pulled out using one tenaculum or farceps .
The retractors are repositioned continually for better expo-
sure. Electrocautery is used for hemostasis and dissecting
soft tissues 1o keep the operative ficld bloodless . No | vieryl
sutures are used on all pedicles and vaginal cuff. The surgi-
cal techniques are basically the same as in conventionul lap-
amlumy.

Results

The mean age of the patients was 45.3 years (range 20-75).
The length of the skin incision was less than 4 cm in 23
patients (5.2%), 4-0 cm in 110 patients {25.1%) and 6-8
cm in 305 patients (69.6%). The preoperative diagnosis was
summarized in Table 1. Intra-operative findings confirmed
preoperative diagnosis except for three endometriomas that
proved to be corpus hemorrhagicum. Total abdominal hys-
terectomy were performed with or without BSO/USO in 319

Tuble I: Preopermive Diagnosis

; n: 438
M yome uteri al4
Endomeirial hyperplasia +-
Persistant menometrorhagla | 21
Chvarian tumor 34
Serons Cystadenoma 4
Dermoid oyst 5
| Endometrions 22
Corpus bamorrlsgicun 3
Hydrosdpinx ' 2
Ectopic pregnancy 5
Adenomyosis 2
Ovwarian torson (51
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paticats (72.8 %), myomectomy in 76 (17.3%), cystectomy
in 30 (6.8%) , salpingectomy in 7 (1.6%) and salpingoophe-
rectomy in 6 (1.4 %) patients.

The concomitant procedures during the minilaparotomy
performed for benign gynecologic disorders were appendec-
tomies in 196 patients, partial omectectomy in 28 patients
that was performed during myomectomies to reduce the
adhesion formation. Marshall-Murchetti-Kraniz in five and
Burch in one patient,

The mean operutive time was 41 minues (ronge 20-90). The
mean estimated blood loss was 110 ml (40-500 ml) and only
one patient needed blood transfusion ( ruptured ectopic preg-
nancy). The mean postoperative hospital stay was 2.7 days
(range 1-7 days) (Table 2). Maost of these patients were not
followed after discharge from the hospital therefore further
recovery was nol addressed.

‘Table 2: Operative Resulis

41 ( range 20-90 )
110 range 40 - 500 )
2.7 | range 1-7 )

Operation time { mirmates)
Estimated blood loss( ml )
Hospital stay | days

Complications
Febrile morbidity 15(34% )
Wil infection 2l 04% )
Cuff ahaoess 102 %)

Postoperative morbidity consisted of fewer (greater than 38 C)
in 15 patients (3.4 %), wound infection in 2 (0.4 %) and cuff
abscess in | patient (0.2 %). Inall cases, bowel function returned
to normal within 24 hours.

Discussion

Symptomatic wterine leiomyomas aecount for a large percent-
age of hysterectomies. Some of these hystercetomics can be
done vaginally whereas others reguire o generous Japarotomy.
Chapron and Dubuwisson show that il vaginal hysterectomy is
not feasible, laparoscopy could avoid at least 10-20% of the
abdaminal procedure (6). Laparoscopy-assisted vaginal hys-
terectomy appears to be a reusonable alternative 10 abdomi-
nal hysterectomy in selected putients unable 10 undergo vagi-
nal hysterectomy (7). We believe that minilaparotomy may be
the natural counterpart of laparoscopy in the field of mini-
mally invasive surgery. Indeed the advantages seem to he com-
parable, the costs are reduced and training is simple. We must
accept the fact that not all gynecologic surgeons are skilled in
advanced laparoscopic procedures; therefore use of more fra-
ditional technigues with some modifications such as the
minilaparotomy approach seem logical.

From the standpoint of cost-effectiveness, one could argue

the smaller incision would result in greater operative time
and the possible need for an additional surgical assistant.
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Both these factors could increase the cost of the procedure.
But despite the limited surgical field, operative time for
minilaparotomy seems to be shorter than that for laparos-
copy performed for similar diseases (7.8).

For the minilaparotomy, good assistance is important. With
the small incision, exposure is reduced and this may predis-
pose to operative injury. In some authors opinion, severe
obesity (Body mass index (BMI) greater than 35) may hinder
minilaparotomy, because need to extend the skin ineision
{9) . However , in all vur patients, BMI was smaller than 28
and so we did not need conversion (o a pfannentiel incision.
Notably in cases of ovarian cysts, the major question is the
nature of the mass because lesions suspected (o be malig-
nant must be operated on by laparotomy (9). We belicve
that a patient with a suspicious (for malignancy) adnexal
mass or large ovarien cysts are best managed with minilapa-
rifomy because if necessary, it can converted to a conven-
ticnul laparotomy. In some situations such as , a suspicious
adnexal mass that is removable intact through the small in-
cision , a large benign cystic ovarian tumor that can readily
be drained without peritoneal spillage as the initial step and
hysterectomy as part of the planned procedure lend them-
selves Lo minilaparotomy for an adnexal mass,

This study demonstrates that mintlaparotomy is a feasible
ad safe approach in the surgical treatment of benign gyne-
cologic disease, Excellent esthetic results, short operative
time, mild post-operative pain and early discharge are the
mast attractive features of this lechnique.
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