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INTRODUCTION

A hysterectomy is a commonly conducted gynecological proce-
dure aimed at fully or partially removal of uterus due to several 
medical issues, such as fibroids, pelvic organ prolapse, endo-
metriosis, and cervical or ovarian cancer [1, 2]. Hysterectomy 
may be conducted as a treatment for non-cancerous or cancer-
ous conditions. Around 80%-90% hysterectomies are performed 
either an inpatient or outpatient basis [3]. Hysterectomy with 
surgical resection of the ovaries triggers menopause, whereas 
taking away uterus itself is leads to a reduction in ovarian func-
tion [4]. In numerous regions globally, hysterectomy ranks as 
the second most prevailing non-obstetric procedure following 
surgical birth [5].

A total hysterectomy involves extraction of uterus and cervix, 
which may be done via vaginal, abdominal, or laparoscopic 
surgical methods. Various factors affect the choice of surgical 
approach to perform hysterectomy for the benign cases, which 
influences by surgeon’s expertise and patient’s health status, 
including uterine size, parity, existence of extrauterine pelvic 
disorders, and past history of pelvic surgery [6, 7].

In comparison to "conventional" surgical methods such as open 
laparotomy, the smaller quantity and dimensions of laparoscopic 
trocars were associated with better cosmetic outcomes and pain 
management while ensuring equivalent surgical safety [8, 9]. 
A laparoscopic technique is viable for almost all benign and 
the majority of malignant gynecological conditions, and it is 
favored over laparotomy due to its lower pain, blood loss, post-
operative complications, length of hospital stay, and recovery 
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Abstract: Background: The American Association of Gynecologic Laparoscopists recommends that numerous hysterectomies for non-can-
cerous conditions ought to be performed with laparoscopy. The patient's obstetric history significantly influences the outcomes. Information on 
the clinical profiles of patients receiving total laparoscopic hysterectomy (TLH) is rarely documented from Pakistan.

Objective: To present our experience of clinical profile of patients undergoing TLH in our secondary care institution at Koohi Goth hospital 
in Karachi.

Materials and Methods: The present prospective observational study was performed in Obstetrics & Gynecology Department in Koohi Goth 
Hospital from 1st August 2018 to 31st December 2023 after obtaining the institutional formal ethical approval (Ref: KGH/HR/134). All of the 
procedures were performed by single gynecologist having more than 5 years of experiences in performing laparoscopic hysterectomy. Informa-
tion regarding patients’ demographics, clinical characteristics, procedure information and outcomes were documented.

Result: Total 100 cases were analyzed with mean age of 45 ± 7.8 years. Average BMI was 25.3 ± 8.1 Kg/m2. Almost one-third of patients 
(32%) had history of previous surgery. The commonest surgical indication was uterine fibroids (54%), and while the least of post-menopausal 
bleeding. Average surgery duration was 124.26±44.74 minutes. Few patients developed complications (7%) including ureter injury (2%), 
wound infection (2%), vault infection (2%), and bladder injury (2%). All of complications were seen in either obese females or patients with 
history of previous surgery. 

Conclusion: The present study found that minimally invasive TLH is a safe approach which is easily accessible and harmless for patients with 
minimal complication rate. Patients with previous history of surgery and elevated body mass index should be given additional care and attention 
to avoid complexity. 
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duration [10, 11]. Currently, minimally invasive surgery is the 
standard treatment for various gynecological conditions and is 
the most commonly executed gynecological surgical technique. 
The American Association of Gynecologic Laparoscopists rec-
ommends that numerous hysterectomies for non-cancerous 
conditions be performed laparoscopically, as growing evidence 
indicates that laparoscopic hysterectomy leads to reduced 
perioperative morbidity in comparison to abdominal hysterec-
tomy [12].

As total laparoscopic hysterectomy (TLH) has become more 
commonly used globally, the range of indications has grown 
[13]. In addition, multiple factors must be taken into account 
prior to organizing a laparoscopic hysterectomy. A key factor 
is the size and weight of the uterus. The patient's obstetric his-
tory significantly influences the outcomes. Obesity may also 
affect TLH results [14]. Information about the clinical profiles 
of patients undergoing TLH is rarely documented from Pakistan. 
The data may differ from one country to another due to various 
factors, including the surgeon's experience and expertise, clin-
ical indications, and other patient characteristics. Therefore, in 
this study, we intend to share our experience regarding the clin-
ical profiles of patients undergoing TLH at our secondary care 
facility in Karachi.

MATERIALS AND METHODS

This prospective observational study was performed in Obstet-
ric & Gynecology Department at Koohi Goth Hospital from 1st 
August 2018 to 31st December 2023. The study was performed 
with the institutional formal ethical approval (Ref: KGH/
HR/134). Participation of patients was made with their written 
informed consent. Patients of age 18 years and above with a 
confirmed diagnosis of uterine fibroids, abnormal uterine bleed-
ing, and postmenopausal bleeding showing indications for TLH 
were included. Patients with uterine cancers, genital prolapse 
and adnexal issues with potential malignancy were excluded. 
Malignant disease was excluded through standard lab tests, 
ultrasound, and biopsy. A sample size of 76 patients was came 
out via taking frequency of wound infection in 10.81% patients 
from previous study [15] at a 95% confidence interval and 7% 
margin of error [15]. Sample size calculation was performed 
using online available calculator Open-Epi. 

All procedures were conducted by a single gynecologist with 
over 5 years of experience in performing hysterectomies. Prior 
to surgery, patients had standard evaluations, which included 
blood tests, gynecological check-ups, gynecological ultrasound 
imaging and endometrial biopsy. Patients were administered 
antibiotic prophylaxis (with cephalosporin provided after anes-
thetic induction). The process was carried out following the 
induction of general anesthesia. All patients underwent routine 
catheterization at the start of the procedure. The patient was 
positioned trendelenburg while under general anesthesia with 
endotracheal intubation. The vagina and abdomen were cleaned 
with disinfectant. A direct trocar insertion method was applied 
at the inferior margin of umbilicus or above umbilicus at Lee 

Haung point depending upon the size of uterus. A 10mm trocar 
was inserted at this site, which served as the primary or telescope 
port. In case of midline incisions Palmer's point was used. For 
handling issue of arising periumbilical adhesions, a comparable 
trocar was initially inserted in the left upper quadrant (Palmer's 
point) following gastric deflation using orogastric tube suction. 
The two secondary ipsilateral and one contralateral port inserted 
under direct vision to avoid injury to inferior epigastric artery 
and other visceral injury. The method for total laparoscopic hys-
terectomy with bilateral Salpingo-oophorectomy (TLH/BSO) 
involves performing all surgical steps, including the vaginal 
closure, entirely through laparoscopic ports. When the uterus 
was excessively large to be extracted whole through the vagina, 
vaginal morcellation was also performed. Morcellation was per-
formed using a morcellator to cut the uterus into smaller pieces 
so that it could be removed more easily through tiny laparo-
scopic incisions. The catheter was taken out the next day, once 
the patient was able to mobilize and after routine care patient 
discharged home in 24 hours.

Patient features including sociodemographic, clinical history, 
and procedure related details and complications were docu-
mented in the pre-designed study proforma. The time taken for 
the procedure was measured from the start to the finish of the 
surgery. 

STATISTICAL ANALYSIS

Statistical package SPSS version 27 was used to perform sta-
tistical analysis. Frequencies were computed for categorical 
variables while numerical variables were presented as mean ± 
standard deviation. 

RESULT

Total 100 patients were studied and analyzed. Mean age of 
patients was 45 ± 7.8 years. Average BMI was 25.3 ± 8.1 Kg/
m2. More than half of patients had no comorbidity and no history 
of previous surgery. Out of 32 patients with history of surgery, 
commonest procedure was 22 cesarean section, 4 laparotomy, 
4 bilateral tube ligation and 2 appendectomy. Table 1 displays 
summary of patients’ sociodemographic and clinical features.

Table 1. Summary of Patients’ Sociodemographic and 
Clinical Features (Age, BMI, Parity, Comorbidity, History of 
previous Surgery).

Patients’ Features Frequency Percentage
Age Groups
18-30 years 6 6
31-39 years 0 0
41-49 years 84 84
>50 years 10 10
Parity
Nulliparous 15 15
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Primiparous 30 30
Multiparous 65 65
Body Mass Index
Underweight (<18.5 kg/m2) 5 5
Normal weight (18.5-22.9 kg/m2) 22 22
Overweight (23-24.9 kg/m2) 30 30
Obese (≥25 kg/m2) 36 36
History of Previous Surgery
Yes 32 32
No 68 68

The commonest surgery indication was uterine fibroids (54%) 
followed by abnormal uterine bleeding (27%), CP child (6%), 
adenomyosis (5%), endometrial hyperplasia (3%), HMB (3%) 
and PMB (2%). More than half of the patients underwent TLH 
(55%) whereas TLH approach was combined with other pro-
cedures (45%). Majority of the procedures required surgery 
time ≤120 minutes. There was no need of additional procedures 
(Table 2).

Table 2. Summary of Procedure Related Details.

Procedure Details Frequency Percentage
Surgery Indication

Uterine fibroids 54 54
Abnormal uterine bleeding 27 27

CP child 6 6
Adenomyosis 5 5

Endometrial hyperplasia 3 3
HMB 3 3
PMB 2 2

Type of Surgery
TLH 55 55

TLH + BSO 42 42
TLH + RSO 2 2
TLH + LSO 1 1

Surgery Duration
≤120 minutes 85 85
>120 minutes 15 15

Need of Additional Procedures
Yes 0 0
No 100 100

HMB: Heavy menstrual bleeding, PMB: Postmenopausal bleeding, TLH: To-
tal laparoscopic hysterectomy, TLH + BSO: Total laparoscopic hysterectomy 
with bilateral Salpingo-Oophorectomy, TLH + RSO: Total laparoscopic hys-
terectomy with right Salpingo-Oophorectomy, TLH + LSO: Total laparoscopic 
hysterectomy with left Salpingo-Oophorectomy.

Few patients experienced complication (7%). Complications of 
ureter injury (2%), wound infection (2%), vault infection (2%) 

and bladder injury were observed (Table 3).

Table 3. Summary of Procedures Complications and Out-
comes.

Complications Frequency Percentage 
Ureter injury 2 2

Wound infection 2 2
Vault infection 2 2
Bladder injury 1 1

DISCUSSION

The current study presents a case series of 100 patients who 
underwent TLH.  Average age of our patients was 45 years. 
Available literature also reports LH is more commonly per-
formed in middle age females [16-20]. Median age of 45 years 
is also reported from another Pakistani study [16]. Mean age of 
49.6 ± 6.5 was reported in a study of Mereu L et al. [18]. Isono 
W et al. [18] found a mean age of 47.5 ± 6.1 years in their ret-
rospective case series. The age range was 40-45 years in a case 
series on TLH analyzing 5 cases for unusual difficult cases [20]. 

Consideration of BMI is one of the important factor when plan-
ning hysterectomy as many clinicians think obesity is a con-
cern for safety and feasibility of the surgical approaches [21]. 
In our study average BMI was 25.3 ± 8.1 Kg/m2 whereas 36% 
patients were obese. In a study of Mereu L, et al. average BMI 
was 25.8 ± 5.6 [17]. Most of the patients planned to undergo TLH 
were found to have had elevated BMI levels (≥25 kg/m2) (62%) 
in Subburaj L, et al. [17]. Some of researchers did not mea-
sure BMI in their study when studying surgical hysterectomy 
[16, 17]. Obesity itself also gives rise to uterine pathologies that 
increase the need for hysterectomy [22]. Thus, consideration of 
body mass index is important when planning hysterectomies. 

A key element for peri-operative decision making is previ-
ous surgery. The procedure could be converted to laparotomy 
because of adhesions caused from prior abdominal procedures 
[23, 24]. The present study demonstrated that. On the other hand, 
another Pakistani study reported that history of previous abdom-
inal pelvic surgery in one-third patients [16]. In an investigation 
of Subburaj L, et al. almost half of the patients (52%) underwent 
abdominal surgeries including c-section, myomectomy, tubec-
tomy and multiple other abdominal surgeries [17]. In a cohort of 
Mereu L, et al. [18], 19% had history of laparoscopic procedures 
and 41% had history of laparotomy. 

The most frequent TLH indication in current study was uterine 
fibroid (55%) followed by AUB (27%], CP child (6%), adeno-
myosis (4%), HMB (3%) and PMB (2%). Fibroid is also reported 
as commonest indication of hysterectomy among other studies 
[16, 17]. However, there are some studies did find fibroid as 
indication of the procedure [18]. Seo ES, et al. [23] found endo-
metrial polyp as rare indication of TLH in their report (5.7%]. 
Endometrial hyperplasia is also reported as hysterectomy indi-
cation in literature which we did not find in our data pool [18, 19, 
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23]. Adenomyosis was rare indication in our study, in contrast to 
this, it was seen in around quarter (23.8%) of patients in a study 
of Isono W, et al. [19]. 

The present study demonstrated average operative time of 
124.26±44.74 which is comparable with other studies [18, 25]. 
There are some studies which are reporting higher or shorter 
duration of the procedures [16, 17]. Dojgki and her co-worker 
reported a higher median operative time of 175 minutes [16]. 
Subburaj L, et al. [17] reported that few of their cases took longer 
than 120 minutes for procedure completion (5%). The variation 
in operative time could be due to different surgical approaches, 
surgeons’ experience and their patient complications. 

The study found a small proportion of patients (7%) experienced 
post-operative complications. Ureter injury (2%), surgical site 
infection (2%), vault infection (2%) and bladder injury (1%) 
were seen in our analysis. Our findings are consistent with exist-
ing literature which also report complication incidence was rare 
following hysterectomy. Overall complication rate in literature 
varies from 4.4%-10%. In existing literature variation has been 
for different types of complications including ureter injury 
(0.3%-0.5%) [19, 25], vault injury (1%-2.7), bladder injury 
(0.5%-2%) [16, 17] and wound infection (1.8%-2.4%) [16, 19]. 

CONCLUSION

The present study found that minimally invasive TLH is a safe 
approach which is easily accessible and harmless for patients 
with minimal complication rate. Patients with previous history 
of surgery and elevated body mass index should be given addi-
tional care and attention to avoid complexity.

ABBREVIATIONS

CP: Cerebral Palsy.
HMB: Heavy Menstrual Bleeding.
PMB: Postmenopausal Bleeding.
TLH: Total Laparoscopic Hysterectomy.
TLH/BSO: Total Laparoscopic Hysterectomy with Bilateral 
Salpingo-Oophorectomy.
TLH + RSO: Total laparoscopic Hysterectomy (TLH) with a 
Right Salpingo-oophorectomy.
TLH + LSO: Total laparoscopic Hysterectomy with Left Salp-
ingo-oophorectomy.
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